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Abstract 
 

Objective: One of the main theoretical proposals of Intensive Short-term 
Dynamic Psychotherapy (ISTDP; Davanloo, 1990) is that experiencing of 
previously unconscious guilt over aggressive impulses associated with 
attachment trauma leads to increase in self-compassion. The present 
study aimed to test this assumption. Method: Videotaped sessions from 
five therapies from a randomized controlled trial of 20-sessions of time-
limited ISTDP for treatment-refractory depression were rated with the 
Achievement of Therapeutic Objectives Scale (ATOS; McCullough, 
Larsen, Schanche, Andrews & Kuhn, 2003b). Degree of patient guilt 
arousal and self-compassion were rated on all available sessions. Data 
were analyzed using a replicated single-subject time-series approach. 
Results: Guilt arousal was not shown to positively predict self-
compassion for any of the five patients. For one patient guilt arousal 
negatively predicted self-compassion two sessions ahead in time. 
Conclusion: The current study yields no support that the experience of 
guilt over aggressive feelings and impulses leads to increases in self-
compassion. On the contrary, the finding that guilt negatively predicted 
self-compassion for one patient must be considered as an indication that 
this treatment process might negatively impact self-compassion for some 
patients in some contexts. However, there are several methodological 
limitations to the current study in the light of which the results should be 
regarded as tentative. 
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Draining the Pathogenic Reservoir of Guilt? - A study of the 

relationship between Guilt and Self-Compassion in Intensive Short-
Term Dynamic Psychotherapy 

 
Introduction 

This thesis aimed to investigate whether guilt arousal predicts self-
compassion in Intensive Short-Term Dynamic Psychotherapy (ISTDP; 
Davanloo, 1990; 2000) using a replicated single-subject research design. 
To begin with a summary of previous research with regards to self-
compassion, ISTDP, psychotherapy process research, ISTDP process 
research, guilt and self-compassion in ISTDP and single-subject research 
in psychotherapy will be done. This section will be concluded with the 
purpose and hypothesis of the present study. 

Self-Compassion 
Previous research has identified self-criticism and negative attitudes 
towards the self as central components in a wide range of psychological 
disorders (Gilbert & Irons, 2005; Kannan & Levitt, 2013). Changes in 
attitudes toward the self are seen as important aspects of psychotherapy 
in several different therapeutic approaches (Davanloo, 1990; Gilbert, 
2010; McCullough et al., 2003a). According to Neff (2003), self-
compassion can be defined as a kind, balanced and supportive attitude 
towards oneself. It can be said to include three partly overlapping 
components where the first component is self-kindness, which pertains 
to taking care and showing understanding of oneself, even in the face of 
failure (Neff, 2011). The second component has to with understanding 
that imperfection is a part of the human condition and also with seeing 
one’s own connection to humanity as a whole. The third component is 
related to mindfulness and the ability to stay present with one’s own 
suffering without being completely absorbed or overwhelmed by it 
(Neff, 2011). Other conceptualizations of self-compassion has, for 
example, described it as an affect regulation system with a particular 
evolutionary function that, when activated, results in a self-state of 
calmness, safety and peace (Gilbert, 2010). The concept of self-
compassion originally originated within Buddhist philosophy and 
practice (Neff, 2003), however a growing body of research associates self-
compassion with various aspects of psychological health (MacBeth & 
Gumley, 2012; Neff & Vonk, 2009; Neff, Kirkpatrick, & Rude, 2007). In 
addition, Schanche, Stiles, McCullough, Svartberg, and Nielsen (2011) 
showed that increase in self-compassion during the course of an 
emotion-focused psychodynamic therapy was predictive of pre to post 
decrease in psychiatric symptoms, interpersonal problems and 
personality pathology. These findings are in line with the theoretical 
predictions of Neff (2003, 2011) as well as Gilbert (2010) whose 
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conceptualizations of self-compassion both predict that increased levels 
of self-compassion would be associated with increased psychological 
health as well as decreased levels of depression and anxiety. Research is 
also beginning to show that level of Self-Compassion can be affected by 
targeted training interventions (Jazaieri et al., 2013; Klimecki, Leiberg, 
Lamm & Singer, 2013).  
 

Intensive Short-Term Dynamic Psychotherapy 
Intensive Short-Term Dynamic Psychotherapy (ISTDP; Davanloo, 1990; 
2000) is an emotion-focused psychodynamic therapy developed by 
Habib Davanloo. It has been shown to be effective for a range of 
conditions, such as depression, personality disorders and somatic 
disorders (Abbass, Town & Driessen, 2012; Town & Driessen, 2013). 
Psychotherapeutic effects in ISTDP are hypothesized to be dependent on 
in-session mobilization of previously avoided feelings. More specifically, 
unconscious guilt about rage associated with attachment trauma is 
purported to be the main engine to many diverse forms of 
psychopathology (Davanloo, 1990; 2000). Other affective experiences 
seen to be therapeutically relevant include grief about unmet attachment 
longings as well as the attachment longing in and of itself (i.e. love) 
(Abbas, 2015). Theoretically, guilt about rage is viewed in ISTDP as being 
unconsciously accumulated in what Davanloo (1990) metaphorically 
called the pathogenic reservoir of guilt. Thus, one way of 
conceptualizing the treatment process is that repeated mobilization of 
previously unconscious guilt about rage adds up to draining this 
reservoir of guilt. This way of viewing unconscious feelings, as being 
stored during life-time and potentially drained in successful therapy, 
could be contrasted with a view where the patient is seen as being 
desensitized to anxiety provoking feelings, for example as seen in Affect 
Phobia Therapy (McCullough et al., 2003a).  

