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It is true that storytelling reveals meaning without committing the error of defining it, 

that it brings about consent and reconciliation with things as they really are, and that we 

may even trust it to contain eventually by implication that last word which we expect 

from the Day of Judgment. – Hannah Arendt 
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ABSTRACT 

  This study introduces Power Management (PM), a newly developed online 

integrative therapeutic assessment. PM consists of a self-report personality inventory, the 

Relational Modality Evaluation Scale (RMES), a series of self-guided narrative prompts, 

and a detailed follow-up score-report. The study had three aims: (1) to evaluate the 

convergent validity of the RMES in relation to the Big Five Inventory-10 (BFI-10) and 

the Inventory of Interpersonal Problems Short-Circumplex (IIP-SC), (2) to investigate the 

test re-test reliability of the RMES, and (3) to investigate the therapeutic benefits of PM 

by comparing it with narrative and mindfulness self-guided interventions over time, on 

outcome measures evaluating affect, insight, psychopathology, well-being, self-esteem, 

ability to change, and personal relevance. Aims were investigated using a short-term 

longitudinal design, in which outcome measures were administered at baseline (before 

interventions), immediately following interventions (post), and two weeks later (follow-

up). The sample was recruited online through Mechanical Turk and at baseline included 

82 men and 101 women, mean age = 35.82 years (SD = 9.61). Participants were 

randomly assigned to one of three interventions: PM (42 men, 56 women), narrative 
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writing (26 men, 25 women), and mindfulness (14 men, 20 women).    

 For Aim 1, partial correlations, controlling for demographics, identified statistically 

significant relationships between RMES, BFI-10, and IIP-SC subscales predicting 

personality constructs with high agency and high affiliation, high agency and low 

affiliation, low agency and high affiliation, low agency and low affiliation, as well as 

psychopathology. For Aim 2, The RMES showed strong test re-test reliability over a two-

week period (r =  .84, p < .000). For Aim 3, mixed-model repeated-measures ANOVAs 

indicated that the PM group had statistically significantly higher scores on outcome 

measures reflecting increased psychological well-being, insight, and motivation for 

change compared to the other groups. Scores improved between baseline and post for 

most psychotherapy outcome constructs across interventions. Gender mostly did not 

moderate results. Results suggest that PM is a promising therapeutic assessment worthy 

of further investigation. Mindfulness and narrative writing also showed evidence of 

effectiveness as delivered in an online format.  
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CHAPTER ONE 

Introduction 

 

 Thomas Szasz’s (1960) groundwork for a humanistic mental health practice 

demands bearing a “burden of understanding” (p.116)1, charging clinicians with the 

responsibility of contributing to a culture of reason. Following Szasz’s framework, the 

current study hopes to contribute to the development of a humanistic psychological 

assessment paradigm, helping the client to acquire “more understanding” through gaining 

insight and self-awareness via the assessment process. This study introduces Power 

Management (PM) an online self-guided therapeutic assessment that is designed to 

provide the client with maximal self-understanding. 

  As more people seek therapeutic consultation and the prices of mental health 

services continue to rise (Demyttenaere et al., 2013), the imperative of offering 

efficacious, low-cost, and culturally relevant care has become all the more important. 

Given that between one-quarter and one-half of psychotherapy clients drop out 

prematurely (Garfield, 1994; Hamilton, Moore, Crane, & Payne, 2011; Talmon, 1990; 

Wierzbicki & Pekarik, 1993) with even higher dropout rates for ethnic minorities (Sue, 

1998) and the limited number of sessions allocated by many insurers (APA, 2013), it is 

critical to make effective use of all available in-session time, especially early in 

treatment. The assessment process during intake is a central component of the therapeutic 

experience, providing key diagnostic material to the clinician. It is also the client’s first 
                                                
1 Szasz borrows this phrase from Langer (1953).  
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exposure to the therapeutic setting, playing a central role in informing the client’s 

therapeutic expectations, goals, and alliance, and termination status (Aubuchon-Endsley 

& Callahan, 2009; Martin, Garske, & Davis, 2000). Intake is thus the ideal time to 

introduce a therapeutically useful assessment that spurs insight, behavior modification, 

and growth.  

  The proposed model, Power Management (PM: M. Levis, 2014b), is a self-guided 

online assessment and clinical intervention. PM evaluates relational syndromes, 

personality typologies, and psychopathology, providing clear information to the client 

about his or her interpersonal and intrapsychic patterns, and a pragmatic case evaluation 

for the clinician. PM integrates diverse methods of assessment, providing clients with a 

range of modalities of expression, including self-report objective-format personality 

inventory, qualitative narrative story-telling tasks, and guided self-analysis, coupled with 

automatically generated detailed feedback. PM introduces a diagnostic vocabulary based 

on relational syndromes, shifting from illness labeling based upon isolated symptoms and 

traits towards an interpersonal strengths-based model. Rather than being summarily 

diagnosed by an assessment or an assessor, PM facilitates the process of self-diagnosis 

through helping the client identify his or her own behavioral patterns. This process 

potentially offers a source of insight, empowerment, self-esteem, and symptom reduction 

in line with the goals of psychotherapy. PM, accordingly, has the dual function of being a 

diagnostic tool and a therapeutic modality.  

  This dissertation has the conjoint objectives of measuring the diagnostic and 

therapeutic qualities of PM. The first goal is evaluated via investigating PM’s convergent 
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and discriminant validity in relationship to two other well-established diagnostic 

measures, while the second goal is evaluated through a three-arm study comparing the 

effects of PM with two other established therapeutic interventions on outcome variables 

associated with successful psychotherapy outcome. The dissertation begins by reviewing 

relevant assessment and self-guided psychotherapy literatures, before discussing the 

current studies.  

Literature Review  

  PM contains two primary assessment tools: (1) the Relational Modality 

Evaluation Scale (RMES), an objective format personality inventory,  (2) and the 

integrative therapeutic assessment Metaphor Tasks. This chapter will review the 

literatures relevant to each task, addressing both objective personality evaluation 

techniques and therapeutic assessment models.  

  The history of psychological assessment stretches back to the origins of 

psychology as a discipline. Psychological testing was developed to systematically 

measure a variety of abstract concepts, including feelings, emotions, personalities, and 

disabilities. Assessment serves the pragmatic function of measuring specific behavioral 

or cognitive traits or abilities, grouping them into theoretical constructs, and, in turn, 

diagnosing the individual through drawing from knowledge about these theoretical 

constructs. The following section reviews the evolution of the field, addressing the 

structural changes impacting personality research and the diagnostic process.  
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History and Assumptions of Psychological Assessment.  

 Despite the range of types and focuses of psychological assessments (e.g. 

intelligence, personality, relational characteristics, or psychopathology), nearly all 

approaches share the premise that these diverse aspects of human behavior can be 

scientifically measured and quantified. Tracing back to Wilhelm Wundt, the founder of 

academic psychology, assessment practice has mandated consistency and standardization 

(Gregory, 2007) with the goal of achieving an objective and standardized sample of 

behavior (Anastasi & Urbina, 1997). The application of these rigorous ideas, however, 

has varied as notions of objectivity have evolved. 

  Driven by emerging national priorities, early 20th century America embraced 

psychological assessment to gauge who would become law abiding citizens, reliable 

workers, and capable soldiers (Gregory, 2007). Since that time, assessments have steadily 

progressed towards psychometric and theoretical precision (Gregory, 2007). Advances in 

statistical methods such as Item Response Theory, a model allowing for relative item 

scoring techniques (Hambleton, Swaminathan, & Rogers, 1991), have stimulated higher 

standards for scale development, while changes in Classical Test Theory, models based 

on traditional scoring methodology, have refined the constructs of reliability and validity 

(Thomas, 2011). Despite these achievements, clinical assessment is often criticized for 

lack of sensitivity and attention to cultural diversity (Lopez, 1988), measurement bias 

(Ellis & Kimmel, 1992), and gender differences (Feingold, 1994).  

  While older personality assessment models were based on either actuarial models, 

defined by exclusively statistical calculations, or clinical models, defined by exclusively 
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clinical judgment, (Chapman, 1988; Kleinmuntz, 1990; Terman & Merrill, 1937; Yerkes, 

1919), newer systems tend to be integrative (Mischel, 2013; Westen & Weinberger, 

2004). This evolution at least partially stems from changing methodological norms that 

prioritize pragmatism over theory (Barlow, 2005; Luborsky et al., 2002). While many 

contemporary assessment models remain exclusively actuarial (Block, 2010), such as the 

Big Five Inventory (BFI-10: Rammsetdt & John, 2007), clinicians frequently use a 

variety of objective, projective, structured interview, self-report, and clinician-rated 

measures to create more useful diagnoses (Camara, Nathan, & Puente, 2000). Higher 

order constructs such as mental age, intelligence, and personality, have been replaced 

with more specific models such as types of intelligences (Gardner, 1985) and particular 

relational patterns (Hussey & Barnes-Holmes, 2012). 

  Clinical social work and humanistic psychological approaches have spurred the 

development of new forms of humanistic diagnostic methods and case management 

(Ehrenreich, 1985; Gambrill, 2012). While these disciplines have embraced broad 

assessment usage (Rabin, Barr, & Burton, 2005), they have also pushed for more 

humanistic assessment tools (Garrett, 2003). By emphasizing clients’ unique personal 

experiences, assessment designs have shifted from trait based diagnostic records towards 

more nuanced depictions of the person (Boyle & Springer, 2001), from diagnostic 

medical models to bio-psycho-social-spiritual models (Graybeal, 2001; Saleebeey, 1996). 

This change has helped shift assessment from being part of the diagnostic process to 

becoming directly part of treatment (Gregory, 2007).  

  Proponents of humanistic clinical practice have raised awareness about alternative 
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assessment frameworks (Garrett, 2003; Graybeal, 2001; Jack, 2000; Worell & Remer, 

2002). Social work’s commitment to community engagement, social wellbeing, and 

rights (Ife, 2012; Lee, 2001) has led to increased discourse about the role of culture in 

assessment (Hays, 2008), while its pragmatic humanism (Payne, 1990) has framed 

innovations including Naturalistic Inquiry (a model that emphasizes the difference 

between individuals’ behavior in clinical contexts and in regular day-to-day activities: 

Rodwell, 1987), White and Epston’s Narrative Therapy (a model that emphasizes self-

expression as a therapeutic tool: 1990), Graybeal’s Strengths-based Assessment (a model 

that emphasizes positive rather than negative features within clinical evaluation: 2001), 

and novel forms of qualitative research (Padgett, 2008). Similarly, positive psychology’s 

emphasis on wellness and emotional education (Seligman, 2012) has significantly 

impacted the humanistic assessment field, typified by the development of the Global 

Assessment Tool (Seligman & Fowler, 2011), a multi-component psychosocial 

assessment that evaluates clients’ emotional, social, family, and spiritual strengths.  

I: Hierarchical and Relational Models of Personality Assessment.  

  Within the domain of personality assessment, there are two primary conceptual 

typologies for organizing personality traits. The first and primary of these typologies is 

Big Five Personality trait model (McCrae & Costa, 2012; John & Srivastava, 1999). 

Rather than being theory based, researchers derived the Big Five’s factors, openness, 

conscientiousness, extraversion, agreeableness, and neuroticism, through a process of 

extensive orthogonal factor analyses of lexical trait descriptions (McCrae & Costa, 2012; 

John & Srivastava, 1999). This method of factor analysis hierarchically orders factors 
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based upon the predicted amount of variance accounted for in each model. As there is no 

presumed relationship between factors, there is similarly no presumed relationship 

between personality traits.  

  A variety of assessments and tests have been subsequently developed as ways of 

measuring these factors, including the Big Five Inventory (John, Donahue, & Kentle, 

1991), and its short form variant, the BFI-10 (Rammstedt & John, 2007), both of which 

have robust psychometric credentials. Even as the Big Five approach has been widely 

used, it has also been widely criticized (McAdams & Walden, 2010). Critics note that 

while the Big Five model is useful in creating clear dimensional descriptions, it may fail 

to provide meaningful information to the client, address changes over time, or facilitate a 

framework for change (Block, 2010; McAdams, 1992; Pervin, 1999). Others critique the 

utilization of orthogonal factor analysis for failing to account for variable interactions and 

therefore capturing only limited aspects of personality (Block, 2010).  

  The other primary personality typology is the relational or interpersonal model. 

Stemming from Stack Sullivan’s realization that “psychiatry is the study of processes that 

involve or go on between people” (1953; p. 4), relational approaches emphasize 

interpersonal interaction (Kaslow, 1996), measuring syndromal action-response patterns 

(Horowitz et al., 2006; Klerman, Weissman, Rounsaville, & Chevron, 1984). Leary 

(1957) and Cattell (Cattell, Eber, & Tatsuoka, 1988) systematized variants of Sullivan’s 

model, constructing an interpersonal circle termed an interpersonal circumplex, featuring 

dominance and submission and love and hate as the primary domains. These domains 

were organized as a graphic network detailing the healthy and non-healthy variants of 
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interpersonal behaviors as well as the relationship linking one domain to another (Locke, 

2000; Horowitz et al., 2006). See Figure 1 for an example of this network.  

  Supporters of the relational model recognize that “there is general agreement that 

the appropriate structural model for representing interpersonal dispositions is a two-

dimensional circumplex in which variables are ordered in a circular arrangement around 

the orthogonal dimensions of dominance versus submission and nurturance versus 

hostility” (Alden et al, 1990; p. 523). These dimensions are typically graphed using two 

axes, the x-axis, known as affiliation or communion, representing the dichotomy of 

nurturance and hostility, and the y-axis, representing power or agency, and the dichotomy 

of dominance and submissiveness (Horowitz et al., 2006). The Inventory of Interpersonal 

Problems Circumplex (IIP-C: Alden, Wiggins, & Pincus, 1990), and its short form 

variant, the Inventory of Interpersonal Problems - Short Circumplex Form (IIP-SC: 

Soldz, Budman, Demby, & Merry, 1995), are widely used relational assessments. These 

inventories evaluate agency and communion plus the additional axes of responsibility and 

control. These scales have been found to remain moderately consistent over time and 

across relational contexts, such as friends, family, and work (Moscowitz, 1994).  

 Despite their theoretical differences, there is considerable resemblance between 

the Big Five factors and the interpersonal circumplex axes (Hofstee, DeRaad, & 

Goldberg, 1992; Wiggins, 1995). The models share what is referenced in Big Five 

terminology as extraversion and agreeableness (John & Srivastava, 1999), or what is 

referenced in IIP-SC terminology as agency and communion (Szold et al., 1995). They 

diverge, however, in that the Big Five also includes the non-interpersonal constructs of 
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conscientiousness, openness, and neuroticism. While the Big Five scales present 

dichotomous trait constructs that have no theorized relationships with other traits, (e.g. 

the Openness Scale evaluates both openness and lack of openness, but has no specific 

relationship with the Extraversion Scale), circumplex constructs are coordinated in an 

interpersonal network and thus specifically relate to all other interpersonal constructs. 

  While the Big Five’s method centers on actuarial precision, measuring scores on 

specific isolated traits,2 relational approaches such as the IIP-SC offer contextual 

information, providing information that integrates individual identity and social roles. 

Although this additional interpersonal information could be construed as overly complex 

and not always necessary (Hofstee, DeRaad, & Goldberg, 1992), it may also be less 

stigmatizing and offer clients a meaningful way to evaluate relationships and address 

change pathways (Horowitz et al., 1988; Ragzio-DiGilio, Gonçalves, & Ivey, 1996) when 

compared with hierarchical taxonomies like the (Hofstee, et al., 1992).  

II: Therapeutic Assessment.  

  The demand for high-quality assessment, alongside the push for increased 

humanistic sensitivity, has led to the development of combined diagnostic and therapeutic 

models. Because these diverse models recognize the therapeutic power of assessment, 

they attempt to integrate assessment into the treatment process. Before turning to this 

discussion, it is useful to review the therapeutic outcome literature as a way of 

                                                
2 Addressing this limitation, Block (2010) details that “the length of a room entails 
nothing necessarily about its width or its ceiling height—length, width, and height are 
conceptually, logically unrelated, although they may well be, and often are, functionally 
related” (p. 6)  
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conceptualizing therapeutic benefit and measuring therapeutic change; given the current 

proposal’s focus on the therapeutic value of assessment, it is important to review the 

qualities that make therapy successful and their potential impact on assessment design.  

Predictors of Therapeutic Outcome. Frank and Frank (1991) posit that all effective 

therapies include a trusting relationship, comfortable setting, plausible case-development 

and treatment plan, and the joint participation of client and clinician. Other common 

factors include therapeutic alliance (a positive working relationship between client and 

clinician with shared goals), therapist warmth, client expectancy, and motivation to 

change (Assay & Lambert, 1999; Lambert & Barley, 2001).  

  The quality of the therapeutic relationship has been found to have a moderate 

effect size on therapy outcome (Horvath, 2001; Martin, Garkse, & Davis, 2000), 

predicting up to 30% of outcome variance (Lambert & Barley, 2001). Supportive 

clinician behavior is correlated with higher therapist-client alliance and positive outcome 

(Orlinksy, Grave, & Parks, 1994), and is predictive of up to 26% of outcome variance 

(Lambert & Barley, 2001). Self-esteem (Wampold, 2001), insight (Beck et al., 2004), 

self-awareness (Castonguay & Hill, 2007), and catharsis, the expression of built-up 

emotion (Denzler & Forster, 2012; Breuer & Freud, 2009), are also theorized factors that 

promote positive therapeutic outcomes (Grencavage & Norcross, 1990).  

  Client treatment expectancy, the degree to which the client has positive or 

negative conceptions of the therapeutic process (Joyce & Piper, 1998), accounts for up to 

15% of outcome variance (Lambert & Barley, 2001). Increased client treatment 

expectancy has been correlated with positive therapeutic alliance (Joyce & Piper, 1998), 
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dropout reduction (DeFife & Hilsenroth, 2011), motivation for change (Zuroff et al., 

2007), and symptom reduction (Weinberger, 1999). Increased personal sense of power 

and agency has also been shown to be predictive of increased professional success and 

positive physical and psychological symptom reduction (Wallerstein, 1992; Wingood & 

DiCliemente, 2000) and positive outcomes in self-help therapy (Murphy, 1999; 

Rappaport, 2002; Yoder & Kahn, 1992). In contrast, decreased sense of power is 

associated with negative experiences (Cunningham 2008; Wingood & DiCliemente, 

2000). Insight and empowerment oriented therapy clients (teaching clients to advocate 

and take active steps) showed long-term symptomology benefits when compared to 

clients in CBT therapies (Shedler, 2010).  

  As we move towards incorporating therapeutic goals in assessment design, it 

becomes important to integrate and investigate the processes that have been found to 

facilitate therapeutic progress, i.e., humanistic values, insight, self-esteem, empowerment, 

expectancy, positive alliance, and stigma reduction. Measurements of these processes 

will be used in this study as a proxy evaluation for therapeutic outcome. This agenda of 

bridging assessment and therapeutic intervention has inspired a range of innovative 

assessment and therapeutic techniques to be discussed below.  

Therapeutic Assessment (TA). Based upon Fischer’s efforts to reduce clinician-client 

hierarchy (1996), Therapeutic Assessment (TA) emphasizes including the client in all 

aspects of the assessment process. TA utilizes assessment to not only yield diagnostic 

information, but also to potentially provide therapeutically beneficial results. The 

protocol uses assessments such as the MMPI-2 paired with feedback and follow-up 



  12 

	

informational sessions. In a randomized control study, Finn and Tonsager (1992) found 

that participants who completed the MMPI-2 with TA showed statistically significant 

improvements in self-esteem, therapeutic alliance, hopefulness, and symptomology when 

compared to participants who completed the MMPI-2 without TA. Increasing client 

involvement in assessment is associated with increased alliance (Ackerman, Hilsenroth, 

Baity, & Blagys, 2000) and dropout reduction (Hilsenroth, Peters, & Ackerman, 2004).   

  Studies support the treatment utility of TA in a variety of settings, e.g. with 

children (Handler, 2007; Tharinger et al., 2009), managed health care (Finn & Martin, 

1997), and with Attention Deficit Disorder clients (Finn, 2003). Bohart (2000) argues that 

placing emphasis on collaborative processing can potentially facilitate a nuanced 

appreciation of culture in assessment, creating a more individualized therapeutic 

environment. For example, adapting TA for ethnic minority clients using a projective 

assessment model, Tharinger et al., (2008) used individualized fables to bypass the 

stigmas associated with diagnostic labeling (Rosenfield, 1997). However, Lilienfeld and 

Garb (2010) critique Poston and Hanson’s (2010) supportive meta-analysis of TA for its 

small sample sizes and for not sufficiently measuring the Barnum effect, the degree to 

which people find meaning in generic labels (Meehl, 1956).  

Narrative Assessment (NA). Stemming from Merleau-Ponty (1963), Bruner (2004), 

cognitive behavioral therapy (Rhodes, 2013) and psychoanalysis’ talking cure (Breuer & 

Freud, 2009), narrative psychology is a therapeutic model that helps clients find meaning 

in their life stories. Although narrative psychology has several branches (Angus & 

McLeod, 2004a), there is consensus that personal stories can mirror and shape peoples’ 
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identity, providing a means to growth (Angus & McLeod, 2004b). Narrative psychology 

offers a way of appreciating the role of the individual within a broader societal context, 

affording awareness and sensitivity about multicultural concerns, representing “both 

individual life stories and patterns of meaning across cultures” (Esquivel, Oades-Sese, 

Olitzky, 2007, p. 358). While narrative interpretation is sometimes criticized as 

unscientific and subjective (Garb, Wood, Lilienfeld & Nezworski, 2002), narrative 

themes and structure such as agency, communion, personal growth, and complexity have 

been shown to remain consistent over time across gender, class, and culture and to have 

convergent validity with more objective measures (McAdams et al., 2006).  

 NA centers on clients relaying stories that are analyzed with the help of a clinician 

and is often used to diagnose an area of personal conflict and/or psychopathology 

(Gonçalves, Machado, Korman, & Angus, 2002). NA may be administered orally (Barber 

et al., 1998), in writing (Pennebaker & Chung, 2007), or as part of talk therapy 

(McAdams, 1985). A variety of analytical techniques are utilized to identify narrative 

themes that are illustrative of intrapsychic and interpersonal conflicts and patterns. The 

creation and the deconstruction of the story are used for reflection, offering the client a 

sense of catharsis, insight, and mindfulness (Connely, 2005; White & Epston, 1990).  

  Pennebaker and colleagues have popularized narrative writing as a therapeutic 

technique (Graybeal, Sexton, & Pennebaker, 2001; Pennebaker & Chung, 2007; Tausczik 

& Pennebaker, 2010). They have identified that writing about traumatic experience is 

associated with increased insight, self-esteem and reduced physical and psychological 

symptoms when compared to writing about neutral events (Pennebaker, 1999; Schoutrop, 
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Lange, Brosschot, & Everaerd, 1996) regardless of gender, education level (Richards, 

Pennebaker, & Beal, 1995) and cultural background (Dominguez et al., 1995; Rime, 

1995).  

 The Core Conflictual Relationship Theme measure (CCRT: Luborsky & Crits-

Christoph, 1990) is a NA model that transforms clients’ stories and life experiences into 

ordered narratives. The CCRT, and its self-report version, the Central Relationship 

Questionnaire (CRQ; Barber, Foltz, & Weinryb, 1998), is used to identify the client’s 

specific relationship style, which is in turn used to evaluate transference patterns in 

psychodynamic therapy. The clinician is trained to recognize, organize, and present the 

narratives’ key points of conflict to the client. While the CCRT is praised for contributing 

to positive therapeutic alliance, reducing relational problems (Hilsenroth et al., 2004), 

and for successfully differentiating between clinical and non-clinical groups cross-

culturally (Weinryb et al., 2000), it is criticized for requiring extensive training, review, 

and implementation time resulting in additional costs (Albani et al., 1999). 

  Meta-analyses of narrative-based interventions have detected higher effect sizes 

when the proportion of males to females increases (Range & Jenkins, 2010).3 Range and 

Jenkins (2010) and Stickney (2010) associate this trend with males and females’ distinct 

disclosure patterns. These authors argue that males tend to be more impacted by narrative 

disclosure, as the narrative act prompts them to explore their emotions, while females 

tend to be less impacted by narrative disclosure, as research indicates that females share 

                                                
3 The authors support this assertion by sourcing that while Smyth (1998) found an effect 
size of d = .47, Frattaroli (2006), using a sample that was primarily women, had an 
effect size of only d = .15.  
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emotions more frequently and with more individuals than do males (Brody, 1999).    

Global Assessment Tool (GAT). Recognizing assessment’s therapeutic benefits, Martin 

Seligman, leader of the positive psychology movement (Seligman, 2012), led the 

development of a combined assessment with a resiliency-training program for use in the 

U.S. Army. The Global Assessment Tool (GAT: Seligman & Fowler, 2011) identifies, 

tracks, and trains individuals most at risk for psychopathology and nurtures resiliency 

with the aim of training physically and emotionally fit soldiers. This psychosocial 

measure is paired with detailed follow-up consultation with the goal of reducing 

emergency care costs, PTSD, and suicide risk. Rather than focusing exclusively on 

psychopathology, the GAT focuses on personal, social, family, and spiritual, values, 

relationships and goals. Organized as a self-report inventory in which soldiers answer 

“clusters” of questions, the test allows the grouping of diverse psychosocial 

characteristics. Intended to be a consistent measure for subsequent interventions in the 

Army, the GAT aspires to simplify and improve care, measuring deviations, 

improvements, effective treatments, and outcome results. Like TA, the GAT blends 

actuarial and clinical approaches, reinforcing the pragmatic stance that psychometrically 

precise assessments can become therapeutically useful when paired with client-centered 

delivery tools.  

  Although over one million soldiers have taken the GAT, efficacy data have yet to 

be released (Steenkamp, Nash, & Litz, 2013). Data from related studies evaluating 

university students that completed a program similar to the GAT suggested that combined 

testing and training led to less intense psychopathology for two years following 
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intervention (Reivich & Seligman, 2010). However, Steenkamp et al. (2013) criticize the 

small effect sizes of these beneficial changes. Further criticism addresses the program’s 

lack of sensitivity for client experiences, informed consent, and research controls 

(Eidelson, Pilisuk, & Soldz, 2011). 

Mindfulness-based self-assessments and interventions. Acceptance-based and humanistic 

schools of psychology such as positive psychology and mindfulness-based interventions 

have generated composite assessment interventions (Friedman & Macdonald, 2006), 

pairing diagnostic evaluation and therapeutic treatment. Mindfulness-based interventions 

have generated new modalities of self-assessment such as the body scan (Kabat-Zinn, 

1994). Unlike traditional objective or projective techniques that create a diagnostic 

record, the body scan teaches clients to assess themselves, gaining self-awareness 

through techniques that emphasize systematic observation of body tension, emotion and 

cognition (Kabat-Zinn, 2003). Results suggest that the body scan contributes to greater 

increases in parasympathetic nervous system activity than other relaxation exercises 

(Ditto, Eclache, & Goldman, 2006).  

