
s
o
u
r
c
e
:
 
h
t
t
p
s
:
/
/
d
o
i
.
o
r
g
/
1
0
.
2
4
4
4
2
/
b
o
r
i
s
t
h
e
s
e
s
.
1
2
4
2
 
|
 
d
o
w
n
l
o
a
d
e
d
:
 
2
1
.
9
.
2
0
2
3

 I 

 

 
 

 

Everybody has won and all must have prices:  

combining cognitive-behavioral, humanistic-experiential  

and psychodynamic approaches to better understand how 

psychotherapy works 

 

 
Doctoral thesis  

presented to the Faculty of Human Sciences 

of the University of Bern 

for the degree of  

Doctorate in Psychology 

 
submitted by 

 

M. Sc. Anna Babl 

Frankfurt/Deutschland 

 
Bern, December 2018 

Author’s edition 

 

 

Originaldokument gespeichert auf dem Webserver der Universitätsbibliothek Bern 

 
Dieses Werk ist unter einem  

Creative Commons Namensnennung-Keine kommerzielle Nutzung-Keine 
Bearbeitung 2.5 Schweiz Lizenzvertrag lizenziert. Um die Lizenz anzusehen, 
gehen Sie bitte zu http://creativecommons.org/licenses/by-nc-nd/2.5/ch/ oder 

schicken Sie einen Brief an Creative Commons, 171 Second Street, Suite 300, 
San Francisco, California 94105, USA. 

  



 II 

 

Urheberrechtlicher Hinweis 

Dieses Dokument steht unter einer Lizenz der Creative Commons 
Namensnennung-Keine kommerzielle Nutzung-Keine Bearbeitung 2.5 

Schweiz. http://creativecommons.org/licenses/by-nc-nd/2.5/ch/ 
 
 
 
Sie dürfen: 

dieses Werk vervielfältigen, verbreiten und öffentlich zugänglich 
machen  
 
 
 
Zu den folgenden Bedingungen: 
 

 Namensnennung. Sie müssen den Namen des 
Autors/Rechteinhabers in der von ihm festgelegten Weise nennen 
(wodurch aber nicht der Eindruck entstehen darf, Sie oder die Nutzung 
des Werkes durch Sie würden entlohnt).  
 

 Keine kommerzielle Nutzung. Dieses Werk darf nicht für 
kommerzielle Zwecke verwendet werden.  
 

 Keine Bearbeitung. Dieses Werk darf nicht bearbeitet oder in 
anderer Weise verändert werden.  
 
 
Im Falle einer Verbreitung müssen Sie anderen die Lizenzbedingungen, 
unter welche dieses Werk fällt, mitteilen.  
 
Jede der vorgenannten Bedingungen kann aufgehoben werden, sofern 
Sie die Einwilligung des Rechteinhabers dazu erhalten.  
 
Diese Lizenz lässt die Urheberpersönlichkeitsrechte nach Schweizer 
Recht unberührt.  
 
 
Eine ausführliche Fassung des Lizenzvertrags befindet sich unter 
http://creativecommons.org/licenses/by-nc-nd/2.5/ch/legalcode.de 

 

 

 

 

 

 



 III 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Von der philosophisch-humanwissenschaftlichen Fakultät der Universität Bern auf 

Antrag von Prof. Dr. phil. Franz Caspar (Erstgutachter) und Prof. Dr. phil. Martin 

grosse Holtforth (Zweitgutachter) angenommen. 

 

 

 

Bern, den 6.01.19    Die Dekanin: Prof. Dr. Tina Hascher 

 



 IV 

 

 

 

 

 

 

 

 

 

 

 

 

 

I dedicate this work to my grandmother Rosemarie Tscherner (� 2018) 

and my friend Meret Sonntag who taught me life lessons  

beyond the limits of higher education.  



 V 

Acknowledgements 

After the presentation of my master’s thesis at the research colloquium in the spring 

of 2015, Prof. Franz Caspar offered me a doctoral position at the Department of 

Clinical Psychology and Psychotherapy at the University of Bern. It is now my 

genuine pleasure to express my deep sense of gratitude to him for the chances and 

sponsorship that he provided to me ever since. I thank him for the great freedom in 

the development and implementation of classes and research questions, the generosity 

to attend a number of international conferences, gain insight and foster networking as 

well as other training opportunities like the CAS in higher education, which 

accommodated my passion for university teaching. The opportunity to pursue an 

academic career has given my life a direction, for which I am very thankful. 

 

I am grateful to Prof. Martin grosse Holtforth for sharing with me his knowledge, 

experience and expertise on the topic of psychotherapy integration. I further want to 

thank him for providing me with the advice needed to complete this project and the 

confidence to plan another.  

 

I sincerely thank Prof. Thomas Berger for giving me the opportunity to continue 

working in the appreciative and supportive environment that he created at the 

Department of Clinical Psychology and Psychotherapy at the University of Bern. I 

admire the great patience, understanding and respect he shows towards all of his 

employees and his immediate accessibility for questions and concerns as well as the 

talent to develop solutions together. 

 

Three years ago I began working on the present thesis and started the postgraduate 

master's program in psychotherapy. I thank profoundly all the therapists and patients 



 VI 

at the psychotherapeutic outpatient clinic of the University of Bern for their 

participation in this study. Their help and cooperation during data collection and 

beyond was exceptional and built the foundation of my doctoral thesis. It was a 

pleasure working in this project with my colleagues Sara Heer, Mu Lin and 

Annabarbara Stähli as well as my Bachelor students Mohamed Sofiane Dahmani, Lisa 

Dasen, Ilona Hannich, Andrin Reifler, Noa Römmel, Bettina Steinegger, Tamara 

Steiner, Anna Wyss and my Master students Nadine Aeschbacher, Anna Albrecht, 

Eliane Dommann, David Eberle, Michaela Eggel, Jelena Eggenberg, Laura Mettler, 

Christine Sigrist, Meret Sonntag, and Tamara Steiner. 

 

Since 2016, I am addressing integration in psychotherapy, practically and 

theoretically, methodologically and conceptually. One question arose that will keep 

me busy far beyond the completion of my doctoral thesis: How does psychotherapy 

work? As a child, I remember constantly asking my parents "How does that work?". 

They patiently searched with me for answers and encouraged me to continue asking 

questions. At this point I would like to thank them for their incredible support and for 

the gift of life.  

 

My gratitude also goes to my grandparents, who were always there when I needed 

them. Losing my grandmother in the summer of 2018 was one of the biggest stressors 

of my life. 

 

Defense mechanisms represent different strategies for dealing with stressors. In this 

thesis, I focused on the concept of defenses with the aim of contributing to the answer 

of the question how psychotherapy works. Especially during the last few months, this 



 VII 

thesis has led me to the use of an above-average number of immature defense 

mechanisms such as repression, denial and help-rejecting complaining.  

The more grateful I am to the people who have encouraged me, challenged me, 

supported me, criticized me, helped me, motivated me, laughed and cried with me 

throughout that time and those who love me unconditionally. My special appreciation 

goes to my godparents Moni and Willer Schulz, to Christoph Gocke, Theres Stocker 

and Nicolaas Derksen. 

 

I am very thankful for my best friend Marlene Topka and her keen interest in my 

work at every stage. Her proofreading of this thesis has been of incredible value to 

me. 

 



 
 

 1 

 
Summary 

This dissertation presents four articles as part of the Improve Project (project 

100019_159425) funded by the Swiss National Science Foundation (SNSF) and 

granted to Franz Caspar as principal investigator and Thomas Berger and Martin 

grosse Holtforth as co-applicants. The Improve Project is concerned with 

psychotherapy integration and investigates the effects of combining Bernese 

cognitive-behavioral therapy (CBT) with elements of emotion-focused therapy (EFT) 

or aspects of self-regulation theory (SR) in a randomized controlled trial with add-on 

design. The project falls in the category of assimilative integration, which reflects 

common integrative practice but lacks empirical support. Previous research and 

research gaps are presented which the Improve Project and this dissertation aim to fill. 

Article one of this dissertation presents the study protocol of the Improve 

Project. Article two describes a study examining the therapeutic adherence to the two 

treatment conditions CBT + EFT and CBT + SR. Article three, a meta-analysis, was 

conducted to evaluate the current state of research on defense mechanisms in 

longitudinal studies. Article four presents a study investigating change in defense 

mechanisms over the course of psychotherapy depending on treatment condition and 

diagnostic group. 

An introduction to the topic of psychotherapy integration is followed by the 

four articles. On the basis of the presented results, possibilities and limitations of this 

dissertation are discussed and an outlook for future research in the field of 

psychotherapy integration is given. Bridging the gap between research and practice 

may well produce treatments that are rooted in both clinical reality and empirical 

validation. 

  



 
 

 2 

Table of contents 

1. General introduction………………………………………………………………3 

1.1 The past 25 years of research on psychotherapy integration....................................3 

1.2 First generation approaches......................................................................................5 

1.3 Second generation approaches.................................................................................6 

1.4 Cognitive-behavioral assimilative integration........................................................10 

1.5 The Improve Project...............................................................................................11 

1.6 Contributing to the Improve Project……………………………………………...17 

2. Scientific articles………………………………………………………………….20 

2.1. Psychotherapy integration under scrutiny: Investigating the impact of integrating 

emotion-focused components into a CBT-based approach: a study protocol of a 

randomized controlled trial…………………………………………………………..20 

2.2. Adherence to new elements in integrative psychotherapies…………………….60 

2.3. Comparing Change in Defense Mechanisms in Patients with and without 

Personality Disorder: A Meta-Analysis of Psychotherapy Outcome Studies……….87 

2.4. Comparison and change of defense mechanisms over the course of psychotherapy 

in patients with depression or anxiety disorder: Evidence from a randomized 

controlled trial………………………………………………………………………120 

3. General discussion………………………………………………………………151 

3.1 Summary of this dissertation……………………………………………………151 

3.1.1 Article 1……………………………………………………………………….151 

3.1.2 Article 2……………………………………………………………………….151 

3.1.3 Article 3……………………………………………………………………….152 

3.1.4 Article 4……………………………………………………………………….153 

3.1.5 Conclusion…………………………………………………………………….154 

3.2 An agenda for the next 25 years of psychotherapy integration…………………155 

3.2.1 Harmful effects………………………………………………………………..156 

3.2.2 Therapist effects………………………………………………………………157 

3.2.3 Practice-oriented research…………………………………………………….157 

3.2.4 Training ……………………………………………………………………....158 

3.2.5 Conclusion………………………………………………………………….....161 

4. References……………………………………………………………………….162 

  



 
 

 3 

1. General introduction 
 
1.1 The past 25 years of research on psychotherapy integration 

From the 1970s onward, interest in findings beyond the boundaries of therapy 

schools increased. By the 1980s, integration became a rapidly growing and widely 

respected movement (Castonguay & Goldfried, 1994). Integration is not a specific, 

operationalized approach, but it subsumes a combination of interventions. 

Psychotherapy integration refers to a movement of conceptual and clinical 

rapprochement “which is not only an effort to integrate diverse models and techniques 

but also an attempt to better understand and improve psychotherapy by considering 

the perspective of different approaches” (Castonguay & Goldfried, 1994, p. 160). The 

four most common types of psychotherapy integration according to Norcross (2005) 

are described in what follows: 

(1) Technical eclecticism is based on data rather than theoretical 

considerations. For a specific person with a specific problem, the most promising 

technique is singled out based on previous data from the most similar case. Practical 

application rather than theoretical justification is central in technical eclecticism.  

(2) Theoretical integration unites two or more approaches on a theoretical 

level. It is more about the creation of a new conceptual framework with elements 

from different approaches than about combining their methods and techniques. By 

synthesizing the elements of existing approaches, something new is created that is 

more than the sum of its parts. 

(3) The basis of the common factor approach is the conviction that therapeutic 

success is determined by shared rather than approach-specific factors that differentiate 

therapy forms. According to McAleavey and Castonguay (2015) the term common 

factors is used to refer to “those elements of psychotherapy that are so widely present 

in different psychotherapeutic treatments that they may not be considered as being 
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restricted to one school of psychotherapy” (p. 3). Theoretical interest in the shared 

processes of different therapeutic approaches was triggered by the observation that 

many therapists in practice did not limit themselves to the use of interventions 

prescribed by their original approach. Therapists of different orientations behaved in a 

similar rather than dissimilar manner (e.g., Solomonov, Kuprian, Zilcha-Mano, 

Gorman, & Barber, 2016), and thus created more effective and economical therapies 

by using those factors that are shared by different forms of therapy. 