In practice, an ISTDP treatment course generally includes a number 
of different phases, the first one being problem formulation and 
psychodiagnostic evaluation of the patient (Abbas & Town, 2013). This 
includes a clinical evaluation of the patient’s capacity to regulate anxiety 
as well as identification of the main areas of psychodynamic conflict. The 
next phase of treatment pertains to clarification and challenge of the 
patient’s particular way of defending against anxiety-laden feelings and 
impulses. The aim of this phase is to help the patient see how the 
defensive structure contributes to his or her presenting problems and 
thereby help motivate the patient to instead experience the underlying 
previously avoided feelings and impulses.Once the underlying feelings 
have been experienced ISTDP theory predicts that anxiety and 
depressive symptoms will decrease. This is followed by a systematic 
recapitulation of the treatment process to increase the chance of 
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generalization of the new learning as well as increase the patient’s 
understanding of his or her inner dynamics (Abbas & Town, 2013). 
 

Psychotherapy process research 
Psychotherapy process research in general attempts to elucidate what it 
is that happens in psychotherapy that drives or enables therapeutic 
change (Hardy & Llewelyn, 2015). This can be contrasted with 
psychotherapy outcome research, which attempts to answers question 
with regards to if a specific psychotherapy model is effective for a 
particular patient population. As with other types of research, process 
research aims to integrate both empirical as well as theoretical evidence 
as to how different psychotherapeutic processes are linked to clinically 
significant change in patients. Process research can differ in many ways, 
for example in who or what is being observed or in whom is doing the 
observation. The overarching aims of process research can be divided 
into four different aspects where the first aim pertains to understanding 
the mechanism of different treatment processes and how client change 
occurs. The second aim is to help develop psychotherapy by identifying 
which components in treatment are most effective in bringing about the 
desired change. The third aim is to bring understanding that contributes 
to the development of theories underpinning psychological treatments. 
Finally, the fourth aim is to aid in the development of effective 
psychotherapy training, which is tied to the three aims, mentioned above 
(Hardy & Llewelyn, 2015).  

When trying to understand how change comes about, researchers 
often look at something called mediators (Kazdin, 2007). A mediator is a 
construct that shows a statistical relationship between a specific 
intervention and outcome. However, a mediator is a statistical term and 
does not necessarily explain in detail the exact pathway through which 
therapeutic change comes about in a way that is helpful in answering the 
four questions above. When this level of specificity is reached then the 
term mechanism of change can be used instead. However, research on 
mediation can be viewed as an important step on the way to 
understanding mechanisms of change. To qualify as a mediator, a 
number of requirements have to be met, including a strong relationship 
between the purported mediator and outcome as well as the mediator 
and the intervention. Additionally the purported mediator has to show 
specificity in that it should account for the observed change over and 
above other potential candidate mediators. A third requirement pertains 
to the ability to establish timeline between the mediator and outcome 
variable where change in the mediator must occur before change in the 
outcome variable. These and other requirements have to be met before 
true mediation can be said to have been established (Kazdin, 2007). 
Psychotherapy process research can adopt different study designs, each 
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with it’s strengths and weaknesses (Hardy & Llewelyn, 2015; Kazdin, 
2007). One variant is a dismantling design, which attempts to elucidate 
the relative importance of different treatment components by comparing 
a full “treatment package” with a treatment where one or several 
components are omitted. However, the most common design is to 
conduct process research within the context of a randomized controlled 
trial measuring one or several potential mediators of change throughout 
the course of treatment (Hardy & Llewelyn, 2015; Kazdin, 2007). 

According to Kazdin (2007) most available process research suffers 
from a number of limitations that prevents it from addressing the 
questions of how and why change occurs in a satisfying manner. For 
example, most studies lack sufficient number of data points to establish 
the timeline between the assumed mediator and the outcome variable 
(Kazdin, 2007). In other words, most previous research is of a 
correlational nature where a purported mediator, for example alliance, 
correlates with an outcome variable, which in itself is insufficient to 
establish mediation since the direction between the two variables cannot 
be ascertained (i.e if alliance leads to improved outcome or vice versa; 
Kazdin, 2007). This conclusion is echoed by Hardy and Llewelyn (2015) 
who conclude that despite thousands of psychotherapy process studies, 
few robust findings have emerged.  
 