  Mindfulness-based approaches are used in at least 240 hospitals and community 

settings (Baer, 2003) and are widely used for treatment of stress (Kabat-Zinn, 1990), 

personality disorders (Linehan, 1993), emotional processing (Davidson, Ekman, Saron, 

Senulis, & Friesen, 1990), anxiety and depression (Baer, 2003; Hayes, Strosahl, & 

Wilson, 1999; Teasdale, Segal, & Williams, 1995), and chronic pain (Kabat-Zinn, 

Lipworth, & Burney, R, 1985). Mindfulness-based interventions center on increasing 

personal awareness and emotional regulation (Brown & Ryan, 2004; Hayes & Feldman, 
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2004). Research has associated this methodology with increased insight (Hayes & 

Feldman, 2004), reduced symptoms of anxiety and depression (Hoffmann, Sawyer, Witt, 

& Oh, 2010). Online mindfulness-based interventions have been found to significantly 

decrease self-reported symptomology when compared to waitlist controls (Cavanagh et 

al., 2013) and significantly reduce stress, anxiety and depression (Krusche, Cyhlarvova, 

King, & Williams, 2012; Spijkerman, Pots & Bohlmeijer, 2016), as well as improve 

quality of life with late stage bi-polar disorder (Murray et al., 2015).  

  Although mindfulness-based interventions have been found to offer significant 

benefits for both genders (Baer, 2003; Brown & Ryan, 2004), others note that gender 

may impact intervention effectiveness. Results from several quasi-experimental 

substance treatment studies suggest that females experience relatively more improved 

self-regulation and stress reduction (Katz & Toner, 2013) when compared to males.  

Psychoeducation. Psychoeducation is an intervention technique based on sharing research 

and clinical knowledge about relevant diagnostic and treatment issues that was initially 

developed for treating schizophrenia. Bridging psychotherapeutic and educational 

objectives, this approach places emphasis on client empowerment through knowledge 

acquisition (Dixon, 1999). Founded on the idea that transmitting relevant information to 

the client and the client’s family is central to the therapeutic process, psychoeducation 

aspires to be communicable, clear, and supportive. Psychoeducation contains the 

following four steps: assessment and assessment feedback, problem solving training, 

communication training, and self-assertiveness training (Anderson, Hogarty & Reiss, 

1980). Psychoeducation provides clients and their families with current clinical and 



  18 

	

research findings about relevant diagnoses so they can make informed decisions about 

relationships and life goals, e.g. sharing with clients that the family criticism directed 

toward family members with schizophrenia is a predictor of higher recidivism rates. Like 

many of the models addressed above, psychoeducation recognizes that the diagnostic 

process is inherently relevant to the treatment process. The diagnostic record facilitates 

the development of the educational directives that drive the therapeutic encounter and the 

course of therapy.  

  Psychoeducation builds on the intersection of strengths-based ecological systems 

theories and cognitive behavioral, family therapy, and narrative approaches (Lukens & 

McFarlane, 2004). This union allows for a sensitive theoretical appreciation of the 

individual in relation to the group. It also provides a targeted therapeutic method that 

helps ‘teach’ the client how to cope and to change. As in TA, psychoeducation techniques 

frequently include a “dynamic assessment model” that emphasizes “teaching within the 

assessment” (Haywood & Brown, 1990), generating an interactive framework to assess 

clients, and in turn, to help them understand and change their interpersonal dynamics.  

  Data suggest that psychoeducation is as efficacious as other mainstream treatment 

models for bipolar disorder, but considerably less expensive (Geddes & Miklowitz, 2013; 

Parikh et al., 2012). Research supports utilization of psychoeducation as an additional 

technique delivered alongside traditional interventions (Clarkin, Carpenter, Hull, Wilner, 

& Glick, 1998), as well a therapeutic modality accompanied with or without 

pharmaceutical treatment. Psychoeducation delivered through bibliotherapy or the 

Internet, without clinician involvement, has been found to be effective in reducing 
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symptoms such as panic attacks and depression (Amstadter, Broman-Fulks, Zinzow, 

Ruggiero, & Cercone, 2009). Models that utilize the psychoeducational format to deliver 

cognitive and narrative therapies are noted for reducing stigma, while increasing hope 

and self-esteem when compared to treatment as usual (Roe et al., 2014).  

Online Interventions. Increasingly, clinical practice is expanding to the Internet. This 

growth includes nearly all forms of assessment and intervention. Although criticism has 

been raised about the differences between online response norms and pencil-and-paper 

response norms, this is not a concern when comparing individual responses to other 

responses by that same person (Buchanan, 2003). Many online interventions utilize CBT-

based frameworks, borrowing from CBT’s extensive behavior modification techniques, 

homework tasks, and learning strategies (Buchanan, 2003). Targeted online intervention 

models are used for a range of conditions, including panic disorder (Carlbring, Bohman, 

Shulz, et al., 2006), social anxiety disorder (Berger & Hohl), generalized anxiety disorder 

(Paxling et al., 2011), post-traumatic stress disorder (Spence et al., 2011), obsessive-

compulsive disorder (Andersson & Titov, 2014), as well as for depression (Schueller & 

Parks, 2012).   

  Online interventions vary in regard to the amount of time clients engage with 

professional clinicians, ranging from no direct contact to regular email or phone 

communication. While data suggest that more contact can be helpful for certain 

conditions such as depression (Buchanan, 2003), online interventions that have internal 

support structures, feedback loops, and clear assignments show equivalent therapeutic 

benefit to in-person interventions and are praised for offering improved access to 
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research-based interventions at significantly less cost than in-person therapy (Andersson 

& Titov, 2014; Hedman et al., 2010). Additionally, online interventions can be used as a 

resource that the client can re-utilize, allowing increased learning and change retention, 

but also effective and fast progress measurement that can be used by the client and the 

clinician (Andersson & Titov, 2014). Online interventions represent both a technological 

and methodological advancement, broadening the scope of available services. Online 

assessments and interventions present the breadth of psychotherapeutic modalities, and 

thus are not necessarily humanistic; nevertheless, the act of extending the reach of care 

keeps with the guiding vision of promoting personal insight and empowerment.   

Synthesis and integration. As the field of psychological assessment moves towards more 

statistically precise, less stigmatizing, and more humanistic assessment frameworks, we 

may note the continued relevance of Szasz’s understanding of clinical care as sharing the 

“burden of understanding”. The examples of NA, TA, and GAT, along with the advances 

of mindfulness, psychoeducation and online interventions, are indicative of significant 

changes in the assessment domain. Each of these techniques pushes towards becoming a 

functional intervention in addition to being a diagnostic tool. Each of these techniques 

presents a shift towards a less hierarchical diagnostic practice, helping the client to be 

actively engaged in the assessment procedure and thus in the process of his or her own 

therapeutic growth.  

 This dissertation builds on previous literature to test PM, a new integrative 

assessment technique. Similarly to TA, PM utilizes extensive feedback; however, 

whereas TA relies on conventional actuarial assessment, PM incorporates NA techniques, 



  21 

	

projective assessment tasks, and psychoeducational tools designed for maximal 

therapeutic benefit (M. Levis, 2014b). Like the GAT, PM is an integrative psychosocial 

therapeutic assessment, and like mindfulness-based interventions, PM facilitates 

increased awareness through active reflection, integrating personal reflection in the 

assessment process. Utilizing the methodological advances of online intervention, PM 

offers to become a mental health treatment that is quickly deliverable and inexpensive 

while being uniquely tailored to each user’s needs.  

The Relational Modality Evaluation Scale.  

  As mentioned previously, PM includes two primary tools, the Relational Modality 

Evaluation Scale (RMES: A. Levis, 1988b; M. Levis, 2014b), a self-report personality 

inventory, and the Metaphor Tasks, a battery of self-guided narrative and projective 

measures. The RMES draws from both the interpersonal circumplex and Big Five 

approaches, utilizing a simplified circumplex format to conceptualize personality 

differences, but also a neuroticism scale to evaluate neurotic and psychotic behavior. In 

addition, the RMES introduces the theoretical construct of a relational modality as an 

alternative conceptualization of the construct of personality.  

  In juxtaposition to both the circumplex and BFI taxonomies, the RMES 

introduces the theoretical construct of a relational modality as an alternative 

conceptualization of personality. Like other circumplex typologies, the RMES assumes 

that relational modalities are differentiable but also interconnected and at times 

overlapping (Moscowitz, 1994). Refining a variant of the agency and communion axes 

model, the RMES conceptualizes agency using the dyad of dominance versus 
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submissiveness, and conceptualizes communion using the dyad of cooperation versus 

antagonism. This schema results in the following four personality scales, or what are 

referred to as relational modalities scales: the Dominant Cooperative Scale, the Dominant 

Antagonistic Scale, the Submissive Cooperative Scale, and the Submissive Antagonistic 

Scale. Rather than using descriptive or emotional language to classify relational patterns, 

i.e. warm versus cold or love versus hate, as many circumplex models have traditionally 

done (Leary, 1957; Wiggins, 1995), the RMES uses descriptors corresponding to usages 

and manipulation of power. This discussion of power harkens to Adlerian usage of 

Nietzsche’s concept “the will to power”4 (Mosak & Maniacci, 2013), which recognizes 

power as a dynamic force that inspires people towards self-actualization.  

  In the context of Power Management, power represents the ability to resolve 

conflict. Conflict is here understood as a force that challenges one’s agency, while 

conflict resolution presents the ability to restoratively return to emotional homeostasis (A. 

Levis, 1988a; Sherif, 2015). While power is associated with conflict or stress (Laswell, 

2009; Sampson, 1965), power management is associated with conflict resolution, 

mastery, cooperation, and mutual respect (A. Levis, 1988a). As individuals are constantly 

engaging interpersonally, or, intrapsychically, with novel thoughts or feelings, 

negotiating new opportunities and challenges, they are consistently enmeshed within the 

processes of power and power management.  

  Adler’s conceptualization of personality types similarly relies on an 

                                                
4 “My idea is that every specific body strives to become master over all space and to 
extend its force, its will to power, and to thrust back all that resists its extension” 
(Nietzsche, 1968, s.636). 
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understanding of power dynamics. Adler’s ruling type (low affiliation, high agency), 

avoiding type (low affiliation, low agency), getting type (high affiliation, low agency), 

and socially useful type (high affiliation, highly agency) are all defined by their abilities 

and disabilities managing power (Engler, 2013; Mosak & Maniacci, 2013). These types 

theoretically may be associated, respectively, with the RMES’ Dominant Antagonistic 

(low affiliation, high agency), Submissive Antagonistic (low affiliation, low agency), 

Submissive Cooperative (high affiliation, low agency), and Dominant Cooperative (high 

affiliation, highly agency) relational modalities.  

  Although the relational modality scales deal primarily with interpersonal issues, 

they also evaluate intrapsychic domains. This joint focus recognizes that the intrapsychic 

has direct impact on the interpersonal as both correspond with power management 

functions. Each relational modality presents distinct advantages and disadvantages in 

regard to managing power. In a similar fashion to the psychoanalytic construct of defense 

mechanisms (Cramer, 2000), one’s relational modality does not necessarily lead to 

optimal functioning, but instead creates a framework for emotional balance. While a 

specific behavior may be an expectable response to a specific stressor, that response may 

not be a productive choice in the long term. For example, people who are very dominant 

may be strong leaders, but because they are too controlling, they may have heightened 

anxiety. Or people who are very submissive may be recognized and rewarded caregivers, 

but may have difficulty with communication and in turn feel resentful. 

 Whereas personality diagnoses can at times be problematic, constricting 

individual subjectivity into defined categories (Block, 2010; Mischel, 2008) that may be 
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stigmatizing (Rosenfield, 1997; Biehl, 2006), relational modalities are responsive 

constructs that appreciate the necessary interconnectivity of relationships. In principle, 

each relational modality presents a different model of how to react to stress, resolving 

conflict in a contrasting, but not better or worse, way. 

   In addition to measuring relational patterns, the RMES’ Psychic Tension Scale 

evaluates degrees of internal conflict, anxiety, and depression. The RMES includes the 

Psychic Tension Scale with the objective of offering therapeutically beneficial data to the 

client and to the clinician. Whereas the relational modality scales evaluate individuals’ 

primary relational patterns, the Psychic Tension Scale indicates areas of pathology. While 

individuals will, for the most part, score highest on only one of the relational modality 

scales, they may also score highly on the Psychic Tension Scale. Evidence suggests, 

however, that Psychic Tension is more correlated with submissive relational modalities 

(M. Levis, 2014a) than dominant relational modalities. This may have to do with 

submissive relational modalities being associated with having less agency than the 

dominant relational modalities and thus also with a greater difficulty communicating 

personal needs. This finding is consistent with the psychodynamic recognition that the 

inability to communicate can increase neurotic qualities (Breuer & Freud, 2009; Freud, 

1962). 

  A previous unpublished study (M. Levis, 2014a) (n = 471) suggests that the 

RMES scales are highly internally consistent (average scale Cronbach’s alpha = .93). 

Principal component analysis with Varimax rotation detected five factors in the RMES, 

Dominant Cooperative, Dominant Antagonistic, Submissive Cooperative, Submissive 
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Antagonistic, and Psychic Tension Scales accounting for 43% of the total variance.  

  Although the RMES shows promise as a clinical assessment tool (A. Levis, 

1988b; M. Levis, 2014a), it has not been investigated in relation to other personality 

measures. This dissertation evaluates the RMES’ convergent and discriminant validity in 

relation to the Big Five (BFI-10: Rammsetdt & John, 2007) and the interpersonal 

circumplex (IIP-SC: Szold et al., 1995), as both the Big Five and circumplex models 

continue to be widely used. It is hypothesized that the RMES’ relational scales will be 

significantly related to the interpersonal circumplex scales as both share a theoretical 

basis (Locke, 2000; Pincus, Gurtman, & Ruiz, 1998), and also that there will be 

statistically significant relationships between the RMES and the Big Five’s Extraversion, 

Agreeableness, and Neuroticism Scales.  

The Metaphor Tasks 

  PM’s Metaphor Tasks are a series of creativity and narrative-based tasks that 

request participants to create drawings, provide information about the drawings, and 

write stories about the drawings, noting the surrounding events, and interpreting the key 

conflictual themes. Following projective methodology (Cohen, Swerdlick, & Philips, 

1996), the Metaphor Tasks begin ambiguously, allowing clients to feel comfortable 

exploring topics that might otherwise be difficult to address. Unlike other projective tests, 

these prompts become gradually more targeted, facilitating reflection through self-

analysis. All of the tasks conclude with a series of guided essay questions addressing the 

conflictual issues, how they have been resolved, and the story’s relevance for the client. 

See Figure 2 for an example of the Animal Metaphor Task.i See Figure 3 for example of 
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the online drawing platform.  

  The Metaphor Tasks are organized around the following six stages: stress, 

response, anxiety, defense, reversal, and compromise. The first stage, stress, begins with 

a series of tasks related to childhood, adolescence, and family networks, as a way of 

evaluating early patterns of dealing with conflict. The response stage task deals with how 

a person sees himself or herself and his or her current social patterns by drawing a mask. 

This stage is termed response as qualities of this mask are typically reactions to the early 

stressors present in the first tasks. The anxiety stage task requests participants to more 

deeply reflect on these patterns by drawing what is beneath the mask, thus exposing 

personal insecurities and how they compensate for them. The defense stage task requests 

participants to write and illustrate a short fictional story with two animals, highlighting 

participants’ ways of responding to their anxieties. The reversal stage task requests 

participants to illustrate and write about a recent dream, based on the assumption that 

defense mechanisms are less active during sleep. The compromise stage task requests 

participants to write and illustrate a short story, providing a context to be totally creative. 

This final exercise allows an opportunity for the participant to direct the narrative, 

highlighting how this unique storyline reflects the patterns of conflict and conflict 

resolution present throughout the other tasks. An example of this template is presented in 

Figure 4. 

  The Metaphor Tasks are coordinated following a dialectical structure, based on 

the theory that the degree to which an individual feels stressed will correspond to the 

degree that an individual acts, offsetting the initial stress. The experience of stress is 
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passive as one is subjected to an experience; on the other hand, the responsive action 

requires active steps and independent initiative. Each pair of PM stages (stress/ response, 

anxiety/ defense, reversal/ compromise) presents an example of this sequence of passive 

and active role states. By completing the six sequential tasks, the client documents his or 

her characteristic way of responding to stress.  

  Whereas narrative assessments like the CCRT require extensive clinician 

involvement to interpret clients’ narratives (Luborsky & Crits-Christoph, 1990), PM’s 

Metaphor Tasks direct participants to self-analyze their narrative following a structured 

series of guided prompts (A. Levis, 1988b). As PM is self-administered, it limits the time 

necessary for a clinician to deliver an assessment and thus offers to potentially reduce 

costs, as it does not require the clinician’s time to interpret. This shift could also lessen 

client/ clinician hierarchy by reducing stigmatizing labels, and promote empowerment 

through helping clients gain tools for self-understanding and insight. PM hopes to 

improve upon the efficacy of previous assessment techniques by including NA and direct 

feedback mechanisms. 

  Echoing the opening quotation from Arendt about the nature of storytelling, PM’s 

Metaphor Tasks looks to creativity as a source that “reveals meaning without committing 

the error of defining it” and functions to facilitate “consent and reconciliation with things 

as they really are” (1970, p. 105). Rather than constricting creativity, or forcing a set 

interpretation, PM empowers the individual to extract meaning from his or her own story, 

discerning how unconsciously he or she ‘reconciles’ conflicts, and therein also learning 

how to improve upon these patterns. 
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PM Summary 

  PM relies on a strengths-based foundation, bridging assessment, intervention, and 

psychoeducation in a supportive, humanistic, and interactive online context. While 

pathology is associated with the inability to effectively manage power (Van der Kolk & 

McFarlane, 2012), healthy power management relies on the ability to transform power. 

PM is a responsive technique designed to help clients deal with this process, to aid them 

with processing personal conflicts, and to learn about how they dialectically shift from 

conflict to resolution. PM brings awareness about personal patterns into focus by 

encouraging clients to critically reflect on their power management processes. Change is 

not presented as changing relational modality type, but in optimizing power management 

strategies and skills. 

  In a previous unpublished pilot study (M. Levis, 2014b), PM (n = 10) was 

compared with narrative (n = 15) and mindfulness interventions (n = 15) on measures of 

affect, (I-PANAS-SF) and insight (BCIS) both immediately after the intervention (post) 

and two weeks later (follow-up). A mixed-model repeated-measures ANOVA, 

moderating for time (F(4,72) = 2.66, p = .039, η2 = .13), indicated that participants in the 

narrative condition (M = 1.43, SE = .17) exhibited more negative affect when measured 

at post than those in PM condition (M = 1.10, SE = .20). It was also found that (F(4,72) = 

2.69, p = .038, . η2 = .13), participants in the PM condition (M = 2.00 SE = .20) 

demonstrated less self-certainty (and therefore more openness to insight) than those in the 

mindfulness condition (M = 2.47, SE = .16) at post (p = .05).  

  Building upon past research, this dissertation assesses the convergent and 
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discriminant validity as well as the therapeutic benefits of PM and the RMES by 

including a larger sample size, more refined measures predictive of psychotherapy 

outcome, and additional personality assessment variables. The dissertation consists of 

two parts: a convergent validity study in which the RMES is investigated in relation to 

the BFI-10 and the IIP-SC, both widely used personality measures that have established 

validity and reliability, and a short term longitudinal intervention study, in which PM is 

compared to narrative and mindfulness interventions to assess effects on constructs 

related to therapeutic outcome, including insight, positive and negative affect, 

psychological well-being, openness to change, motivation for treatment, 

psychopathology, and satisfaction. Measures assessing these constructs are evaluated at 

three time points: baseline (before interventions are administered), at post (immediately 

after interventions are administered), and at follow-up (at two weeks following 

intervention administration).  

Study Aims and Hypotheses 

Aim 1. To evaluate the diagnostic value of PM. To address PM’s conceptual clarity and 

diagnostic relevance, convergent and discriminant validity (Campbell & Fiske, 1959; 

Lehmann, 1988) will be evaluated at baseline, investigating PM’s RMES’ relationship 

with the Big Five Inventory (BFI-10: Rammsetdt & John, 2007) and the Inventory of 

Interpersonal Problems Circumplex Short Form (IIP-SC: Szold et al., 1995). These scales 

were selected because of their wide usage, brief format, and because they represent, 

respectively, a non-theoretical hierarchical personality typology and a theoretical 

interpersonal circumplex personality typology. Partial correlations, controlling for 
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gender, will be evaluated comparing each of the RMES scales with the IIP-SC and the 

BFI-10’s scales. This aims’ related hypotheses are presented in table 1.  

  Hypothesis 1a – 1d: There will be statistically significant positive relationships 

between conceptually similar RMES and IIP-SC subscales, when controlling for gender, 

as follows: 1a, between the RMES scales and IIP-SC scales that are high on agency and 

affiliation, i.e. the RMES’ Dominant Cooperative Scale and the IIP-SC’s Domineering, 

Overly Nurturant, and Intrusive Scales; 1b, between scales that are high on agency and 

low on affiliation, i.e., the RMES’ Dominant Antagonistic Scale and the IIP-SC’s 

Domineering, Vindictive, and Cold Scales; 1c, between scales that are low on agency and 

high on affiliation; i.e., the RMES’ Submissive Cooperative Scale and the IIP-SC’s 

Overly Nurturant, Exploitable, and Intrusive Scales; and 1d, between scales that are low 

on agency and low on affiliation, i.e., the RMES’ Submissive Antagonistic Scale and the 

IIP-SC’s Nonassertive, Socially Avoidant, and Cold Scales. In addition, patterns of 

relationships between scales as differing by gender will be explored. 

 Hypotheses 2a – 2e: There will be statistically significant relationships between 

conceptually similar RMES and BFI-10 scales, when controlling for gender, as follows: 

2a, there will be a statistically significant positive relationship between the RMES’ 

Dominant Cooperative Scale and the BFI-10’s Extraversion and Agreeableness Scale; 2b, 

there will be a statistically significant positive relationship between the RMES’ Dominant 

Antagonistic Scale and the BFI-10’s Extraversion Scale and a statistically significant 

negative relationship between the RMES’ Dominant Antagonistic Scale and the BFI-10’s 

Agreeableness Scale; 2c, there will be a statistically significant negative relationship 
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between the RMES’ Submissive Cooperative Scale and the BFI-10’s Extraversion Scale 

and a statistically significant positive relationship between the RMES’ Submissive 

Cooperative Scale and the BFI-10’s Agreeableness Scale; 2d, there will be a statistically 

significant negative relationship between the RMES’ Submissive Antagonistic Scale and 

the BFI-10’s Extraversion and Agreeableness Scales, and a statistically significant 

positive relationship between the RMES’ Submissive Antagonistic Scale and the BFI-

10’s Neuroticism Scale; 2e, that the RMES’ Submissive Antagonistic Scale will have a 

statistically significant positive relationship with the BFI-10’s Neuroticism Scale. In 

addition, patterns of relationships between scales as differing by gender will be explored. 

Aim 2. To evaluate the test-retest reliability of PM. To address the test-retest reliability of 

PM, the relationship between RMES results at baseline and RMES at follow-up, 

following the respective interventions, two-weeks later, will be investigated. Hypothesis 

3, Each of the RMES subscales will show statistically significant test re-test reliability.  

Aim 3a. To evaluate the therapeutic value of PM compared with other self-guided 

therapeutic tasks. To address this aim, a short-term longitudinal design will be 

implemented. At baseline (pre-assessment) established measures of wellness and 

psychopathology will be given to measure psychological symptoms, cognitive insight, 

personal growth, positive and negative affect, self-reflections, self-esteem, and 

psychological well-being. After completing baseline measures, participants will be 

randomly placed in one of three conditions: 1) PM, 2) the narrative condition 

(Pennebaker, 2000); or 3) the mindfulness condition (Kabat-Zinn, 1994). Immediately 

after the intervention, the baseline measures will be given again (post). Two weeks later, 
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the baseline measures will be repeated (follow-up).  

  Hypothesis 4a – 4i: At post and follow-up, the PM group—when compared to the 

narrative writing and mindfulness groups, and controlling for gender—will show scores 

indicative of statistically significantly better outcomes, including significantly lower 

scores on: 4a, negative affect; 4b, ability to be self-critical; 4c, psychopathology and 

mental health symptomatology; and significantly higher scores on: 4d, positive affect; 4e, 

general psychological wellness; 4f, openness to alternative perspectives; 4g, self-esteem, 

4h, growth initiative. In addition, gender, as a moderator of relationships between 

experimental group and outcomes, will be explored.  

Aim 3b. To evaluate participants’ satisfaction with PM when compared to other 

therapeutic tasks. Hypotheses 5a – 5d: At post and follow-up, the experimental group—

when compared to the control groups and controlling for gender, when the sample size is 

large enough5—will rate the completed task as being significantly more satisfying in the 

following areas: 5a, stimulating insight, 5b, facilitating changes, 5c, personal relevance 

and value. 5d will explore group differences for more specific items related to the same 

constructs. In addition, gender, as a moderator of relationships between experimental 

group and outcomes, will be explored.  

                                                
5 In the situation of participant dropout and the reduction of sample size, the analyses will 
remove gender from the model to conserve statistical power.  
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CHAPTER TWO 

Method 

Participants  

  All participants in this randomized controlled online study were American adults 

recruited from Mechanical Turk (MTurk), a widely used forum for recruiting online 

research participants. As the intervention part of this study consisted of a short-term 

longitudinal design, a number of participants did not complete the full intervention study. 

Accordingly, the number of participants and their demographics are listed separately for 

each of the three time periods: baseline, post (immediately following the intervention), 

and at follow-up (two-weeks after the intervention). The study was designed to allow 

participants to leave items unanswered if they felt uncomfortable with the specific 

questions. This led to having small differences in sample sizes for various questions 

based upon participants’ decision to not respond. The same sample was evaluated for 

each of the study’s hypothesis. Table 2 displays sample demographic characteristics at 

each phase of the study.  

Baseline  

 Participants who completed baseline consisted of 101 women and 82 men. 

Participants were primarily White (79.2%), with a mean age of 35.82 years (SD: 9.61 

years). The sample included participants from Black (7.1%), Asian (7.7%), and Hispanic 

(6.0%) ethnic and racial backgrounds. Most participants were single (43.7%) or married 

(33%), heterosexual (84.2%), had graduated from college (44.8%), and earned between 
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$10,000 and $30,000 annually (44.6%) or between $30,001 and $60,000 (37%). Table 3 

displays the demographic characteristics of the intervention groups for participants that 

completed baseline.   

Post 

  Participants who completed both baseline and post measures consisted of 67 

women and 65 men. Participants were primarily White (75%), with a mean age of 35.25 

years (SD = 9.09 years). The sample included participants from Black (8.3%), Asian 

(9.1%), and Hispanic (7.6%) ethnic and racial backgrounds. Most participants were 

single (43.2%) or married (35.6%) heterosexuals (86.4%) who had graduated from 

college (43.9%), and earned between $10,000 and $30,000 (45.5%) or between $30,001 

and $60,000 (34.8%). Participants were randomly placed in one of three intervention 

groups: PM (n = 59), mindfulness (n=29), and narrative (n = 44). Table 4 displays the 

demographic characteristics of the intervention groups for participants that completed 

post.   