 (4) Assimilative integration is the incorporation of attitudes, perspectives and 

techniques from an auxiliary therapy into a therapist’s primary, grounding approach 

(Messer, 1992). It adopts a contextual perspective, proposing that a therapeutic 

technique can be evaluated only in relation to the larger theory or therapy of which it 

is a part (Woolfolk, Sass, & Messer, 1988). Assimilative integration thus combines 

the advantages of a single, coherent system with the flexibility that comes from a 

wider range of techniques. However, when a clinical procedure originally 

conceptualized and practiced within one therapy is incorporated into another, its 

conceptual fit with the different theoretical and therapeutic framework and its clinical 

meaning within the new therapeutic context should be considered and the empirical 

validity of its efficacy must be established anew (Messer, 2001). 

The common denominator of all four forms of integration is that they all seek 

to improve the effectiveness, efficacy and application of psychotherapy by 

overcoming the limitations of individual psychotherapeutic approaches (Norcross, 

2005). Surveys have shown that integration is widespread in psychotherapeutic 

practice, with few therapists strictly adhering to only one single treatment approach. 

In 2005, an integrative attitude was the most common orientation of therapists, closely 

followed by cognitive therapy and cognitive behavioral therapy (Norcross, 2005). 

Norcross, Karpiak, and Lister (2005) showed that 50% of integrative therapists in the 
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US first followed one approach (mostly a cognitive therapy) before integrating 

aspects of other approaches. This suggests that assimilative integration is a commonly 

used form of integration by therapists in naturalistic and experimental settings. 

For a long period of time, referred to by Norcross (2005) as “ideological cold 

war” (p. 1), however, it was common for psychotherapists to work exclusively within 

their own theoretical framework. 

1.2 First generation approaches 

The question as to which theory best explains the various effects of 

psychotherapy can be addressed empirically. Hypotheses can be tested and theoretical 

assumptions about causal relationships can be confirmed or rejected. This 

characteristic of empirically examining theoretical assumptions is lacking in first-

generation psychodynamic, behavioral, or humanistic psychotherapeutic theories 

(Grawe, 1995) that were based on uncontested assumptions. 

By contrast, a scientifically tenable psychotherapeutic theory should be based 

on empirical findings obtained in accordance with empirical methodology (Grawe, 

1999). Empirical testing has shown that different well-established therapeutic 

approaches indeed produce the desired outcomes with their therapies (Smith, Glass, & 

Miller, 1980).  

Despite substantial theoretical and practical differences, most forms of therapy 

proved to be equally effective (e.g., Luborsky et al., 2002). The quote from Alice in 

Wonderland (1936) for this phenomenon, i.e. that "everybody has won, and all must 

have prizes", became known as the Dodo-bird verdict. However, it could also be 

shown that no single therapeutic approach was successful in helping all patients and 

research failed to prove consistent superiority of one approach over others (Grawe, 

Bernauer, & Donati, 1994).  
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Essentially three explanations exist for the conception that very different 

therapeutic approaches all lead to the same results: 

First, most comparative psychotherapy studies were performed with relatively 

small sample sizes and thus low statistical power. Between-group differences must 

therefore be very large to show statistical significance, but actual differences may 

remain undetected (Grawe, 1992).  

Second, most studies compared the average effectiveness of treatments. 

Averaging over large groups of patients leads to a loss of differential effects between 

patients (Grawe, 2004). A given therapeutic approach may be well-suited for some 

patients, but less effective for another group of patients.  

Third, the same non-specific mechanisms of change are manifest in various 

therapeutic approaches (Frank, 1971). However, change mechanisms that are specific 

to a certain therapeutic approach also exist besides such general change mechanisms. 

1.3 Second generation approaches 

Psychotherapeutic theories of the second generation emerged (Grawe, 1995; 

Grawe, 1998). These theories combine empirical findings about causal relationships 

and integrate knowledge about the specific mechanisms of change in various 

therapeutic approaches. Grawe (2004) presented various empirical findings that could 

easily be applied to different forms of psychotherapy. For example, to evoke emotions 

different interventions can be used: exposure in behavioral therapy, two-chair work in 

humanistic psychotherapies and interpretation in psychoanalysis. The effect of 

evoking emotions and thus the underlying processes may be similar while the specific 

procedures used to get there are very different. The great variety of empirically 

supported causal relationships was condensed by Grawe (1998) in his Psychological 

Therapy. 
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Based on a meta-analysis of approximately 900 comparative outcome studies 

on the effectiveness of psychotherapy by Grawe, Donati, and Bernauer (1994), Grawe 

(1995) concluded four general change factors: problem mastery, clarification, 

problem activation, and resource activation. Therapeutic procedures should be 

planned according to these general change mechanisms (Grawe & Caspar, 2011). 

Unlike in treatment manuals, the rules associated with this approach are heuristic, 

allowing for a wide range of techniques to be used and thereby adding a great deal of 

flexibility to the psychotherapeutic treatment. Heuristic procedures come with two 

advantages: First, they can be more easily combined if several goals are relevant 

simultaneously and second, they are still useful when the circumstances change. A 

flexible approach, however, must also be accompanied by a special commitment to 

ongoing monitoring of the processes and outcomes of psychotherapy. 

One principle of change shared by many therapeutic approaches is that 

therapists directly help their patients to master a specific problem. Instructions on how 

to help patients master their problems can be found in specific treatment manuals, 

which in recent years have been published in great number and covering a broad 

spectrum of disorders. The main concern of problem mastery is that the patient 

develops skills empowering him to better cope with a problem (Grawe et al., 1994). 

By this experience he builds up self-efficacy, promoting the confidence of the patient 

in his own abilities to master problems. 

A second, empirically well-established mechanism of change emphasizes the 

patients understanding of himself, his own experience and behavior (Grawe, 1994). 

The therapist helps the patient to make implicit motives, values and goals, which 

determine his experiences and actions explicit. Here, the question to be answered aims 

at motivational clarification not the ability or non-ability of the patient as in problem 

mastery (Grawe, 2004). 
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Another general change factor is problem activation (Grawe, 1998) referring 

to the great importance of the immediate experience of the patient in the therapy 

session. Problem activation is based on the assumption that only what is currently 

being processed can be changed: problematic experiences and behaviors can only be 

changed while they are occurring in a particular situation, because change means that 

a different experience or behavior takes place right in that situation. 

It should be noted that problem activation can hardly have a positive effect in 

itself, however, when preceded by clarification and followed by problem solving, 

problematic behavior can be overwritten. Problem activation works as a moderator of 

change. Problem-solving together with procedural activation can be understood as a 

corrective experience (Alexander, 1950). In the assessment of psychotherapeutic 

interaction, it must be distinguished if the patient merely reports on something 

without feeling it, or whether the patient is emotionally experiencing what he is 

reporting. Only the latter is expected to have a profound curative effect. 

Further, it has been shown that the probability of change in psychotherapy is 

greatest when problem activation and resource activation keep the balance 

(Gassmann, 2002). Resources represent the positive potential of a patient to satisfy his 

basic needs (Grawe & Grawe-Gerber, 1999). Resource activation as a general change 

mechanism in the psychotherapeutic process uses this potential with regard to the 

achievement of therapy goals. An increased consideration of individual resources in 

psychotherapy should result in a good therapeutic alliance, the willingness of the 

patient to open up and an overall increase in self-efficacy (Koban, Willutzki, & 

Schulte, 2005; Schmied & Grawe, 2003). Here, the therapeutic relationship was 

subsumed under resource activation, while elsewhere it is referred to as an additional 

general change factor (Grawe, 2004). 
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The therapeutic relationship is also known as a common factor, a factor shared 

by most if not all psychotherapeutic approaches. Today, common factors have not 

only been recognized as legitimate therapeutic processes, they are by far the variables 

that have received the most empirical attention in psychotherapy process research 

(Castonguay, Eubanks, Goldfried, Muran, & Lutz, 2015). The correlation between the 

therapeutic alliance and outcome is robust across different types of therapy, including 

CBT, and remains so even when moderators such as study design and researcher 

allegiance are included in the analysis (Flückiger, Del Re, Wampold, Symonds, & 

Horvath, 2012). However, controversy exists as to whether the alliance is an 

important causal factor in producing change (DeRubeis, Brotman, & Gibbons, 2005).  

Despite the many advances made in psychotherapy treatments and techniques, 

dropout rated are still about the same as five decades ago, leaving considerable room 

for improvement (Caspar & Kächele, 2016). If all therapeutic approaches are lacking 

something, it will persist after their integration (Caspar, 2015). With his term General 

Psychotherapy Grawe (2004) has postulated an ongoing process of including all 

interventions and concepts relevant for a domain, be they from other approaches to 

psychotherapy or basic science. As all these are ever changing and developing, 

General Psychotherapy is rather a process, an ideal to strive at than a state that can 

ever be reached (Grawe, 2004). The approach of a General Psychotherapy with 

derived general change mechanisms differs from the common factor approach in that 

it is not limited to searching for shared factors within already existing 

psychotherapeutic approaches. 

Different approaches vary in their profile of general change mechanisms. 

While cognitive behavioral therapy (CBT) is primarily working towards problem 

solving, humanistic approaches such as Emotion-Focused Therapy (EFT) are mainly 

characterized by problem activation (Grawe, 1995) while both rely heavily on 
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clarification. Ideally, therapy would include a set of general change mechanisms 

(Schwartz, Hilbert, Schlegl, Dietrich, & Voderholzer, 2018). 

1.4 Cognitive-behavioral assimilative integration 

CBT refers to a popular therapeutic approach that has been applied to a variety 

of problems. In general, its evidence-base is very strong (Hofmann, Asnaani, Vonk, 

Sawyer, & Fang, 2013), however, traditional cognitive-behavioral therapy techniques 

are not always sufficient to treat patients’ distress and to help them develop better 

ways of dealing with life’s difficulties. Several authors have criticized CBT for not 

paying sufficient attention to interpersonal factors involved in psychotherapy (e.g. 

Goldfried & Castonguay, 1993; Robins & Hayes, 1993) and for approaching emotions 

as phenomena to be controlled rather than being experienced (Mahoney, 1980).  

Thus, adding techniques aiming to facilitate interpersonal functioning and 

emotional deepening seem promising when intending to increase CBT’s efficacy. 

Findings suggest that adding techniques from the psychodynamic and interpersonal 

traditions to address client’s maladaptive relationship patterns might increase the 

therapeutic impact of CBT (Blagys & Hilsenroth, 2000). As a whole, research further 

suggests that adding techniques that facilitate client experience and expression of 

emotions may also improve the effectiveness of CBT (Castonguay, Goldfried, Wiser, 

Raue, & Hayes, 1996). 

The beneficial use of what many would consider non-cognitive-behavioral 

therapy methods has raised the question of how best to incorporate methods derived 

from humanistic, psychodynamic, interpersonal or systematic approaches into our 

CBT practice. How do we actually combine traditional CBT techniques with 

interpersonally and emotionally focused interventions that are derived from 

interpersonal, psychodynamic, and humanistic orientations? 
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1.5 The Improve Project 

Researchers and therapists became more and more aware that not a single 

approach is successful in treating all patients (Norcross, 2005). Psychological 

Therapy, the therapeutic approach largely corresponding to the ideas of General 

Psychotherapy draws mainly on empirically validated interventions from CBT and is 

based on concepts with a strong basis in academic psychology and neighboring fields. 

With an emphasis on individual case conceptualizations, reference to general 

therapeutic factors and an explicit prescriptive concept for building and maintaining 

the therapeutic relationship, Psychological Therapy has a major influence in the field. 

The underlying Consistency Theory (Grawe, 2004) is derived from both 

broadly accepted findings that goals and schemes govern mental activity, and from 

Grawe’s own argument that goal formation is developed to satisfy our basic needs. 

The core construct of consistency is key to understanding the development and 

maintenance of both normal and pathological mental processes (Grawe, 2007). 

Consistency is described as the “compatibility of many simultaneously transpiring 

mental processes” Grawe, 2007, p.170), and is a systemic demand, on a neural level, 

for harmonious flow.  When the relationship between intra-psychic processes is 

harmonious, there is a state of consistency. The human mental system strives to avoid 

inconsistency and develops various mechanisms to move from a dissonant, 

inconsistent state to a more harmonious state. The mechanisms we use to avoid or 

correct strong states of inconsistency are very heterogeneous and have been known as 

defense mechanisms, coping strategies, or affect regulation. 

The case conceptualization then includes an individual etiology for the 

development and maintenance of patient problems (Grawe, 2004). Important 

overarching questions are on the one hand, what factors lead to inconsistency, which 

has been shown to be closely related to mental problems. On the other hand, patient 
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resources (abilities, favorable circumstance, etc.) are emphasized and used. The 

patient’s ability to secure and enhance consistency and to solve problems, are 

conceptualized in terms of self-regulation in the sense of Carver & Scheier (2000), 

and more elaborated for practical use in this project. The case conceptualization also 

includes an analysis of problems and possibilities in the therapeutic relationship. The 

prescriptive concept for how to develop an individually adapted therapeutic 

relationship is the Motive Oriented Therapeutic Relationship (Caspar, 2007, 2008) as 

derived from Plan analysis (Caspar, 2018).  