ISTDP process research 
With regards to how and why change occurs in psychodynamic therapy 
in general and ISTDP in particular, previous research has established a 
significant positive association between emotional experiencing and 
outcome across 10 independent psychodynamic psychotherapy studies 
(Diener, Hilsenroth & Weinberger, 2007) as well as a positive correlation 
between increase in activating affects from early to late in therapy and 
self-compassion (Schanche et al., 2011). More specifically, two previous 
studies have shown an association between peak emotional arousal 
within treatment and outcome in ISTDP (Johansson, Town & Abbass, 
2014; Town, Abbass & Bernier, 2013). Apart from emotional factors, 
previous process research on psychodynamic therapy also lend some 
support to several common ingredients in ISTDP such as the use of 
active confrontation of feelings and defenses (Town, Hardy, McCullough 
Stride, 2012) as well the importance of therapist adherence to a focal 
dynamic formulation (Crits-Christoph, Cooper, & Luborsky, 1988; for a 
review of process research relevant to ISTDP see Abbas & Town, 2013). 
However, none of these previous studies have examined the role of 
specific affects, as outlined by ISTDP theory, or the relationship between 
specific affects and self-compassion in ISTDP. Additionally, none of 
these studies have had a design that enables establishment of timeline 
between the purported mediator and outcome, as was discussed above.  
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Guilt and Self-Compassion in ISTDP 
In the present study, the aim was to explore the relationship between 
experiencing of guilt and self-compassion in ISTDP. ISTDP theory would 
predict that mobilization and visceral experiencing of guilt about rage 
would promote greater patient self-compassion. In ISTDP adaptive guilt 
is seen as an emotion that mobilizes action to repair damage caused to 
others (Frederickson, 2013). It is distinguished from so called “guilty 
feelings” and shame, which are seen as forms of self-punishment that 
substitute reparative action, instead serving a defensive function 
(Carveth, 2006; Town, Chafey & Pienkos, 2014). Empirical research on 
the role of guilt in psychopathology has yielded highly inconsistent 
results due to lack of conceptual clarity (Tilghman-Osborne, Cole & 
Felton, 2010). One important difference in the research is whether the 
definition of guilt includes self-denigration. While some research 
includes this in the definition of guilt others mean that this is the main 
characteristic that distinguishes guilt from shame (Tilghman-Osborne et 
al., 2010). Since this distinction is central to ISTDP theory only research 
making this distinction will be cited in the following text. Empirical 
research have given support for the relevance of separating guilt as a 
feeling directed towards the damaged object and shame that directs 
attention to the self and its perceived deficiencies which is closely related 
to self criticism (Kim, Thibodeau & Jorgensen, 2011). Guilt has been 
found to be involved in prosocial and reparative behaviors such as 
empathy and caregiving (Baumeister et al., 1994; Tagney & Dearing 
2002). Kim et al (2011) also found a strong relationship between 
depressive symptoms and shame, contextually unmotivated guilt as well 
as generalized guilt while for contextually motivated guilt no such 
relationship was found. This is in line with the general research finding 
that shame is related to psychological problems such as aggression, 
depression, anxiety, eating disorders and personality disorders while 
guilt generally only becomes problematic when it is ruminative or fused 
with shame (Tagney & Tracey, 2012). There is however to our knowledge 
no previous research on guilt related to early attachment trauma or the 
effect of working with such feelings in psychotherapy.  

Self-compassion, or rather, lack thereof, can from the perspective of 
ISTDP be conceptualized as a trait/personality variable assumed to 
derive in part through early identification with punitive other(s) 
(Frederickson, 2013). Identification in this case refers to the child viewing 
him- or herself in the same way as he or she is viewed by the attachment 
figure. This identification comes from the need for the child to retain the 
attachment relationship but prevents integration of the complex 
emotions about the punitive other(s). In addition, the guilt about the rage 
toward the attachment figure is theoretizised to unconsciously create a 
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need for suffering (Davanloo, 1990). Hence, experiencing complex 
emotions (including guilt about rage) should promote integration and 
gradually replace any explicit or implicit need to self-suffer (Davanloo, 
1990; Frederickson, 2013).  

In summary, guilt and self-compassion in ISTDP theory are two 
intrinsically related constructs where lack of self-compassion largely can 
be seen as proportionate to the amount of guilt unconsciously carried by 
the patient. 
 

Single-subject design in psychotherapy research 
The hypothesis that mobilization and visceral experiencing of guilt about 
rage promotes greater self-compassion will be addressed by conducting 
a replicated single-subject multiple time-series analysis using Vector 
Autoregression (VAR; Brandt & Williams, 2007), which will be explained 
in more detail in the method section below. One advantage of the 
application of a single subject time-series design is that it potentially 
provides insight into within-person associations that might not be 
adequately captured with the between-subjects design used in most 
previous research. According to Molenaar (2004) there is growing 
evidence that the assumption known as ergodicity, where phenomena 
detected at the group level are seen as representative of the individual, is 
the exception rather than the rule and that differences in within-person 
process might be cancelled out or diluted in studies with a between-
subjects design. It has therefore been suggested to examine change 
processes at the idiographic level, looking at individual differences over 
time in the therapeutic process (Barlow & Nock, 2009; Kazdin, 2007). As 
mentioned above, another problem with previous process analyses of 
emotional factors in psychodynamic psychotherapy, as in most 
mediation studies, is that these studies lack sufficient number of data 
points to establish the timeline between the assumed mediator and the 
outcome variable (Kazdin, 2007). In other words, all previous research of 
emotional factors in psychodynamic therapy is of a correlational nature, 
which by its nature is insufficient to establish mediation (Kazdin, 2007). 
The present study aimed to address some of these shortcomings of 
previous research by exploring the dynamic interplay between a 
theoretically important specific emotion and self-compassion at an 
individual level with multiple measurements potentially providing 
insight into the direction of the association. 
 