Follow-up  

  Participants who completed all parts of the study consisted of 54 women and 46 

men. The numbers of participants in each group were: PM (n= 51), mindfulness (n=19), 

and narrative (n=29). Similarly to the larger original sample, participants were primarily 

White (75.8%), with a mean age of 36.1 years (SD 9.36). Most were single (42.4%) or 

married (39.4%), had graduated from college (44.4%), and earned between $10,000 and 

$30,000 (42.4%) or between $30,001 and $60,000 (37.4%). Due to an unforeseen 
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technical issue, 18 participants in the narrative group were not provided the RMES at 

baseline as well as with select items at follow-up. An independent-samples t-test detected 

differences between members of the narrative group who completed all tasks and those 

that did not in regard to age, t(43.8)= 2.12, p = .04) (Full Narrative: M = 36.3, SD = 

10.48; Partial Narrative: M = 30.78, SD = 7.92), and ethnicity, Fisher’s Exact Test, p = 

.01) ( Full Narrative: White, n = 30, non-White, n = 3; Partial Narrative: White,  n = 10, 

non-White, n = 8). In the results section, the items that were not displayed to the group of 

18 participants are identified and discussed. As no differences were detected between the 

narrative groups in regard to outcome measures, the two narrative groups were pooled for 

subsequent analysis. Table 5 displays the demographic characteristics of the intervention 

groups for participants that completed follow-up.   

 Participants were able to dropout of the study at any point or not to continue with 

the post or follow-up components of the study. The overall dropout rate, including those 

that did not choose to continue with the post and follow-up components, was 44.70%, 

which, although a high percentage of recruited participants, is within the average for 

randomized control studies (Bados, Balaguer, & Saldãna 2007) and comparable with 

other online mindfulness-based intervention studies (Cavanagh et al., 2013; Krusche et 

al., 2012). The dropout rates for PM, mindfulness, and narrative intervention groups did 

not significantly differ from each other, and were, respectively, 44.90%, 44.12%, and 

45.10%. Tables 6a – 6c detail dropout data from the initial sample, during the 

intervention, between the intervention and post, and between post and follow-up, and 

compare completers versus non-completers. 
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Procedures 

The study used Qualtrics Research Suite (Snow & Mann, 2013) to implement the 

study and MTurk to recruit and compensate participants. Connecting these respective 

technologies allowed detailed embedded data calculation and randomization. Each 

participant was tracked via an anonymous Qualtrics identification code as well as through 

his or her anonymous MTurk identification code. Only participants who successfully 

completed more than 1000 other MTurk tasks were allowed access to this study. 

Participants were provided information about the nature of the study, time involved, and 

compensation before commencing the study. Informed consent was obtained for all 

participants. Upon completion, each participant was paid $22.50 for the first part of the 

study (baseline and post) and an additional $3.50 for completion of the final party of the 

study (follow-up).  

 Participants answered demographic questions, personality scales, and completed 

therapeutic outcome measures before starting the intervention (baseline data are 

presented in Table 3), then re-completed outcome measures in addition to satisfaction 

measures immediately after the intervention (post data are presented in Table 4), as well 

as two-weeks after completion of intervention (follow-up data are presented in Table 5). 

Participants were alerted before commencing and after completion about the follow-up 

component of the study. A follow-up MTurk study was launched two-weeks after post 

results were completed. Access was only offered to MTurk users who had completed 

post.  

  Participants were randomly assigned to one of three groups. Stratified 
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randomization was used to ensure that equal numbers of males and females were 

recruited in each group. A larger sample was recruited for the experimental condition, 

Power Management (PM), so as to have greater statistical power for that group than the 

comparison intervention groups. These other groups either completed a narrative task 

about personal trauma (Pennebaker & Chung, 2007) or completed a mindfulness-based 

body scan (Kabat-Zinn, 1994). As noted above, these sample sizes varied at each time 

point for each group based upon participant dropout.  

  The PM intervention included the RMES, the Metaphor Tasks, as well as an 

introductory essay and concluding feedback. Participants were instructed on how to 

complete the Metaphor Tasks’ drawing exercises through an embedded web-based 

drawing site. Results automatically populated in a detailed score report, providing 

immediate feedback to clients about their scores and copies of completed creativity 

exercises.  

Narrative and mindfulness interventions were selected as comparison controls 

because of their extensive usage, broad supportive literatures, and therapeutic benefits. 

Both are self-guided brief interventions associated with increases in mental health 

variables predicting successful therapy outcome (Kabat-Zinn, 1990, 2003; Pennebaker, 

1997). Narrative and mindfulness share a theoretical goal with PM, guiding the client to 

insight through encouraging the client to explore otherwise non-explored parts of him or 

herself. The narrative intervention used Pennebaker’s narrative task (2000), requesting 

that participants spend between 60 and 90 minutes writing personal thoughts and feelings 

about a traumatic experience. Participants were able to pause writing when they felt 
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necessary, but were still required to write at least 4,000 characters, roughly two double-

spaced pages. The mindfulness intervention consisted of two sequential 45-minute body-

scan meditations (Kabat-Zinn, 1990) in which participants followed a recorded 

meditation that focuses attention on bodily sensation. These recordings are provided 

online for clinical and research purposes by the University of California San Diego’s 

Hospital’s Center for Mindfulness.6 Participants were able to spend more than the 

allocated time if they desired, but were unable to proceed to the next survey question 

until the requisite time was reached. The time allotted for control conditions matched the 

average time required to complete earlier versions of PM (M. Levis, 2014b). While this 

duration is somewhat longer than is typical for utilization of mindfulness (repeated 45-

minute sessions (Cropley, Ussher, & Charitou, 2007) and narrative (repeated twenty-

minute sessions; Burg, Mosher, Seawell, & Agee, 2010) interventions, extended length 

has been shown to result in intervention efficacy for the control conditions (Smyth, 1996; 

Valentine & Sweet, 1999). Figure 5 provides an overview of the study design.  

Measures were selected based on their reliability, validity, relevance in predicting 

psychotherapy outcome, and usage in related studies (Finn & Tonsager, 1992; Newman 

& Greenway, 1997). The Boston University Institutional Review Board approved all 

measures included in the research protocol. 

                                                
6 Recordings are available at the UCSD website: 
www.health.ucsd.edu/specialties/mindfulness/programs/mbsr/Pages/audio.aspx 
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Measures 

Demographic variables  

All participants were asked to provide information about gender, age, ethnic background, 

sexual orientation, relational status, education level, and income. Questions were not 

placed in forced-response categories to accommodate personal preferences. Scores were 

coded and categorized upon data analysis. Gender was coded as Female, Male, and other. 

Age was calculated as a continuous measure. Ethnic background was coded as White, 

Hispanic, Black, Asian, and multi-racial. Relational status was coded as single, married, 

dating, divorced, widowed, and other. Education categories were elementary school, high 

school, associates degree, college, graduate degree, and doctoral degree. The categories 

of income were less than $10,000, between $10,001 and $30,000, between $30,001 and 

$60,000, and more than $100,000 annually. Ethnic background, relational status, and 

education were also recoded as dichotomous variables.   

Outcome measures 

Inventory of Interpersonal Problems Short Circumplex Form (IIP-SC): The IIP-SC 

(Szold et al., 1995) is a brief version of Inventory of Interpersonal Problems Circumplex 

(IIP-C: Horowitz et al., 1988). The 32 items (each scored on a 5-point Likert scale, 

ranging from “not at all” to “extremely) identify clients’ interpersonal problems 

(Horowitz et al., 1988). It contains the following subscales: Domineering (PA, 

Cronbach’s alpha = .69), Vindictive (BC, Cronbach’s alpha = .71), Cold (DE, Cronbach’s 

alpha = .84), Socially Avoidant (FG, Cronbach’s alpha = .80), Nonassertive (HI, 
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Cronbach’s alpha = .75), Exploitable (JK, Cronbach’s alpha = .74), Overly Nurturing 

(LM, Cronbach’s alpha = .71), and Intrusive (NO, Cronbach’s alpha = .80) (Szold et al., 

1995). Research from three outpatient settings suggests the IIP-SC is strongly correlated 

with the full IIP-C (Szold et al., 1995), captures personality features as identified in 

circumplex models (Wiggins, 1982), and is sensitive to changes occurring as a result of 

treatment (Szold et al., 1995). The IIP-SC was given at baseline so as to measure 

convergent validity with PM scales, but not administered at other intervals. 

Big Five Inventory (BFI-10): The BFI-10 (Rammsetdt & John, 2007) is a brief version of 

the BFI (John, et al., 1991), a widely used Big Five measurement (Costa & McCrae, 

1992). The BFI-10 has five subscales, including: Extraversion (Cronbach’s alpha = .88), 

Agreeableness (Cronbach’s alpha = .79), Conscientiousness (Cronbach’s alpha = .82), 

Neuroticism (Cronbach’s alpha = .84), and Openness (Cronbach’s alpha = .81) 

(Rammsetdt & John, 2007). This version has 2-items per scale (each scored on a 5 point 

Likert scale from “disagree strongly to agree strongly” and each scale is summed 

separately. Research completed in the US and Germany in non-clinical settings suggests 

the BFI-10 has high test-retest reliability (Pearson Correlation = .72). The BFI-10 was 

given at baseline so as to measure convergent validity with PM scales, but not 

administered at other intervals.  

Brief Symptom Inventory-18 (BSI): The BSI-18 (Derogatis & Fitzpatrick, 2004; 

Derogatis, 2001) is a widely used self-report mental health inventory based on the 

Symptom Checklist-90 (Derogatis & Cleary, 1977). The BSI-18 features the following 

subscales: Somatization (Cronbach’s alpha = .74), Depression (Cronbach’s alpha = .84), 
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and Anxiety (Cronbach’s alpha =.79) (Derogatis, 2001). It has been normed in diverse 

clinical and non-clinical populations (Hjörleifsdóttir, Hallberg, Bolmsjö, & 

Gunnarsdóttir, 2006; Prelow, Weaver, Swenson, & Bowman, 2005), and its test-retest 

reliability is high (Pearson Correlation = .76). The BSI-18 is frequently used to evaluate 

psychopathology, including in TA studies (Finn & Tonsager, 1992, 1997). The BSI-18 

uses a 5-point Likert scale, ranging from “not at all” to “extremely”, in which items 

responses are summed to generate a composite total score.  

Beck Cognitive Insight Scale (BCIS): The BCIS (Beck et al., 2004) is a self-report 

evaluation of self-reflectiveness and awareness about personal experiences. This 15-item 

scale includes a 9-item measure of Self-Reflectiveness (Cronbach’s alpha = .68) and a 6-

item measure of Self-Certainty (Cronbach’s alpha = .60) (Beck et al., 2004). Subscales 

were based on a principal component analysis of data from 150 clinical inpatients. 

Individuals with higher baseline scores tend to improve more from Cognitive Therapy 

than those with lower scores (Perivoliotis et al., 2010). The scales have adequate 

construct validity and successfully discriminate between clinical and non-clinical 

populations (Beck et al., 2004). The BCIS uses a 4-point Likert scale, ranging from “do 

not agree at all” to “agree completely” and has moderate effect size in clinical settings 

(Beck et al., 2004).  

Personal Growth Initiative Scale (PGIS): PGIS (Robitschek, 1998) is a 9-item single 

factor self-report measuring personal growth motivation. Initial research indicates that 

men and women have similar scoring PGIS scoring patterns (Robitschek & Spering, 

2009). The scale has adequate internal consistency (Cronbach’s alpha = .77) and has been 
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used internationally in Positive Psychology research (Bhattacharya & Mehrotra, 2014; 

Robitschek & Spering, 2009). Higher scores are correlated with better day-to-day 

functioning and fewer emotional disturbances (Robitschek & Kashubeck, 1999). PGIS 

features a 6-point Likert scale, ranging from “definitely disagree” to “definitely agree”, 

and is scored by adding all item scores, and has a moderate effect size in non-clinical 

settings.  

Psychological Well-being (PWB): PWB (Diener et al., 2009) is an 8-item single factor 

measure with strong internal consistency (Cronbach’s alpha = .86) that uses a 7-point 

Likert scale, ranging from “strongly agree” to “never agree”. PWB was selected because 

of its convergent validity with other well-being measures. Items focus on meaning, 

positive social relationships, self-esteem, and competence and mastery (Diener et al., 

2009). PWB was developed by refining other well-being scales (Ryan & Deci, 2001; 

Ryff, 1989). Research on the PWB has been based on non-clinical populations (n=573) 

(Diener et al., 2009. PWB score has a low to moderate effect size in predicating mortality 

and other areas of physical health in non-clinical populations (Diener & Chan, 2011). 

International Short-Form Positive and Negative Affect Schedule (I-PANAS-SF): The I-

PANAS-SF (Thompson, 2007) is a shorter and more culturally informed version of the 

original PANAS (Watson, Clark, & Tellegen, 1988). The I-PANAS-SF is based on 

qualitative (n = 18), quantitative (n = 407), and comparative quantitative (n = 1,789) 

research (Thompson, 2007). The current version has two factors with 5-items each: 

Positive Affect (PA, Cronbach’s alpha = .78) and Negative Affect (NA, Cronbach’s alpha 

= .76) (Thompson, 2007). No statistically significant differences in score pattern were 
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detected across languages and geographic locations. Both PA and NA are well-

documented constructs with cross-cultural reliability (Almagor & Ben-Porath, 1989). 

Items feature a 5-point Likert scale, ranging from “never agree” to “always agree”. 

Scoring is based on summing each subscale’s score.  

State Self-Esteem Scale (SSES): SSES (Heatherton & Polivy, 1991) is 20-item self-

esteem measure used to evaluate short-term fluctuations. The SSES has been chosen for 

inclusion in this study because of its ability to quickly respond to self-esteem changes and 

its wide usage in related research (Heatherton & Polivy, 1991). The scale has three 

factors: Performance, Social, and Appearance based self-esteem factors (Bagozzi & 

Heatherton, 1994). The scale has good internal consistency (Cronbach’s alpha = .92) 

(Heatherton & Polivy, 1991). It uses a 5-point Likert scale, ranging from “never agree” to 

“always agree”. 

Outcome Query (OQ): The OQ contains 18 items that evaluate the participant’s 

experience completing the intervention. This exploratory measure addresses the 

conceptual domains of Stimulating Insight, Facilitating Changes, and Personal 

Relevance. Although there are several widely used client satisfaction measures, the OQ is 

unique as a client satisfaction evaluation for a therapeutic assessment. The OQ was 

delivered upon completion of the intervention and at follow up. All OQ items use a 5-

point Likert scale, ranging from “strongly disagree” to “strongly agree”, except for the 

item that requests participants to identify the monetary value of the intervention as either 

0, $25, $50, $75, or $100. A sample OQ item is “Identifying my relational pattern helps 

me to better understand my self.” Scores for the Stimulating Insight domain were tallied 
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by calculating the weighted mean of items 1-8. Scores for the Facilitating Changes 

domain were tallied by calculating the weighted mean of items 9-14. Scores for the 

Personal Relevance domain were tallied by calculating the weighted mean of items 15-

18. The OQ’s full items are listed in Table 7.  
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CHAPTER THREE 

Results  

Descriptive statistics & data transformations.  

 All analyses were computed using SPSS 20.0. All continuous variables were 

standardized before being entered into analyses. As data were collected at three time 

points (baseline, post, and follow-up), the respective descriptive statistics are presented 

separately for each time point. Demographic information for the respective time points is 

presented in Tables 3 – 5.  

   Dropout data are presented in Tables 6a – 6c. Chi-square analysis (Table 6b) 

detected significant difference between the dropout pattern for males and females 

completing the mindfulness group’s baseline measures (x2 = 4.10, 1, p = .043), between 

White and non-White PM group members completing intake measures (x2 = 7.26, 1, p = 

.007), and between White and non-White PM group members that started versus those 

that finished the full study (x2 = 6.25, 1, p = .012).  

 Initial correlations among demographics (gender, age, education, ethnicity, and 

income), personality scales, and outcome variables were run at baseline and are displayed 

in Table 8a. When analyzing the relationships between categorical and continuous 

variables point-biserial correlations were evalauted. As demographic variables had very 

few statistically significant relationships with outcome variables, only gender, which was 

found significantly related to several personality dimensions and is noted for impacting 

outcome in narrative (Range & Jenkins, 2010) and mindfulness studies (Katz & Toner, 

2012), was included as a variable in subsequent analyses. Chi-square and one-way 
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ANOVA analyses, presented in Tables 8b and 8c, were used to evaluate differences 

between the intervention groups on demographic variables at baseline. No significant 

differences were detected for demographic items between any of the intervention groups. 

Descriptive statistics for personality variables and outcome variables are presented in 

Tables 9 and 10, respectively.   

Aim 1. To Evaluate the diagnostic value of the RMES. 

  It was hypothesized (Hypotheses 1a-1d) that there would be a statistically 

significant positive relationship between RMES scales and IIP-SC scales that share 

theoretical constructs, i.e., scales that share high agency and high affiliation, scales that 

share high agency and low affiliation, scales that share low agency and high affiliation, 

and scales that share low agency and low affiliation. Results from the partial correlations, 

controlling for gender, are presented in Table 12.  

Aim 1. Hypothesis 1a. The RMES’ Dominant Cooperative Scale would, when controlling 

for gender, have a statistically significant positive relationship with the IIP-SC’s 

Domineering, Overly Nurturant, and Intrusive Scales.  

  Results supported the hypothesis that there would be a statistically significant 

relationship between the RMES’ Dominant Cooperative Scale and the IIP-SC’s 

Domineering Scale (r = .50, p < .000). While the relationship between the RMES’ 

Dominant Cooperative Scale and the IIP-SC’s Overly Nurturing Scale had a statistically 

significant negative relationship (r = -.21, p = .009), the relationship between the RMES’ 

Dominant Cooperative Scale and the IIP-SC’s Intrusive Scale was not statistically 
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significant. In addition to these hypothesized relationships, the RMES’ Dominant 

Cooperative Scale had a statistically significant negative relationship with the IIP-SC’s 

Socially Avoidant (r = -.17, p = .035), Nonassertive (r = -.19, p = .018), and Exploitable 

Scales (r = -.19, p = .018). Data suggest the RMES’ Dominant Cooperation Scale is 

lower on affiliation than hypothesized.  

Aim 1. Hypothesis 1b. The RMES’ Dominant Antagonistic Scale would, when controlling 

for gender, have a statistically significant positive relationship with the IIP-SC’s 

Domineering Scale, Vindictive Scale, and Cold Scales.  

  Results supported the hypothesis that there would be a statistically significant 

relationship between the RMES’ Dominant Antagonistic Scale the IIP-SC’s Domineering 

(r = .06, p < .000), Vindictive (r = .60, p < .000), and Cold Scales (r = .40, p < .000). In 

addition to these hypothesized relationships, the RMES’ Dominant Antagonistic Scale 

approached significance in correlating with the IIP-SC’s Social Avoidance Scale (r = .15, 

p = .062). 

Aim 1. Hypothesis 1c. The RMES’ Submissive Cooperative Scale would have a 

statistically significant positive relationship with the IIP-SC’s Overly Nurturant, 

Exploitable, and Intrusive Scales.  

  Results supported the hypothesis that there would be a statistically significant 

relationship between the RMES’ Submissive Cooperative Scale and the IIP-SC’s Overly 

Nurturant (r = .45, p < .000), Exploitable (r = .78, p < .000), and Intrusive Scales (r = .22, 

p = .007). In addition, to these hypothesized relationships, the RMES’ Submissive 
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Cooperative Scale had a statistically significant positive relationship with the IIP-SC’s 

Socially Avoidant (r = .52, p < .000), Nonassertive (r = .75, p < .000), and Cold Scales (r 

= .3, p < .000). Data suggest the RMES’ Submissive Cooperation Scale is lower on 

affiliation than hypothesized. 

Aim 1. Hypothesis 1d. The RMES’ Submissive Antagonistic Scale would, when 

controlling for gender, have a statistically significant positive relationship with the IIP-

SC’s Nonassertive, Socially Avoidant Scale, and Cold Scales.  

  Results supported the hypothesis that there would be a statistically significant 

relationship between the RMES’ Submissive Antagonistic Scale and the IIP-SC’s 

Nonassertive (r = .63, p < .000), Socially Avoidant (r = .7, p < .000), and Cold Scales (r 

= .63, p < .000). In addition, to these hypothesized relationships, the RMES’ Submissive 

Antagonistic Scale had a statistically significant relationship with the IIP-SC’s Vindictive 

(r = .61, p < .000), Domineering (r = .36, p < .000), Intrusive (r = .17, p < .042), Overly 

Nurturing (r = .39, p < .000), and Exploitable Scales (r = .61, p < .000). Data suggest the 

RMES’ Submissive Antagonistic Scale is higher on agency than hypothesized.  

  It was hypothesized (Hypotheses 2a-2e) that there would be statistically 

significant relationships between RMES scales and BFI-10 scales that share theoretical 

constructs, i.e., scales that share high agency and high affiliation, scales that share high 

agency and low affiliation, scales that share low agency and high affiliation, and scales 

that share low agency and low affiliation, and scales measuring neuroticism. Results from 

the partial correlations, controlling for gender, are presented in Table 13. 
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Aim 1. Hypothesis 2a. The RMES’ Dominant Cooperative Scale would, when controlling 

for gender, have a statistically significant positive correlation with the BFI-10’s 

Extraversion Scale and a statistically significant positive correlation with the BFI-10’s 

Agreeableness Scale.  

  Results supported the hypothesis that there would be a statistically significant 

positive relationship between the RMES’ Dominant Cooperative Scale and the BFI-10’s 

Extraversion Scale (r = .330, p < .000). This result is in accordance with the broader 

conceptualization of the BFI-10 extraversion construct as including activity, 

gregariousness, and assertiveness (John & Srivastava, 1999), qualities that share 

commonalities with a dominant relational modality. The hypothesis’ regarding the 

relationship between the RMES’ Dominant Cooperative Scale and the BFI-10’s 

Agreeableness Scale was not supported (r = -.245, p = .002), suggesting that 

agreeableness plays less of a central role in the Dominant Cooperative construct than had 

been anticipated.  

Aim 1. Hypothesis 2b. The RMES’ Dominant Antagonistic Scale would, when controlling 

for gender, have a statistically significant positive relationship with BFI-10’s 

Extraversion Scale and negative relationship with the BFI-10’s Agreeableness Scale.  

  Results supported the hypothesis that there would be a statistically significant 

negative relationship between the RMES’ Dominant Antagonistic Scale and the BFI-10’s 

Agreeableness Scale (r =  -.43, p < .000). This result is in accordance with the broader 

associations of the BFI-10 agreeableness construct as including altruism, compliance, and 
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empathy (John & Srivastava, 1999), qualities that contrast with an antagonistic relational 

modality. The hypotheses regarding the relationship between the RMES’ Dominant 

Antagonistic Scale and the BFI-10’s Extraversion Scale was not supported as the RMES’ 

Dominant Antagonistic Scale had a statistically non-significant correlation with the BFI-

10’s Extraversion Scale (r =  -.01, p = .928), suggesting that Extraversion plays less of a 

central role in the Dominant Antagonistic construct than hypothesized. In addition, to 

these hypothesized relationships, the RMES’ Dominant Antagonistic Scale had a 

statistically significant positive relationship with the BFI-10’s Neuroticism Scale (r =  

.17, p = .032). 

Aim 1. Hypothesis 2c. The RMES’ Submissive Cooperative Scale would, when controlling 

for gender, have a statistically significant positive relationship with the BFI-10’s 

Agreeableness and Neuroticism Scales and statistically significant negative relationship 

with the BFI-10’s and Extraversion Scales.  

  Results supported the hypothesis that there would be a statistically significant 

negative relationship between the RMES’ Submissive Cooperative Scale and the BFI-

10’s Extraversion Scale (r =  -.59, p < .000). This result is in accordance with the broader 

associations of the BFI-10’s extraversion construct as including energetic activity and 

forceful assertiveness (John & Srivastava, 1999), qualities that contrast with the a 

submissive relational modality. The hypothesis regarding the relationship between the 

RMES’ Submissive Cooperative Scale and the BFI-10’s Agreeableness Scale was not 

supported as the RMES’ Submissive Cooperative Scale had a statistically non-significant 
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correlation with the BFI’s Agreeableness Scale (r =  -.09, p = .278), suggesting that 

agreeableness plays less of a central role in the Submissive Cooperative construct than 

hypothesized. In addition, to these hypothesized relationships, the RMES’ Submissive 

Cooperative Scale had a statistically significant positive relationship with the BFI-10’s 

Neuroticism Scale (r =  .46, p = .000).   

Aim 1. Hypothesis 2d. The RMES’ Submissive Antagonistic Scale would, when 

controlling for gender, have a statistically significant negative relationship with the BFI-

10’s Agreeableness and Extraversion Scales and statistically significant positive 

relationship with the BFI-10’s Neuroticism Scale.  

  Results supported the hypothesis that there would be a statistically significant 

negative relationship between the RMES’ Submissive Antagonistic Scale and the BFI-

10’s Agreeableness Scale (r =  -.39, p < .000). This result is in accordance with the 

broader associations of the BFI-10’s agreeableness construct as including compliance, 

empathy, and altruism (John & Srivastava, 1999), qualities that contrast with an 

antagonistic relational modality. Results supported the hypothesis that there would be a 

statistically significant negative relationship between the RMES’ Submissive 

Antagonistic Scale and the BFI-10’s Extraversion Scale (r =  -.57, p < .000). This result 

is in accordance with the broader associations of the BFI-10’s extraversion construct as 

including compliance and self-consciousness (John & Srivastava, 1999), qualities that 

contrast with a submissive relational modality. Results supported the hypothesis that 
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there would be a statistically significant positive relationship between the RMES’ 

Submissive Antagonistic Scale and the BFI-10’s Neuroticism Scale (r =  .63, p = .000).   

Aim 1. Hypothesis 2e. The RMES’ Psychic Tension Scale (PTS) would, when controlling 

for gender, have a statistically significant positive relationship with the BFI-10’s 

Neuroticism scale.  

  Results supported the hypothesis that there would be a statistically significant 

negative relationship between the RMES’ Psychic Tension Scale and the BFI-10’s 

Neuroticism Scale (r =  .600, p < .000). This result is in accordance with the broader 

associations of the BFI-10’s neuroticism construct that includes negative affectivity 

versus emotional stability (John & Srivastava, 1999). Results also support the anticipated 

relationship between high levels of Extraversion and low levels of Neuroticism.  

Aim 2: To evaluate the test-retest reliability of PM.  

Hypothesis 3. Each of the RMES subscales would be reliable when compared over time. 

   RMES scores were collected at baseline and, two weeks later, at follow-up. 