The main focus of Plan analysis according to Caspar is the instrumentality of 

behavior and experience: based on the patient’s verbal, and in particular, nonverbal 

behavior, the therapist makes inferences about the implied Plans and motives, 

answering the question “Which conscious or unconscious purpose could underlie a 

particular aspect of an individual’s behavior or experience?” (Caspar, 2007, p 251). 

The individual results to this question are depicted in a graphical form as a Plan 

structure. This graph depicts the hypothetical motives and Plans “behind” the 

observed behaviors and experiences, as well as the links between these behaviors, 

Plans, and motives. 

Based on Plan analysis, the therapist defines and implements in an 

individualized way the therapeutic relationship offer for a specific patient, the motive-

oriented therapeutic relationship (MOTR; Caspar, 2007). The principle of MOTR is to 

assure the patient that therapy will provide the means to satisfy his basic needs or 

motives within the limits of the therapeutic relationship, without reinforcing 

problematic Plans, behaviors, or experiences (Caspar, 2007). For the patient, it is 

therefore no longer necessary to use his problematic means to attain his motives or 

goals, if these goals are satisfied within the therapeutic relationship. The latter is the 

case by using MOTR in a proactive way. Since the structure of motives is highly 
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individual, the relationship offers must be constructed differently for each patient, 

based on the information collected in the Plan analysis (Caspar, 2009). 

Overall, in Psychological Therapy the therapeutic procedure is developed 

individually aiming to provide custom-tailored psychotherapies but utilizing general 

and disorder-specific etiological models as well as concrete therapeutic procedures, 

often described in manuals (Caspar, 2009). In the sense of General Psychotherapy 

(see above), the choice of useful concepts and interventions is generally open, but 

empirical evidence is a strong argument for the therapist to favor one over the other. 

In principle, all general change factors, clarification, resource activation, problem 

activation, and problem mastery (Grawe, 2004) are utilized, and the whole range of 

broad-spectrum behavior therapy interventions is open, as in previous studies (Grawe, 

Caspar, & Ambühl, 1990; Grosse Holtforth, Grawe, Fries, & Znoj, 2008). It was 

found, however, that working with emotions (general change factors problem 

activation and clarification) has usually less weight than more cognitive forms of 

clarification, as well as the development of competencies and behavioral exercises 

(problem mastery). 

The range of emotion-related interventions commonly used in Psychological 

Therapy is limited when compared with an approach like EFT (Greenberg, 2011). 

EFT appears thus as a suitable complement and enrichment to Psychological Therapy 

as commonly practiced. In various places therapists have indeed begun to combine 

CBT with EFT. There is increasing evidence for the effectiveness of the latter, it 

fulfills the APA criteria for an empirically validated treatment for depression and 

couples therapy (Greenberg & Goldman, 2008; Greenberg & Watson, 2006), and 

evidence for more diagnoses have been published (e.g. Paivio, Jarry, Chagigiorgis, 

Hall & Ralston, 2010). However, effects of integrating EFT-based interventions in a 

way that is close to common integrative practice have not yet been studied.  
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The ongoing Improve Project under the direction of Prof. Dr. Franz Caspar 

(see project proposal, Caspar, 2015; study protocol, Babl et al., 2016) investigates the 

effects of integrating components of Emotion-Focused Therapy (EFT) into 

Psychological Therapy in a manner that is directly mirroring common integrative 

practice in the sense of assimilative integration. A total of 130 adults diagnosed with 

unipolar depression, anxiety or adjustment disorder were randomized to receive either 

Psychological Therapy with integrated emotion-focused components (TAU+EFT) or 

Psychological Therapy emphasizing self-regulation theory. Primary outcome 

variables are psychopathology and symptom severity at the end of therapy and at 

follow up; secondary outcome variables are interpersonal problems, psychological 

wellbeing, quality of life, attainment of individual therapy goals, and emotional 

competency. Furthermore, process variables are being studied as well as aptitude-

treatment interactions and underlying mechanisms of change. Variables are being 

assessed at baseline, after 8 and 16 sessions, at the end of therapy, after 25 ± 3 

sessions, and at 6-, 12- and 36-month follow-ups. The two add-ons EFT and SR are 

briefly explained below. 

EFT has its origins in the humanistic approaches of psychotherapy (Elliot, 

Watson, Goldman, & Greenberg, 2004). As the name Emotion-Focused Therapy 

implies, emotions are at the center of the therapeutic work. Maladaptive and 

secondary emotions should be transformed into primary adaptive emotions 

(Greenberg, 2011). In this context, maladaptive means that emotions are unhelpful 

because only adaptive emotions lead to actions that meet the needs of this individual 

(Greenberg, 2011). It is thus important to provide access to primary, immediate 

emotions that reflect the true needs of a person. These primary emotions are often 

covered up by learned and so called secondary emotions. A detailed introduction to 

EFT can be found elsewhere (e.g. Greenberg & Watson, 2006). 



 
 

 15 

Self-regulation offers one perspective from which to look at adaptive and 

maladaptive functioning of human beings and includes both, conscious, deliberate, 

explicit regulation as well as non-conscious, self-organized, implicit regulation 

(Caspar, 2016). It deals with the question of how an individual manages or fails to 

satisfy his needs or–in the terminology of Grawe’s Consistency Theory (1998) to 

produce and maintain consistency. Although, self-regulation represents a theoretical 

concept that can be used for treatment planning by determining a specific focus and 

choosing specific interventions it was not yet elaborated in a way that would allow 

therapists to directly put it into practice and thus use its full potential. The transfer 

from self-regulation theory into practice was developed by Franz Caspar as part of 

two sabbaticals at the University of Miami when working with Charles Carver and 

resulted in a treatment manual for the self-regulation condition of the Improve 

Project.  

Carver and Scheier (1998) presented the processes involved in self-regulation 

in a theoretical model, beginning with a comparison between the actual and the 

desired state. The desired state provides information about a person's goals, standards, 

and needs, while the actual state describes the situation as it is currently perceived 

(Miller, Galanter, & Pribram, 1960). If the comparator is hyper or hyposensitive, 

responding too often and to very small deviations from the desired state or too little 

and thus only to very large discrepancies between the actual and the desired state it is 

psychotherapeutically relevant. Then, instead of leaving it to self-organization, 

psychotherapy works towards a conscious, deliberate activation of the comparator 

(Caspar, 2016). 

Whenever there is a discrepancy between the actual and the desired state, 

behavior is initiated to reduce this discrepancy (Carver & Scheier, 1998). 
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An individual may have routines that run self-organized without requiring 

conscious information processing. This is economic at best and leads to the use of old 

behavioral patterns completely unsuitable for the current situation at worst. If such 

patterns are so strong that the individual fails to replace them with more adaptive 

behavior the comparator continuously sets off the alarm, often resulting in people 

starting psychotherapy. While the specific therapeutic consequences can be very 

different, the general aim is to increase flexibility, so that the affected person can react 

to situations more adequately. 

Human behavior, especially in the interpersonal context, typically does not 

directly lead to an effect in the sense of self-regulation because it is influenced by 

environmental factors (in particular reactions by other people) and leads to an effect, 

which, as interpreted by the individual, subsequently serves as input for the new 

actual state. The process then repeats itself.  

Carver and Scheier postulate that adaptive regulation includes both, conscious, 

deliberate, explicit regulation as well as non-conscious, self-organized, implicit 

regulation. Ideally, these two ways of regulation complement each other. 

Psychological problems are often related to one type of regulation taking over when 

the other would be more adaptive. Psychotherapy usually attempts to interrupt self-

organized processes and replace them with consciously regulated ones which might 

eventually develop to be adaptive self-organized patterns. As an alternative and 

complement to classical models of information processing and action control 

emphasizing conscious processes, connectionist and neural network models have been 

developed since the 1980s (Rumelhart et al., 1986). According to these, behavior and 

especially learning can happen without conscious control. Similar to the functioning 

of the central nervous system, it is assumed that information is represented and 

processed in very large network associations of nodes. In connectionist learning, 
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networks self-organize and change to reach minimal tension. Tension increases when 

negatively connected nodes are activated simultaneously and decreases if only 

positively linked elements are activated at the same time. Patterns can develop and 

shape behavior and experience without peoples’ awareness. A simplified illustration 

of such self-organization models that can be of great help when working with patients 

in the SR condition is the tension landscape (Casper et al., 1992). 

The tension landscape represents the total tension of all states into which an 

individual may fall. Lower in the tension landscape means tension-free and thus 

better. The probability of landing and remaining in low-tension valleys is greater than 

on high-tension hills. The lowest point is called "global minimum". In addition, there 

are "local minima", where tension may be higher but lower when compared to the 

immediate surroundings. Local minima stand for patterns in which elements such as 

emotions, cognitions, behavior, biological conditions and the environment fit well. 

The clinical relevance arises from the fact that mental disorders can be understood as 

such local minima. Dysfunctional patterns often have little tension in themselves. 

However, there is high tension between the dysfunctional patterns and other areas of 

functioning which is experienced as distressing. Nevertheless, it is difficult to leave 

local minima since it first requires an increase in tension before eventually decreasing 

(Caspar, 2016). 

In the CBT + SR condition the emphasis lies on the identification and change 

of factors leading to the use of disadvantageous forms of regulation. Corresponding 

interventions were derived from the theoretical model of self-regulation and are 

explained in detail in the study protocol (Babl et al., 2016). 

1.6 Contributing to the Improve Project 

As part of the Improve Project, I wrote four articles, the first two of which 

covered the study protocol and therapist adherence to treatment. The third was a meta-
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analysis on change of defense mechanisms in patients receiving psychotherapy, 

which, in turn, was a prerequisite for the fourth article investigating defense change 

for the first time in an integrative, randomized controlled trial with add-on design. 

Within the scope of this dissertation it is possible to cover one part of the Improve 

Project, while other areas are covered by further doctoral theses or the main 

publication and additional aspects of psychotherapy integration remain open for future 

research. 

The study protocol describes the background, rationale, objectives, design, 

methodology, statistical considerations and aspects related to the organization of the 

Improve Project. allowing all study team members to review the project’s steps and 

refer to this trial protocol in their own investigations. 

The aim of the second article was to measure adherence to treatment in this 

integrative randomized-controlled trial with add-on design. A video-based adherence 

rating was used: Treatment arms were broken up into specific therapeutic 

interventions so that the proportion of session time dedicated to each over the course 

of therapy could be rated. Ensuring not only a theoretical but also a practical 

difference between the two treatment conditions is important in comparative studies 

and constitutes a crucial prerequisite for further analyses of between-group 

differences. 

It is methodologically reasonable to study therapies that follow two 

approaches (EFT and SR) with concepts of a third approach that does not a priori 

favor one of the two approaches. Not only the effect of the add-ons, but also those of 

Psychological Therapy which strives for consistency in the human mental system 

should be studied. Defense mechanisms, a concept originating in psychoanalytic 

theory can be used to correct strong states of inconsistency and previous studies also 

concluded that defenses may play a mediating role in symptom and functioning 
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change (e.g. Hill et al., 2015). Defense mechanisms thus seem to be a suitable choice 

for an independent measuring instrument of between group differences. However, 

sample sizes of previous defense studies were small, resulting in a low reliability of 

findings. The third article as part of this dissertation is thus a meta-analysis examining 

studies measuring change of defense mechanisms in psychiatric patients over the 

course of psychotherapy in relationship to other treatment outcomes. 

The aim of the fourth study was then to investigate defense change over the 

course of 25 ± 3 therapy sessions in a randomized controlled trial comparing CBT + 

EFT with CBT + SR in patients with depression, anxiety and adjustment disorder and 

relate it to psychotherapy outcome. 
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2.1 Article 1 

Babl, A., grosse Holtforth, M., Heer, S., Lin, M., Stähli, A., Holstein, D., … Caspar, 

F. (2016). Psychotherapy integration under scrutiny: investigating the impact of 

integrating emotion-focused components into a CBT-based approach: a study protocol 

of a randomized controlled trial. BMC Psychiatry, 16(1), 423-436. 