Purpose and hypothesis   
In summary, the present study aims to test the hypothesis that 
mobilization and visceral experiencing of guilt about rage will predict 
greater patient self-compassion. 
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Method 
 

Participants  
Participants were recruited from the ISTDP arm of a randomized 
controlled trial comparing ISTDP to treatment as usual in a secondary 
care mental health team, at the Centre for Emotions & Health, Halifax, 
Canada. Inclusion criteria for this study are a DSM-IV diagnosis of major 
depression and having tried at least one antidepressant medication at an 
acceptable therapeutic dose (length >6 weeks per medication), for the 
current depressive episode without symptom remission which in this 
case meant a score of 16 or above on the Hamilton Rating Scale for 
Depression (HAM-D; Hamilton, 1960). The five cases examined in the 
present study were randomly selected from the larger sample of 
completed treatments, and raters were blind to the outcome of the 
therapy. The random selection of cases was done by choosing the five 
first completed treatments in the RCT after the start of the present study. 
All participants had provided written informed consent before 
participating in the study for the process analysis of their treatment. The 
study was approved by the Capital Health Research Ethics Board in 
Nova Scotia, Canada.  
  

Material  
Material consisted of five videotaped case series with 20 sessions each 
from the ISTDP study arm where all available sessions were coded.   
 

Achievement of Therapeutic Objectives Scale  
The coding system ATOS was developed as a system for coding patient 
behavior in therapy (McCullough et al., 2003b). The ATOS was 
developed within the therapeutic framework of Short-Term Dynamic 
Psychotherapy (STDP) as an operationalization of treatment objectives 
theoretically and clinically thought to be important for therapeutic 
change (McCullough et al., 2003b). More specifically the seven process 
scales included in the ATOS are 1) insight into maladaptive patterns and 
defenses, 2) motivation for therapeutic change, 3) exposure to activating 
affects, 4) inhibitory affects, 5) new emotional learning between sessions, 
6) sense of self, and 7) sense of others (McCullough et al., 2003b). 
Recommendations for use of the exposure scale identify specific adaptive 
affects that are commonly areas of conflict in STDP. To fit the theoretical 
assumptions of ISTDP, where experience of previously unconscious guilt 
is seen as having a major therapeutic effect (Davanloo,1990), the 
exposure to activating affects scale has been revised (Town et al., 2014) to 
enable the study of previously unconscious guilt and complex 
transference feeling (CTF) (Town et al., 2014) alongside grief/sadness 
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and anger/rage. CTF is a term used in ISTDP theory to denote affective 
arousal stemming from the therapist’s active attempt at getting to know 
the patient while blocking defenses and includes both appreciation and 
anger as well as an element of guilt (Abbass, 2015). On the revised scale 
CTF is coded when there is emotional arousal at a level where it's hard to 
distinguish a specific affect (Town et al., 2014). These revisions are in line 
with McCullough’s (2003) recommendation that the ATOS can be used to 
rate treatment objectives from different theoretical perspectives as the 
scales are presumed to represent well established common change 
factors. Although the ATOS was developed to assess constructs related 
to STDP, with its focus on affect expression, it is considered to be 
applicable to other psychotherapies where affect is seen as a change 
mechanism or an object of treatment action (Berggraf et al., 2012). 

McCullough et al. (2003c) showed good to excellent inter-rater 
reliability (intraclass correlation [ICC]: .61–.84) in four studies with 
experienced clinicians as raters. According to the categories proposed by 
Cicchetti (1994) to evaluate the usefulness of ICCs when applied to 
clinical instruments, a score of below .40 = poor, .40 to .59 = fair, .60 to .74 
= good, and .75 to 1.00 = excellent. Schanche, Nielsen, McCullough, 
Valen & Mykletun (2010) found that with 15 hours of training, clinical 
psychology students can use the scale at a fair-to-good level (ICC:.43-.71) 
and at an excellent level (ICC: .76-.95) with 20 hours of extra practice 
when employing only two subscales at the time. Valen, Ryum, 
Svartenberg, Stiles and McCullough (2011) also showed good-to-
excellent interrater reliability (ICC: .60-.87), as well as sensitivity to 
change in theoretically expected ways when applying ATOS to both 
STDP and Cognitive Therapy. The validity of the sub-scales is mainly 
based on expert criteria with judgements made by the authors of ATOS 
(McCullough et al., 2003c). However, in a study by Carley (2006) the 
convergent validity of the Motivation and Adaptive affects-scale was 
found to be acceptable. 
  

Raters  
ATOS ratings of the therapy sessions were performed by the authors of 
the study (TN & CJ), who received formal training in rating ATOS by an 
expert rater via online supervision. Ratings of study material began 
when the raters had reached satisfactory reliability. Inter rater reliability 
was calculated using Intraclass Correlation Coefficient, two-way mixed 
model with raters as fixed effects and ratings as random (Shrout and 
Fleiss, 1979). Adequate reliability was established when raters achieved 
an ICC of greater than .70 compared to gold standard ratings derived 
from expert coders. 