Partial correlations, controlling for gender, demonstrated that the RMES’ subscales from 

these respective time points had high test-retest reliability, as displayed in Table 14. The 

test-retest reliability for the RMES’ subscales are as follows: Dominant Cooperative 

Scale, r = .83, p < .000; Dominant Antagonistic Scale, r = .87, p < .000; Submissive 

Cooperative Scale, r = .79, p < .000; Submissive Antagonistic Scale, r = .88, p < .000; 

Psychic Tension Scale, r = .85, p < .000. The overall mean test-retest reliability, averaged 

across all RMES scales’ test-retest reliability scores, coefficient was r =  .84, p < .000. 
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Data support the hypothesized test-rest reliability of the RMES, suggesting that the 

respective RMES scales measure robust and enduring personality factors.  

Aim 3a: To evaluate how PM compares with other therapeutic interventions.   

  This aim evaluates whether PM significantly differed from narrative and 

mindfulness interventions in affecting mental health and therapeutic outcomes. For the 

analyses testing hypotheses associated with Aim 3, two types of analyses were 

conducted: (1) three-way mixed repeated measures ANOVA (3 (group: PM, narrative, 

mindfulness) x 2 (gender) x 3 (time: baseline, post, and follow-up) with time being the 

repeated measure, conducted to determine whether there were statistically significant 

differences between the three comparison groups, as moderated by time and gender, in 

predicting changes in variables reflecting psychotherapeutic outcomes, and (2) two-way 

repeated measures ANOVA (3 (group) x  3 (time)), with time being the repeated 

measure, conducted when there were insufficient numbers of participants to include 

gender as an independent variable.  

  The dependent variables measuring therapeutic outcomes were continuous and 

evaluated at each time point. In order to interpret statistically significant main effects and 

interactions, pairwise analyses were conducted that are reported below.  In addition, 

simple one -way between groups ANOVAs (with between groups being either group or 

gender) were conducted following a statistically significant interaction or main effect to 

analyze for group or gender differences at each time point separately; and one-way 

repeated measures ANOVA, with time being the repeated measures, analyzed for 

differences between each of the three time periods for each group or gender 
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independently. These one-way ANOVAs did not show anything that was significantly 

different from the pairwise analyses and thus are not reported in the dissertation. Results 

are presented for each outcome variable separately.  

   Results, including F-statistics, significance, effects sizes, and pairwise analyses 

are presented in the following tables: Table 15 presents all variables with statistically 

significant group x time interactions; Table 16 presents all variables with a statistically 

significant group effect; Table 17 presents all variables with statistically significant main 

effects for time. 

Aim 3a. Hypothesis 4a. Negative affect as measured by the I-PANAS-SF (PANASneg). 

   To test the hypothesis that the three groups would differ on negative affect, as 

measured by the I-PANAS-SF negative affect scale (PANASneg), over time, as 

moderated by gender, a 2 (gender) x 3(group) x 3 (time) three-way mixed repeated 

measures ANOVA, with time being a repeated measure, was conducted. Results revealed 

that the assumption of sphericity was violated, as assessed by Mauchly's test of 

sphericity, χ2(2) = 15.4, p < .000. Epsilon (ε) was .85, as calculated according to 

Greenhouse & Geisser (1959), and was used to correct the model. There was a 

statistically significant interaction between group x time in predicting PANASneg scores, 

F(3.48, 167.02) = 2.94, p = .022, partial η2 = .06, as well as a statistically significant 

effect for group F(2,93) = 3.23, p = .044, partial η2 = .065. Results for this group x time 

interaction and group effect are displayed in Tables 15 and 16, respectively. No 

statistically significant results were found indicating a statistically significant main effect 

of gender or interactions with gender.  
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  To interpret the statistically significant group x time interaction, pairwise analyses 

investigating differences in PANASneg scores between pairs of groups at each time point 

were evaluated. Results indicated that mindfulness group scores at post were significantly 

lower than PM scores at post (p = .005) and were also significantly lower than narrative 

group scores at post (p = .004). Pairwise analyses investigating differences between time 

points for each group indicated a statistically significant increase in PM scores between 

baseline and post (p = .003), as well as a statistically significant decrease in PM scores 

between post and follow-up (p = .022). There was also a statistically significant increase 

for narrative group scores between baseline and post (p = .001). Unlike the PM and 

narrative groups, the mindfulness group scores decreased between baseline and post (p = 

.058). None of the groups’ means at follow-up were significantly different than their 

baseline means.  

  To interpret the statistically significant group effect, pairwise analyses 

investigating differences in PANASneg scores, between pairs of groups, averaged across 

time points were evaluated. Results indicated that both the PM (p = .020) and Narrative 

groups’ (p = .027) scores were significantly higher than Mindfulness group scores.  

  Results did not support the hypothesized group differences. PM scores were 

significantly higher in negative affect at post than the mindfulness group’s scores (lower 

scores on the PANASneg are associated with less negative affect). While both the PM 

and narrative group experienced a statistically significant increase in negative affect 

between baseline and post, mindfulness PANASneg scores tended to decline, although 

not significantly, over the same time points.   
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Aim 3a. Hypothesis 4b. Self-certainty as measured by the BCIS’ Self-Certainty Scale.  

  To test the hypothesis that the three groups would differ on Self-certainty over 

time, as measured by the BCIS’ Self-Certainty Scale, as moderated by gender, a 

2(gender) x 3(group) x 3 (time) three-way mixed repeated measures ANOVA, with time 

being a repeated measure, was conducted. Results revealed that the assumption of 

sphericity was violated, as assessed by Mauchly's test of sphericity, χ2(2) = 29.03, p < 

.000. Epsilon (ε) was .79, as calculated according to Greenhouse & Geisser (1959), and 

was used to correct the three-way mixed ANOVA. Although there was not a statistically 

significant interaction between group x time in predicting self-certainty scores, 

F(3.14,146.39) = 1.48, p = .209, partial η2 = .031, there was a statistically significant 

effect for group, F(2,93) = 3.37, p = .039, partial η2 = .07, and a statistically significant 

main effect for time, F(1.57,146.39) = 7.51, p = .001, partial η2 = .08. Results for these 

effects are displayed in Tables 16 and 17, respectively. No statistically significant results 

were found indicating a statistically significant main effect of gender or interactions with 

gender.   

  To interpret the statistically significant effect for group, pairwise analyses 

investigating differences in Self-certainty scores, between pairs of groups, averaged 

across time points were evaluated. Results indicated that PM group scores were 

significantly lower than the mindfulness group scores (p = .011). To interpret the 

statistically significant main effect for time, pairwise analyses investigating differences 

between pairs of time points, regardless of group, were evaluated. Results indicated that 
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all means significantly increased between baseline and post (p < .000) and decreased 

between post and follow-up (p = .004).  

Aim 3a. Hypothesis 4c. Psychopathology as measured by the BSI-18.  

   To test the hypothesis that the three groups would differ in psychopathology, as 

measured by the BSI-18, as moderated by gender, a 2(gender) x 3(group) x 3 (time) 

three-way mixed repeated measures ANOVA, with time being a repeated measure, was 

conducted. The assumption of sphericity was violated, as assessed by Mauchly's test of 

sphericity, χ2(2) = 76.63, p  < .000. Epsilon (ε) was .64, as calculated according to 

Greenhouse & Geisser (1959), and was used to correct the two-way mixed 

ANOVA. There was not a statistically significant interaction between group x time in 

predicting differences in BSI-18, F(2.56,118.83) = 1.35, p = .25, partial η2 = .03. As the 

group x time interaction was statistically not significant, and no statistically significant 

group differences were detected, results disprove the hypothesized differences between 

groups over time. 

Aim 3a. Hypothesis 4d. Positive affect as measured by the I-PANAS-SF (PANASpos). 

To test the hypothesis that the three groups would differ in positive affect over time, as 

measured by the I-PANAS-SF (PANASpos), as moderated by gender, a 2(gender) x 

3(group) x 3 (time) three-way mixed repeated measures ANOVA, with time being a 

repeated measure, was conducted. The assumption of sphericity was violated, as assessed 

by Mauchly's test of sphericity, χ2(2) = 6.96, p = .031. Epsilon (ε) was .93, as calculated 

according to Greenhouse & Geisser (1959), and was used to correct the three-way mixed 



  58 

	

ANOVA. Although there was not a statistically significant interaction between group x 

time in predicting statistically significant differences in positive affect, F(3.74,179.34) = 

.87, p = .483, partial η2 = .018, there was a statistically significant main effect for time, 

F(1.87,179.34) = 8.13, p < .000, partial η2 = .08. Results for this effect are displayed in 

Table 17. No statistically significant results were found indicating a statistically 

significant main effect of gender or interactions with gender.  

  To evaluate the statistically significant main effect for time, pairwise analyses 

investigating differences in PANASpos scores between pairs of time points, regardless of 

group, were evaluated. Results indicated that positive affect significantly decreased 

between baseline and follow-up (p = .001). As the group x time interaction was not 

statistically significant, and no statistically significant group differences were detected, 

results disprove the hypothesized differences between groups over time. 

Aim 3a. Hypothesis 4e. Psychological Well-being as measured by the PWB.  

Due to a data collection error, not all members of the narrative group received the PWB 

measure. This reduced sample size prevented an adequately large sample to analyze for 

the effects of gender. Thus to test the hypothesis that the three groups would differ in 

psychological Well-being over time, as measured by the PWB, a 3(time) x 3(group) 2 

way-mixed repeated measures ANOVA, with time being the repeated measure was 

conducted. The assumption of sphericity was met, as assessed by Mauchly's test of 

sphericity, χ2(2) = 5.31, p =.07. There was a statistically significant interaction between 

group x time in accounting for changes in PWB means, F(4, 164) = 10.22, p < .000, 

partial η2 = .2). Results for this interaction are displayed in Table 15.  
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  To interpret the statistically significant group x time interaction, pairwise analyses 

investigating differences in PWB between pairs of groups at each time point were 

analyzed, indicating that PM group scores were not significantly different than 

mindfulness group scores at post (p = .092), but were significantly higher than narrative 

group means at post (p = .007). Pairwise analyses investigating differences between pairs 

of time points for each group independently indicated a statistically significant decrease 

in both mindfulness (p < .000) and narrative (p < .000) group scores between baseline 

and post, as well as a statistically significant decrease for mindfulness group scores 

between post and follow-up (p < .000). At follow-up no group means were significantly 

different than at baseline. Results partially support the hypothesized group differences, as 

PM scores at post were significantly higher than narrative scores (p = .007) and non-

significantly higher than mindfulness scores (p = .092).  

Aim 3a. Hypothesis 4f. Self-reflection as measured by the BCIS’ Self-Reflection Scale.  

To test the hypothesis that the three groups would differ on Self-reflection, as measured 

by the BCIS’ Self-Reflection Scale, over time, as moderated by gender, a 2(gender) x 

3(group) x 3 (time) three-way mixed repeated measures ANOVA, with time being a 

repeated measure, was conducted. The assumption of sphericity was met, as assessed by 

Mauchly's test of sphericity, χ2(2) = 1.55, p = .46. Although there was not a statistically 

significant interaction between group x time in predicting statistically significant 

differences in self-reflectiveness, F(4,192) = 1.75, p =.14, partial η2 = .04, there was a 

statistically significant main effect for time, F(2, 192) = 8.83, p < .000, partial η2 = .08. 

Results for this effect are displayed in Table 17. No statistically significant results were 
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found indicating a statistically significant main effect of gender or interactions with 

gender.  

  To interpret the statistically significant main effect for time, pairwise analyses 

investigating differences in Self-reflection scores between pairs of time points, regardless 

of group were evaluated. Results indicated that Self-reflection scores significantly 

increased from baseline to post (p = .003), and decreased from post to follow-up (p < 

.000). As the group x time interaction was not statistically significant, and no statistically 

significant group differences were detected, results disprove the hypothesized differences 

between groups over time. 

Aim 3a. Hypothesis 4g. Self-Esteem as measured by the SSES. 

To test the hypothesis that the three groups would differ on self-esteem, as measured by 

SSES, over time, as moderated by gender, a 2(gender) x 3(group) x 3 (time) three-way 

mixed repeated measures ANOVA, with time being a repeated measure, was conducted. 

The assumption of sphericity was met, as assessed by Mauchly's test of sphericity, χ2(2) 

= 1.07, p =.585. Although there was not a statistically significant interaction between 

group x time in predicting statistically significant differences in self-esteem, F(4,184) = 

1.27, p = .283, partial η2 = .026, there was a statistically significant main effect for time, 

F(2,192) = 4.27, p = .014, partial η2 = .04. Results for this effect are displayed in Table 

17. No statistically significant results were found indicating an effect for gender or 

interactions with gender. 

  To interpret the statistically significant main effect for time, pairwise analyses 

investigating differences in SSES between time points, regardless of group, were 
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evaluated. Results indicated that there were statistically significant differences between 

baseline and follow-up (p = .02) and post and follow-up (p = .018). As the group x time 

interaction was not statistically significant, and no statistically significant group 

differences were detected, results disprove the hypothesized differences between groups 

over time.  

Aim 3a. Hypothesis 4h. Positivity and growth initiative as measured by the PGIS.  

To test the hypothesis that the three groups would differ in positivity and growth 

initiative, as measured by the PGIS, over time, as moderated by gender, a 2(gender) x 

3(group) x 3 (time) three-way mixed repeated measures ANOVA, with time being a 

repeated measure, was conducted. The assumption of sphericity was met, as assessed by 

Mauchly's test of sphericity, χ2(2) = 2.75, p =.253. The respective groups did not show 

statistically significant differences in PGIS over time, F(4,186) = 1.35, p = .238, partial 

η2 = .03, however, there was a statistically significant main effect for time, F(2,186) = 

5.34, p = .006, partial η2 = .05. Results for this effect are displayed in Table 17.  

  To interpret the statistically significant main effect for time, pairwise analyses 

investigating differences in PGIS scores between pairs of time points, regardless of 

group, were evaluated. Results indicated that PGIS significantly increased between 

baseline and follow-up (p = .009), suggesting that all groups were positively impacted by 

the interventions. Results provide partial support for the hypothesized group 

relationships. Although PM, when compared to the other groups, did not have 

significantly higher means than either group, PM males were the only group that 
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experienced a significant increase in means between baseline and post, even if the 

respective means were not the highest.  

Aim 3b: Evaluating client insight and satisfaction as measured by the OQ.  

   This aim evaluates whether PM differed from narrative and mindfulness 

interventions on the OQ, a scale that was developed for the current study that measures 

treatment outcomes and participant satisfaction. For the following hypotheses, two types 

of analyses were conducted: (1) three-way mixed repeated measures ANOVA (3(group: 

PM, narrative, mindfulness) x 2 (gender) x 2 (time: post and follow-up)) with time being 

the repeated measure, to determine whether there were statistically significant differences 

between the three comparison groups, as moderated by time and gender, on individual 

OQ items, and (2) two-way repeated measures ANOVA (3(group) x 2(time)), with time 

being the repeated measure, conducted when there were insufficient numbers of 

participants to include gender as an independent variable.  

  The dependent variables measuring therapeutic outcomes were continuous and 

evaluated at each time point. In order to interpret statistically significant main effects and 

interactions, pairwise analyses were conducted that are reported below. In addition, 

simple one -way between groups ANOVAs (with between groups being either group or 

gender) were conducted following a statistically significant interaction or main effect to 

analyze for group or gender differences at each time point separately; and one-way 

repeated measures ANOVA, with time being the repeated measures, analyzed for 

differences between each of the three time periods for each group or gender 

independently. These one-way ANOVAs did not show anything that was significantly 
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different from the pairwise analyses and thus are not reported in the dissertation. As the 

OQ scale is an exploratory measure developed by the current study’s investigator, results 

are presented for both the OQ’s conceptual factor domains and individual items. Results 

for these domains are presented individually, followed by results for the scale’s items 

grouped collectively. 

  It was hypothesized that the PM group would score higher on items related to the 

conceptual domains of stimulating insight, facilitating changes, and being personally 

relevant. Results, including F-statistics, significance, effects sizes, and pairwise analyses 

are presented in the following tables: Table 18 presents all variables with significant 

group x time interactions; Table 19 presents all variables with statistically significant 

group x gender interactions; Table 20 presents all variables with statistically significant 

time x gender interactions; Table 21 presents all variables with a statistically significant 

group effect; Table 22 presents all variables with statistically significant main effects for 

time. 

Aim 3b. Hypothesis 5a. Stimulating insight as measured by the OQ’s Stimulating Insight 

domain.   

To test the hypothesis that the three groups would differ in insight, as measured by the 

OQ’s Stimulating Insight domain, over time, as moderated by gender, a 2(gender) x 

3(group) x 2 (time) three-way mixed repeated measures ANOVA, with time being a 

repeated measure, was conducted. The respective groups did not show statistically 

significant differences in insight over time, F(2,97) = 9.71, p = .382, partial η2 = .02, 

however, there was a statistically significant effect for group F(2,97) = 4.82, p =.007, 
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partial η2 = .10. Results for this effect are displayed in Table 21. No statistically 

significant results were found indicating a main effect of gender or interactions with 

gender. 

  To interpret the statistically significant effect for group, pairwise analyses 

investigating differences in scores on this factor, between pairs of groups, averaged 

across time points were evaluated. Results indicated that PM group scores were 

significantly higher than the mindfulness (p = .019) and narrative (p = .006) groups. Even 

though the group x time interaction was not statistically significant, results partially 

support the hypothesized group differences, as PM Insight scores were significantly 

higher than the other groups’ scores when scores were averaged across time points.   

 Aim 3b. Hypothesis 5b. Facilitating changes as measured by the OQ’s Facilitating 

Changes domain.  

  To test the hypothesis that the three groups would differ in facilitating changes, as 

measured by the OQ’s Facilitating Changes domain, over time, as moderated by gender, a 

2(gender) x 3(group) x 2 (time) three-way mixed repeated measures ANOVA, with time 

being a repeated measure, was conducted. The respective groups showed a statistically 

significant group x time interaction in facilitating motivation over time, F(2,93) = 8.28, p 

< .000, partial η2 = .15. There was also a statistically significant effect for group, F(2,93) 

= 6.94, p = .002, partial η2 = .13, and a main effect for time, F(1,93) = 15.70, p < .000, 

partial η2 = .14. Results for the group x time interaction are displayed in Table 18, while 

results for the group and time effects are displayed in Tables 21 and 22, respectively. No 

statistically significant results were found indicating a main effect of gender or 
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interactions with gender. 

  To interpret the statistically significant group x time interaction, pairwise analyses 

investigating differences in the OQ Changes domain scores between pairs of groups at 

each time point were evaluated. Results indicated that the mindfulness group’s scores 

were significantly lower than PM scores at post (p = .001) and that both the mindfulness 

(p = .032) and narrative (p < .000) groups’ scores were significantly lower than PM at 

follow-up.  

  To interpret the statistically significant effect for group, pairwise analyses 

investigating differences in scores on this domain, between pairs of groups, averaged 

across time points were evaluated. Results indicated that PM group scores were 

significantly higher than the mindfulness (p = .003) and narrative (p = .004) groups. To 

interpret the statistically significant main effect for time, pairwise analyses investigating 

differences between pairs of time points, regardless of group, were evaluated. Results 

indicated that all means significantly increased between baseline and post (p < .000). 

Results partially support the hypothesized group differences, as PM scores were 

significantly higher than the mindfulness group at post and significantly higher than both 

the other groups’ scores at follow-up.  

 Aim 3b. Hypothesis 5c. Personal relevance as measured by the OQ’s Relevance domain. 

  To test the hypothesis that the three groups would differ in personal relevance, as 

measured by the OQ’s Personal Relevance domain, over time, as moderated by gender, a 

2(gender) x 3(group) x 2 (time) three-way mixed repeated measures ANOVA, with time 

being a repeated measure, was conducted. Although there was not a statistically 
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significant interaction between group x time in predicting personal relevance scores, 

F(2,93) = .208, p = .813, partial η2 < .00, there was a statistically significant effect for 

group, F(2,93) = 3.82, p = .025, partial η2 = .08. Results for this group effect are 

displayed in Table 21.  

  To interpret the statistically significant effect for group, pairwise analyses 

investigating differences in scores on this domain, between pairs of groups, averaged 

across time points were evaluated. Results indicated that PM group scores were not 

significantly different than the mindfulness (p = .265) group’s scores and significantly 

higher than the narrative (p = .007) group’s scores. Even though the group x time 

interaction was not statistically significant, results partially support the hypothesized 

group differences, as PM Relevance scores were significantly higher than the other 

groups’ scores than the narrative group’s scores when scores were averaged across time 

points.   

Aim 3b. Hypothesis 5d. Exploring the OQ’s individual items. 

  This exploratory aim evaluates the individual items of the OQ scale, investigating 

to what extent the three groups differ in regard to these specific items. All analyses used a 

three-way mixed repeated measures ANOVA (3(group: PM, narrative, mindfulness) x 2 

(gender) x 2 (time: post and follow-up)) with time being the repeated measure, to 

determine whether there were statistically significant differences between the three 

comparison groups, as moderated by time and gender, on individual OQ items, unless 

there were insufficient numbers of participants to include gender as an independent 

variable, in which case a two-way repeated measures ANOVA (3(group) x 2(time)), with 



  67 

	

time being the repeated measure.  

Significant group x time interactions  

  For the OQ scale, the following items showed a statistically significant interaction 

between group x time: This program was an emotional experience, F(2,96) = 11.34, p < 

.000,  partial η2 = .19; This program offered me new information about myself, F(2,96) = 

2.97, p = .05,  partial η2 = .06; After taking this survey, I feel more motivated to make 

changes in my life, F(2,93) =  4.17, p =.018, partial η2 = .08. Results for statistically 

significant group x time interactions are displayed in Table 18.  

  Pairwise analyses for This program was an emotional experience, indicated that at 

post, PM scores were statistically significantly higher than the mindfulness group scores, 

but not significantly higher than narrative group scores. PM scores were significantly 

higher than both groups at follow-up.  

  Pairwise analyses for This program offered me new information about myself, 

indicated that at post, PM scores were significantly higher than the narrative group 

scores, but not significantly higher than mindfulness group scores. PM scores were 

significantly higher than both other groups at follow-up.  

  Pairwise analyses for After taking this survey, I feel more motivated to make 

changes in my life indicated that at post, PM scores were significantly higher than both 

other groups, but at follow-up, PM scores were only significantly higher than narrative 

group scores.  

Significant gender x time interactions 

  For the OQ scale, the following items showed a statistically significant interaction 
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between gender x time: The program was diagnostic; I was surprised by how much 

insight I gathered. Results for statistically significant gender x time interactions are 

displayed in Table 20. For both items, pairwise analyses indicated that the scores of 

females, but not males, declined significantly between post and follow-up.   

Significant group x gender interactions 

  For the OQ item, This program helped me identify how to better manage power, 

there was a statistically significant interaction between group x gender: F(2,93) = 4.32, p 

=.016, partial η2 = .09. Results for this statistically significant group x gender 

interactions are displayed in Table 19. Pairwise analysis for item indicated that females in 

PM scored significantly higher than females in the other groups.  

Significant group effects  

  For the OQ scale, the following items showed a statistically significant main 

effect for group: Program was informative, F(2,96) = 11.29, p < .000, partial η2 = .19 

(pairwise analyses indicated that PM scores for this item were significantly higher than 

the narrative group scores, but not the mindfulness group scores); I felt this program 

clarified my sense of who I am, F(2,96) = 4.17, p = .018, partial η2 = .08 (pairwise 

analyses indicated that PM scores for this item were significantly higher than the 

mindfulness group scores, but not the narrative group scores); The program was 

respectful of self, F(2,82) = 3.17, p = .047, partial η2 = .07 (pairwise analyses indicated 

that PM scores for this item were significantly higher than the narrative group scores, but 

not the mindfulness group scores); Program helped me understand my personality, 

F(2,93) = 4.81, p =.01, partial η2 = .09 (pairwise analyses indicated that PM scores for 
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this item were significantly higher than both other groups’ scores); Program helped me 

gain understanding about myself, F(2,96) = 5.11, p = .008, partial η2 = .1 (pairwise 

analyses indicated that PM scores for this item were significantly higher than both other 

groups’ scores); The program was diagnostic, F(2,93) = 7.61, p =.001, partial η2 = .14 

(pairwise analyses indicated that PM scores for this item were significantly higher than 

both other groups’ scores); Identifying my relational pattern helps me to better 

understand my self, F(2,96) = 3.38, p = .038, partial η2 = .07 (pairwise analyses indicated 

that PM scores for this item were significantly higher than the mindfulness group scores, 

but not the narrative group scores); I was surprised by how much insight I gathered, 

F(2,93) = 3.26, p =. 043, partial η2 = .07 (pairwise analyses indicated that PM scores for 

this item were significantly higher than both other groups’ scores); This program helped 

me to identify changes to improve my relational pattern, F(2,96) = 13.87, p < .000,  

partial η2 = .2 (pairwise analyses indicated that PM scores for this item were significantly 

higher than both other groups’ scores); The program offered me both diagnostic and 

therapeutic information about myself, F(2,82) = 6.25, p =.001, partial η2 = .15 (pairwise 

analyses indicated that PM scores for this item were significantly higher than both other 

groups’ scores); The suggested value for taking this program should be, F(2,82) = 10.66, 

p =.002,  partial η2 = .15 (pairwise analyses indicated that PM scores for this item were 

significantly higher than both other groups’ scores). Results for these significant group 

effects are displayed in Table 21. 

Significant time effects  

  For the OQ scale, the following items showed a statistically significant main 
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effect for time, significantly decreasing between post and follow-up: Program clarified 

self, F(1,96) = 6.65 p = .011, partial η2 = .07; Program helped me like myself better, 

F(1,82) =  4.72, p =.034, partial η2 = .05; I was surprised by how much insight I 

gathered, F(1,93) =  5.48, p =.021, partial η2 = .06; This program was an emotional 

experience, F(1,96) = 40.72, p < .000,  partial η2 = .3; This program offered me new 

information about myself , F(1,96) = 13.93, p < .000,  partial η2 = .13: This program 

helped me to identify changes to improve my relational pattern, F(1,96) = 3.76, p =.046, 

partial η2 = .04; This program helped me identify how to better manage power, F(1,93) = 

6.16 p =.015, partial η2 = .06. Results for these statistically significant time effects are 

displayed in Table 22.  

Non-significant items 

  No statistically significant interactions or main effects were found for the 

following items: I felt this program was not stigmatizing; and I think that this survey 

would be useful for clinical evaluations.  
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CHAPTER FOUR 

Discussion 

 

 This study centered on validating PM as a diagnostic and therapeutic intervention 

through the evaluation of three aims: (1) measuring the convergent validity of the RMES 

in relation to the BFI-10 and the IIP-SC; (2) investigating the test re-test reliability of the 

RMES when measured at baseline and follow-up; and (3) investigating the therapeutic 

benefits of PM by comparing it with narrative and mindfulness self-guided interventions 

over time on constructs predicting successful psychotherapy outcome, including negative 

affect, ability to be self-critical, mental health symptomatology, positive affect, general 

psychological wellness, openness to alternative perspectives, self-esteem, openness to 

change, growth initiative, stimulating insight, facilitating changes, and personal 

relevance. A detailed discussion of the related findings follows. 