  



 
 

 21 

Running head:  INTEGRATION OF EMOTION FOCUSED COMPONENTS                                              

 

 

 

 

Psychotherapy integration under scrutiny: 

Investigating the impact of integrating emotion-focused components into a CBT-

based approach: a study protocol of a randomized controlled trial  

 

 

Anna Babl1*, Martin grosse Holtforth1,2, Sara Heer1, Mu Lin1, Annabarbara Stähli1, 

Dominique Holstein1, Martina Belz1, Yvonne Egenolf1, Eveline Frischknecht1, Fabian 

Ramseyer1, Daniel Regli1, Emma Schmied1, Christoph Flückiger1,3, Jeannette 

Brodbeck1, Thomas Berger1 & Franz Caspar1  

 

1University of Bern, 2University Hospital Insel, Bern, 3University of Zurich 

 

 

 

 

 

 

 

  



 
 

 22 

Abstract 

This currently recruiting randomized controlled trial investigates the effects of 

integrating components of Emotion-Focused Therapy (EFT) into Psychological 

Therapy (PT), an integrative form of cognitive-behavioral therapy in a manner that is 

directly mirroring common integrative practice in the sense of assimilative 

integration. Aims of the study are to understand how both, an existing therapy 

approach as well as the elements to be integrated, are affected by the integration and 

to clarify the role of emotional processing as a mediator of therapy outcome. A total 

of 130 adults with a diagnosed unipolar depressive, anxiety or adjustment disorder 

(seeking treatment at a psychotherapy outpatient clinic) are randomized to either 

treatment as usual (PT) with integrated emotion-focused components (TAU+EFT) or 

PT (TAU). Primary outcome variables are psychopathology and symptom severity at 

the end of therapy and at follow up; secondary outcome variables are interpersonal 

problems, psychological wellbeing, quality of life, attainment of individual therapy 

goals, and emotional competency. Furthermore, process variables such as the quality 

of the therapeutic relationship are studied as well as aptitude-treatment interactions. 

Variables are assessed at baseline, after 8 and 16 sessions, at the end of therapy, after 

25 ± 3 sessions, and at 6, 12 and 36 month follow-up. Underlying mechanisms of 

change are investigated. Statistical analyses will be conducted using the appropriate 

multilevel approaches, mainly two-level regression and growth analysis. The results 

of this study will indicate whether the integration of emotion-focused elements into 

treatment as usual increases the effectiveness of Psychological Therapy. If advantages 

are found, which may be limited to particular variables or subgroups of patients, 

recommendations for a systematic integration, and caveats if also disadvantages are 

detected, can be formulated. On a more abstract level, a cognitive behavioral 

(represented by PT) and humanistic/experiential (represented by EFT) approach will 
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be integrated. It must be emphasized that mimicking common practice in the 

development and continued education of psychotherapists, EFT is not integrated as a 

whole, but only elements of EFT that are considered particularly important, and can 

be trained in an eight-day training plus supervision of therapies.  

Keywords: Emotion-Focused Therapy, Integration, Self-regulation, Psychological 

Therapy, Cognitive-behavioral therapy, Randomized Controlled Trial  
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Introduction 

Grawe formulated an approach designated General Psychotherapy (Caspar, 

2010; Caspar & Znoj, 2011; Grawe & Caspar, 2011) in which he postulated that first 

generation approaches, the original approaches to psychotherapy as developed by 

their founders, had to be overcome. In his opinion they neglect or even suppress and 

fight concepts and findings that are not in line with their original stance. Second 

generation approaches, in contrast, utilize all concepts and evidence relevant for a 

scope of applications. The domain for which it claims relevance may be limited, but 

all that is relevant to the claimed range of application should be integrated. As 

research is continually developing, General Psychotherapy stands for a continuous 

endeavor despite the end state never fully being reached. It is not just another 

approach to psychotherapy with a fixed set of concepts and interventions, but rather a 

model in continuous development. Psychological therapy (PT; Grawe, 2004; Grawe, 

1998) as practiced in Bern at the outpatient clinic of the Institute of Psychology and 

taught in the postgraduate training program as well as in many other German-

speaking institutions, follows the idea of General Psychotherapy. It is mainly a 

cognitive behavioral approach that has its roots in humanistic and learning theories, 

but also relies on cognitive science, emotion and social psychology, neurobiology, 

and interpersonal and systemic approaches. Since its origins in the late 70’s, there has 

been an ongoing attempt to follow the principles of General Psychotherapy. This has 

led to an approach that could be described as integrative (Norcross & Goldfried, 

2005). The integration, however, is not eclectic but guided by theoretical concepts 

such as general change factors (Grawe, 2004). These change factors include 

clarification, resource activation, problem activation, and problem mastery. 

Psychotherapeutic interventions can be related to these factors, which allows for the 

description of approaches to psychotherapy in terms of their typical profiles. 
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Cognitive-behavioral therapy (CBT), for example, has an emphasis on mastery, and 

problem activation takes specific forms, such as behavioral exposure. Systemic 

approaches have a traditional strength in resource activation. Client centered therapy 

and psychodynamic approaches predominantly offer interventions fostering 

clarification, etc. A problem is that not all patients need the same profile in their 

therapy, and matching the patients’ needs with what a traditional approach has to offer 

is not an optimal solution: The same patient may need different approaches for 

different problems, there may be a change of needs over time, and not all relevant 

problems may be known in the beginning of a therapy. Therefore a psychotherapeutic 

approach should be adaptable to the patient needs and possibilities as reflected in a 

case formulation (Caspar, 2009). To reach this goal, it is desirable that for all change 

factors a sufficient range of interventions and concepts upon which they are based is 

available, and the use of each has been empirically studied. 

In the past decades Emotion-Focused Therapy (EFT) has become increasingly 

popular, both in clinical practice and in research. EFT is an approach of humanistic, 

client-centered, and gestalt origin. Main proponents are Greenberg, Elliott, Paivio, 

Watson, Pascual-Leone, Goldman, and Pos (for an overview: Greenberg, 2010). EFT 

refers to common concepts of emotion psychology and other relevant domains of 

psychology and includes a number of concepts as well as interventions. EFT is a 

process-oriented approach that integrates an empathic relationship offer and process-

directive interventions aiming to improve a patient’s ability to constructively deal 

with emotions (Greenberg, 2002). According to the prescriptive concepts of EFT, 

various types of emotional experiencing/processing are distinguished, which require 

different interventions. Important distinctions are primary vs. secondary emotions 

(roughly: natural/spontaneous vs. transformed/distorted) and adaptive vs. maladaptive 

emotions (roughly: helpful vs. not helpful for satisfying one’s needs). It is assumed 
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that a patient’s problems are often related to an inability to understand own emotions 

and thus an inability to derive appropriate responses. It can also be an inability to 

expose oneself to threatening or painful emotions, even though such exposure has a 

potential of fostering personal development. The overarching goal is to enable the 

patient to become asymptomatic and improve quality of life by transforming 

maladaptive emotions into adaptive emotions. The therapeutic procedure is led by 

“markers” (indicators for problems in emotional processing, but also for a patient’s 

readiness to work on emotional problems), which become visible/audible in the 

therapeutic process and indicate which therapeutic interventions are most promising 

under which circumstances. Within a relatively short time, EFT has acquired a sound 

scientific stance in several empirical studies (Elliot, Greenberg, Watson, Timulak, 

Freire, 2013). It corresponds to APA (American Psychological Association) standards 

of empirically validated treatments for individual treatment of depression and for 

couples therapy, for which manuals have been developed (Greenberg, 2002; 

Greenberg & Goldman, 2008; Greenberg & Watson, 2005; Paivio, 2013). Moreover, 

there is evidence for positive effects on other disorders. 

In practice, psychotherapists increasingly tailor their interventions to the 

characteristics of an individual patient and thereby use a number of methods not 

confined to a single therapy approach. Recent evidence shows that a big part, if not a 

majority of psychotherapists, adopt a rather integrative stance (Norcross & Rogan, 

2013). Trained in one approach, therapists seek complements in other approaches 

when they find conceptual and practical weaknesses of their initial approach. With 

experience, therapists acquire elements from other therapy schools and traditions and 

thus become more flexible in the treatment of their patients, conceptually and 

technically. Therapists tend to integrate therapeutic elements from a new approach 

into the old one, once they were found effective through empirical evidence. They 
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rather integrate elements of a new approach into an old one than changing completely 

from the original approach to another (Messer, 2001). At the level of training, a recent 

study conducted in the United States showed that one third of the accredited training 

programs in psychotherapy offer mandatory or optional training in five major 

psychotherapy theories (psychodynamic theory, humanistic theory, cognitive theory, 

behavioral theory, systems theory), 90% reported teaching psychotherapy integration 

in one or more courses (Boswell, Castonguay, & Pincus, 2009). The majority of 

trainees characterizes their therapeutic approach as “eclectic/integrative” (Boswell et 

al., 2009), and in private practice, only two percent of therapists completely identify 

themselves with one single orientation (Cook, Biyanova, Elhai, Schnurr, & Coyne, 

2010). A common type of integration has been named assimilative integration, that is, 

therapists are trained in a particular approach and take it as a point of departure for 

integrating other concepts and interventions that appear as particularly useful 

complements to the original one (Messer, 2001). A recent expert panel on the future 

of psychotherapy in the United States of America (“Psychotherapy in 2022“) 

estimated a likely increase of integrative approaches (Norcross, Pfund, & Prochaska, 

2013). 

Nevertheless, it is uncommon to study such integration, and research on its 

effects on process and outcome is rather rare (Boswell et al., 2009). Thus, more 

research on psychotherapy integration is needed, if psychotherapy research is to cover 

real practice in an endeavor to reduce the currently much bemoaned scientist-

practitioner gap. The main aim of this study is to compare Psychological Therapy 

corresponding to the usual practice in Bern to Psychological Therapy with integrated 

EFT elements. A central characteristic of the presented project is its external validity 

being particularly evident in the elaboration of naturalistic conditions and treatment as 

usual (TAU) being part of both conditions (TAU+EFT and TAU). Twenty-three 
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therapists per condition treat a total of 130 patients from the outpatient clinic of the 

University of Bern, suffering from depressive, anxiety and adjustment disorders. 

Therapists vary in their general therapy experience and extent of training. This will 

allow for evaluating the influence of these variables. To secure balance regarding the 

amount of training and supervision between the project conditions, TAU without EFT 

will be supplemented with additional units elaborating on some elements that are 

already part of PT. 

The overarching question addressed is: What are the consequences of 

systematically integrating emotion-focused concepts and interventions into 

Psychological Therapy? This is seen as exemplary for major steps in therapy 

development in the sense of General Psychotherapy and follows suggestions by others 

(Borkovec & Castonguay, 1998). The general research question can be subdivided 

into the following questions: 

1. Is there a general superiority of TAU+EFT over TAU in the changes from pre to 

follow-up (with indicators such as stability of change, post-therapeutic gain, and 

reduction of relapses)? 

2. Is there a superiority of TAU+EFT over TAU in variables indicating deeper levels 

of processing? 

3. Are there negative side effects of the integration e.g. due to less attention and time 

dedicated to more traditional but useful elements and procedures? 

4. Additional exploratory research questions include the examination of potential 

predictors, moderators and mediators of outcome (e.g. symptom severity, onset of 

primary disorder, previous psychotherapies, and process variables such as 

experiencing ratings). 

Some questions are specific in terms of differential effects regarding TAU and 

TAU+EFT (e.g., level of experiential processing, emotion-regulation skills). The 
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example of emotional processing (EP) is used to illustrate the kind of planned 

analyses. EP is assumed to be a trans-theoretical mechanism of change (Foa & Kozak; 

1986) and emotion-focused interventions are considered potent ways to facilitate 

emotional processing (Greenberg & Watson, 2005; Pascual-Leone & Greenberg, 

2007). Moreover, the level of EP has predicted psychotherapy outcome in previous 

research (Grosse Holforth et al., 2012; Hayes, Beevers, Feldmann, Laurenceau, & 

Perlmann, 2005). Therefore, we hypothesize that patients in TAU+EFT will show 

higher levels of EP than patients in TAU, and the level of EP in both conditions will 

mediate the relationship between emotion-focused interventions and therapy outcome. 

Higher levels of EP will predict better outcomes at follow-up. 

Method  

Participants 

A total of 130 patients fulfilling the diagnostic criteria for a unipolar 

depressive (ICD, F32), anxiety (ICD, F40, F41) or adjustment disorder (ICD, F43.2) 

are being recruited, with 65 participants randomly assigned to the TAU+EFT 

condition and 65 to treatment as usual. Participants are recruited at the psychotherapy 

outpatient clinic of the University of Bern, once they have registered for therapy and 

meet the requirements for participation in the study. As both conditions can be offered 

as treatments with empirically supported effects, it is not expected that many patients 

will decline, although the standard of 25 ± 3 sessions may be an obstacle to some. 

With an average of three therapies per therapist, 23 therapists are needed per 

condition. In support of external validity and generalizability of our findings, 

therapists of varying experience are included. The participation of five experienced 

therapists and 18 therapists in training per condition is planned. All therapists in this 
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study have a master’s degree in psychology and therapists in training have been in 

postgraduate training at the University of Bern for at least one and a half years.  