To prevent rater bias from knowing which sessions followed 
previously “successful” or “unsuccessful” sessions, the order of tapes for 



 9 

each patient was randomized. This does not prevent halo effects for the 
ratings of the same session, for example rating higher sense of self in 
sessions containing high levels of guilt arousal, but since the research 
question primarily considers relationships between sessions this was not 
considered a problem.  

Both raters watched all tapes together and rated both the activating 
affects scale and the sense of self scale to be used for the present study. 
The insight and motivation scales were also coded to make this data 
available for future research. After each 10-minute segment raters made 
an individual rating for each subscale. A final score was then generated 
by consensus. The use of consensus scoring is promoted by McCullough 
et al. (2003b) who found this procedure to generate the most accurate 
scores. In contrast to a previous study adopting similar methodology 
(Schanche et al., 2011), we chose to use the peak arousal score per session 
rather than the average score. This was done because of heavily varying 
session length (for example from two to 11 segments for one patient) 
which we felt otherwise would risk obscuring the results. This variation 
in session length can at least partly be explained by the format of ISTDP 
treatment where it is standard procedure that the initial session is two to 
three times longer than the other treatment sessions (Davanloo, 1990, 
2000). The interrater-reliability for the individual ratings yielded an ICC 
of .90 for the exposure to activating affects scale and .93 for the sense of 
self scale, indicating excellent reliability (Cicchetti, 1994). Raters were 
blind to patient pre-test scores on HAM-D.  
  

Outcome assessment  
The sense of self-scale, which is one of the seven process scales on the 
ATOS mentioned above and which measures the level of self-
compassion based on the patient’s self-descriptions, can both be seen as a 
measure of process and an outcome measure in itself (Berggraf et al., 
2012). In a previous study Schanche et al. (2011) found changes on the 
sense of self-scale to be related to other, more frequently used, measures 
of outcome such as psychiatric symptoms, interpersonal problems and 
personality pathology. The scale measures level of adaptive sense of self 
based on the patient’s self-descriptions, and ratings are based on the 
patient’s ability to verbally express kindness and acceptance towards 
themselves and to hold both positive and negative aspects of the self in 
awareness without reacting with self-attack (McCullough et al., 2003b). 
With its focus on acceptance and self-compassion and absence of self 
blame and shame, level of adaptive sense of self, as measured with the 
ATOS, at large captures the concept of self-compassion as defined by 
Neff (2003) and Gilbert (2010). A rating of sense of self is done on a scale 
from 0-100 divided into 10 levels and is rated globally for every session 
(McCullough et al., 2003b). This was used as the main outcome measure 
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for the study.  
   

Process assessment  
Guilt arousal was measured using the revised version of exposure of 
activating affects scale on the ATOS (Town et al., 2014). The ratings of 
activating affect are made on 1-100 scale that is divided into 10 levels, 
where higher levels indicate deeper affect experiencing (McCullough et 
al., 2003b). In the revised exposure of activating affects scale four 
different affects can be coded, guilt, rage, grief and CTF (Town et al., 
2014). However, for the present study, only guilt and CTF was used. 
Components used in the coding of guilt includes verbal expression of 
regret or a wish to undo what was done, constriction in upper chest, 
physical pain and often tears as the experience deepens. It is 
distinguished from grief mainly by verbal content where guilt content 
concerns regret over aggressive feelings towards loved ones and grief 
concerns losses and missed opportunities. Coding of CTF is done when 
no specific affect is possible to distinguish, as mentioned above, but there 
is a general affective arousal present observable for example in hand 
clenching, sighing and tension in the body (Town et al 2014).  For 
sessions in which no guilt was coded, the highest rating of CTF was 
instead used for the data analysis since it theoretically consists of mixed 
feelings including guilt. These scores typically fall within the 20-30 
points bracket on the scale while specific affects often fall within 30-100 
points (Town et al., 2014). 
 

Statistics  
In order to study the temporal associations between Guilt and Self-
Compassion, Vector Autoregression (VAR; Brandt & Williams, 2007) was 
used. VAR allows multivariate modeling of relatively long series of 
repeated measurements where multivariate refers to the presence of 
more than one variable. The long series of repeated measurement refers 
in this case to the measures of guilt arousal and self-compassion that was 
made for each session for the five patients. A VAR model consists of a set 
of regression equations where each variable is regressed on its own time-
lagged value as well as on the time-lagged value of other variables 
(Brandt & Williams, 2007). This means that the VAR analysis examines 
whether previous values of both variables, guilt arousal and self-
compassion can predict the present value of either variable. The term 
time lag means the number of sessions that the time series model “looks 
back” when analyzing relationships among variables. For example, a 
time lag of one indicates that the VAR aims to examine whether the level 
of guilt arousal and self-compassion predicts the level of either variable 
in the next session. In contrast, a time lag of two indicates that the VAR 
aims to examine whether the level of guilt arousal and self-compassion 
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predicts the level of either variable two sessions ahead in time. The 
purpose of the VAR model is to examine the dynamic time-lagged effect 
that time series variables have on each other while simultaneously taking 
into account auto-correlation, i.e. the correlation of a variable with itself 
over time (Brandt & Williams, 2007). In this particular study, the aim was 
to examine whether level of guilt arousal would predict level of self-
compassion in the following session(s). However, the VAR model by 
nature examines all possible relationships among the variables so 
therefor also allows a relationship that runs in the opposite direction, i.e. 
where self-compassion predicts guilt arousal. This phenomenon where 
one variable predicts the level of the other variable in a subsequent 
session is known in VAR as a cross-lagged regression. In the present case 
the VAR model consisted of a system of two variables, Guilt and Self-
Compassion, and included the following regression equations (which 
were both analyzed in the same model) 