Scale Precision: Validity and reliability  

  This study evaluated the RMES subscales’ convergent validity by comparing 

them with the BFI-10 and the IIP-SC’s relevant subscales. The BFI-10 and IIP-SC, both 

widely used and well-researched personality measures, are representative, respectively, of 

hierarchical and relational personality typologies. Comparing the RMES subscales with 

these measures’ subscales allows for a more nuanced understanding of the RMES’s 

theoretical basis as well as the practical ability to examine whether or not the RMES was 

able to detect comparable constructs.  
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Convergent Validity: Comparing the RMES with the IIP-SC. While both the RMES and 

IIP-SC rely on circumplex models, these models are slightly different. Both measure 

agency on the vertical axis and affiliation on the horizontal axis and conceptualize the 

range of personality types by being located in one of the four quadrants defined by these 

axes. Unlike the RMES, the IIP-SC includes sub-quadrants dealing with responsibility 

and control that further divide this graphic network, creating additional diagnostic 

constructs. Whereas the RMES has four diagnostic categories, the Dominant 

Cooperative, Dominant Antagonistic, Submissive Cooperative, and Submissive 

Antagonistic relational modalities, each measured by their own subscale, the IIP-SC has 

eight diagnostic categories, Domineering, Intrusive, Needy, Overly-nurturant, 

Exploitable, Nonassertive, Socially Inhibited, Cold, Vindictive, and Domineering, each 

measured by their own subscale.  

  As a means of comparing these subscales, partial correlations were run, analyzing 

subscales that were theorized to be high on agency and high on affiliation (RMES’ 

Dominant Cooperative Scale, IIP-SC’s Overly-nurturant, Intrusive, and Domineering 

Scales; high on agency, but low on affiliation (the RMES’ Dominant Antagonistic Scale 

and the IIP-SC’s Domineering, Vindictive, and Cold Scales; low on agency, but high on 

affiliation (the RMES’ Submissive Cooperative Scale and the IIP-SC’s Overly-nurturant, 

Intrusive, and Socially Avoidant Scales; and low on agency and low on affiliation (the 

RMES’ Submissive Antagonistic Scale and the IIP-SC’s Nonassertive, Socially 

Avoidant, and Cold Scales. Partial correlations were also analyzed between the non-

hypothesized subscales to evaluate broader theoretical relationships. Partial correlations, 
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controlling for gender, comparing the RMES and the IIP-SC’s subscales identified 

statistical significance for subscales that shared these common theoretical constructs.  

  Both the RMES’ Dominant Cooperative and Dominant Antagonistic Scales are 

related to the IIP-SC’s Domineering and Vindictive Scales, indicating that both the 

RMES and IIP-SC share a theoretical understanding of high agency. This relationship 

allows for the recognition that dominance and high agency are comparable constructs. 

Whereas the RMES’ Dominant Antagonistic Scale has a statistically significant 

relationship with IIP-SC’s Cold Scale, the RMES’ Dominant Cooperative Scale has 

greater relationship with IIP-SC’s Intrusive Scale, indicating that the RMES and IIP-SC 

share a theoretical understanding of the difference between high affiliation and low 

affiliation. This relationship allows for the recognition that high affiliation and 

cooperativism, and low affiliation and antagonism are comparable constructs.  

  On the other hand, both the RMES’ Submissive Cooperative and Submissive 

Antagonistic Scales are related to the IIP-SC’s Non-Assertive, Socially Avoidant, and 

Overly Nurturing Scales, indicating that both the RMES and IIP-SC share a theoretical 

understanding of low agency. This relationship allows for the recognition that 

submissiveness and low agency are comparable constructs (Ghaed & Gallo, 2006; 

Horowitz et al., 1988).  

  Whereas the RMES’ Submissive Antagonistic Scale has a statistically significant 

relationship with IIP-SC’s Cold and Vindictive Scales, the Submissive Cooperative Scale 

has a statistically significant correlation with Exploited and Intrusive Scales, indicating 

that the RMES and IIP-SC share a theoretical understanding of the difference between 
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high affiliation and low affiliation. This relationship further supports the recognition that 

high affiliation and cooperativism, and low affiliation and antagonism are comparable 

constructs (Ghaed & Gallo, 2006; Horowitz et al., 1988). 

  The relationships between the RMES and the IIP-SC are coherent with the 

circumplex model of interpersonal theory (Horowitz et al., 1988).  Recognizing the 

comparable nature of the related constructs allows for a broader understanding of the 

relational modality system, but also a diagnostic legitimacy, as the RMES’ is able to 

detect comparable constructs in a similar way as a widely used diagnostic measure.  

  That being said, several interesting differences were found between what were 

hypothesized to be comparable scales. It was surprising that the RMES’ Dominant 

Cooperative Scale was significantly related to the IIP-SC’s Vindictive Scale and that the 

Submissive Cooperative Scale was significantly related to the IIP-SC’s Cold Scale, both 

having to do with the distinction between high and low affiliation. The finding that the 

RMES’ Dominant Cooperative Scale is significantly related to the IIP-SC’s Vindictive 

Scale and that the RMES’ Submissive Cooperative Scale is related to the IIP-SC’s Cold 

Scale suggests that these RMES scales are less high on affiliation than anticipated. While 

these findings may be seen as a critique of the RMES’s measurement of affiliation, it is 

useful to note that both the IIP-SC’s Cold Scale is significantly related to each of the 

other IIP-SC subscales, while the Vindictive Scale is significantly related to each of the 

other IIP-SC subscales except for the Overly-nurturant Scale. These relationships also 

may indicate that the differences between high and low affiliation are hard to measure 

and shift in different social contexts.  
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 It was also surprising to note that the RMES’ Submissive Antagonistic Scale was 

significantly related to each of the IIP-SC’s subscales. This finding should be interpreted 

in light of the above-mentioned statistically significant relationships between the IIP-

SC’s Cold Scale and the IIP-SC’s other subscales, as both the IIP-SC’s Cold Scale and 

the RMES’ Submissive Antagonistic Scale measure low agency and low affiliation.  

  Lastly, in comparing the IIP-SC and the RMES, it is useful to recall that while the 

RMES is designed using a wellness model, the IIP-SC is based upon a psychopathology 

model, specifically measuring interpersonal problem as opposed to interpersonal patterns. 

This distinction has implications for this study as this study utilized a community sample 

that may or may not have felt comfortable with evaluations of psychopathology.    

Convergent Validity: Comparing the RMES with the BFI-10. The BFI-10 and the BFI 

model in general were developed based upon hierarchical factor analysis. Accordingly, 

although certain BFI-10 subscales deal with interpersonal personality constructs, i.e., 

agreeableness and extraversion, the measure as a whole does not necessarily focus on 

interpersonal issues, but rather on the personality factors established by factor analysis. 

The BFI-10 was selected for comparison because it is a widely used personality 

diagnostic tool. It was hoped that establishing relationships between the RMES and the 

BFI-10 could strengthen the validity of the relational modality constructs, while also 

evaluating the RMES’ diagnostic precision.  

  As a means of comparing the RMES and BFI-10, partial correlations were run 

between the RMES’s subscales and the BFI-10’s Extraversion and Agreeableness Scales. 

It was hypothesized that scales sharing high agency and high affiliation, high agency and 
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low affiliation, low agency and high affiliation, and low agency and low affiliation would 

be significantly related. It was also hypothesized that there would be a statistically 

significant relationship between the respective measures’ psychopathology subscales. 

Partial correlations, controlling for gender, comparing these subscales, identified 

statistical significance for many but not all of these relationships. 

   The RMES’ Dominant Cooperative, Submissive Cooperative, and Submissive 

Antagonistic Scales have statistically significant relationships with the BFI-10’s 

Extraversion Scale. While the relationship is positive between the Dominant Cooperative 

Scale and the Extraversion Scale, it is negative between the Submissive Cooperative and 

Submissive Antagonistic Scale and the Extraversion Scale, indicating that the RMES and 

the BFI-10 share a theoretical understanding of the difference between high agency and 

low agency. As the RMES’ Dominant Antagonistic Scale was not related to the BFI-10’s 

Extraversion Scale, these relationships only partially support the theoretical 

understanding that dominance, as measured by the RMES, and high agency, as measured 

by the BFI-10, are comparable constructs. 

  The RMES’ Dominant Antagonistic and Submissive Antagonistic Scales have 

statistically significant negative relationships with the BFI-10’s Agreeableness Scale, 

indicating that the RMES and the BFI-10 share a theoretical understanding of low 

affiliation. As the RMES’ Dominant Cooperative Scale was found to have a negative 

statistically significant relationship with the BFI-10’s Agreeableness Scale, these 

relationships only partially support the theoretical understanding that antagonism, as 

measured by the RMES, and low affiliation, as measured by the BFI-10, are comparable 
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constructs. 

   Intriguingly, the relationship between the RMES’ Submissive Cooperative Scale 

and the BFI-10’s Agreeableness Scale was not statistically significant, while the RMES’ 

Dominant Cooperative Scale and the Extraversion had a statistically significant negative 

relationship. This finding problematizes the ability to theoretically associate 

cooperativism, as measured by the RMES, and high affiliation as measured by the BFI-

10.  

  Data supported the anticipated relationship between the RMES’ submissive 

relational modalities and the BFI-10’s Neuroticism Scale as both the RMES’ Submissive 

Cooperative and Submissive Antagonistic Scale had strongly statistically significant 

positive relationships with the BFI-10’s Neuroticism Scale. This finding supports the 

theoretical understanding that those that score more highly on submissiveness, tend to be 

less extraverted and less comfortable communicating than those that score highly on 

dominance. Lastly, a statistically significant relationship between the RMES’ Psychic 

Tension and the BFI-10’s Neuroticism Scales was found, supporting the recognition that 

the RMES’ Psychic Tension and the BFI-10’s Neuroticism Scales measure comparable 

constructs and strengthening the construct validity of the Psychic Tension Scale. 

  Although convergent validity was found between the RMES and certain BFI-10 

subscales, it was less pronounced than between the RMES and the IIP-SC. It may be 

useful to note that the BFI-10 is a very short measure, using only two items per scale, 

whereas the RMES is a long measure and the IIP-SC is a medium sized measure. While 

the BFI-10’s brevity is an asset for quickly identifying personality typologies, it may also 
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be critiqued for not offering adequate content validity (Wilson, Pan, & Schumsky, 2012). 

It should also be noted that this study’s analyses of the BFI-10 only made hypothesis 

regarding two BFI-10 scales, i.e., four items, further limiting the ability to measure 

content validity.     

Test re-test reliability. Scores on the RMES subscales were seen to be consistent over 

time as measured by baseline and follow-up scores, i.e., two weeks apart, when 

controlling for gender. All of the RMES subscales were found to be significantly reliable 

when measured at these two time points. This reliability was comparable or better than 

test-retest standards from studies of the IIP-SC (Szold et al., 1995) and the BFI-10 

(Rammstedt & John, 2007) as presented in Tables 23 and 24. While these comparative 

data were taken from other studies with different sample sizes, larger in the case of the 

BFI-10 and smaller in the case of the IIP-SC, with longer intervals between the primary 

and secondary evaluation points, researchers have found that test-retest analyses tend not 

to significantly differ as a function of time interval between initial and re-tests.  (Marx, 

Menezes, Horovitz, Jones, & Warren, 2003). This finding credits both the RMES’ 

constructs and subscales as being reliable when measured over time.  

  Results suggest that the RMES’ psychometric properties, both in comparison to 

the BFI-10 and IIP-SC and internally, as assessed by test re-test reliability, measured two 

weeks apart, are robust. Data support the assertion that the Dominant Cooperative, 

Dominant Antagonistic, Submissive Cooperative, and Submissive Antagonistic 

Relational Modalities, as well Psychic Tension, are reliably measurable personality 

constructs.  
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  Whereas the IIP-SC and the BFI-10 are standalone diagnostic tools, the RMES is 

coordinated as part of an integrative diagnostic and therapeutic intervention that aspires 

to not only provide participants information about their relational patterns, but also to 

help participants chart how to best improve these patterns. By combining the RMES with 

the Metaphor Tasks, the creativity-based tasks and self-analytical prompts that form the 

rest of PM, participants are able to contextualize their relational modalities within the 

framework of their behavioral patterns, identifying how their relational modality is 

illustrated in many different contexts. This is accomplished both through the detailed 

score report that all PM participants receive and through the subsequent Metaphor Tasks, 

which directs participants to critically evaluate their relational patterns through a variety 

of creative and reflective tasks. This application allows participants to evaluate 

themselves from divergent angles, recognize causal patterns, and start making steps 

towards behavioral changes. The following section addresses these potential therapeutic 

achievements.  

Evaluating therapeutic outcomes 

Established measures. This study evaluated the therapeutic benefits of PM by comparing 

it against mindfulness and narrative interventions, gauging the comparative benefits of 

the respective interventions on a variety of established measures predictive of successful 

psychotherapy outcome. These measures included: the BSI-18, as a measurement of 

psychopathology; the BCIS, as a measurement of self-reflectiveness and self-certainty; 

the PGIS, as a measurement of growth initiative; I-PANAS-SF as a measurement of 

positive and negative affect; and the PWB, as a measurement of psychological well-
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being. To evaluate differences on these scales as moderated by gender, a 2 (gender) x 

3(group) x 3 (time) three-way mixed repeated measures ANOVA, with time being a 

repeated measure, was conducted. When the sample size was not adequately large to 

moderate for gender differences, gender was excluded from the analysis.   

  Although it was hypothesized that PM would be able to therapeutically benefit 

participants significantly more than either the narrative or mindfulness interventions at 

both post and follow-up for all of the above constructs, statistically significant group 

differences over time were only found for negative affect and psychological well-being. 

Participants in the PM group reported significantly higher rates of psychological well-

being than the narrative group at post, while the mindfulness group was significantly 

higher than the narrative group at follow-up. The PM and narrative groups were both 

significantly higher than mindfulness on negative affect at post, indicating that 

participants in PM and narrative experienced a statistically significant increase in 

negative affect between baseline and post, when compared to the mindfulness group.  

  No statistically significant linear interactions between groups, gender, and time 

were detected. Scores significantly improved between baseline and post for self-certainty, 

self-reflectiveness, and growth initiative across all interventions. Scores significantly 

improved between baseline and post for self-certainty, self-reflectiveness, and growth 

initiative across all interventions. Also, scores for self-esteem significantly improved 

between post and follow-up across all interventions. Further analysis of these statistically 

significant interactions and effects are explored, as follows.  
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Well-being. The well-being measure used in this study (Diener et al., 2009) addresses a 

network of items pertaining to happiness (Diener, Sandvik, & Pavot, 1991), optimism 

(Seligman, 2002), engagement (Csikszentmihalyi, 1996), and supportive and rewarding 

relationships (Ryan & Deci, 2001). These associations have a wide overlap with other 

therapeutic outcome variables, including hopefulness, self-esteem, and therapeutic 

alliance. Well-being as a construct is central to many models of psychotherapy outcome 

evaluation, as noted by Smith and Glass, “it is clear that all outcome measures are more 

or less related to ‘well-being’” (1977, p. 753). Accordingly, measurement of wellbeing 

serves as a useful barometer of these associated outcome areas. 

  Although well-being results only support the hypothesized dynamic between 

groups at post, with PM scores being significantly higher than narrative scores and 

considerably higher than mindfulness scores, this finding provides strong support for PM, 

as both mindfulness (Brown & Ryan, 2003) and narrative based (Pennebaker, 1997) 

intervention techniques are noted for positively impacting psychological wellbeing. 

Intriguingly, while the PM group experienced an increase between baseline and post, 

both the mindfulness and narrative group experienced a statistically significant decrease 

in scores between these time points. As the mindfulness group was ranked significantly 

higher than narrative at follow-up, it suggests that mindfulness intervention may offer 

more lasting benefit than the narrative intervention.  

Negative affect. It is of note that the mindfulness group scored significantly higher on the 

I-PANAS-SF’s negative affect scale than either the PM or mindfulness group at post. This 

finding makes sense given the comparative ease of the mindfulness intervention, when 
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compared to the intensive reflection requested by the PM and narrative interventions. 

Whereas both PM and narrative groups hypothetically foster engagement with difficult 

issues that might heighten negative affect (McAdams, Reynolds, Lewis, Patten, & 

Bowman, 2001), mindfulness instead centers on acknowledging negative affect and then 

refocusing attention on the present moment (Kabat-Zinn, 2003). It stands to reason that 

mindfulness might attenuate negative affect, whereas the other interventions could 

potentially exacerbate negative affect. 

  That being said, the PM group was the only group to experience a statistically 

significant score decline between post and follow-up, suggesting that over time PM group 

members may, when compared to the other groups, be more able to process the 

challenging information brought up by the intervention. PM’s focus on processing and 

resolving conflict as opposed to narrative, which does not focus on resolution, may 

explain why PM reduced negative affect between post and follow-up and narrative 

administration did not.  

Significant effects for time. The finding that the scales associated with self-certainty, self-

reflectiveness, growth initiative, and self-esteem improved across all interventions 

supports the therapeutic value of all three interventions. Although these findings do not 

support the hypothesized group differences, they nonetheless offer support for PM as a 

therapeutic tool.  

  The comparative lack of statistically significant difference between the PM group 

and other groups in relating to outcome measures may be due to the fact that narrative 

and mindfulness interventions have been found to successfully contribute to positive 
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changes in self-esteem, stimulating positive-affect, and self-reflectiveness (Baer, 2003; 

Brown & Ryan, 2003; Pennebaker & Seagall, 1999; Smyth, 1998), and reduce 

psychopathology, anxiety, and depressive symptoms (Carmody & Baer, 2008; Gortner, 

Rude, & Pennebaker, 2006)7. Although scores from most of the outcome measures did 

not support the hypothesized group differences, the finding that PM is not statistically 

different from these two well-researched and widely used interventions, and that all 

intervention groups improved over time on the above-mentioned constructs, are in many 

ways a validation of PM as a therapeutic tool.  

 Outcome Questionnaire evaluations. Whereas the above-mentioned outcome variables 

are well researched and widely used, the Outcome Questionnaire (OQ) is an exploratory 

measure designed to evaluate client satisfaction that is being used here for the first time. 

Modeled after Finn and Tonsager’s Therapeutic Assessment outcome evaluation 

questionnaire (1992), the three domains of the OQ, Stimulating Insight, Facilitating 

Changes, and Personal Relevance are designed to investigate to what extent the 

interventions achieve the goals of being diagnostic, therapeutic, and personally relevant.  

  Each OQ domain is comprised of a collection of items that are theoretically 

associated with the measured construct, i.e., Stimulating Insight includes items like, I felt 

this program helped me gain understanding about myself, while Facilitating Changes, 

                                                
7 While it should be noted that these sources encompasses a variety of narrative and 
mindfulness interventions, and that the current study’s online usage of these interventions 
constitutes a new way of administering these tools, the interventions used in this study 
were modeled closely on Pennebaker’s narrative disclosure task (Pennebaker & Seagall, 
1999) and the Mindfulness-Based Stress Reduction body scan (Kabat-Zinn, 2003), two of 
the most widely sourced methods within the respective literatures (Carmody & Baer, 
2008; Kabat-Zinn, 2003; Pennebaker & Seagall, 1999). 
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includes items like, After taking this survey, I feel more motivated to make changes in my 

life, and Personal Relevance includes items like, I felt the program was respectful of who 

I am. The OQ was administered at post and follow-up but not at baseline, so all findings 

represent participants’ ratings post-intervention.  

  Although each of the OQ domains identified statistically significant differences 

between the intervention groups, and provided support for the hypothesized group 

relationships, only the Facilitating Changes Domain had a statistically significant group x 

time interaction. For this domain, the PM group had significantly higher scores than the 

mindfulness group at post, and significantly higher scores than both other groups at 

follow-up. This finding makes sense given that of the intervention groups, only PM 

provides detailed feedback and works to facilitate a structured guide for change. This 

result affirms the anticipated therapeutic benefit of PM, but also suggests that PM may 

offer a more enduring therapeutic benefit than the other groups. This finding recalls 

Shedler’s (2010) finding that insight oriented therapies may have more enduring effects 

than other mainstream psychotherapeutic treatments.  

  In order to better understand the ways in which the respective interventions 

cultivate insight, it is useful to look at the results from the OQ’s Stimulating Insight 

Domain. PM’s scores when averaged across post and follow-up time points were 

significantly higher than both other groups’ scores, again suggesting that PM offered 

greater insight than the other interventions. Although there was no statistically significant 

group x time interaction8, and the mindfulness group and PM’s scores at post were not 

                                                
8 Although the group x time interaction was not significant, F(2,97) = 9.71, p = .382, 
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significantly different, at follow-up, PM’ scores were significantly higher than both other 

groups, suggesting that PM provides longer lasting insight than the other interventions.  

  Although this evidence provides basic support for PM’s ability to generate more 

insight than other interventions, the OQ’s Stimulating Insight Domain is exploratory and 

does not necessarily offer construct validity. As a means of addressing this concern, 

partial correlations comparing BCIS’ two insight scales (Self-Reflectiveness and Self-

Certainty) controlling for gender, were run, identifying that the OQ’s Facilitating Insight 

domain, at both post (p = .036) and follow-up (p = .047), was significantly related to the 

BCIS’ Self-Reflectiveness Scale at post, providing additional support for the Stimulating 

Insight construct.   

   Results for the OQ’s Personal Relevance Domain partially support the 

hypothesized group relationships when scores are averaged across time points. PM group 

scores were significantly higher than narrative group scores, but were not significantly 

different than the mindfulness group scores. Mindfulness and narrative group scores did 

not differ from each other. Interestingly, while both PM and narrative target individual 

self-expression, they approach it through different formats. PM works indirectly, 

encouraging personal creativity, followed by critical self-analysis, whereas the narrative 

intervention works directly, challenging the participant to detail personal trauma. This 

finding may suggest that participants feel more respected by the more gradual approach 

to narrative self-exploration.  

  It is useful to observe that there were no significant differences between the 
                                                                                                                                            
partial η2 = .02, it is useful to look at the pairwise comparison, evaluating differences 
between groups by time to better understand group relationships.  
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mindfulness and narrative groups for any of the OQ domains, except for Facilitating 

Changes Domain at post. At least in this situation, the narrative intervention seems to 

offer more benefit in actually making changes than the mindfulness intervention. 

Although this appears somewhat at odds with the finding that, at the same time point, the 

mindfulness group scores for negative affect were significantly lower than the PM and 

the narrative groups’ scores, we may potentially reconcile the conflicting findings, by 

appreciating that sometimes a challenging context may be beneficial for staging growth.  

  Although the analyses of the OQ items did not show any statistically significant 

gender interactions or effects, several individual OQ items had statistically significant 

gender differences including: This program helped me identify how to better manage 

power, The program was diagnostic, and I was surprised by how much insight I gathered. 

In the first item, scores for females in the PM group were significantly higher than the 

other groups. In the later items, female scores, when averaged across groups, were higher 

than male scores, but also significantly decreased over time more than males. These 

results may support the idea that females are more initially open to psychotherapy than 

males (Komiya, Good, & Sherrod, 2000). 

  While the OQ constructs may be faulted for not being psychometrically robust, 

the OQ’s domains were able to identify greater nuance about change processes than many 

of the other established measures. One of the limitations of the OQ is that there is no 

baseline score to use as a control. While this critique does limit the ability to interpret the 

OQ, it was not possible to bypass this issue as the OQ specifically evaluates the 

experience of completing the intervention.   
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Implications  

  Despite their considerable differences, all three intervention techniques 

demonstrated therapeutic benefit, contributing to statistically significant changes in 

variables measuring self-certainty, self-reflectiveness, growth initiative, self-esteem, and 

facilitating changes. While these findings provide support for each of the respective 

therapeutic techniques, they also lend credibility for self-guided online interventions in 

general. 

  While mindfulness and narrative based interventions are already widely 

researched and broadly used, this study provides initial support for the utilization of PM. 

The study’s data indicate that PM is highly personally relevant tool that positively 

contributes to psychological wellness, motivation for change, and growth initiative. 

Evidence suggests that PM is a self-guided therapeutic intervention that promotes well-

being, stimulates insight, and facilitates changes significantly better than the mindfulness 

and narrative interventions at post, follow-up, or both.  

   Echoing results found in other studies (Krusche et al., 2012), online mindfulness-

based interventions also present a powerful intervention technique, leading to 

significantly decreased negative affect when compared to PM and the narrative 

intervention at post. Although the narrative group offered somewhat less therapeutic 

benefit than the other interventions, it also was the most open-ended intervention format 

with the least amount of guidance. This finding may suggest that more human contact, or 

at least guidance, offers to improve online intervention outcomes, a principle well-

supported by other researchers (Cook & Doyle, 2002; Rochlen, Zack, & Speyer, 2004).  
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  Results indicate that PM, like mindfulness and narrative interventions (Katz & 

Toner, 2013; Smyth, 1998; Soysa & Wilcomb, 2015), offers therapeutic benefit for both 

genders. In contrast to Katz and Toner’s finding that women tend to derive more benefit 

from online mindfulness-based interventions than men, in this study significantly more 

women dropped out of the mindfulness group than the other intervention groups, 

suggesting that women may have found the mindfulness condition less engaging than the 

other interventions.   

  As PM can be accessed online at the client’s convenience, but also provides 

detailed personalized feedback, it offers a more interactive and personalized model of 

online intervention than the other conditions. PM singularly utilizes a psychoeducational 

orientation that fosters intellectual integration and encourages the client to learn about 

himself or herself. Beyond just being an intellectual exercise, the applied nature of the 

intervention encourages participants to not only recognize their relational patterns, but to 

take active steps towards improving these patterns. This learning process bridges diverse 

therapeutic modalities, linking the RMES’ cognitive educational materials and the 

Metaphor Tasks’ emotional education and psychodynamic materials.  

  Returning to Arendt’s introductory quotation, PM hopes to inspire a scientific 

focus that brings attention to life processes, not just illness symptoms. This new approach 

supports a shift towards wellness-based care that is research-based, personally relevant, 

and widely accessible. As PM utilizes an automatic scoring system, and does not 

necessarily require an attending assessor, it offers to lessen assessment costs when 

compared to conventional assessment. Reducing costs may serve to broaden access for 
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services, providing a therapeutic resource for those that might not be able to afford in-

person sessions. PM’s wellness-based educational focus may serve as a beneficial 

introduction to therapy for people that are wary of stigma or generally cautious about 

beginning treatment. Similarly, PM may serve as a useful tool for bringing emotional 

education resources to non-clinical contexts such as schools, hospitals, and prisons.  