Inclusion and exclusion criteria 

One important goal of this project is to inform therapists about the effects of 

integrating emotion-focused elements in Psychological Therapy in a naturalistic and 

routine practice setting. To maximize external validity and generalizability to 

common therapeutic practice the patient sample should not be too homogeneous and 

the sample should be replicable. A good solution seems to focus on patients with 

unipolar depressive, anxiety and adjustments disorders as the most prevalent patient 

groups in psychotherapy outpatient settings (Strauss et al., 2015), making about 50% 

of the patients in our outpatient clinic. Minimum age is 18. Exclusion criteria are 

active substance dependence for the previous six months, current suicidal risk or 

immediate threats of self-harm, or meeting criteria for organic mental disorders. In 

addition, we exclude individuals with health conditions that require medication 

potentially affecting their mood (e.g., steroids), and individuals receiving concurrent 

psychological treatments, including psychotherapy. Patients who have been under 

antidepressant medication at a stable dose for at least one month are allowed to 

participate. Comorbidity with disorders not on the exclusion list does not lead to 

exclusion as long as anxiety, depression, or adjustment problems are of primary 

concern. 

Sample size calculation 

Based on a power analysis with G*Power (Faul, Erdfelder, Buchner, & Lang, 

2009) an optimal total sample size of 130 patients allows for the detection of a small 

effect (Cohen’s f = 0.10) for the interaction between time (pre, post, follow-up) and 

treatment condition (TAU+EFT vs. TAU) (repeated measures analyses of variance 

(ANOVA), within-between-interaction; α = 0.05; power = 0.80; number of groups=2; 
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number of measurements=3; pre-post correlation of pre-post values: r = 0.6; non-

sphericity correction=1). Multilevel models allow for assessment-by-assessment 

approaches: Assuming 130 patients and three assessments per patient (pre, post, 

follow-up), the resulting N would be 390. Further assuming a 20% dropout rate at 

follow-up, this sample would be reduced to 312. This would enable the detection of 

small effects of 3.4% explained variance in a regression model (linear multiple 

regression: random model; H1: ρ2 >0; α  = 0.05; power = 0.80) with three predictors 

(treatment condition, time, and their interaction); and would still allow the 

identification of small effects of 5.1% explained variance in a model including 

additional covariates with a total of ten predictors (Faul et al., 2009). 

Study design and group allocation 

This study is conducted as a randomized controlled trial with two active 

treatments: TAU+EFT and TAU. A 2x3 design is used with one between-subject 

factor (two treatment conditions) and one within-subject factor (time: pre, post, 12 

month follow-up).  

After completion of the baseline assessment and checking of the inclusion and 

exclusion criteria, a randomization procedure with equal allocation of patients to each 

treatment condition is used. To ensure a balanced distribution of diagnostic groups in 

the two treatment arms, a stratified randomization is applied. The allocation lists are 

created by an independent researcher with a computerized random number generator 

and are unknown to the investigators. The study design is shown in Figure 1. 



 
 

 32 

 

Description of the interventions 

 The treatment conditions are Psychological Therapy as usual and 

Psychological Therapy with emotion-focused components. Each intervention consists 

of 25 ± 3 sessions of 50 minutes each. 25 sessions is the official standard for short-

term therapies in the German health-care system. To standardize the duration to some 

extent serves to facilitate the comparison of therapies in the planned process analyses. 

Recruitment of patients via 
screening at outpatient clinic 

Baseline assessment (T1) 

Intake (n=) 

Informed consent (n=) 

In- and exclusion criteria (n=) 

Randomization (n=130) 

25±3 sessions PT+EFT 
(n=65) 

TAU (n=) 
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Excluded: No informed consent 
(n=) 

Excluded: Inclusion criteria not 
met or exclusion criteria 

applicable (n=) 

Intermediate measures in 
session 8, 16 (T2, T3) (n=) 

Intermediate assessment in 
session 8, 16 (T2, T3) (n=) 

Analyzed (intention to 
treat) (n=65) 

Post measurement after 
session 25 (T4) (n=) 

Drop-out (n=) 
Lost to follow-up (n=) 

Analyzed (intention to 
treat) (n=65) 

Post measurement after 
session 25 (T4) (n=) 

Drop-out (n=) 
Lost to follow-up (n=) 

Follow-up (n=)  
6, 12 and 36 months after 
completion of TAU+EFT 

Follow-up (n=)  
6, 12 and 36 months after 
completion of SR+EFT 

25±3 sessions PT+Self-
regulation (n=65) 

Figure 1 Participant recruitment and study flow chart   
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Case formulation and Plan Analysis: Both treatments are based on 

Psychological Therapy [5], an integrative form of cognitive-behavioral therapy and 

are based on explicit individual case formulations. The case formulations include an 

analysis of the individual etiology for the development and maintenance of patient 

problems. A first overarching question is which factors lead to inconsistency (i.e., the 

tension resulting from discrepancies between needs and reality and from internal 

conflicts; Grawe, 2004). Inconsistency has been shown to be closely related to mental 

problems (Fries & Grawe, 2006). Second, patient strengths and resources are 

emphasized and used (e.g., abilities, preferences, favorable circumstances, etc.). The 

patient’s ability to secure and enhance consistency and to solve problems is 

conceptualized in terms of Plan Analysis (Caspar, 2007).  The case formulation also 

includes an analysis of problems and potentials for the therapeutic relationship.  

Psychological therapy further makes reference to general change factors, and 

an explicit prescriptive concept for fostering the therapeutic relationship (Motive-

Oriented Therapy Relationship as derived by the therapist from Plan Analysis). The 

main focus of Plan Analysis (Caspar, 2007) is the instrumentality of behavior and 

experience (what conscious or non-conscious purpose does an aspect of overt or 

covert behavior hypothetically serve?). From the patient’s verbal and nonverbal 

behavior, the therapist infers underlying Plans of which many are non-conscious. For 

a specific patient, the therapist defines and implements a customized therapeutic 

relationship offer based on an individual Plan Analysis. Whereas the Motive-Oriented 

Therapy Relationship is a prescriptive approach, it is neutral in terms of therapy 

orientations. Its essence is to recognize, support and foster a patient’s positive motives 

in an active way that is not contingent to the presenting problem behaviors. Whereas 

the therapeutic procedure is developed individually, it utilizes etiological models and 

therapeutic procedures as often described in manuals. Following the principles of 
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General Psychotherapy, the choice of helpful concepts and interventions is generally 

free, but empirical evidence is a strong argument for the therapist to favor one over 

another. In principle, all change factors, clarification, resource activation, problem 

activation, and problem mastery (Grawe, 2004), are utilized, and the whole range of 

broad-spectrum behavior therapy interventions may be implemented (Grawe, Caspar, 

& Ambühl, 1990; Grosse Holtforth et al., 2011; Grosse Holtforth, Grawe, Fries, & 

Znoj, 2008). However, it has been found in the past that working with emotions 

(instances of the change factors problem activation and clarification) has normally 

less weight in comparison to more cognitive/rational forms of clarification, skill 

building, or behavioral exercises. As explained above, this is closely related to lesser 

familiarity with and a greater insecurity in the implementation of interventions 

focusing on emotions.  

 Treatment as usual with emotion-focused components (Greenberg, 2010) is 

based on Psychological Therapy, but emphasizes working with emotions, particularly 

the use of EFT models and techniques. This involves the practice of mainly four 

psychological skills: empathy, focusing, two-chair work and empty-chair work. These 

are conveyed in a special eight-day training and supported by supervisions 

(individually or in small groups of up to four supervisees) on average every two 

weeks, so that therapists feel comfortable using them. In addition every three months 

a supervision of the supervisors by expert EFT supervisors takes place. Manuals, 

which are relatively heuristic/flexible to allow for individualized procedures, 

accompany instructions for the interventions. All components of both interventions 

must be implemented according to the manual’s specification. For detailed 

information on the content of EFT-components see Table 1.  
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Table 1 Content of the emotion-focused components 
EFT-Component Content 
Empathy Empathy forms the basis of the therapeutic work in emotion-focused 

therapy as a technique and the fundament of the therapeutic 
relationship. Different forms of empathy play an important role in the 
shaping of the therapeutic relationship, affect regulation, 
deconstruction and the establishment of positive behavior towards the 
self. 

Focusing Focusing is a therapeutic technique to help expand the cognitive 
memories by the corresponding bodily reactions and thereby activate 
affective schemes usually arising in problematic situations. The goal 
is to look at current behavior in a larger context and recognize 
potential relationships to past experiences. 

Two-chair work The two-chair dialogue is used for confrontational processes e.g. self-
evaluative splits, anxiety-splits and hopelessness splits where the 
patient operates alternating from both chairs. The main aim of two-
chair work is an increase in self-compassion.  

Empty-chair work An indication for the empty-chair work is unfinished business with a 
significant other. The significant other can be imagined in the empty 
chair and contacted. The objective is a change in emotional schemes 
concerning the significant other. 

 
 Treatment as usual: In an add-on design, it would be problematic to give 

special training and attention to therapists only in one condition, because it would be 

hard to retrospectively single out factors such as higher expectancy, additional 

investment of time, allegiance, etc. To ensure that effects are specifically attributable 

to the add-on condition, it is important to balance out the conditions by making an 

equivalent addition also to the TAU condition, while keeping these additions within 

the concepts that characterize TAU. Thus in the TAU condition, self-regulatory 

processes as conceptualized by Carver & Scheier (2000) and others receive particular 

attention as an equivalent addition. Self-regulatory processes are part of the 

consistency theory described by Grawe (2004) and are conceptually part of 

Psychological Therapy as usual. It has been found though, that therapists seldom 

exploit the concrete possibilities of utilizing the self-regulation perspective in 

practice. Therefore, concrete self-regulation based interventions including 

psychoeducation on self-regulation models have been described and conveyed in the 

training. The self-regulation perspective does not come along with specific 
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interventions. However, the self-regulation perspective determines the planning of 

interventions in this condition, the way therapists are conveyed to their patients, and 

the choice of an attention focus.  

In addition, therapists in this condition are advised to use strategies emphasizing 

emotions not more than considered necessary based on the individual case 

conceptualization. The first category in Table 1, empathy, is considered to be part of 

TAU, although plausibly more typical and frequent in the TAU+EFT condition. 

Techniques most typical for EFT (categories 2-4 in Table 1) are proscribed although 

in the improbable case that a therapist thinks, that an intervention typical for EFT is 

absolutely required for a particular patient, he or she can argue in favor of such an 

intervention vis a vis the supervisor who can approve it, if convinced that no non-EFT 

procedure would lead to similar effects.  

The amount of training and supervision is equivalent in both conditions. Besides the 

basic model of self-regulation by Carver & Scheier (2000) other concepts are part of 

this active control condition, e.g. practicing an inner monologue for the planning and 

regulation of behavior (Meichenbaum & Cameron, 1989) and clarification which 

factors lead to maladaptive self-organization, in particular ego depletion (Baumeister 

& Vohs, 2007). For a detailed description of the self-regulation components see Table 

2. 
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Table 2 Content of the self-regulation components 
SR-Component Content 
Explanation of the 
SR-model 

Explanation and discussion of the basic model of self-regulation. 
Illustration of both, self-regulatory and self-organized processes. 
Responding to the different boxes in the model and development 
of possible therapeutic starting points. 

Clarification, when 
the patient produces 
perceptions, instead 
of objective change 

Identification of changes reducing discrepancies between desired 
and the perceived states in perception only, as opposed to more 
tangible, concrete changes. 

Deliberate 
reflection of goals 
and values 

Goals, values, needs and standards are brought to mind and 
reflected. Finding out possible meanings for the activity of the 
comparator (which compares perceived to desired states). 

Tracing the deve-
lopment of ideals 
and norms from 
personal history 

Clarification of the origin of goals, values, needs and standards 
from the biography of the patient. 

Attention-regulation Training of conscious adaptation of the allocation of attention to 
the requirements and the switching between different modes of 
perception (deliberate/conscious vs. implicit/self-organized). 
Focusing attention on self-organized patterns of attention. 

Work on self-
instruction 

Practicing self-control by the concretization of long-term 
consequences, to strengthen them over short-term consequences.  

Regulation of 
behavior 

Learning to monitor and control own behavior in terms of dual-
process models (deliberate vs. self-organized regulation).  

Regulation of the 
body 

Relaxation exercises and techniques to reduce tension and 
agitation. 

Emotion-regulation Training of skills in emotion regulation as part of self-regulation. 
 