𝑆𝑒𝑙𝑓𝐶𝑜𝑚𝑝𝑎𝑠𝑠𝑖𝑜𝑛! = ∁! +
!

!!!

𝛼!𝐺𝑢𝑖𝑙𝑡!!! +
!

!!!

𝛽!𝑆𝑒𝑙𝑓𝐶𝑜𝑚𝑝𝑎𝑠𝑠𝑖𝑜𝑛!!! + 𝜀!! 

𝐺𝑢𝑖𝑙𝑡! = ∁! +
!

!!!

𝛾!𝑆𝑒𝑙𝑓𝐶𝑜𝑚𝑝𝑎𝑠𝑠𝑖𝑜𝑛!!! +
!

!!!

𝛿!𝐺𝑢𝑖𝑙𝑡!!! + 𝜂!! 

where 𝑡 refers session number, 𝑖 refers to the time lag, a number ranging 
from 1 to maximum number of time points (in this case, time points 
refers to sessions), 𝑝. 𝜀! and 𝜂!are the error terms which are assumed to 
be serially uncorrelated. 𝛼!, 𝛽!,𝛾! and 𝛿! are the coefficients to be 
estimated. The cross-lagged regression can be interpreted in a quasi-
causal way where change in one variable predicts change in another 
variable at a later timepoint (Ramseyer, Kupper, Caspar, Znoj & 
Tschacher, 2014). This phenomenon, known as Granger causality, does not 
establish true causality since there may be unknown and unobserved 
third variables that account for the relationship (Ramseyer & Tschacher, 
2009). In principle, 𝐺𝑢𝑖𝑙𝑡!can be said to Granger-cause 𝑆𝑒𝑙𝑓𝐶𝑜𝑚𝑝𝑎𝑠𝑠𝑖𝑜𝑛! 
if 𝛼! ≠ 0 while 𝑆𝑒𝑙𝑓𝐶𝑜𝑚𝑝𝑎𝑠𝑠𝑖𝑜𝑛! Granger-causes 𝐺𝑢𝑖𝑙𝑡! if 𝛾! ≠ 0. If both 
these conditions are true it would imply a causal feedback system where 
change in one variable predicts change in the other variable and vice 
versa. However, causal interpretations can only be drawn by considering 
the design of a particular study and in the present case the design does 
not allow exclusion of other potential explanations such as a third 
unobserved variable accounting for the relationship. Hence, the only 
reasonable interpretation in the present case is that the VAR allows 
establishment of the timeline between the variables where change in one 
variable can be said to predict change in the other variable.  

Like all statistical models, VAR relies on a series of assumptions 
about the data that need to be met in order to make meaningful 
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interpretations of the results (Brandt & Williams, 2007). To ensure that 
the models were correctly specified, i.e. that the data requirements where 
met, a number of diagnostic tests were performed on each of the 
individual VAR analysis. The stability of the model was tested using the 
eigenvalue stability condition. Stability in this case pertains to the 
requirement that the time series data is stationary, i. e. that have means 
and variances that does not vary as a function of time (Ramseyer et al., 
2014). If the time series showed a linear trend this was adjusted for using 
the detrending approach, which amounts to saving residuals from a 
linear regression of the non-stationary variable on a time variable. In 
addition, the white noise assumption, meaning that the error term for the 
time series variable needs to be serially uncorrelated, was tested using 
the Lagrange-multiplier test. Selection of appropriate time lag was partly 
done based on theoretical considerations where the maximum lag length 
was restricted to two. This was done in order to be able to make 
meaningful interpretations of the results since a higher lag length would 
be hard to account for theoretically. In addition, estimating more lags 
will inevitably diminish statistical power. Lag length selection criteria, 
such as the likelihood ratio test (LR test), Akaike Information Criterion 
(AIC), final prediction error (FPE), Hannan-Quinn Information Criterion 
(HQIC) and Bayesian Information Criterion (BIC), were used to 
determine whether one or two lags resulted in the best-fitting model 
(Brandt & Williams, 2007). Due to the requirement of the VAR for 
weekly measurement points, the highest CTF rating was used when no 
guilt arousal was present in a particular session. All analyses were 
performed using Stata 13. 

Results 
 

Patient 1   
The first patient was a middle aged man whose initial HAM-D score was 
16, which corresponds to moderate depression. He had been 
unemployed for more than two years and presented with a primary 
complaint of chronic flat affect and low mood. Lag-length selection 
criteria determined that a lag of one resulted in the best fitting model, 
meaning that it only looks back on the preceding session (for further 
explanation see method section). No significant cross-lagged regressions 
or autocorrelations were found for any of the variables.    
  