  PM presents an integrative psychotherapeutic tool, linking aspects of 

psychodynamic and cognitive behavioral approaches with innovative clinical exercises, 

offering an easily accessible format for gaining insight, while also providing tools for 

achieving changes. This initiative builds upon the objectives of humanistic psychology 

and social work, linking qualitative (Padgett, 2008), narrative (White & Epston, 1990), 

and naturalistic inquiry techniques (Rodwell, 1987), while furthering a goal of personal 

growth through the pursuit of self-knowledge (Graybeal, 2001), but also a broader vision 

of a humanistic mental health care system (Ife, 2012; Lee, 2001). Recalling Szasz’s 

legacy, PM works to empower the client, providing engaging tools for self-knowledge 

and personal growth.  

Limitations and future directions 

  This study was limited by its relatively small data sample size. Although dropout 

rates were within average randomized controls benchmarks (Bados et al., 2007), it was 

higher than anticipated and could problematize the data’s validity. Interestingly, the three 

intervention groups experienced very similar overall dropout rates. While a high 

proportion of PM group members dropped out during the intervention, nearly all of the 

participants that completed the intervention went on to complete post and follow-up 
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evaluations. In contrast, few members of the mindfulness and narrative groups dropped 

out during the intervention, but substantial numbers dropped out between the post and 

follow-up intervals (See table 6a). This discrepancy suggests that PM is a challenging 

intervention that may be off-putting for certain participants. For participants who are 

comfortable being challenged, however, PM encourages increased motivation for change, 

when compared to the other intervention groups.  

  It also should be noted that this study’s high dropout rates may be characteristic of 

online studies, as dropout rates from online studies tend to be higher than in conventional 

in-person studies (Chandler et al., 2014; Shleider & Weiss, 2015). Indeed this study’s 

dropout rates are not dissimilar from other online self-guided studies (Cavanagh et al., 

2013; Krusche et al., 2012). This study’s dropout rates may also have to deal with 

difficulty alerting participants about the follow-up component; although MTurk does 

facilitate contacting participants, it is logistically challenging to reach out to these people 

without collecting personal identification information. The study also faced several 

problems in implementing the online interface, including complications with the drawing 

page and difficulty with webpages auto-refreshing in the middle of the mindfulness 

prompt which may have contributed to additional participant dropout.  

  Various approaches for evaluating missing data were considered for this study, 

including baseline observation carried forward or last observation carried forward 

techniques of imputing data. However, given the high dropout rate it was decided that 

imputing data could distort the respective intervention groups’ impact. Accordingly, 

instead of using an intent-to-treat model, the study relied upon a per-protocol model, in 
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which only participants that completed the respective component of the study were 

included in the analysis (Porta, Bonet, & Cabo, 2007).  

  Although the validity of clinical self-report measures is supported by robust 

evidence (Beck et al., 1988; Mesick, 1995; Stone, Bachrach, Jobe, Kurtzman, & Cain, 

1999; Westen & Weinberger, 2004), such measures have been critiqued for presenting 

distorted data affected by the client’s motives for positive self-presentation and social 

desirability (Epstein, 1992; Moritz, Ferahli, & Naber, 2004. Although MTurk users 

constitute a diverse participant pool (Paolacci et al., 2010), this study’s results may not be 

generalizable beyond the demographics of the participants who enrolled in this particular 

study.  

  Further limitations include limited ability to make sure participants in the 

mindfulness group remained focused on the intervention, the relationship between effort 

and compensation for the respective groups, i.e., participants in PM were required to do 

many more active tasks than those in the mindfulness group, and data collection issues, 

with not all subjects seeing all same items. Finally, the OQ items/domains were 

developed for the current study and had no previously established validity or reliability. 

The fact that scores on these domains did differ between groups suggests that this is a 

promising measure with predictive validity, but the measure should be interpreted with 

caution and more work is needed for the measure to become established as reliable and 

valid.  

  For future studies, it would be helpful to include an additional control condition in 

which no intervention would be given as well as to recruit a more diverse and larger 
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sample. A new version of PM that incorporates mindfulness-based reflective practices as 

part of the feedback process may also be investigated.  
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Table 1. Hypothesized relationships between Power Management’s Relational Modality 

Evaluation Scale (RMES) and the Inventory of Interpersonal Problems Short Circumplex 

(IIP-SC).  

Hypothesis  RMES Scale IIP-SC (Sig. Pos. Relationship)  

1a DCS 

PA 

 

LM 

NO 

1b DAS 

PA 

 

BC 

DE 

1c SCS 

LM 

 

JK 

NO 

1d SAS 

HI 

 

FG 

DE 

Hypothesis  RMES Scale BF-10 (Sig. Pos. Relationship) BF-10 (Sig. Neg. Relationship) 

2a DCS 

Extraversion 

 Agreeableness 

2b DAS Extraversion Agreeableness 

2c SCS Agreeableness Extraversion 

2d SAS Neuroticism  

Extraversion 

Agreeableness 
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2e PTS Neuroticism   

PM Scales:  
Dominant Cooperative Scale (DCS), Dominant Antagonistic Scale (DAS), Submissive 
Cooperative Scale (SCS), Submissive Cooperative Scale (SCS), Psychic Tension Scale (PTS) 

IIP-SC 

Scales:  

Domineering Scale (PA), Overly Nurturant Scale (LM), and Intrusive Scale (NO), Socially 

Avoidant Scale (FG), Vindictive Scale (BC), Nonassertive Scale (HI), Exploitable Scale (JK), 

Cold Scale (DE) 

BFI-10 

Scales: 

Openness Scale (OS) Conscientiousness (CS), Agreeableness (AS), Extraversion (ES), and 

Neuroticism Scales (NS) 
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Table 2. Demographics for the entire sample across groups at baseline, post, and follow 

up.  

Baseline  Mean (SD) Post  Mean (SD) Follow-Up Mean 
(SD) 

Age  
35.82 (9.61) 

Age  
35.25  (9.09) 

Age  
36.10  
(9.36) 

  n (%)   n (%)   n (%) 

Gender 
 

Gender 
 

Gender 
 Female 101 (55.2) Female 67 (50.8) Female 54 (54.5) 

Male 82 (44.8) Male 65 (49.2) Male 45 (45.5) 
Total 183 Total 132 Total 99 
      

Ethnicity/ Race 

 

Ethnicity/ Race 

 

Ethnicity/ Race 

 White 145 (79.2) White 99 (75) White 75.8 
(75.8) 

Black 13 (7.1) Black 11 (8.3) Black 8 (8) 
Hispanic 11 (6) Hispanic 10 (7.6) Hispanic 8 (8) 
Asian 14 (7.7) Asian 12 (9.1) Asian 8 (8) 

      

Highest Level of 
Education 

 

Highest Level of 
Education 

 

Highest Level 
of Education 

 
High School 51 (27.9) High School 38 (28.8) High School 27 (27.3) 

Associates 
Degree  31 (16.9) Associates 

Degree  20 (15.2) Associates 
Degree  20 (15.2) 

College 82 (44.8) College 58 (43.9) College 44 (44.4) 

Graduate Degree 17 (9.3) Graduate 
Degree 14 (10.6) Graduate 

Degree 10 (10.1) 

Doctoral Degree 2 (1.1) Doctoral 
Degree 2 (1.5) Doctoral 

Degree 2 (2) 

      

Relational Status 

 

Relational Status 

 

Relational 
Status 

 Single 80 (43.7) Single 57 (43.2) Single 42 (42.4) 
Dating 31 (16.9) Dating 22 (16.7) Dating 14 (14.1) 

   Married 60 (32.8)    Married 47 (35.6)    Married 39 (39.4) 
Divorced 9 (4.9) Divorced 5(3.8) Divorced 4 (4) 
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   Widowed 1 (0.5)    Widowed 0    Widowed 0 
Other 1 (0.5) Other 1 (0.5) Other 0 

      
Income  Income  Income  

   Less than $10,000 28 (15.3)    Less than 
$10,000 22 (16.7)    Less than 

$10,000 16 (16.2) 

   $10,001-$30,000 
82 (44.8) 

   $10,001-
$30,000 60 (45.5) 

   $10,001-
$30,000 42 (42.4) 

   $30,001 - $60,000 
68 (37.2) 

   $30,001 - 
$60,000 45 (34.1) 

   $30,001 - 
$60,000 37 (37.4) 

More than $100,000 
5 (2.7) 

More than 
$100,000 4 (3.8) 

More than 
$100,000 4 (4) 
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Table 3. Demographics for each group at baseline.  

PM  Mean (SD) Mindfulness Mean (SD) Narrative Mean 
(SD) 

Age  
36.22 (9.98) 

Age  
34.0 (7.89) 

Age  
34.35  
(9.94) 

  n (%)   n (%)   n (%) 

Gender 
 

Gender 
 

Gender 
 Female 56 (57.1) Female 20 (58.8) Female 25 (49.0) 

Male 42 (42.9) Male  14 (41.2) Male 26 (51.0) 
Total 98 Total 34 Total 51 
      

Ethnicity/ Race 

 

Ethnicity/ Race 

 

Ethnicity/ Race 

 White 77 (78.6) White 28 (82.4) White 40 (78.4) 
Black 6 (6.1) Black 4 (11.8) Black 3 (5.9) 
Hispanic 9 (9.2) Hispanic 1 (2.9) Hispanic 1 (2.0) 
Asian 6 (6.1) Asian 1 (2.9) Asian 7 (13.7) 

      

Highest Level of 
Education 

 

Highest Level of 
Education 

 

Highest Level 
of Education 

 
High School 28 (28.6) High School 9 (26.5) High School 14 (27.5) 

Associates 
Degree  20 (20.4) Associates 

Degree  6 (17.6) Associates 
Degree  5 (9.8) 

College 40 (40.8) College 16 (47.1) College 26 (51.0) 

Graduate Degree 8 (8.2) Graduate 
Degree 3 (8.8) Graduate 

Degree 6 (11.8) 

Doctoral Degree 2 (2.0) Doctoral 
Degree 0 (.00) Doctoral 

Degree 0 (.00) 

      

Relational Status 

 

Relational Status 

 

Relational 
Status 

 Single 47 (48) Single 16 (47.1) Single 17 (33.3) 
Dating 14 (14.3) Dating 4 (11.8) Dating 13 (25.5) 

   Married 29(29.6)    Married 12 (35.3)    Married 19 (37.3) 
Divorced 7 (7.1) Divorced 1 (2.9) Divorced 1 (2.0) 

   Widowed 1 (1.0)    Widowed 0 (.00)    Widowed 0 (.00) 
Other 0 (.00) Other 0 (.00) Other 1 (2.0) 
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Income  Income  Income  

   Less than 
$10,000 14 (14.3)    Less than 

$10,000 4 (11.8)    Less than 
$10,000 10 (19.6) 

   $10,001-
$30,000 42 (42.9) 

   $10,001-
$30,000 16 (47.1) 

   $10,001-
$30,000 24 (47.1) 

   $30,001 - 
$60,000 40 (40.8) 

   $30,001 - 
$60,000 12 (35.3) 

   $30,001 - 
$60,000 16 (31.4) 

More than 
$100,000 2 (2.0) 

More than 
$100,000 2 (5.9) 

More than 
$100,000 1 (2.0) 
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Table 4. Demographics for each group at post.  

PM  Mean (SD) Mindfulness Mean (SD) Narrative Mean 
(SD) 

Age  
35.64 (9.49) 

Age  
36.14  (7.80) 

Age  
34.14  
(9.41) 

  n (%)   n (%)   n (%) 

Gender 
 

Gender 
 

Gender 
 Female 30 (50.8) Female 15 (51.7) Female 22 (50.0) 

Male 29 (49.2) Male  14 (48.3) Male 22 (50.0) 
Total 59 Total 29 Total 44 
      

Ethnicity/ Race 

 

Ethnicity/ Race 

 

Ethnicity/ Race 

 White 41 (69.5) White 24 (82.8) White 34 (77.3) 
Black 4 (6.8) Black 4 (13.8) Black 3 (6.8) 
Hispanic 8 (13.6) Hispanic 1 (3.4) Hispanic 1 (2.3) 
Asian 6 (10.2 Asian 0 (.00) Asian 6 (13.6) 

      

Highest Level of 
Education 

 

Highest Level of 
Education 

 

Highest Level 
of Education 

 
High School 16 (27.1) High School 9 (31.0) High School 13 (29.5) 

Associates 
Degree  11 (18.6) Associates 

Degree  4 (13.8) Associates 
Degree  5 (11.4) 

College 24 (40.7) College 13 (44.8) College 21 (47.7) 

Graduate Degree 6 (10.2) Graduate 
Degree 3 (10.3) Graduate 

Degree 5 (11.4) 

Doctoral Degree 2 (3.4) Doctoral 
Degree 0 (.00) Doctoral 

Degree 0 (.00) 

      

Relational Status 

 

Relational Status 

 

Relational 
Status 

 Single 28 (47.5) Single 15 (51.7) Single 14 (31.8) 
Dating 7 (11.9) Dating 4 (13.8) Dating 11 (25.0) 

   Married 21 (35.6)    Married 9 (31.0)    Married 17 (38.6) 
Divorced 3 (5.1) Divorced 1 (3.4) Divorced 1 (2.3) 

   Widowed 0 (.00)    Widowed 0 (.00)    Widowed 0 (.00) 
Other 0 (.00) Other 0 (.00) Other 1 (2.3) 
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Income  Income  Income  

   Less than 
$10,000 9 (15.3)    Less than 

$10,000 4 (13.8)    Less than 
$10,000 9 (20.5) 

   $10,001-
$30,000 24 (40.7) 

   $10,001-
$30,000 14 (48.3) 

   $10,001-
$30,000 22 (50.0) 

   $30,001 - 
$60,000 24 (40.7) 

   $30,001 - 
$60,000 9 (31.0) 

   $30,001 - 
$60,000 12 (27.3) 

More than 
$100,000 2 (3.4) 

More than 
$100,000 2 (6.9) 

More than 
$100,000 1 (2.3) 
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Table 5. Demographics for each group at follow-up.  

PM  Mean (SD) Mindfulness Mean (SD) Narrative Mean 
(SD) 

Age  
36.47  
(9.49) Age  

37.05  (7.32) 
Age  

35.0 
 (9.41) 

  n (%)   n (%)   n (%) 

Gender 
 

Gender 
 

Gender 
 Female 28 (54.9) Female 9 (47.4) Female 16 (42.9) 

Male 23 (45.1) Male 10 (52.6) Male 12 (57.1) 
Total 51 Total 19 Total 28 

Ethnicity/ Race 

 

Ethnicity/ Race 

 

Ethnicity/ Race 

 White 35 (68.6) White 17 (89.5) White 23 (82.1) 
Black 3 (5.9) Black 1 (5.3) Black 2 (7.1) 
Hispanic 8 (15.7) Hispanic 1 (5.3) Hispanic 0 (.00) 
Asian 5 (9.8) Asian 0 (.00) Asian 3 (10.7) 

      

Highest Level of 
Education 

 

Highest Level of 
Education 

 

Highest Level 
of Education 

 
High School 16 (31.4) High School 5 (26.3) High School 6 (21.4) 

Associates 
Degree  9 (17.6) Associates 

Degree  4 (21.1) Associates 
Degree  3 (10.7) 

College 18 (35.3) College 9 (47.4) College 16 (57.1) 

Graduate Degree 6 (11.8) Graduate 
Degree 1 (5.3) Graduate 

Degree 3 (10.7) 

Doctoral Degree 2 (3.9) Doctoral 
Degree 0 (.00) Doctoral 

Degree 0 (.00) 

      

Relational Status 

 

Relational Status 

 

Relational 
Status 

 Single 23 (45.1) Single 9 (47.4) Single 9 (32.1) 
Dating 5 (9.8) Dating 2 (10.5) Dating 7 (25.0) 

   Married 20 (39.2)    Married 8 (42.1)    Married 11 (39.3) 
Divorced 3 (5.9) Divorced 0 (.00) Divorced 1 (3.6) 

   Widowed 0 (.00)    Widowed 0 (.00)    Widowed 0 (.00) 
Other 0 (.00) Other 0 (.00) Other 0 (.00) 
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Income  Income  Income  

   Less than 
$10,000 8 (15.7)    Less than 

$10,000 3 (15.8)    Less than 
$10,000 5  (17.9) 

   $10,001-
$30,000 19 (37.3) 

   $10,001-
$30,000 9 (47.4) 

   $10,001-
$30,000 14 (50.0) 

   $30,001 - 
$60,000 24 (43.1) 

   $30,001 - 
$60,000 5 (26.3) 

   $30,001 - 
$60,000 9 (32.1) 

More than 
$100,000 2 (3.9) 

More than 
$100,000 2 (10.5) 

More than 
$100,000 0 (.00) 
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Table 6a. Dropout rates between time points.   

 

Dropout % 
between 

intake, but 
before baseline 

intervention 

Dropout % during 
the intervention 

Dropout % between post 
and completion of follow-

up 

Dropout % 
between 

recruitment 
and 

completion of 
follow-up 

Gender 

  

 

 

Female 11.88 24.72 25.00 45.90 

Male 3.66 16.46 19.40 46.53 
Total 8.20 21.43 30.77 45.12 

 
  

 
 

Ethnicity/ 
Race 

  

 
 

White 8.97 24.24 23.43 47.72 
Black 15.38 0.00 27.27 38.46 
Hispanic 0.00 18.18 20.00 27.27 

Asian 0.00 14.29 33.33 42.86 

 
  

 
 

Groups    
 

 
PM 6.129 35.8710 8.4711 44.90 

Mindfulness 14.71 0.00 34.48 44.12 
Narrative 13.73 0.00 36.36 45.10 

                                                
9 Chi-square analysis identified that the intervention groups dropout patterns were 
significantly different when evaluating completers and non-completers of the baseline 
intake measures (x2 (2, n = 183) = 17.52, p < .000.  
10 Chi-square analysis identified that the intervention groups dropout patterns were 
significantly different when evaluating completers and non-completers of baseline, 
including the intervention (x2 (2, n = 132) = 12.68, p = .002.  
11 Chi-square analysis identified that the intervention groups dropout patterns were 
significantly different when evaluating completers and non-completers of follow-up 
measures (x2 (2, n = 99) = 8.34 p < .016.  
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Table 6b. Chi-square comparisons of study completers and non-completers, by 

intervention groups, at each time point, on categorical demographic variables.  

 

 

Comparison 
of completers 
of baseline 
intake but not 
intervention 
and non-
completers of 
baseline 
intake 

Comparison of 
completers of 
baseline and 
non-completers 
of baseline  

Comparison of 
completers of 
post and non-
completers of 
post 

Comparison 
of completers 
of follow-up 
and non-
completers of 
follow-up 

Comparison 
of completers 
of follow-up 
and non-
completers of 
baseline 
intake 

 

 

PM
  

M
IN

D
 

N
AR 

TO
TAL 

  PM
  

  M
IN

D
 

  N
AR 

  TO
TAL 

  PM
  

  M
IN

D
12 

  N
AR

13 

  TO
TAL 

  PM
  

  M
IN

D
 

  N
AR 

  TO
TAL 

  PM
  

  M
IN

D
 

  N
AR 

  TO
TAL 

G
ender 

Chi-
square 

1.79 

.002 

.24 

1.69 
2.40 

4.10 

.123 

3.76 

.98 

  .98 

2.47 

.42 

1.57 

1.68 

.22 

2.33 

1.64 
.11 

Degrees 
of 
freedom 

1 1 1 1 1 1 1 1 1   1 1 1 1 1 1 1 1 1 

Sig-
nificance  

.188 

.966 

.243 

.194 
.121 

.043 

.725 

.052 

.321 

  1 .116 

.518 

.210 

.195 

.641 

.127 

.200 
.75 

Single/ N
on Single 14 

Chi-
square 

.10 

.02 

.90 

1.02 
.77 

1.3 

.16 

1.09 

1.13 

  .91 

.37 

1.36 

.02 

.31 

1.14 

.31 

.00 
.27 

Degrees 
of 
freedom 

1 1 1 1 1 1 1 1 1   1 1 1 1 1 1 1 1 1 

Sig-
nificance  

.755 

.895 

.342 

.405 
.380 

.258 

.684 

.297 

.289 

  .341 

.544 

.244 

.876 

.578 

.285 

.579 

.962 
.266 

L
ess 

E
ducate

d/ M
ore 

E
ducate

d
15 Chi-

square 

.00 

.05 

1.06 

.77 
.61 

.04 

1.83 

.15 

.86 

 . .79 

1.61 

.14 

2.45 

.001 

.00 

.19 

..69 
.07 

                                                
12 There was no dropout during this interval for the mindfulness group.  
13 There was no dropout during this interval for the narrative group.  
14 Dichotomous variable measuring single/ non-single relational status.   
15Dichotomous variable measuring high and low education 
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Degrees 
of 
freedom 

1 1 1 1 1 1 1 1 1   1 1 1 1 1 1 1 1 1 

Sig-
nificance 

.959 

.832 

.304 

.379 
.433 

.841 

.176 

.704 

.354 

  .374 

.205 

.705 

.118 

.981 

.993 

.667 

.405 
.786 

W
hite/ N

on-W
hite 16 

Chi-
square 

.09 

.01 

.06 

.23 
7.26 

.02 

.290 

3.39 

2.32 

  3.59 

.13 

1.74 

2.95 

.13 

6.25 

1.50 

2.75 
1.06 

Degrees 
of 
freedom 

1 1 1 1 1 1 1 1 1   1 1 1 1 1 1 1  1 

Sig-
nificance 

.769 

.912 

.805 

.602 
.007 

.881 

.590 

.742 

.128 

  .058 

.716 

.187 

.086 

.739 

.012 

.220 

.097 
.739 

 

 

                                                
16Dichotomous variable measuring White/ non-White ethnic/ racial identity.   
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Table 6c. Two-way ANOVA comparisons of study completers and non-completers, by 

intervention groups, at each time point, on continuous demographic variables.  

 

  Comparison of 
completers of 
baseline intake 
but not 
intervention 
and non-
completers of 
baseline intake 

Comparison 
of 
completers 
of baseline 
and non-
completers 
of baseline  

Comparison 
of completers 
of post and 
non-
completers of 
post 

Comparison 
of 
completers 
of follow-up 
and non-
completers 
of follow-up 

Comparison 
of 
completers 
of follow-up 
and non-
completers 
of baseline 
intake 

A
ge 

F Statistic  
F(2,183) = 2.11 

F(2,161) = 
.23 

F(2,128) = .54 F(2,126) = 
.39 

F(2,183) = 
.26 

Significance  .874 .796 .465 .678 .958 

Incom
e  

F Statistic F(2,177) = .46 F(2,161) = 
.74 

F(2,128) = .17 F(2,126) = 
.13 

F(2,177) = 
.24 

Significance  .634 .478 .677 .876 .791 
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Table 7. Outcome Questionnaire (OQ) items.  

Stimulating Insight17: 
 
1. I felt the program was informative.  
2. This program offered me new information about myself.  
3. I felt this program clarified my sense of who I am.  
4. I felt this program helped me understand my personality.  
5. I felt this program helped me gain understanding about myself.  
6. I was surprised by how much insight I gathered. 
7. Identifying my relational pattern helps me to better understand my self.  
8. This program helped me identify how to better manage power.  

Facilitating Changes:18 

9. After taking this survey, I feel more motivated to make changes in my life.  
10. After completing this program, I like myself better.  
11. This program was an emotional experience.  
12. This program helped me to identify changes to improve my relational pattern.  
13. The program offered me both diagnostic and therapeutic information about myself 
14. The suggested value for taking this program should be: 0, $25, $50, $75, $100.  

 
Personal Relevance:19  
 
15. I felt the program was respectful of who I am. ii 
16. I felt this program was not stigmatizing.  
17. I think that this survey would be useful for clinical evaluations.  
18. The program was diagnostic.

                                                
17 Scores for the Stimulating Insight domain are tallied by calculating the weighted mean 
of items 1-8.  
18 Scores for the Facilitating Changes domain are tallied by calculating the weighted 
mean of items 9-14.  
19 Scores for the Personal Relevance domain are tallied by calculating the weighted mean 
of items 15-18. 
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Table 8a. Correlations between primary outcome and personality variables at baseline. 

  

A
ge 

G
ender  

L
ess E

ducated/ 
M

ore 
E

ducated
20  

W
hite N

on/ 
W

hite 21 

Single/ N
on 

Single 22  

Incom
e L

evel 

Dominant 
Cooperative 

r23 
(p) 

.06 
(.482) 

-.28 
(<.000) .14 (.087) .03 

(.685) .11 (.187) .07 (.364) 

Dominant 
Antagonistic 

r (p) -.04 
(.642) 

-0.36 
(<.000) 

-0.02 
(.800) 

.04 
(.638) .00 (.721) -.02 

(.809) 
Submissive 
Cooperative 

r (p) .05 
(.573) .13 (.099) .02 (.860) -.17 

(.037) .00 (.841) -.12 
(.151) 

Submissive 
Antagonistic 

r (p) -.04 
(.633) -.11 (.174) -.05 

(.530) 
-.06 

(.453) 
-.01 

(.423) 
-.10 

(.215) 

Psychic Tension r (p) -.11 
(.172) -.18 (.024) -.03 

(.721) 
-.04 

(.604) 
-.10 

(.544) 
-.14 

(.078) 

Open BFI r (p) -.15 
(.064) .00 (.967) .09 (.268) .06 

(.467) .10 (.156) .02 
(.764) 

Conscientious BFI r (p) .05 
(.533) .09 (.243) -.09 

(.244) 
-.02 

(.794) .20 (.043) .09 (.235) 

Extraversion BFI r (p) .09 
(.233) .02 (765) .09 (.240) .07 

(.384) .10 (.508) .18 (.022) 

Agreeableness BFI r (p) .09 
(.229) .04 (.600) -.11 

(.182) 
.00 

(.992) .00 (.953) -.03 
(.720) 

Neuroticism BFI r (p) -.12 
(.177) .10 (.182) -.01 (.91) .01 

(.897) .01 (.899) -.07 
(.359) 

Domineering IIP r (p) .05 
(.546) -.2 (.010) -.07 

(.376) 
-.03 

(.726) .01 (.903) .03 (.690) 

Vindictive IIP r (p) -.14 
(.076) 

-.271 
(<.000) 

-.08 
(.307) 

.07 
(.364) 

-.10 
(.258) 

-.08 
(.303) 

Cold IIP r (p) -.01 
(.946) .01 (.832) -.01 

(.932) 
-.01 

(.934) 
-.21 

(.001) 
-.09 

(.242) 

Socially Avoidant IIP r (p) -.06 
(.437) -.03 (.726)  -.13 

(.100) 
-.03 

(.720) 
 -.05 

(.546) 
-.18 

(.025) 
Nonassertive IIP r (p) .01 

(.900) 
.121 (.120) -.03 

(.713) 
-.07 

(.343) 
.00 (.976) -.18 

(.019) 

Exploitable IIP 
r (p) .04 

(.595) 
.17 

(.027) 
.074 
(.35) 

-.13 
(.09) 

.026 
(.738) 

-.17 
(.026) 

Overly Nurturant IIP r (p) -.03 
(.742) .16 (.044) -.13 

(.099) 
-.13 

(.110) .10 (.187) -.06 
(.414) 

                                                
20 Dichotomous variable measuring high and low education.   
21 Dichotomous variable measuring White/ non-White ethnic/ racial identity.   
22 Dichotomous variable measuring single/ non-single relational status.   
23 Point -biserial correlations were run when analysing the relationship between 
categorical and continuous variables.  
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Intrusive IIP r (p) -.05 
(.558) -.04 (.660) .011 

(.886) 
.04 

(.626) 
.037 

(.643) .08 (.303) 

PGIS 
r (p) .07 

(.340) .02 (.837) .10 (.169) .02 
(.769) .18 (.019) .13 (.091) 

PANASpos 
r (p) .16 

(.035)  .06 (.442)  -.04 
(.621) 

.08 
(.282) .06 (.434) .04 (.633) 

BSI-18 
r (p) -.13 

(.085) .02 (.768) -.12 
(.122) 

-.01 
(.889) 

-.03 
(.710) 

-.08 
(.263) 

SSES 
r (p) .05 

(.498) -.04 (.571) .10 (.171) .03 
(.709) .08 (.263) .11 (.129) 

PANASneg 
r (p) -.19 

(.012) -.14 (.052) .10 (.162) -.05 
(.532) 

-.01 
(.930) 

-.06 
(.415) 

Self_ 
Reflectiveness 

r (p) -.13 
(.079) -.05 (.529) -.16 

(.033) 
-.04 

(.556) 
-.12 

(.121) .04 (.576) 

Self_Certainty 
r (p) -.02 

(.763) -.05 (.476) .05 (.518) -.02 
(.825)  .07 (.329)  -.03 

(.665) 

Wellbeing 
r (p) .08 

(.304) 
.15 (.064) -.03 

(.745) 
-.05 

(.494) 
.32 

(<.000) 
.23 (.003) 
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Table 8b. Chi- square analysis of categorical demographic variables for intervention 
groups at baseline. 