Measurements 

For an overview of assessments at baseline, intermediate measurements (8 

weeks, 16 weeks), post-treatment after 25-weeks, as well as 6, 12 and 36 month 

follow-up see Table 3.  
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Table 3 Measurements and time of assessment 
Instrument Abbr. Aim Time of assessment 

Clinician administered 
   Structured Clinical Interview for DSM IV SCID DSM-IV Axis I/II disorders pre, post 

Hamilton Depression Rating Scale HDRS severity of depressive symptoms pre, post 

Goal Attainment Scaling GAS individual goals pre, intermediate, post 

Self-report ratings 
   A. Symptom severity 
   Brief Symptom Inventory BSI symptom impairment pre, intermediate, post, follow-up 

Beck Depression Inventory BDI-II severity of depressive symptoms pre, intermediate, post, follow-up 

Beck Anxiety Inventory BAI severity of anxiety symptoms pre, intermediate, post, follow-up 

B. Wellbeing 
   World Health Organization 5 WHO-5 psychological wellbeing pre, intermediate, post, follow-up 

Short Form 12 of the Health Survey SF-12 health-related quality of life pre, intermediate, post, follow-up 

C. Coping/ Emotion regulation 
   Self-assessment of Emotional Competences SEK-27 dealing with negative emotions pre, post 

D. Interpersonal problems 
   Inventory of Interpersonal Problems IIP-32 interpersonal problems pre, intermediate, post, follow-up 

E. Motives/ Incongruence 
   Inventory of Approach and Avoidance Motives FAMOS motivational goals and schemes pre, post 

Incongruence Questionnaire INK incongruence pre, intermediate, post, follow-up 

F. Process measures 
   Bern Post-Session Report Patient Version BPSR-P treatment process after every therapy session 

Bern Post-Session Report Therapist Version BPSR-T treatment process after every therapy session 

Symptom Checklist SCL-9 psychological distress after every therapy session 

Classification of Affective Meaning States CAMS emotional processing rating of therapy session 

Experiencing Scale EXP experiencing rating of therapy sessions 
 

Primary outcome measures 

 Measures of psychopathology, symptoms of depression and symptoms of 

anxiety are used as a composite primary outcome measure (Flückiger, Regli, Grawe, 

& Lutz, 2007). This composite measure consists of the Brief Symptom Inventory 

(Franke, 2000), the Beck Depression Inventory II (Hautzinger, Keller, & Kühner, 

2006) and the Beck Anxiety Inventory (Margraf, Beck, & Ehlers, 2007). 

Brief Symptom Inventory 

 The Brief Symptom Inventory (BSI; Franke, 2000) is a self-report measure 

consisting of 53 items and detecting the subjective impairment by a range of 

psychological symptoms during the last seven days. The BSI offers information about 



 
 

 39 

the psychological burden with regard to nine subscales: somatization, obsessive-

compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, psychoticism. As an economic screening instrument with robust 

psychometric properties, this inventory is commonly administered to detect pre-post 

changes (Franke, 2000). 

Beck Depression Inventory II 

 The revised version of the Beck Depression Inventory (BDI-II; Hautzinger et 

al., 2006) is a self-assessment tool consisting of 21 items to determine depressive 

symptoms during the past two weeks. The BDI-II is not only an indicator of the 

severity of depressive symptoms in accordance with DSM-IV but also one of the most 

widely used self-report measures for depression in clinical practice and research 

(Kütner, Bürger, Keller, & Hautzinger, 2007). It has shown robust psychometric 

properties (Hautzinger et al., 2006). 

Beck Anxiety Inventory 

 The Beck Anxiety Inventory (BAI; Margraf et al., 2007) is a self-report 

questionnaire to detect the severity of anxiety symptoms. The BAI consists of 21 

descriptive statements with regard to symptom severity during the last seven days. 13 

of 21 items detect physiological symptoms, 5 items measure cognitive aspects of 

anxiety and three items refer to both, somatic and cognitive symptoms. The BAI can 

be cited as a reliable and valid questionnaire (Margraf et al., 2007). 

Secondary outcome measures 

World Health Organization 

 The WHO-5 (Henkel et al., 2003) is a short questionnaire measuring 

subjective psychological wellbeing over the past two weeks using 5 items. A low 

value indicates low wellbeing and quality of life and a high value is associated with 

wellbeing and high quality of living. The WHO-5 has shown to be a sensitive and 
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specific screening instrument for depression (Topp, Østergaard, Sondergaard, & 

Bech, 2015). The clinimetric validity, the responsiveness and sensitivity were 

evaluated. The WHO-5 performed well with regard to all these aspects (Topp et al., 

2015). 

Short Form of the Health Survey 

 Health-related quality of life is measured with the Short Form of the Health 

Survey (SF-12; Topp et al., 2015). Its two subscales measure physical and mental 

aspects of health-related quality of life. It captures general health as well as pain, 

disabilities in daily life and mental problems. The SF-12 asks for the presence and 

severity of 12 items over the course of the last four weeks. The re-test reliability is 

good and roughly equivalent to the long form (Morfeld, Kirchberger, & Bullinger, 

2011). 

Emotional Competence 

 Emotional Competence is measured by the SEK-27 (Berking & Znoj, 2008). 

The emotional competence is recorded both, in general (trait) as well as with respect 

to the last week (prolonged state). The questionnaire consists of 27 items that are 

resumed to nine subscales: attention, clarity, body perception, understanding, 

acceptance, resilience, self-support, willingness to confront and regulation. The total 

value generally corresponds to the constructive handling of negative emotions. The 

SEK-27 is a reliable, valid and sensitive self-assessment measure for the constructive 

dealing with negative emotions (Berking & Znoj, 2008). 

Inventory of Interpersonal Problems 

 The Inventory of Interpersonal Problems (IIP-32; Thomas, Brahler, & Strauss, 

2011) is a questionnaire for the self-assessment of interpersonal problems. With the 

help of this instrument patients can describe how much they suffer from specific 

difficulties in dealing with other people. The IIP-32 consists of 32 items and the 8 
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scales correspond to the octants of the Interpersonal Circle (Kiesler, 1997): too 

autocratic/ dominant, too expressive/ intrusive, too caring/ friendly, too exploitable/ 

resilient, too insecure/ obsequious, too introverted/ socially avoidant, too repellent/ 

cold, too quarrelsome/ competitive. In addition, a total value is formed which 

characterizes the degree of interpersonal problems. The IIP-32 has shown adequate 

psychometric properties (Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988). 

Inventory of Approach and Avoidance Motives 

 The Inventory of Approach and Avoidance Motives (IAAM/ German: 

FAMOS; Grosse Holtforth & Grawe, 2000) assesses motivational goals of 

psychotherapy patients. The FAMOS consists of 94 items, which are rated in terms of 

their importance. The motivational goals are differentiated into approach-goals (14 

scales; intimacy, socializing, helping others, recognition, impressing, autonomy, 

performance, control, education, faith, variety, self-confidence, self-rewarding) and 

avoidance-goals (9 scales; loneliness, contempt, humiliation, criticism, dependence, 

tension with others, being vulnerable, helplessness, failure). The FAMOS is both, a 

diagnostic tool in the context of treatment planning as well as a measure of change 

throughout psychotherapy and has shown good psychometric properties (Grosse 

Holtforth & Grawe, 2000).  

Incongruence Questionnaire Short Version 

The Incongruence Questionnaire Short Version (K-INK; Grosse Holtforth, Grawe, & 

Tamcan, 2005) is a procedure for the determination of incongruities between the 

perceived reality and the motivational goals of psychotherapy patients. The K-INK is 

based on the Inventory of Approach and Avoidance Motives (Grosse Holtforth & 

Grawe, 2000) and the consistency theory by Grawe (1998). The short version of the 

INK includes the 23 items of the long version with the highest item-total correlation 

with each of the 23 INK-scales, whereby 14 target the approach-goals and 9 items 
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target the avoidance-goals. The INK is the second questionnaire to attempt the 

building of a test-theoretical basis for Grawes psychotherapy research approach and 

has shown good psychometric properties (Grosse Holtforth et al., 2005). 

Clinician administered measures 

Structured Clinical Interview for DSM-IV 

 The patients’ diagnostic status at baseline will be assessed with an interview of 

about one and a half hours conducted by trained raters (therapists in training) using 

the Structured Clinical Interview for DSM-IV (SCID; Wittchen, Zaudig, & Fydich, 

1997). 

Hamilton Depression Rating Scale 

The Hamilton Depression Rating Scale (HAMD; Hamilton, 1967) is 

administered together with the SCID. It is a well-established clinician-rated 

assessment of depressive symptom severity and encompasses psychological and 

somatic symptoms. The clinician rates the severity of these symptoms based on 

patient reports and his or her own observation. 

Goal Attainment Scaling 

 The Goal Attainment Scaling (GAS; Kiresuk, Smith, & Cardillo, 1994) is a 

tool for the definition of individual goals and the evaluation of goal attainment in 

psychotherapy. The patient can indicate to what extend he/she was able reach the 

individual goals that were formulated at the beginning of psychotherapy on a 7-point 

scale from -2 to 4. Point 0 describes the current state of the problem, point +4 

describes the desirable state and -2 the state if the problem deteriorated. The GAS 

interview is conducted with the patient by trained Master students. 

Process measures 

Bern Post-Session Report  
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 The Bern Post-Session Report (Patient and Therapist Version; BPSR-P/BPSR-

T; Flückiger, Regli, Zwahlen, Hostetten, & Caspar, 2000) is an instrument for the 

assessment of treatment processes and a regular quality-monitoring tool, completed at 

the end of each therapy session. The patient version consists of 32 bipolar items 

which are rated on a scale ranging from -3 = not at all to +3 = yes exactly. The 

subscales include resource activation, positive bonding experiences, positive 

therapeutic relationship, problem mastery, positive problem solving experience, 

positive clarification experiences and treatment progress. 

 The therapist version assesses the treatment processes from the therapists’ 

perspective and consists of 27 bipolar items, which are also rated at the end of each 

therapy session. The subscales include resource activation, therapeutic relationship, 

openness and engagement, willingness to work hard, problem mastery, problem 

solving, motivational clarification, treatment progress, interactional perspective and 

interactional difficult. Further, new items concerning the study-specific interventions 

were added to the Bern Post-Session Report Therapist Version (see Table 4). 

Table 4 Checklist of the study-specific interventions implemented in the therapy session 
Today I conducted emotion-focused intervention(s) 
If so, which emotion-focused interventions (empathic exploration, empathic validation, 
engendering of a medium degree of emotional activation, focusing, allowing and expressing 
emotions, biographical work, systematic evocative deduction, two-chair dialogue, empty-
chair dialogue, other Emotion-focused intervention)? 
Today I conducted intervention(s) to improve self-regulation (SR) 
If so, which interventions fostering self-regulation (explanation of the SR-model, 
clarification, deliberate reflection of goals and values, derivation of ideals and norms from 
personal history, attention-regulation, work on self-instruction, regulation of behavior, 
regulation of the body, emotion-regulation, other self-regulatory interventions)? 
Has it been difficult to integrate emotion-focused components into today’s therapy? 
If so, which difficulties occurred? 
Has it been difficult to integrate self-regulation into today’s therapy? 
If so, which difficulties occurred? 
Did you have reasons to not realize any study-specific interventions? 
If so, which reasons would that be? 
 

Symptom Check List 
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 The Symptom Checklist - 9 (SCL-K-9; Klaghofer & Brähler, 2001) is a short 

form of the revised Symptom Checklist (SCL-90), which in turn is a previous version 

of the Brief Symptom Inventory. The results of the SCL-K-9 on session-level thus 

correspond to the results of the BSI total score (General Symptom Index; GSI) as a 

primary outcome measure (measured at pre, post and follow-up). The SCL-K-9 

assesses the construct of psychological distress through symptom severity. The SCL-

K-9 is composed of 9 items corresponding to the 9 scales of BSI and SCL (see 

above). It is a reliable and valid instrument that is used in clinical diagnostic and in 

practice as a measure of quality assurance (Hayes-Skelton, Roemer, & Orsillo, 2013).  

Classification of Affective Meaning States 

The Classification of Affective Meaning States (CAMS;  Pascual-Leone & 

Greenberg, 2005) is a process rating system for the systematic identification, 

observation and measurement of distinct emotional states in psychotherapy sessions. 

This observer-based rating system was developed based on emotion-focused theory 

(Greenberg, 2002). The CAMS assesses ten affective meaning states that can be 

ordered on nine different levels of emotional transformation referring to a sequential 

model of emotional processing (Pascual-Leone & Greenberg, 2007). In several studies 

an excellent inter-rater reliability was reported (Kramer, Pascual-Leone, Rohde, & 

Sachse, 2015).  

Experiencing Scale 

The Experiencing Scale (EXP; Klein, Mathieu-Coughlan, & Kiesler, 1986) is a rating 

scale assessing the degree to which clients orient to, symbolize, and use internally felt 

experiences as a source of information when solving their problems. Raters use verbal 

communication, including features of content, expression, grammatical selection and 

paralinguistic to code segments of therapy. Ratings on the lower scale levels represent 

clients’ attempts to identify and symbolize their internal experience. Higher scale 
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levels by contrast reflect the clients’ efforts to use an experientially- oriented 

understanding for problem solving. The Experiencing Scale stands among the most 

studied and validated observational measures in psychotherapy research (Klein et al., 

1986). Depth of change will be measured by the observer-rated CAMS and EXP as 

well as by patient and therapist rated process questionnaires (e.g. problem actuation, 

clarification, emotional processing, and experiencing). 