Patient 2  
The second patient was a middle aged woman whose initial HAM-D 
score was 28, which corresponds to very severe depression. She had been 
unemployed for one year and presented with a primary complaint of 
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low mood and passivity. All lag-length selection criteria, except AIC, 
indicated that a lag of one resulted in the best fitting model. No 
significant cross-lagged regressions or autocorrelations were found for 
any of the variables.  
  

Patient 3  
The third patient was a middle aged woman whose initial HAM-D score 
was 24, which corresponds to very severe depression. She was employed 
at the start of the treatment study and presented with a primary 
complaint of unstable mood and interpersonal conflicts. Lag-length 
selection criteria determined that a lag of one resulted in the best fitting 
model. A significant negative autocorrelation was found both for self-
compassion (unstandardized effect size =-0.45, SE=0.22, Z= -2.03, p<.05) 
and guilt arousal (unstandardized effect size =-0.43, SE=0.20, Z= -2.14, 
p<.05) meaning that a higher score of self-compassion predicted a lower 
score in the following session and a higher score of guilt predicted a 
lower score of guilt in the following session. No significant cross-lagged 
regression were found for any of the variables.  
  

Patient 4   
The fourth patient was a middle aged man whose initial HAM-D score 
was 32, which corresponds to very severe depression. He was employed 
at the start of the treatment study and presented with a primary 
complaint of low self-esteem and suicidal ideation. Lag-length selection 
criteria determined that a lag of two resulted in the best fitting model. A 
significant negative cross-lagged regression was found where guilt 
arousal negatively predicted self-compassion (unstandardized effect size 
=-0.20, SE=0.10, Z= -2.02, p<.05), meaning that a higher guilt arousal 
predicted lower self-compassion two sessions later. Using the raw 
standard deviations of the variables used yielded a standardized effect 
size of .38, a moderately sized effect. No significant autoregressions were 
found for any of the variables.  
  

Patient 5   
The fifth patient was a man in his early twenties whose initial HAM-D 
score was 22, which corresponds to severe depression. He had been 
unemployed for a few months and presented with a primary complaint 
of low mood, flat affect and passivity. All lag-length selection criteria, 
except AIC, indicated that a lag of one resulted in the best fitting model. 
No significant cross-lagged regressions or autocorrelations were found 
for any of the variables in this model. 
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Discussion 
   

Summary of study and results 
This study was conducted in the context of a larger randomized 
controlled trial comparing time-limited ISTDP to mental health team care 
for patients with treatment-resistant depression. The aim of the study 
was to investigate whether guilt arousal predicted self-compassion in the 
subsequent sessions in five complete case session series using VAR.  One 
patient (patient 3) showed a negative autocorrelations for both guilt 
arousal and self-compassion at lag one meaning that a higher rating of 
guilt predicted a lower rating in the following session and that a higher 
rating of self-compassion predicted a lower rating in the following 
session. For another patient (patient 4) a negative cross-lagged regression 
between guilt arousal and self-compassion at a lag of two was found, 
where guilt arousal negatively predicted self-compassion meaning that a 
higher rating of guilt predicted a lower rating of self-compassion two 
sessions later. For the other three patients no significant cross-lagged 
regressions or auto-correlations were found. To make sense of these 
findings we will discuss the results as well as the various strengths and 
limitations of the design of the study below.  
 

Discussion of results 
The result that none of the patients showed the theoretically predicted 
relationship among guilt arousal and self-compassion can be accounted 
for in different ways. The most obvious possibility is that the non-
significant results reflect an actual lack of correspondence between the 
theory and the data from these five patients (e.g. that guilt arousal is not 
a relevant process in relation to self-compassion for this patient 
category). This finding runs contrary to previous research that have 
shown a positive correlation between emotional arousal and outcome, 
both in psychodynamic therapy in general and specifically in ISTDP 
(Abbass & Town, 2013; Diener et al, 2007). However, none of these 
previous studies have examined the role of guilt arousal specifically. 
Hence, other types of affective arousal might have more therapeutic 
relevance than guilt arousal in and of itself. This conclusion, however, 
directly contradicts ISTDP theory where visceral experiencing of guilt 
about rage is seen as a central therapeutic process. The fact that one 
patient showed negative autocorrelation for both variables means that 
sessions with high guilt arousal tended to be followed by sessions with 
low guilt arousal and vice versa and the same being true for self-
compassion. This finding is hard to account for theoretically but is 
indicative of a treatment process where the patients’ self-compassion and 
arousal level was oscillating between treatment sessions, for reasons 
unknown. The negative cross-lagged regression between guilt arousal 



 15 

and self-compassion for patient 4 runs contrary to the hypothesized 
direction of the purported relationship and indicates that there was less 
evidence of self-compassion after guilt arousal for this particular patient. 
One concern one might have is with regard to how the hypothesis was 
framed and the design used to capture the phenomenon of guilt as 
specified in the theory. This will be discussed more in depth in the 
method discussion section below. Assuming that the measurement is 
valid, this finding indicates that processes outlined as therapeutic by 
ISTDP theory in some cases might lead to lowered patient self-
compassion, at least in the short run, and hence that monitoring of the 
individual patient’s response to this particular therapy process is of 
importance to the ISTDP clinician.  
 