Variable  Chi-square Degrees of freedom Significance 

Gender 2.34 3 .505 

White/ Non-White  2.77 3 .429 
Single/ Non Single  6.42 3 .093 
Less Educated/ More Educated 3.09 3 .377 
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Table 8c. One-way ANOVA analysis of continuous demographic variables for 
intervention groups at baseline. 

Variable F Statistic Significance 

Income level F(3,.05) = 1.55 .202 

Age F(3, 1.01) = .67 .573 
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Table 9. Descriptive statistics for personality variables.  

Personality variables  N Mean Std. Deviation 

DominantCooperative at Baseline 154 2.72 0.69 

DominantAntagonistic at Baseline 153 2.42 0.70 

SubmissiveCooperative at Baseline 153 3.67 0.71 

SubmissiveAntagonistic at Baseline 152 2.63 0.94 

PsychicTension at Baseline 151 1.90 0.78 

DominantCooperative at Follow-up 85 2.84 0.71 

DominantAntagonistic at Follow-up 85 2.54 0.66 

SubmissiveCooperative at Follow-up 85 3.59 0.70 

SubmissiveAntagonistic at Follow-up 85 2.69 0.96 

PsychicTension at Follow-up 85 1.94 0.78 

DomineeringIIP-SC at Baseline 165 1.91 0.56 

Vindictive_IIP-SC at Baseline 165 1.92 0.68 

Cold_IIP-SC at Baseline 165 2.38 1.10 

Socially_Avoidant_IIP-SC at Baseline 165 2.91 1.21 

Nonassertive_IIP-SC at Baseline 165 2.75 1.07 

Exploitable_IIP-SC at Baseline 165 2.49 0.87 

Overly_Nurturant_IIP-SC at Baseline 165 2.72 0.88 

Intrusive_IIP-SC at Baseline 165 1.78 0.67 

Open_BFI-10 at Baseline 165 3.72 1.09 

Conscientious_BFI-10 at Baseline 165 4.02 0.88 

Extraversion_BFI-10 at Baseline 165 2.65 1.26 

Agreeableness_BFI-10 at Baseline 165 3.55 0.96 

Neurotocism_BFI-10 at Baseline 165 2.71 1.27 
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Table 10. Descriptive statistics for measures predicting positive psychotherapy outcome.  

Outcome measures  
N Mean Std. Deviation 

PGIS_ at Baseline 183 4.08 1.04 

PGIS at Post  
132 4.26 1.07 

PGIS at Follow-up 
99 4.25 1.10 

PANASpos at Baseline  
183 3.39 0.79 

PANASpos at Post 
132 3.44 0.92 

PANASpos at Follow-up 
99 3.14 0.94 

BSI-18 at Baseline 
183 1.54 0.60 

BSI-18 at Post  
182 1.10 0.85 

BSI-18_3 at Follow-up  
99 1.48 0.64 

Self_Esteem at Baseline 
183 3.68 0.74 

Self_Esteem at Post  
133 3.62 0.74 

Self_Esteem at Follow-up 
99 3.76 0.78 

PANASneg at Baseline 
183 1.23 0.39 

PANASneg at Follow-up 
132 1.37 0.54 

PANASneg at Baseline 
99 1.23 0.47 

Self_Reflectiveness at Baseline 
183 2.22 0.41 

Self_Reflectiveness at Post 
132 2.36 0.49 

Self_Reflectiveness at Follow-up 
99 2.18 0.43 

Self_Certainty at  Baseline 
183 2.27 0.48 

Self_Certainty at Post 
132 2.20 0.55 

Self_Certainty at Follow-up  
99 2.32 0.48 

Wellbeing at Baseline 
165 5.26 1.12 

Wellbeing at Post 
114 5.05 1.15 

Wellbeing at Follow-up 
85 5.21 1.23 
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Table 11. Descriptive statistics for items relating to insight, motivation, and personal 

value. 

OQ items  N Mean Std. Deviation 

was_informative at Post  
132 3.98 0.81 

was_informative at Follow-up 
99 3.92 0.82 

clarified_self at Post  
132 3.8 0.97 

clarified_self at Follow-up  
99 3.63 0.92 

like_self at Post 
114 3.46 1.00 

like_self at Follow-up 
85 3.33 0.84 

respectful_self at Post 
114 4.2 0.73 

respectful_self at Follow-up 
85 4.13 0.69 

understand_personality at Post 
132 3.84 0.87 

understand_personality_ at Follow-up 
99 3.73 0.97 

gain_understanding at Post 
132 3.78 0.87 

gain_understanding at Follow-up 
99 3.7 0.95 

it_was_diagnostic at Post  
132 3.7 0.96 

it_was_diagnostic at Follow-up 
99 3.73 0.94 

understanding_relational_pattern at Post  
132 3.8 0.89 

understanding_relational_pattern at Follow-up 
99 3.78 0.88 

insight_suprise at Post 
132 3.7 1.12 

insight_suprise at Follow-up 
99 3.67 1.04 

emotional_experience at Post 
132 4.01 1.10 

emotional_experience at Follow-up 
99 3.46 1.17 

new_information at Post 
132 3.86 1.10 

new_information at Follow-up 99 3.58 1.03 
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identify_changes at Post 
132 3.69 0.97 

identify_changes at Follow-up  
99 3.57 0.96 

identify_power at Post 
132 3.45 1.09 

identify_power at Follow-up 
99 3.29 0.98 

not_stigmatizing at Post 
132 3.83 1.03 

not_stigmatizing at Follow-up 
99 3.7 1.05 

useful_clinical_eval_ at Post 
132 4.05 0.91 

useful_clinical_eval at Follow-up 
99 4.07 0.76 

diagnostic_therapeutic_at Post  
114 3.78 0.96 

diagnostic_therapeutic at Follow-up 
85 3.88 0.70 

motivated_changes at Post 
132 3.68 1.14 

motivated_changes at Follow-up 
99 3.68 1.00 

suggested_value at Post 
114 1.92 1.07 
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Table 12. Partial correlations between subscales of the RMES and IIP-SC, controlling for 

gender.  

 D
egrees of Freedom

 

D
om

ineering IIP-SC
 

V
indictive 

IIP-SC
 

C
old_IIP-SC

 

Socially A
voidant  IIP-

SC
 

N
on- 

A
ssertive 

IIP-SC
 

E
xploitable  

IIP-SC
 

O
verly N

urturant 
IIP-SC

 

Intrusive_ 
IIP-SC

 

  r (p) r (p) r (p) r (p) r (p) r (p) r (p) r (p) 

D
om

inant 
C

ooperative 
 150 .50 

(<.000) 
0.34 
(<.000) 

.07 (.36) -.17 (.035) -.191 
(.018) 

-.19 
(.018) 

-.21 
(.009) 

.10 
(.211) 

D
om

inant 
A

ntagonistic 
 150 .06 

(<.000) 
.60 
(<.000) 

.40 (<.000) .15 (.062) .02 (.781) .001 
(.99) 

-.001 
(.90) 

.11 
(.164) 

Subm
issive 

C
ooperative 

 150 -.02 
(.781) 

.15 
(.072) 

.30 
(<.000) 

.52 
(<.000) 

.75 
(<.000) 

.78 
(<.000) 

.450 
(<.000) 

.22 
(.007) 

Subm
issive 

A
ntagonistic  

150 0.363 
(<.000) 

.613 
(<.000) 

.63 (<.000) .70 (<.000) .63 (<.000) .61 
(<.000) 

.39 
(<.000) 

.17 
(.042) 
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Table 13. Partial correlations between subscales of the RMES and BFI-10, controlling for 

gender.  

 

D
egrees of 

Freedom
  

O
penness 

 B
FI-10 

C
onscientiousness 

B
FI-10 

E
xtraversion  

B
FI-10 

A
greeableness B

FI-
10 

N
euroticism

  
B

FI-10 

  r (p) r (p) r (p) r (p) r (p) 

D
om

inant 
C

ooperative 

151 .08 (.321) -.10 (.236) .394 (<.000) -.28 (.001) -.11 
(.169) 

D
om

inant 
A

ntagonistic  
 150 -.06 (.456) -.329 (<.000) .003 (.975) -.42 (<.000) .17 

(.032) 

Subm
issive 

C
ooperative  

 150 -.13 
(.126) 

 
-.26 (.001) 

-.59 (<.000) -.08 
(.333) 

.46 
(<.000) 

Subm
issive 

A
ntagonistic  

149 -.19 (.018) -.43 (<.000) -.57 (<.000) -.39 (<.000) .63 
(<.000) 

Psychic 
T

ension  

149 -.11 (.185) -.37 (<.000) -.38 (<.000) -.28 (<.000) .60 
(<.000) 
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Table 14. Partial correlations of baseline and follow-up RMES scores, controlling for 

gender.  

 

 T
im

e 
D

ifference 

Sam
ple Size 

D
om

inant 
C

ooperative 
T

im
e 2 

 D
om

inant 
A

ntagonistic 
T

im
e 2 

 Subm
issive 

C
ooperative 

T
im

e 2 
 Subm

issive 
A

ntagonistic 
T

im
e 2 

Psychic 
T

ension II 

   r (p) r (p) r (p) r (p) r (p) 

Dominant Cooperative  
Time 1 
 

Two 
weeks 83 .83 (<.000) . . . . 

Dominant Antagonistic  
Time 1 
 

Two 
weeks 83 . .87 (<.000) . . . 

Submissive Cooperative 
Time 1 
 

Two 
weeks 83 .  

. .79 (<.000) . . 

Submissive Antagonistic 
Time 1  

Two 
weeks 83 .  . .88 (<.000) . 

Psychic Tension  
Time 1 
 

Two 
weeks 

83 
. . . . 

 
.85 
(<.000) 
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Table 15. Means, standard deviations, and F-values for outcome measures with 

statistically significant interactions between group x time.  

M
easure 

H
ypothesis  

F
 statistic G

roup x tim
e 

P value  

Partial eta squared  η2 

G
roup  

G
roup m

eans at baseline 
(Std. E

rror) 

G
roup m

eans at post 
(Std. E

rror) 

G
roup m

eans at follow
-up 

(Std. E
rror) 

B
aseline to Post com

parison 
p value  

B
aseline to follow

-up 
com

parison p value 

Post to follow
-up 

com
parison p value  

Pairw
ise group com

parisons  

B
aseline com

parison p value  

Post com
parison p value 

Follow
-up com

parison p 
value  

PA
N

A
Sneg 

4a 

F(3.48, 167.02) = 2.94 

.022 

.06 

PM
 

1.24 (.05) 

1.42 (.07) 

1.23 (.07) 

.003 

.896 

.017 

PM
: M

IN
D

 

.567 

.005 

.214 

M
IN

D
 

1.19 (.07) 

1.03 (.12) 

1.07 (.11) 

.119 

.239 

.747 

PM
: N

A
R

 

.481` 

.658 

.331 

N
A

R
 

1.19 (.06) 

1.19  (.06) 

1.34 (.09) 

.001 

.058 

.193 

M
IN

D
: 

N
A

R
 

.973 

.004 

.214 

PW
B

 

4e 

F(4, 164) = 10.22 

< .000 

.2 

PM
 

5.24 (.17) 

5.35 (.16) 

5.15 (.17) 

.260 

.289 

.064 

PM
: M

IN
D

 

.429 

.092 

.072 

M
IN

D
 

5.50 (.28 

4.84 (.26) 

5.74 (.28) 

<.000 

.101 

<.000 

PM
: N

A
R

 

.480` 

.007 

.241 

N
A

R
 

4.99 (.31) 

4.45  (.29) 

4.73 (.31) 

.003 

.112 

.161 

M
IN

D
: N

A
R

 

.225 

.311 

.018 
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Table 16. Means, standard deviations, and F-values for outcome measures with 

statistically significant effects for group.  

M
easure  

H
ypothesis 

F 
statistic  
Main 
effect 
for 
group 

P 
Value  

Partial 
Eta 
Squared 
η2 

Group Overall 
Mean 24 
(Std 
Error) 

Pairwise 
group 
comparis
ons  

Comparison p 
values  

PA
N

A
Sneg 

4a F(2,93) 
= 3.23 

.044 .065 PM 
 

1.31 
(.047) 

PM: 
MIND 
 

.020 

MIND 1.10 
(.08) 

PM: 
NAR 

.861 

NAR 1.32 
(.07) 

MIND: 
NAR 

.027 

B
C

IS’ Self-C
ertainty  

4b F(2,93) = 
3.37 

.039 .07 PM 
 

2.20 
(.06) 

PM: 
MIND 
 

.011 

MIND 2.51 
(.10) 

PM: NAR .418 

NAR 2.29 
(.08) 

MIND: 
NAR 

.089 

 

 

 

                                                
24 Average of scores across all time points.  
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Table 17. Means, standard deviations, and F-values for outcome measures with 

statistically significant main effects for time.  

M
easure 

H
ypothesis  

M
ain effect for tim

e  

P value  

Partial eta squared η2 

B
aseline m

ean (Std. 
error)  

Post m
ean (Std. error) 

Follow
-up m

ean (Std. 
error) 

B
aseline to Post 

com
parison p value  

B
aseline to follow

-up 
com

parison p value 

Post to follow
-up 

com
parison p value  

B
C

IS’ Self 
C

ertainty 

4b  F(1.57,14
6.39) = 
7.51 

.001 .08 2.36 
(.05) 

2.25 
(.06) 

2.38 
(.05) 

<.000 .581 .004 

SSE
S 

4g F(2, 192) 
= 4.27 

.014 .04 3.71 
(.09) 

3.70 
(.80) 

3.80 
(.08) 

.738 .017 .012 

PA
N

A
Spos 

4d F(1.87,17
9.34) = 
8.13 

<.000 .08 3.38 
(.09) 

3.42 
(.10) 

3.16 
(.10) 

.62  .001 .001 

B
C

IS’ Self-
R

eflective  

4f F(2, 192) 
= 8.83 

<.000 .08 2.17 
(.04) 

2.27 
(.05) 

2.14 
(.05) 

.003  .446 <.000 

PG
IS  

4h F(2, 186) 
= 5.34  

.006 .05 4.15 
(.12) 

4.32 
(.12) 

4.32 
(.12) 

.006 .009 .936 
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Table 18. Means, standard deviations, and F-values for OQ domains and items with 

statistically significant interactions between group x time.  

D
om

ain/ item
 

F
 statistic 

tim
e x group 

P value  

Partial eta squared η2 

G
roup 

G
roup m

eans at post   
(Std. E

rror)  

G
roup m

eans at follow
-

up 
(Std. E

rror) 

Post to follow
-up 

com
parison p value 

Pairw
ise group 

com
parisons 

Pairw
ise  

P values at post 

Pairw
ise  

P values at follow
-up 

Facilitating C
hanges 

F(2,93) = 

8.28 

< .000 .15 PM 3.65 

(.10) 

3.47 

(.09) 

.050 PM: 

MIND 

.002 .032 

MIND 3.05 

(.16) 

3.07 

(.15) 

.869 PM: 

NAR 

.305 <.000 

NAR  3.38 

(.13) 

2.80 

(.12) 

<.000 MIND: 

NAR 

.040 .162 

T
his program

 w
as an 

em
otional experience 

F(2,96) = 

11.34 

< .000 .19 PM 4.20 

(.14) 

3.94 

(.15) 

.07 PM: 

MIND 

.035 .008 

MIND 3.63 

(.23) 

3.16 

(.25) 

.04 PM: 

NAR 

.918 <.000 

NAR  4.17 

(.18) 

2.83 

(.20) 

< .000 MIND: 

NAR 

.065 .297 

T
his program

 offered m
e new

 
inform

ation about m
yself 

F(2,96) = 

2.97 

.05 .06 PM 4.10 

(.15) 

3.96 

(.13) 

.399 PM: 

MIND 

.836 .008  

MIND 4.16  

(.25) 

3.26 

(.22) 

.001 PM: 

NAR 

.015 <.000 

NAR  3.48 

(.20) 

3.10 

(.18) 

.081 MIND: 

NAR 

.035 .574 
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A
fter taking this program

, I 
feel m

ore m
otivated to m

ake 
changes in m

y life 

F(2,93) =  

4.17 

.018 .08 PM 4.13 

(.14) 

3.92 

(.13) 

.148 PM: 

MIND 

.001 .640 

MIND 3.22 

(.23) 

3.80 

(.21) 

.015 PM: 

NAR 

.001 .002 

NAR  3.27  

(.19) 

3.22 

(.17) 

.800 MIND: 

NAR 

.877 .037 
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Table 19. Means, standard deviations, and F-values for OQ items with statistically 

significant interactions between group x gender.  

Item
 

F
 statistic 

G
roup x gender 

P value  

Partial eta 
squared η2 

G
roup 

M
ale group 

m
eans  

(Std. E
rror) 

Fem
ale group 

m
eans  

(Std. E
rror) 

Pairw
ise group 

com
parisons 

M
ale, pairw

ise  
P values   

Fem
ale, 

Pairw
ise  

P  values  

T
his program

 helped m
e identify 

how
 to better m

anage pow
er 

experience 

F(2,93) 

= 4.32 

.016 .09 PM 3.44 

(.18) 

3.79 (.16) PM: 

MIND 

.465 .040 

MIND 3.20 

(.27) 

3.11 (.28) PM: 

NAR 

.457 .001 

NAR  3.65 

(.23) 

2.84 (.21) MIND: 

NAR 

.205 .450 

 



  125 

	

Table 20. Means, standard deviations, and F-values for OQ items with statistically 

significant interactions for time x gender.  

Item F Statistic 
Time x 
Gender 

P Value  Partial Eta 
Squared 
η2 

Gender/ Time Mean  
(Std. 
Error) 

Pairwise  
P Values 

The 
program 
was 
diagnostic 

F(2,93) =  
6.08 

.016 .06 Female Post 
 

3.01  
(.14) 

.045 

Female 
Follow-up 

3.49 
(.14) 

Male Post 3.52 
(.14) 

.147 

Male Follow-
up 

3.48 
(.14) 

I was 
surprised 
by how 
much 
insight I 
gathered 

F(2,93) =  
5.48 

.021 .06 Female Post 
 

3.85 
(.16) 

.014 

Female 
Follow-up 

3.51 
(.15) 

Male Post 3.39 
(.17) 

.407 

Male Follow-
up 

3.61 
(.16) 
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Table 21. Means, standard deviations, and F-values for OQ domains and items with main 

effects for group.  

Domain/ item F statistic  
Main effect 
for group 

P 
Value  

Partial 
Eta 
Squared 
η2 

Group  Overall 
mean25  
(Std 
Error) 

Pairwise 
compar-
isons 

Pairwise P 
values 

Stimulating 
Insight 

F(2,97) = 
4.82 

.007 .10 PM 
 

3.97 
(.10) 

PM: 
MIND 

.019 

MIND 3.53 
(.16) 

PM: 
NAR 

.006 

NAR 3.53 
(.12) 

MIND: 
NAR 

.999 

Facilitating 
Changes 

F(2,93) = 
6.94 

.002 .13 PM 
 

3.56 
(.08) 

PM: 
MIND 

.003 

MIND 3.06 
(.14) 

PM: 
NAR 

.004 

NAR 3.14 
(.11) 

MIND: 
NAR 

.672 

Personal 
Relevance 

F(2,93) = 
3.82 

.025 .08 PM 
 

4.03 
(.07) 

PM: 
MIND 

.265 

MIND 3.89 
(.11) 

PM: 
NAR 

.007 

NAR 3.73 
(.09) 

MIND: 
NAR 

.252 

Program was 
informative 

F(2,96) = 
11.29 

< .000 .19 PM 
 

4.22 
(.09) 

PM: 
MIND 

.269 

MIND 4.03 
(.15) 

PM: 
NAR 

<.000 

NAR 3.52 
(.12) 

MIND: 
NAR 

.008 

Program 
clarified self 

F(2,96) = 
4.17 

.018 .08 PM 
 

3.96 
(.12) 

PM: 
MIND 

.009 

MIND 3.37 
(.19) 

PM: 
NAR 

.065 

NAR 3.60 
(.15) 

MIND: 
NAR 

.336 

Program was 
respectful of self 

F(2,82) = 
3.17 

.047 .07 PM 
 

4.22 
(.08) 

PM: 
MIND 

.530 

MIND 4.32 
(.14) 

PM: 
NAR 

.030 

NAR 3.83 
(.15) 

MIND: 
NAR 

.020 

Program helped 
me understand 
my personality 

F(2,93) = 
4.81 

.01 .09 PM 
 

4.03 
(.11) 

PM: 
MIND 

.005 

MIND 3.42 
(.18) 

PM: 
NAR 

.047 

                                                
25 Average of scores across all time points. 



  127 

	

NAR 3.65 
(.15) 

MIND: 
NAR 

.306 

Program helped 
me gain 
understanding 
about myself 

F(2,96) = 
5.11 

.008 .10 PM 
 

4.01 
(.11) 

PM: 
MIND 

.011 

MIND 3.74 
(.18) 

PM: 
NAR 

.047 

NAR 3.55 
(.14) 

MIND: 
NAR 

.012 

Identifying my 
relational 
pattern helps me 
to better 
understand my 
self: 

F(2,96) = 
3.38 

.038 .07 PM 
 

3.98 
(.10) 

PM: 
MIND 

.014 

MIND 3.50 
(.16) 

PM: 
NAR 

.153 

NAR 3.74 
(.13) 

MIND: 
NAR 

.254 

The program 
was diagnostic 

F(2,93) = 
7.61 

.001 .14 PM 
 

4.03 
(.11) 

PM: 
MIND 

.001 

MIND 3.29 
(.18) 

PM: 
NAR 

.007 

NAR 3.53 
(.14) 

MIND: 
NAR 

.317 

I was surprised 
by how much 
insight I 
gathered 

F(2,93) = 
3.26 

.043 .07 PM 
 

3.94 
(.13) 

PM: 
MIND 

.036 

MIND 3.40 
(.22) 

PM: 
NAR 

.047 

NAR 3.50 (.8) MIND: 
NAR 

.731 

This program 
helped me to 
identify changes 
to improve my 
relational 
pattern 

F(2,96) = 
13.87  

< .000 .2 PM 
 

3.98 
(.11) 

PM: 
MIND 

.036 

MIND 3.55 
(.17) 

PM: 
NAR 

<.000 

NAR 3.12 
(.14) 

MIND: 
NAR 

.053 

The program 
offered me both 
diagnostic and 
therapeutic 
information 
about myself 

F(2,82) = 
6.25 

.001 .15 PM 
 

4.09 
(.09) 

PM: 
MIND 

.001 

MIND 3.47 
(.15) 

PM: 
NAR 

.022 

NAR 3.63 
(.17) 

MIND: 
NAR 

.489 

After taking this 
program, I feel 
more motivated 
to make changes 
in my life 

F(2,82) = 
10.66 

.002 .15 PM 
 

4.02 
(.12) 

PM: 
MIND 

.025 

MIND 3.51 
(.19) 

PM: 
NAR 

< .000 

NAR 3.25 
(.16) 

MIND: 
NAR 

.283 
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Table 22. Means, standard deviations, and F-values for OQ domains and items with 

statistically significant main effects for time.  

Domain/ 
item 

Main 
effect 
for time  

P value  Partial eta 
Squared η2 

Time point Mean 
(Std. 
Error) 

Pairwise 
compare-
son 
 

P values 

Facilitating 
Changes 

F(1,93) 
= 15.70 

< .000 .14 Post 3.39 
(.10) 

Post: 
Follow-up 

<.000 

Follow-up 3.11 
(.10) 

Program 
clarified self 

F(1,96) 
= 6.65  

.011 .07 Post 3.76 
(.10) 

Post: 
Follow-up 

.012 

Follow-up 3.53 
(.10) 

Program 
helped me 
like myself 
better 

F(1,82) 
=  4.72  

.034 .05 Post 3.52 
(.13) 

Post: 
Follow-up 

.033 

 Follow-up 3.3 
(.11) 

This program 
was an 
emotional 
experience 

F(1,96) 
= 40.72 

< .000 .3 Post 4.00 
(.11) 

Post: 
Follow-up 

<.000 

Follow-up 3.31 
(.12) 

This program 
offered me 
new 
information 
about myself 

F(1,96) 
= 13.93 

< .000 .13 Post 3.91 
(.12) 

Post: 
Follow-up 

<.000 

Follow-up 3.44 
(.10) 

This program 
helped me to 
identify 
changes to 
improve my 
relational 
pattern 

F(1,96) 
= 3.76 

.046 .04 Post 3.65 
(.09) 

Post: 
Follow-up 

.046 

Follow-up 3.45 
(.10) 
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This program 
helped me 
identify how 
to better 
manage 
power 

F(1,93) 
= 6.16  

.015 .06 Post 3.48 
(.11) 

Post: 
Follow-up 

.015  

Follow-up 3.20 
(.10) 
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Table 23. Evaluating test-rest correlations for the BFI-10 (Rammstedt & John, 2007).   

 

 

T
im

e D
ifference 

Sam
ple Size 

O
penness II 

 C
onscientiousness II 

E
xtraversion II 

A
greeableness I I 

 N
euroticism

 II 

   r (p) r (p) r (p) r (p) r (p) 

Openness I 
 

6 - 8 

weeks 

233 

.65 (<.000)     

Conscientiousness I 

6 - 8 

weeks 

233 

 .83 (<.000)   . 