Procedure 

Patients are randomly assigned to the TAU+EFT or TAU condition. The patients 

receive 25±3 sessions of weekly Psychological Therapy with or without integration of 

EFT elements. Both groups are assessed at baseline (t0), immediately after 

completing therapy (t3, 25 sessions), for intermediate measurements (t1, 8 sessions; 

t2, 16 sessions) and at 6, 12 and 36 month follow-up (t4, t5, t6) with an elaborated 

measuring battery (see Table 2). Additionally, participants and therapists complete 

self-report measures after every session for the detection of the treatment process and 

symptom severity. All data will be saved in an anonymous way only identified by a 

code, which is not related to the participant’s identity. Servers are protected by high-

end firewall systems. Only the researchers directly involved in the study have access 

to the data. The procedure is shown in Figure 2. 
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Analysis 

Baseline descriptive statistics will be generated for all randomized patients and 

compared between the two study arms with ANOVA (for continuous variables) and 

χ2 statistics (for categorical variables). Missing values will be substituted with the 

procedure of multiple imputation. The research questions will be examined with the 

appropriate multilevel approaches, mainly two-level regression and growth analyses. 

These approaches take into account non-independence of observations in repeated 

measures outcome and the different number of sessions attended by the patients. 

Furthermore, we intent to test potential variability within therapists based on a 

longitudinal three-level model. The primary outcome analysis will be a modified 

intention-to-treat analysis that includes all patients who were randomized and 

attended at least one therapy session. These analyses will compare treatment 

differences in continuous outcome variables over time for TAU+EFT and TAU. 

Separate multilevel analyses will be run for the primary and each of the secondary 

outcome variables across three time points (pretreatment, post- treatment, 12-month 

follow-up). We expect primary and secondary outcome measures to be highly inter-

correlated loading on one outcome factor (Flückiger et al., 2007). For the purposes of 

Follow-up Diagnostics Treatment 

-Psychological 
therapy 
-Process measures 
-Intermediate 
measures 

6, 12, 36 months 6 months 1 month 

-Booster sessions 
-Follow-up 
measures 

-First contact 
-Individual 
diagnostics 
-Systemic 
diagnostics 
-SCID Interview 

R
eg

is
tra

tio
n 

up to 3 sessions 25±3 sessions 3 sessions 

Figure 2 Procedure of the study  
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the present study, a standardized composite measure taking primary and secondary 

symptom-related, self-report measures into account will be reported. Models will be 

run assuming random intercepts and slopes. For the main research questions, level-

one models of individual change over time and level 2 models for the between-

subjects factors are conducted. Each analysis will examine the overall effect of 

change over time (time), the difference between TAU+EFT and TAU, and the 

differences in changes over time by condition as a cross level interaction. To assess 

maintenance of gains, the multilevel regression analyses will be repeated with just the 

post-treatment and follow-up time points. A secondary series of analyses will include 

only those patients who completed the originally allocated treatment. Mechanisms of 

change will be examined as mediation effects in multilevel regression and structural 

equation models. Moderator effects will be analyzed as cross level interactions. 

Therapist effects will be investigated in three-level models. Multiple regression 

models will be used to predict residual change in the composite score between post 

and follow-up, by the level of structural change at post-treatment. 

Discussion 

 In this randomized controlled trial, the effectiveness of treatment as usual with 

integration of emotion-focused components (TAU+EFT) and TAU is compared. The 

originality of this project lies in the examination of the consequences of integrating 

interventions of another promising evidence-based approach (EFT) into treatment as 

usual in a way that is directly mirroring common integrative practice. The use of an 

elaborated and intensively used psychotherapeutic model (TAU) speaks for a general 

effectiveness of both conditions. Emotion-Focused Therapy has acquired empirical 

validation for the treatment of depression, trauma and abuse (Greenberg & Watson, 

2005). Clinically significant improvements with substantial effect sizes for both 

treatments in primary and secondary outcome measures are thus expected. 
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Other projects dealing with the integration of EFT elements (Greenberg & 

Watson, 2005; Grosse Holtforth et al., 2012; Hayes et al., 2005; Newman et al., 2012) 

did not report great differences in effectiveness. Newman and colleagues for example 

(Newman et al., 2012) compared an integrative psychotherapy of generalized anxiety 

disorder that added EFT and interpersonal elements to a standardized CBT treatment 

with a treatment that added supportive listening to the same CBT component. The 

integrative therapy was equally effective post treatment and two years later, so that 

the authors concluded that the augmentation of CBT with emotion-focused and 

interpersonal techniques might not lead to better outcomes for generalized anxiety 

disorder patients. Similar results were found in an RCT on the treatment of patients 

with depression by grosse Holtforth et al. (2012), comparing Exposure-Based 

Cognitive Therapy (EBCT) with CBT. Component studies, which look at the effects 

of either adding particular techniques to a form of therapy (additive design) or taking 

them away (dismantling studies) rarely find that the presence or absence of specific 

techniques makes much difference to the overall outcomes (Klein et al., 1986). In the 

history of psychotherapy, there are many examples of interventions that were less 

effective than expected, showed negative side effects, and worked in a different way 

than was believed (Carryer & Greenberg, 2010; Öst, 2008). 

Grawe criticized what he called “the myth of an outcome equivalence, an 

artifact created by research design” (Tschuschke & Czogalik, 2013). There have in 

fact been some deficiencies in studies on comparative therapies that exacerbate the 

finding of specific change factors, e.g. the uniformity myth, small sample sizes, 

insufficient control of group assignments, disregard of competences and experiences 

of the therapists, inconsistent assessments of therapy success, lack of recording 

complementary interventions, differences in frequencies and durations of therapies, 

exclusion of drop-outs and missing of follow-up measures (Bozok & Bühler, 1988). 
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One point of criticism viewed alone results in considerable limitations on the validity 

of studies. In the summation of individual points of criticism doubt should arise on the 

general meaningfulness of the results. 

From a General Psychotherapy perspective, newness is always part of a 

continuous development, of which the integration of a complementary concept with 

the potential of enriching an existing one can be an important step. This is a 

methodologically challenging endeavor, and this is a major reason why a relevant part 

of contemporary psychotherapy practice is not empirically examined. The application 

of pure approaches can be studied more easily, and consequently more evidence exists 

relating to such applications. The problem is that in clinical reality, a majority of 

practitioners do not apply pure approaches, partly because they question their 

relevance for routine practice. The endeavor of studying an integrative procedure 

corresponding to widespread practice requires not only an appropriate design but also 

a group of researchers possessing first-hand clinical knowledge in each of the 

conditions under investigation. Another requirement is motivated therapists being 

trained in practicing integrative therapy and at the same time, being able and willing 

to skillfully implement the procedures defined by the experimental the conditions. 

Finally, to render such a study realistic, an institution is highly desirable in which a 

practice similar to the one required by the study design is already well-established 

routine. 

An obvious question is, of course, what will be different in the current study? 

This project is characterized by highly naturalistic conditions and thus it can be 

considered a major step towards closing the science-practitioner gap with respect to 

psychotherapy integration. On average, therapists will be more experienced and better 

trained than in previous studies. Certified EFT trainers including Dr. Greenberg have 

conducted the training. The supervisors have completed an advanced EFT training. 
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Fostering external validity, therapies will be conducted in a regular treatment setting, 

and the inclusion of EFT will correspond more to regular practice. This will make a 

competent implementation easier and the procedures will be better integrated in an 

overarching model. It should be emphasized again that this is not a comparison of 

complete and pure EFT (which would require more extensive training) with treatment 

as usual. The spectrum of diagnoses will be larger, therapies will be somewhat longer, 

and the change processes will be studied extensively. Furthermore, the proposed study 

uses multilevel models to analyze treatment outcomes, hypothesized moderators and 

mediators, as well as therapist effects. While this approach is not yet common practice 

in randomized controlled trials (RCTs), it is very flexible, and exposes new 

perspectives on predictors of change at the within-person and the between-person 

level in the psychotherapeutic process.  

A methodologically fundamental question is how therapist variance shall be 

controlled. It may seem like an ideal solution to let the same therapists conduct 

therapies in both conditions, and some studies actually use this strategy (Grosse 

Holtforth et al., 2012; Newman et al., 2012). However, having the same therapists in 

both conditions does not necessarily ensure that their preferences, belief in the 

methods, fit of the personal profile with the method, competencies etc. are equal 

between the two conditions, but may vary between the two conditions within one and 

the same therapist. In addition, it has been argued plausibly that there may be 

considerable carry-over effects when using therapists in more than one condition 

(Falkenström, Markowitz, Jonker, Philips, & Holmqvist, 2013). Whereas both options 

seem viable, we decided in this trial to control at the level of relevant psychological 

variables. Therapist variables (e.g., therapist experience in the respective condition) 

will be assessed, and their impact on differential change in the outcome variables will 

be investigated and taken into account in the interpretation of potential differences 
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between the groups. We will also be able to test for differential effects, e.g. whether 

good effects depend on therapist experience in one but not the other condition. Also 

higher order interactions can be studied, e.g. whether the readiness of a particular kind 

of patient to engage in particular interventions depends on the perceived therapist 

competence, etc. 

 To conclude, an essential contribution of this study will be to better understand 

how an existing and well-elaborated psychotherapy approach may be further enriched 

by the integration of new elements. In addition to studying the effectiveness of the 

two treatment protocols, the current study examines unique and joint factors which 

moderate and mediate treatment effects in TAU+EFT and TAU. Furthermore, 

predictor variables are not only assessed before and after treatment but also over the 

course of treatment through weekly process measures. This provides the opportunity 

to measure temporal precedence and to make inferences about causality. We hope that 

insights into which treatment works best for whom and how, will help improve the 

care for patients with depressive, anxiety and adjustment disorders. Furthermore, the 

results of this study promise to indicate whether an 8-day EFT-training plus 

supervision can enhance the effectiveness of treatment as usual. Such an add-on 

format, if shown effective, would represent a “light” alternative to the full EFT-

training, which may be more realistic and attractive for many therapists and would 

therefore contribute to a deserved larger implementation of EFT concepts and 

interventions into psychotherapy. The procedures and training could also be modified 

to treat other conditions as well. 
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Abbreviations 

ANOVA: analysis of variance; BAI: Beck Anxiety Inventory; BDI: Beck Depression 

Inventory; BPSR-P/BPSR-T: Bern Post-Session Report Patient Version/ Therapist 

Version; BSI: Brief Symptom Inventory; CAMS: Classification of Affective Meaning 

States; CBT: cognitive-behavioral therapy; EFT: Emotion-Focused therapy; EXP: 

Experiencing Scale; FAMOS: Inventory of Approach and Avoidance Motives; GAS: 

Goal Attainment Scaling; HDRS: Hamilton Depression Rating Scale; ICD: 

International Classification for Disease; IIP: Inventory of Interpersonal Problems; 

INK: Incongruence Questionnaire; PT: Psychological Therapy; SCID: Structured 

Clinical Interview for DSM-IV; SCL-9: Symptom Checklist; SEK-27: Self-

assessment of Emotional Competences; SF-12: Short Form 12 of the Health Survey; 

SR: self-regulation; TAU: treatment as usual; WHO-5; World Health Organization 5.  
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Abstract 

Therapist adherence is defined as the compliance with techniques and interventions 

specific to the treatment condition one has declared to follow, and the omission of 

those from other treatment conditions. The aim of this study was to measure 

adherence to treatment in an integrative randomized-controlled trial with add-on 

design. A video-based adherence rating was developed and implemented to assess the 

proportion of session time dedicated to interventions specific to one treatment 

condition. The sample consisted of 20 adults with diagnosed unipolar depressive or 

anxiety disorders who received either cognitive-behavioral therapy (CBT) with 

integrated emotion-focused components (CBT + EFT) or components of self-

regulation (CBT + SR). Adherence was rated over the course of therapy (at baseline, 

sessions 8 and 16 and towards treatment termination, session 24). Overall, therapists 

were adherent to treatment, indicating not only a prescribed but also an actually 

realized difference between the two treatment conditions. It was found that the 

proportion of EFT interventions carried out in CBT + EFT (24.33%) was higher than 

the proportion of SR interventions in CBT + SR (18.78%). Empathy was the most 

widely used EFT-intervention. Since empathy has been identified as a common factor 

in psychotherapy, it was probably also used in the CBT + SR condition. However, it 

may have been less often rated. 