Discussion of method 
One possibility that needs consideration in accounting for the findings of 
the present study have to do with limitations of this study’s hypothesis, 
that experience of guilt arousal promotes self-compassion, in that it 
might be a too simplistic way of operationalizing ISTDP theory. ISTDP 
theory claims that the guilt that gives rise to psychopathology stems 
primarily from rage toward attachment figures and that experiencing 
this guilt leads to improvement in psychological health (Davanloo, 1990). 
This puts the healing potential of experiencing guilt in a specific context, 
namely that of being in relation to early attachment figures. Guilt as 
coded with the revised ATOS version of Town et al. (2014) does not 
distinguish between this context and for example one of experiencing 
guilt over aggressive impulses towards persons in a current life 
situation, without accompanying insight into the attachment trauma that 
constitutes the origin of the maladaptive pattern. This decontextualized 
way of coding guilt could have the consequence of capturing 
phenomena that are not specified to be active ingredients in ISTDP 
theory, for example more catharsis-like emotional experiences where the 
patient has a strong emotional experience but lacks understanding of the 
origin of the emotional conflict or how the emotional experience relates 
to problems encountered in the patient's daily life. The inability of the 
design of the current study to discriminate and exclude phenomena that 
are not purported mechanisms of change in ISTDP could be avoided in 
future research, for example by limiting the coding of guilt to the context 
of early attachment figures. 

Another drawback of the current study’s design is that the statistical 
analysis relied on CTF ratings (i.e. affective arousal stemming from the 
therapist’s active attempt at getting to know the patient including 
appreciation and anger as well as an element of guilt) in sessions where 
no guilt was coded, which occurred in a majority of sessions for patient 1 
and 5. The decision to use the CTF measure as a guilt rating can be 
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theoretically motivated (see method section), however, no previous 
research exist that supports this claim. As mentioned previously CTF is 
coded mainly based on bodily signals of activation of the sympathetic 
nervous system (Town et al., 2014) and no research supports that this 
kind of activation by definition would entail activation of unconscious 
feelings related to attachment trauma(s), including guilt about rage. 

Additionally, one might also question the validity of the outcome 
measure used in the present study, self-compassion as rated on the 
ATOS. Although previous research has established that self-compassion 
as a construct is related to various aspects of psychological health, the 
validity this particular way of capturing self-compassion can be 
questioned. To our knowledge only one previous study by Schanche and 
colleagues (2011) have examined the relevance of the self-compassion 
measured on the ATOS as an outcome measure, comparing it to other 
more frequently used measures of psychological health. This study did 
find correlations between various measures of psychiatric symptoms and 
interpersonal functioning and self-compassion as measured on the 
ATOS. However, one cannot entirely rule out the possibility that the 
theoretically predicted relationship would have been found if another 
outcome measure, for example one measuring depressive symptoms, 
had been used. 

All of these findings must also be considered in the light of the 
limitations as well as the strengths related to the present study’s use of a 
single-subject design. The idiographic design of the study can be said to 
constitute a strength in that it enables modeling of individual differences 
in change process that might otherwise be diluted using a group based 
(nomothetic) approach (Molenaar, 2004). However, in general, the 
drawback with the idiographic approach is with regard to the 
generalizability of the findings. The five patients examined here might 
not be representative of treatment-resistant depressed patients at large. 
This is not a problem as long as one does not attempt to generalize these 
findings to the group level. If a more general conclusion should be 
drawn, one option would be to replicate this design using more patients 
to see if a prototypic pattern emerges (see for example Ramseyer et al., 
2014). Another strength with the approach adopted in this study is that 
the VAR method enables modeling of temporal associations variables 
whereas most process research methodologies solely examines the 
association between a purported mediator and an outcome variable 
without ability to establish a timeline between the two (Kazdin, 2007). 
 

Future research 
For future research it would be of interest to investigate whether guilt 
arousal predicts change in symptom measures, for example ones 
measuring depression and anxiety. It would also be of value to 
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investigate whether self-compassion, as measured with the sense of self-
scale, is associated with other relevant outcome measures. Given that the 
present study did not find support for the role of guilt arousal as a 
potential mediator of change in ISTDP treatment, future research would 
benefit from examining other potential mediator variables such as other 
types of affects or more cognitive treatment components such as patient 
insight or motivation. This kind of research will hopefully be helpful in 
order to further develop psychological treatments with this challenging 
patient population, as it may point to important psychological processes 
underlying the therapeutic action of successful treatment.  
 

Conclusion 
The current study yields no support to the theoretical claim of ISTDP 
that the experience of guilt over aggressive feelings and impulses leads 
to increases in self-compassion. On the contrary, the finding that guilt 
negatively predicted self-compassion for one patient must be considered 
as an indication that this treatment process might negatively impact self-
compassion for some patients in some contexts. However, in the light of 
several methodological limitations of the current study, these results 
should be regarded as tentative.  
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