Extraversion I 

6 - 8 

weeks 

233 

 

 

 .79 (<.000)   

Agreeableness I 

6 - 8 

weeks 

233 

   .69 (<.000) . 

Neuroticism I 

6 - 8 

weeks 

233 

    

.76  

(<.000) 
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Table 24.  Evaluating test-rest correlations for the IIP-SC (Szold et al, 1995).    

 

T
im

e D
ifference 

 Sam
ple Size 

D
om

ineering II 

V
indictive II 

C
old II 

Socially A
voidant  

II 

N
on-A

ssertive II 

E
xploitable II 

O
verly  

N
urturant II 

Intrusive II 

   r (p) r (p) r (p) r (p) r (p) r (p) r (p) r (p) 

Domineering I 

8 w
eeks 

55 

.76 (<.000) 

       

Intrusive I 

8 w
eeks 

55  

.65 (<.000) 

      

Overly Nurturant I 

8 w
eeks 

55   

.78 (<.000) 

     

Exploitable I 

8 w
eeks 

55    

.72 (<.000) 

    

Nonassertive I 

8 w
eeks 

55     

.73 (<.000) 

   

Avoidant I 

8 w
eeks 

55      

.71 (<.000) 

  

Cold I 

8 w
eeks 

55       

.61 (<.000) 
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Vindictive I 

8 w
eeks 

55        

.63  (<.000) 
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Figure 1. Interpersonal circumplex personality map. Interpersonal Circumplex, Inventory 

of Interpersonal Problems Circumplex Form (IIP-C: Alden, Wiggins, & Pincus, 1990).  
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Figure 2. Power Management’s Animal Metaphor Task instructions.  

 

Step 1:  In the space below, draw two animal figures in color.  
Step 2: Fill in the blanks shown below for both animals.             
Animal #1 
Type of Animal:  Age in human years:  
Animal’s gender:  
Describe the animal’s personality by listing 3 or more traits: 
Animal #2 
Type of Animal:  Age in human years:  
Animal’s gender:  
Describe the animal’s personality by listing 3 or more traits: 
 
Step 3:  The animals are having a conversation. What are they saying to each other? 
Indicate the sequence referring to the animals by their identity number.  
Step 4:  What were the animals doing and saying before the conversation just recorded? 
Step 5:  What did your animals do and say after the initial conversation? 
Step 6:  Give a title to the story.  
Step 7a:  What conflicts are these animals experiencing between themselves? 
Step 7b:  What are the conflicts between them and their world?   Elaborate. 
Step 8:  What changes should these animals make to resolve their conflicts? 
Step 9a:  Which animal do you identify with the most? Elaborate. 
Step 9b:  Who do you identify with the counterpart animal? Elaborate. 
Step 10:  How does this animal drama pertain to you? 
Step 11:  What changes should you make to resolve your conflicts? 
Step 12:  In life we repeat ourselves. Present an incident similar to what transpired in 
your metaphor story to illustrate your particular pattern. 
Step 13:  Reviewing this incident, describe your relational pattern, that is, how you relate 
with other people, and how you set things up to get yourself in trouble. 
Step 14:  What changes are you willing to make? 
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Figure 3. The Power Management Metaphor Task drawing interface.  
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Figure 4. The structure of the Power Management Metaphor Tasks.  
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Figure 5. Study flow chart.  

This figure presents the respective components of this study. All participants complete 

baseline evaluations before being randomly placed in one of the three intervention 

groups.  

 

 

Key: The following abbreviations are used: Inventory of Interpersonal Problems- Short 
Circumplex Form (IIP-SC: Szold et al., 1995); Big Five-10 (BFI-10: Rammsetdt & John, 
2007); Brief Symptom Inventory-18 (BSI-18: Derogatis & Fitzpatrick, 2004); Beck 
Cognitive Insight Scale (BCIS: Beck et al., 2004) Personal Growth Initiative Scale 
(PGIS, Robitschek, 1998); International Short-Form Positive and Negative Affect 
Schedule (I-PANAS-SF: Thompson, 2007); State Self-Esteem Scale (SSES: Heatherton 
& Polivy, 1991); Psychological Well-being (PWB: Diener et al., 2009); Outcome 
questionnaire (OQ).  

Baseline:		

Demographics	

IIP-SC	

BFI-10 

BSI-18	

BCIS 

PGIS	

I-PANAS-SF 

SEES 

PWB	

 

 

Narrative 

Mindfulness 

Power		

Management Post	

(immediately	

after	

intervention):	 

BSI-18	

BCIS 

PGIS	

I-PANAS-SF 

SEES 

PWB 

Follow-up	

(two-weeks	

after	 

BSI-18	

BCIS 

PGIS	

I-PANAS-SF 

SEES 

PWB 

OQ	
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APPENDIX
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APPENDIX A 

An example case study of a PM group member with a high submissive cooperative score 

pattern. 
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Insight Template 
The following table presents relevant information collected from your responses. The 
goal of this table is to help you identify your patterns and how they are present in your 
different stories.  

  Mask Animal Metaphor Fairy Tale 
Metaphor Short Story 

Identification 

The moods in the 
heart 

I identify most with 
the phoenix. IT seems 
to me, i have gone 
through things which 
have killed me in 
some ways, my hopes, 
my trust, my health. 
And yet, i always seem 
to come back from 
them, more or less the 
same, although, i am 
more tired, and 
further complicated 
by the experiences.  

I identified most 
with the fox. 
although i want to 
help others, it seems 
like i'm always 
trying to escape 
from, and avoid, 
things that are 
hurting me. But i 
always seem 
blocked in my 
attempts to do so. I 
feel, often, that i am 
small and powerless 
in the world, and i 
am being pushed 
down a path that is 
not of my own 
choosing. For these 
reasons, i have 
always identified 
with the clever fox, 
who was bullied and 
made into a slave.  

Bat 
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  Mask Animal Metaphor Fairy Tale 
Metaphor Short Story 

Pattern 

The heart has one 
side dominated by 
purple. To me, this is 
the color of hope, or 
spiritual reaching, or 
wanting the world to 
be better, it is a royal 
color, and as such, 
represents a higher or 
better state that is 
longed for, more free 
of pain and confusion. 
Next to that, filling 
the center of the 
heart, is a rich and 
deep gold color. the 
gold is the true 
essence of self. It is 
good, and warm, and 
generous. It is 
attached tot he purple 
on one side. In the 
other lobe, above 
that, is a fiery red 
color. This is action, 
and anger. It exists on 
the edge of the gold, 
its like fire, it wants to 
consume and 
transform things. 
Next to it, is a 
blackness. This is 
death, and anger, a 
cold rott. the fire 
fights to stop it. 
Below black is green, 
life. The rott wants to 
kill it all and make it 
black. Between the 
green and the gold is 
the blue, like water. 
Its the inspiration, the 
water, the energy that 
allows the heart to 
grow, and live.  

Actually, how i met 
my girlfriend was very 
similar to the story in 
the metaphor. We 
were both interested 
in some of the same 
spiritual things. We 
began talking about 
how we see the world, 
and some of the 
formative experiences 
we have had in life. 
Hers were less intense 
than mine. But she 
was not scared of me, 
because i was calm 
and attentive, and told 
interesting stories and 
seemed to do 
something with them. 
After that, we became 
close friends, and 
eventually, something 
more. this happened 
by showing ourselves 
honestly, and we did 
not fear being 
rejected, as we had no 
expectation for the 
outcomes.  

when i was in 
college, i was trying 
to find a job that 
took me far away 
from my childhood. 
and yet, the path i 
got forced onto, 
brought me back to 
my town with my 
parents. I was then 
needed to help them, 
and did so, although 
not willingly. When i 
did so, the abuse 
started again. It was 
sad, a grown man 
being beaten by his 
elderly father. But i 
had to take it, to 
protect my mom and 
my newborn 
nephew. and then 
when dad died, i still 
am carried on that 
path. I guess i hope 
the pattern changes.  

I often go looking 
for something 
new, something 
impossible, that i 
dont feel i will 
ever really find. 
Unlike the story, i 
have never found 
it. So in a way, i 
wrote a story with 
the outcome i 
seek, were hope, 
and faith, is 
rewarded. More 
specifically, I 
started staying up 
late to meet people 
in europe. Looking 
for friends. I found 
one, but then, that 
friendship faded. 
Still, i hope that it 
will happen, and 
try to go new 
places, online, and 
seek new things, to 
find my friend.  
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  Mask Animal Metaphor Fairy Tale 
Metaphor Short Story 

Pertinence  

The drawing 
represents the 
different forces, many 
of them contradictory, 
that live in the heart 
at all times. How we 
are constantly 
fighting to find some 
sort of working 
balance, where the 
heart does not 
become sick, or 
possessed by only one 
thing, to the exclusion 
of other things. It 
shows how we need to 
master and balance 
things, so we have a 
functional heart, and 
therefore, are better 
able to deal with life 
and our lives.  

The animal drama is 
sort of the way i 
would like to be able 
to resolve things. To 
clear up my problems 
and 
misunderstandings via 
communication. To 
have a good look at 
the truth of each 
other, and then, when 
done, to move on to 
play and explore in 
the world around us. 
To not live life so 
fixated on the pains 
from the past, but 
rather, looking 
forward to new and 
exciting things to find 
and experience, 
together, with friends.  

This fairy tail seems 
to correspond to 
how i view my 
experiences in life. 
that i am fleeing 
from one thing, and 
blocked from finding 
another to help 
myself. Like a child 
being abused, i cant 
see a way out. I 
suppose the fairy 
tail is my hope that 
some day, i will find 
somebody who 
cares, and is able to 
help me help myself. 
And i,. in turn, have 
something to offer 
them.  

It pertains to me, 
in that i feel i am 
severely limited by 
life, and what i 
can experience 
and find in it. But 
if i try hard 
enough, and put 
myself out there, it 
is possible i will 
find the friend i 
seek. If i then talk, 
and try to be 
clever, i will find a 
way to make even 
the most 
improbable thing, 
and friendship, 
possible.  
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  Mask Animal Metaphor Fairy Tale 
Metaphor Short Story 

R
esponsibility  

without meaning too, 
i think i depicted my 
inner processes 
through the art. I am 
still both processing, 
and hiding from, 
traumas and feelings 
that go back more 
than thirty years in 
my life. I have tried to 
cope by donning a 
mask that scares 
away things that hurt 
me, and makes me 
seem 
unapproachable. But 
the truth is, under 
that, i weep. the 
colors of the heart, 
that i drew, is 
demonstrative. It 
shows both my hopes 
and fears, and then 
the emotions that rise 
from the internal 
interactions. It shows 
me i need to be more 
aware of those things, 
to give power to 
balance, and moving 
beyond the tears and 
the masks.  

I am willing to take of 
my mask. To stare at 
myself, 
metaphorically 
speaking, in the 
mirror, and not shy 
away, be angry, or 
feel sorry for myself. I 
think this is the only 
way to get whats in 
my heart in balance. 
Once i do that, i am 
willing to go into the 
world with my real 
face, and not hide it. I 
also, will not expect 
that when people see 
the true me, they will 
care, or be kind. I will 
no longer be 
vulnerable to 
indifference, or mean 
words. I will just have 
a normal face, with a 
friendly, balanced 
heart inside.  

I feel obligated to 
help people. And 
when i do, i take all 
sorts of abuse for 
the greater good, as 
i always have. Sick 
people take 
advantage of it, and 
resent me even as 
they depend on my 
goodwill. They hurt 
me, because it 
makes them feel 
better to do so, and 
because, they know 
they can.  

I tend to look at 
people as the 
answer to my 
problems. As 
things and 
individuals that 
will make me feel, 
and act better. 
that, perhaps, will 
fill some hole 
inside myself. 
Invariably, i am 
disappointed, as 
that never works. 
All it does, in the 
end, is make me 
cry even more 
under my mask. So 
rather then 
seeking outwards, 
at different times 
and different 
places, first, i 
think, i need to 
turn inwards, and 
find some balance 
in my heart. So 
that i am in a 
place where i can 
find what i seek, 
and see it more 
clearly. attract it.  
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Growth: Suggested Changes Template 
The following table presents information selected from your responses, identifying your 
willingness for change and growth.        

  Mask Animal Metaphor Fairy Tale Short Story 

Personal C
hange 

I should be more open in 
communicating how i 
feel. Not when i am 
angry only, but also, 
when i like or do not like 
things, so that people 
who care can 
understand, and i can 
stop feeling so abused 
and molested in life. 
when something hurts 
my feelings, i should 
communicate that, not 
as an accusation, or 
telling people they are 
doing wrong, but by 
simply stating that i 
either do or do not 
appreciate certain 
things. So people know 
how they affect me 
better, particularly those 
who love me, and, in 
fact, care about my well 
being.  

To the extent they have 
conflicts, it comes about 
through not 
understanding the nature 
of the other animal. As 
such, in order to resolve 
their conflicts, the simply 
need to speak, and share 
about one another. Once 
they have awareness, or 
knowledge, and the feel 
the other animal, they 
are easily able to 
understand and set such 
things aside in order to 
be friends and enjoy the 
world.  

In order to solve 
their conflict, the 
two characters had 
to speak. Only by 
sharing, were they 
able to see the 
problem, and then 
to solve it. Rather 
than being 
obstacles, they 
both found out that 
the other, was the 
very thing that they 
were looking for. 
Each of them, to 
the other, was the 
very thing the road 
was bringing them 
each to find.  

I should get out 
more, and stop 
feeling so limited 
by circumstances. 
Be like the bat and 
hummingbird. Not 
turn down 
friendship, even if 
its improbable. 
And once i find it, 
find a way to 
cultivate it, and 
make it grow. To 
make it even 
possible, i have to 
first get past what 
i seem to think as 
being impossible, 
and embrace what 
can be, not what 
can not be in my 
mind.  
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  Mask Animal Metaphor Fairy Tale Short Story 

W
illingness for C

hange 

I am willing to expose 
my true self more, to 
show and share when i 
am hurt or unhappy. Or 
even happy. Only by 
doing this, can i stop the 
blackness in my heart, 
or fiery anger, from 
growing tot he point 
where i explode on 
others, or, descend into 
depression and self 
loathing as a result of 
the inner turmoil.  

I am willing to take of my 
mask. To stare at myself, 
metaphorically speaking, 
in the mirror, and not 
shy away, be angry, or 
feel sorry for myself. I 
think this is the only way 
to get whats in my heart 
in balance. Once i do 
that, i am willing to go 
into the world with my 
real face, and not hide it. 
I also, will not expect, 
that when people see the 
true me, they will care, 
or be kind. I will no 
longer be vulnerable to 
indifference, or mean 
words. I will just have a 
normal face, with a 
friendly, balanced heart 
inside.  

I maybe am willing 
to stop being 
carried on by life, 
forced into paths. I 
should find 
something for 
myself, my peace 
of mind, and 
pursue that, and 
not feel 
responsible for 
others who want to 
hurt me as much 
as i do now  

I am willing to let 
go of my own 
patterns, and 
habits. To stop 
looking, and start 
understanding 
myself. If and 
when i get a better 
internal balance, i 
am then willing to 
break with my old 
patterns, and to 
try new things. 
Not because i am 
seeking, but 
rather, for the 
sake of joy and 
personal 
development.  
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Letter to yourself: summary  

R
elational  

M
odality 

Given the scores, and how certain themes seemed to crop up in my art and in my 
answers, it is clear to me, that out of the four personality profiles presented, i am most 
similar to the figure of the scarecrow. Submissive co operative. In fact, as i was writing 
and drawing, i had identified most of my issues as not speaking up, or speaking up 
constructively. Because of what i experienced as a child, as an adult, i learned to not 
want to be assertive, but, in my heart, continue to feel abused and mistreated, to simmer 
in resentment, and to feel like there is nothing good in the world for me. Scarecrow, 
afraid of fire.  

Six-R
ole 

Process 

Stress: From an early age, as is clear in my art and writing, i internalized that i had no 
power to help myself, and any trying to do so would only make things worse. From abuse 
as a child, to molestation as a teen, i saw myself as a person without worth, or power. My 
only goal became to protect others from what i had experienced, in whatever way i could. 
But i was not able to do so, which made me further feel defeated, and to withdraw. This 
continued into my current life, where when i am confronted by things that hurt me, or 
seem unfair, rather than change them, i continue to allow them for fear of losing what 
little hope i cling too. This affects how i see people in my life, family. That i am trying to 
protect them from things they dont understand, while arguing about trivialities under that 
futile umbrella of oppression. Response: I try to fix this, by being of service, by putting on 
a helpful face, for my family, relations, and people i care about. But in many ways this 
makes me feel worse, not better. So i don a mask of power, that might scare things that 
would confront me away, a face made in the image of things that i fear. Anxiety: This 
makes me feel as if i am crying under a mask. A fierce mask that reflects what i perceive 
being directed at me. I weep, unseen, and feeling alone, but dont do much to change 
things. I see my heart as conflicted between hope and fear, darkness and life. And they 
dont have a balance, and as they do not, i sometimes fall ill, or under, the spells of my 
anxieties and fears. Defense: To defend myself, i imagine stories of reversal, and 
understanding. I imagine myself a phoenix, who can die and be reborn, and not be truly 
harmed. I find a friend in a cat, who is curious and does not judge, and who is happy to 
simply be around me. This need, is reflected in the relationships i seek and cultivate and 
hope for. I see myself as the hurt fox, who meets the good king, who he is able to help, 
and who, in turn, helps me find a safe place away from the things that torment me so. 
Reversal: When i reverse my fears, turn the tables on them. I am like the little mole 
stealing a feather from a vain and important peacock. When rejected, i take a bit of what 
i want, and hide away never to be found again until they leave. this is reflected in 
childhood dreams. I’m running to safety, from threats, wolves. But the wolves never catch 
me, and i never truly reach safety, i am just always running, as i never find the balance in 
my soul, or heart, or mind. Compromise: For me, the compromise is finding a way to co 
exist with others, to find some shared time, were we can simply be equal, be friends. Not 
have worry or fear between us. this would be my true wish, to find such an ability, as 
demonstrated in my short story. altogether these are the threads of my life.  
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Insight  

As a result of the insights above, i can see that, first of all, i identify myself as 
disempowered. That i am seeking something to change my life, some one, some balance, 
something to make things better. I am always searching, and trying, but i dont seem to be 
able ever to find it. I see now i need to stop thinking myself as the victim. I also need to 
free myself of the responsibility i feel to keep others from being victims as well. Both of 
those things, together, make me unhappy, and feel trapped. Rather, i need to look for 
balance in my heart. In my emotions, and concentrate on only doing what it is natural for 
me to do. It wasn't natural for me to try and defend my mom from abuse, by provoking my 
father to hurt me instead. It may have been noble, but it set a bad pattern. And i need to 
stop, in turn, thinking there is someone out there who will help me in a similar way.  

C
hanges 

I need to stop hiding behind the mask i make. the mask is sometimes submissive. 
sometimes its fierce. At all times, it hides how i feel. Which is to say, i hide away from my 
own feelings, and letting others see them. conversely, i over share, but its a way of 
pushing people away, or testing them. When they invariably let me down, i can categorize 
them as abusers, and not put energy into them any longer internally. So first off, i have to 
be willing to stop doing that. To not hide my face. Not to use my masks as a way of 
gauging others, and protecting myself. I need to be honest. Speak up when things bother 
me. and not sue the fact i'm bothered to make a thicker mask, or to simply give me a 
reason to feel a lack of power, and to cry. so first, and most importantly, i am willing to 
let go of that entire way of approaching the world.  

Feelings 

I enjoyed the overall process, although at times, it was very hard for me to write about, 
or draw, some of these things. Sometimes it felt like i was being abused, again, that it 
would never end. But now, at the end of the process, i have clearer insight into myself. 
The fact i stuck with it, and completed it, makes me feel a certain level of pride. And i 
also have better insight into me. Things i suspected, but had never clearly but into 
concise thoughts, or images, in the way i did via this task.  
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Outcome Evaluation 

The Power Management Program was informative about the concept of the 
unconscious as a conflict resolving entity. Strongly Agree 

The Power Management Program provided clear information about relational 
modalities as wellness categories.  Agree 

I felt the Power Management Program helped me gain understanding about the 
nature of the unconscious as an orderly conflict resolution mechanism.   Agree 

The program was diagnostic. It helped me to identify my relational pattern. Strongly Agree 
Identifying my relational pattern helped me to better understand my self. Strongly Agree 
Which one of the following relational modality type do you identify with? A 
for Dorothy, dominant cooperative, B for the Lion, dominant antagonistic, C 
for the Scare Crow, submissive cooperative, and D for the Tin Man, 
submissive antagonistic? 

Type C 

The Power Management Program helped me understand the conflict resolution 
process as a sequence of six emotions: stress, response, anxiety, defense, 
reversal and compromise.  

Agree 

This program helped me to identify changes to improve my relational 
adjustment.  Agree 

I found that the six-role template, combining images and text, integrated 
fragments of my life into a meaningful conflict resolution pattern.  Strongly Agree 

Completing the creativity component was an emotional experience. Strongly Agree 
I identified with one or both of the characters in the narrative stories that I 
created.  Agree 

This program offered me new information about myself. Agree 
I was surprised by the personal relevance of the creativity component.    Strongly Agree 
The creativity component was therapeutic; the metaphors helped me to better 
understand myself and to also think of making changes. Agree 

I was surprised by how much insight I gathered.  Agree 
This program helped me identify how to better manage power.  Strongly Agree 
I think that this survey would be useful for high school students.  Strongly Agree 
I think that this survey would be useful for clinical evaluations.  Strongly Agree 

After taking this survey, I feel more motivated to make changes in my life.  Strongly Agree 

The program offered me both diagnostic and therapeutic information about 
myself. Agree 
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APPENDIX B 

An example case study of a PM group member with a high dominant cooperative score 

pattern.
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Insight Template  
The following table presents relevant information collected from your responses. The 
goal of this table is to help you identify your patterns and how they are present in your 
different stories.  

  Mask Animal Metaphor Fairy Tale 
Metaphor Short Story 

Identification 

Learn to love 
yourself 

the fish. when I was a kid I 
didn't know any better and 
trusted people when I 
should not have 

Anna, character 
number 2, I'm 
stubborn. 

Amy, I often want to try 
or do new things but am 
afraid of what others 
will think. 

Pattern 

realizing that you 
are unhappy, 
showing that you 
are unhappy, 
trying to do 
something about it 

when i was a child i 
trusted my parents and it 
was a mistake, i didn't seek 
help because they said no 
one would believe me. 
When I was in school i 
also fell prey to people 
who only wanted to benefit 
themselves, such as trying 
to be friendly so that I 
would help them with or 
flat out do their homework. 

Me and my 
fiancé disagreed 
over what color 
stroller to get for 
our baby, I won 
because I was 
more persistent 
and stubborn. 

I wanted to try 
suspension and said 
something about it to co 
workers, one co worker 
said that it was 
pointless and stupid. I 
didn't do it because I 
thought people would 
think it was weird. 

Pertinence 

They aren't good 
at it , they are 
loosing the fight 
for happiness 

I've been the fish in the 
past, figuratively. 

I am stubborn 
even over small 
irrelevant things 

I want to explore and be 
adventurous, but am 
discouraged by others 

R
esponsibility  

sometimes i can 
relate , i think i 
dont always allow 
myself to be happy 

I am willing to work at 
finding a happy balance of 
not being taken advantage 
of and not assuming the 
worst of people right from 
the start. 

I immediately 
start defending 
my choice 
instead of 
thinking about 
how I could 
compromise. 

I care too much about 
what other people think 
of me , I open myself up 
to their opinion even 
though I know its likely 
to hurt my feelings. 
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Growth: Suggested Changes Template 
The following table presents information selected from your responses, identifying your 
willingness for change and growth.   

  Mask Animal 
Metaphor Fairy Tale Short Story 

Personal 
Change 

i should be 
honest about 
them and tell 
people how im 
feeling instead 
of holding it in 

None, its in the 
cats nature to be a 
predator 

The characters should 
agree to use one persons 
idea this time and the 
other persons idea next 
time. 

I should care less 
about what other 
people think 
about me 

Willingness 
for Change 

Share feeling, 
learn to let 
things go 

I am willing to 
work at finding a 
happy balance of 
not being taken 
advantage of and 
not assuming the 
worst of people 
right from the 
start. 

I am willing to try to think 
about compromising first. 

I am willing to 
work on 
controlling my 
feelings and not 
letting myself be 
down because of 
others opinions. 

 

 Letter to yourself: summary 

Relational  
Modality 

Dorothy, I usually end up in some type of leadership position and trying to make 
others happy. I am usually cooperative though I can be stubborn at times, and I try 
not to be antagonistic, even when I am it is not usually my intent. 

Six-Role 
Process 

My emotions are pretty extreme, I tend to hide my emotions, it causes me to be 
anxious and uncertain, I feel the need to be stubborn and defend myself, I see most 
people as a threat even though I try to be cooperative and non aggressive 

Insight  i worry a lot about what others think and hold my feeling in , it causes me a lot of 
anxiety and stress 

Changes I should work on worrying less about things that are not relevant in the big picture 
and things that are not in my control and be myself. 

Feelings 
It really makes you look at yourself and assess whats going on in your life, it was a 
good experience and I hope I can improve my quality of life by making gradual 
changes to how I think about things 
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Outcome Evaluation  

The Power Management Program was informative about the concept of the 
unconscious as a conflict resolving entity. Strongly Agree 

The Power Management Program provided clear information about relational 
modalities as wellness categories.  Strongly Agree 

I felt the Power Management Program helped me gain understanding about the 
nature of the unconscious as an orderly conflict resolution mechanism.   Strongly Agree 

The program was diagnostic. It helped me to identify my relational pattern. Agree 
Identifying my relational pattern helped me to better understand my self. Agree 
Which one of the following relational modality type do you identify with? A for 
Dorothy, dominant cooperative, B for the Lion, dominant antagonistic, C for the 
Scare Crow, submissive cooperative, and D for the Tin Man, submissive 
antagonistic? 

Type A 

The Power Management Program helped me understand the conflict resolution 
process as a sequence of six emotions: stress, response, anxiety, defense, reversal 
and compromise.  

Agree 

This program helped me to identify changes to improve my relational 
adjustment.  Agree 

I found that the six-role template, combining images and text, integrated 
fragments of my life into a meaningful conflict resolution pattern. Agree 

Completing the creativity component was an emotional experience. Strongly Agree 
I identified with one or both of the characters in the narrative stories that I 
created.  Agree 

This program offered me new information about myself. Agree 
I was surprised by the personal relevance of the creativity component.   Strongly Agree 
The creativity component was therapeutic; the metaphors helped me to better 
understand myself and to also think of making changes. Agree 

I was surprised by how much insight I gathered.  Agree 
This program helped me identify how to better manage power.  Strongly Agree 
I think that this survey would be useful for high school students.  Strongly Agree 
I think that this survey would be useful for clinical evaluations.  Agree 
After taking this survey, I feel more motivated to make changes in my life.  Strongly Agree 
The program offered me both diagnostic and therapeutic information about 
myself. Strongly Agree 

The suggested value for taking this program should be: $100 
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