Keywords: Adherence to treatment, Psychotherapy integration, Randomized 

controlled trial, Cognitive-behavioral therapy, Emotion-focused therapy 
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Introduction 

Adherence to treatment describes the extent to which therapists use techniques 

appropriate for their respective treatment condition (Perepletchikova & Kazdin, 2005) 

and refrain from using procedures specific to other treatment conditions (DeRubeis & 

Feeley, 1990). Rigorous experimental research requires careful checking of the 

manipulated variable. In therapy outcome evaluations, the manipulated variable is 

typically represented by treatment or a key characteristic of treatment. Just because a 

study has been designed to compare different therapeutic approaches or interventions 

does not guarantee that the independent variable (treatment) has been implemented as 

intended (Comer & Kendall, 2013). Thus, the treatment that was assigned may not in 

fact be the treatment that was provided (Perepletchikova & Kazdin, 2005). To ensure 

that treatments are indeed implemented as intended, it is wise to require that a 

treatment plan be followed, that therapists are carefully trained, and that sufficient 

supervision is available throughout (Comer & Kendall, 2013). Some authors even 

suggest conducting an independent check for the manipulation (Wampold and Imel 

2015; Kendall et al., 2008). 

To assess therapist adherence in an experimental setting, Comer and Kendall 

(2013) recommend the video-based method where therapy sessions are recorded so 

that independent rater can listen to and watch the recordings and conduct a 

manipulation check, thereby not only allowing to check on treatment adherence 

within each separate treatment condition or study, but also increasing comparability of 

different treatment conditions in and across studies. 

The literature also offers some scales for measuring therapeutic adherence, 

such as the Collaborative Study Psychotherapy Rating Scale (CSPRS; as cited in 

Webb et al., 2010) or the Cognitive Therapy Adherence and Competence Scale 

(CTACS; Liese, Barber, & Beck, 1995). The former divides adherence into three 
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subscales, which include cognitive and behavioral methods, as well as the structure of 

the session (as cited in Webb et al., 2010). The latter assesses adherence next to the 

quality of the cognitive processes and interventions. Both scales are particularly used 

in behavioral and cognitive-behavioral therapies where highly structured manuals are 

available to ensure the implementation of empirically supported interventions, provide 

orientation in complex treatment situations and help inexperienced therapists through 

concrete guidelines (Caspar, 2017).  

Contrasting approaches, however, suggest to select procedures for a given 

patient in terms of that patient’s needs instead of trying to make the patient adhere to a 

particular form of therapy (Garfield, 1992). Delivery of therapeutic ingredients should 

thus be coherent and consistent with the rationale for treatment provided to the client. 

This is very much in line with the Bernese approach to psychotherapy put forward by 

Grawe (1995), who postulated that the strict distinction between different approaches 

to psychotherapy has to be overcome and useful elements of several approaches as 

well as basic science have to be used to optimize treatment success and adapt 

treatment to a maximal number of those who can benefit from it. Grawe’s goal was to 

establish an approach to psychotherapeutic research and practice free from rivalry and 

demarcation and instead focused on the effectiveness of treatment. His approach – 

termed General Psychotherapy in theory and Psychological Therapy in practice – has 

its basis in the cognitive-behavioral therapies but will never reach a final state as new, 

empirically supported interventions from different therapeutic approaches are 

continuously integrated (Grawe, 1995).   

Grawe (2004) presented various empirical findings that could easily be applied 

to different forms of psychotherapy. In order to evoke emotions, for example, 

different interventions can be used: exposure in behavioral therapy, two-chair work in 

humanistic psychotherapies and interpretation in psychoanalysis. The effect of 



 
 

 65 

evoking emotions and thus the underlying process may be similar, but the specific 

procedures are very different. This way, general change mechanisms could be 

determined, which decisively influence therapy outcome. These general change 

mechanisms comprise the therapeutic relationship, problem activation, resource 

activation, problem solving and clarification (Grawe, 1995). Different approaches 

vary in their profile of general change mechanisms. Cognitive behavioral therapy 

(CBT) is primarily working towards problem solving, whereas humanistic approaches 

such as Emotion-Focused Therapy (EFT) are mainly characterized by problem 

activation (Grawe, 1995) and both foster clarification. Caspar (2017) thus 

recommended to plan therapeutic interventions with regard to general change 

mechanisms along with great flexibility in their implementation as done in this study. 

This combines both, the advantages of manualization and those of flexibility, which 

might eventually help to optimize treatment outcome. 

Up until recently, therapist adherence to specific treatment protocols was also 

thought to be central to achieving positive clinical outcomes (Baldwin & Imel, 2013). 

However, the current opinion regarding the influence of treatment adherence on 

outcome is changing due to mixed results provided by adherence-outcome studies. A 

meta-analysis of 32 adherence-outcome studies indicated a negligible and statistically 

non-significant correlation between the two (Webb, de Rubeis, & Barber, 2010). 

There was a moderate amount of between-study heterogeneity with some studies 

confirming a positive relationship between therapist adherence and treatment outcome 

(e.g. Strunk, Brotman, & DeRubeis, 2010) and others showing that adherence can 

have very little impact or even a negative relationship with psychotherapy outcome 

(e.g. Boswell, Castonguay, & Wassermann, 2010). Several studies have provided 

evidence for quadratic effects of adherence on clinical outcomes, wherein very high 

and very low adherence was associated with negative outcomes (Barber et al., 2006). 
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Thus, the evidence does not consistently support a strong relationship between 

adherence and outcome, which may indicate that therapist adherence to a treatment 

approach does not impact outcomes. However, the current state of evidence is not 

sufficient to fully draw these conclusions. 

Boswell et al. (2013) further observed that over half of the variance in 

adherence and competence was explained at the session level, suggesting that 

treatment fidelity is contextually driven. Interestingly, the variability of adherence 

scores from session to session predicted better outcomes – that is, patients of 

therapists who were flexible in their degree of adherence from one session to another 

achieved better outcomes (Owen & Hilsenroth, 2014). This demonstration of mutual 

influence provides statistical support for the responsiveness hypothesis. 

Responsiveness to the individual patient has become a highly promising approach to 

increase the effects of psychotherapy and also provide help to those patients who 

previously did not benefit from highly structured, manualized therapies (Kramer & 

Stiles, 2015). As each traditional approach to psychotherapy has its limits, integration 

is a natural consequence of the attempt to increase responsiveness.  

 The aim of our study was to develop and implement a tool for the assessment 

of treatment adherence in integrative psychotherapies. In contrast to previous studies, 

the present study emphasized adherence to the elements that were to be integrated. A 

direct comparison between the two treatment conditions TAU + SR and TAU + EFT 

was conducted to assess the extent to which interventions specific to one treatment 

condition were realized. Not only did we want to derive frequency counts but also 

assess the amount of session time dedicated to these specific interventions. We 

expected a higher proportion of EFT interventions in the TAU + EFT condition than 

in the TAU + SR condition and vice versa. Further, to evaluate both, the successful 

integration of emotion-focused components into Psychological Therapy and the effect 
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of assessment time, the temporal pattern of using EFT or SR-specific interventions 

was also examined across different therapy sessions (1, 8, 16 and 24).  

Since this study was conducted within an ongoing randomized controlled trial 

(RCT), adherence outcome relationships could not be reported. However, the 

discussion section provides more details on what research questions should be 

investigated and which analyses should be used upon completion of the RCT to 

supplement the results presented here. 

Methods 

Participants 

The sample consisted of twenty dyads of patients with the diagnoses of 

unipolar depression (ICD-10: F32; WHO, 1992), adjustment disorder (ICD-10: F43.2; 

WHO, 1992) or anxiety disorder (ICD-10: F40 and F41; WHO, 1992) and their 

respective therapists. Diagnoses were based on the Structured Clinical Interview for 

DSM-IV (First, Williams, Spitzer, & Gibbon, 2007). Patients were recruited when 

they sought treatment at a university psychotherapy outpatient clinic. All examined 

patients fulfilled the inclusion criteria (see Babl et al., 2016). They were randomly 

assigned to receive 25±3 sessions of psychotherapy in either TAU + EFT or TAU + 

SR. Ten therapies per treatment condition were examined. The mean age was 31 years 

for the patients (SD = 9.84) and 37 years for the therapists (SD = 9.34). Seventy 

percent of the patients and the therapists were female. All patients were blind to their 

treatment condition and gave written informed consent prior to participation. Non-

eligible patients were offered adequate treatment at the center, too. 

Design 
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Of the total 25±3 sessions, four sessions (1, 8, 16 and 24) per therapy were 

rated for therapist adherence. This resulted in a 2 x 4 design with one between-subject 

factor (two treatment conditions) and one within-subject factor (4 assessment times).  

Materials 

 The ELAN Coding Software (Max Planck Institute for Psycholinguistics, 

Netherlands), a professional tool to manually and semi-automatically annotate and 

transcribe audio or video recordings was used in this study. Tapes of therapy sessions 

were temporarily loaded into the program and played, while the beginning and end 

points of the EFT and SR specific interventions (as described below) were annotated 

and labeled on different tracks (one track for each intervention). The frequency and 

duration of the interventions was captured and data could be exported as an Excel file 

and thus be made accessible to SPSS. The output in milliseconds allowed for a precise 

calculation of the proportions of the various condition-specific interventions. It must 

be emphasized that mirroring common integrative practice, therapists were not 

expected to primarily perform EFT or SR but implement condition- specific elements 

when indicated. Short manuals were prepared for interventions specific to each of the 

two treatment conditions. In the following, interventions specific to EFT and SR will 

be described.  

Emotion-focused therapy 

Empathy is the basis of the therapeutic work in EFT. It is both, an intervention 

and a therapeutic stance, building the foundation of the working relationship between 

patient and therapist (Bohart & Greenberg, 1997). In addition, empathy is used to 

raise awareness of implicit emotional experiences, to make them explicit and 

understand them (Herrmann & Auszra, 2016).  
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Focusing is a therapeutic technique to stimulate memories and cognitive 

representations with the help of corresponding physical reactions (Gendlin, 2007). 

The goal of focusing is to take a look at current behavior and identify potential 

relationships with past experiences (Greenberg, 2016). Focusing is used when the 

patient describes a vague feeling, feels blocked or empty and describes his feelings 

rather globally or externally-oriented (Herrmann & Auszra, 2016). It is also used 

when patients avoid feelings, have difficulties expressing their feelings or answering 

questions about feelings (Herrmann & Auszra, 2016). 

Two-chair work is used for confrontation processes (Greenberg, 2016). 

Confrontation can be used in self-critical, hopelessness-inducing, fear-inducing and 

self-interrupting processes (Greenberg, 2016). In the case of two-chair work one chair 

represents the current experience of the patient, the other chair represents the self-

critical, hopeless, fear-inducing or self-interrupting counterpart. The patient changes 

seats and thus perspectives several times during chair work with the main goal of 

increasing self-compassion (Herrmann & Auszra, 2016; Shahar et al., 2012). 

An indicator of empty-chair work is "unfinished business" with a significant 

other (Greenberg, 2016). Unfinished business is characterized by long-lasting and 

unresolved feelings of hurt, resentment or shame (Greenberg, 2016). In two-chair 

work the significant other is placed on the empty chair by imagination so that wishes 

or concerns can be expressed to that person. Responses from the significant other can 

then be acted out. Emotional expression is intended to transform maladaptive 

emotions into adaptive emotions (Herrmann & Auszra, 2016). The aim of empty-chair 

work is to achieve changes in emotional schemes associated with the significant other 

(Herrmann & Auszra, 2016). 

Self-regulation (Babl et al., 2016; Carver, 2016; Caspar, 2016) 
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 Explanation and discussion of the self-regulation model. Self-regulatory and 

self-organized processes are illustrated and responses to the different segments of the 

model as well as possible therapeutic starting points are developed. 

Goals, values, needs and standards are brought to consciousness and 

reflected. Possible reasons for the discrepancy between perceived and desired state are 

gathered. 

Exploration of the development of ideals and norms from the personal past. 

The origin of ideals and norms is clarified based on the biography of the patient to 

better understand how values were formed and developed in one’s own history. 

Clarification means the identification of changes in perception rather than 

reality or concrete action. The patient is to develop insight into his own functioning 

and schemes.  

Work on self-instruction. Self-control is practiced through adequate self-

instruction so that long-term consequences can prevail over short-term consequences.  

Regulation, comprises behavioral, body or emotion regulation and can be 

achieved using stress-management techniques, physical exercise or self-regulatory 

training. 

Procedure 

The patients received 25±3 sessions of weekly integrative CBT plus one of the 

add-ons, EFT or SR (Babl et al., 2016). In both treatment conditions therapists 

received an extra five-day training; in the CBT + EFT condition they were trained in 

emotion-focused interventions while in the CBT + SR condition therapists were given 

in-depth insights into self-regulatory concepts. Leslie Greenberg, the founder of 

Emotion-Focused Therapy, lead part of the therapist training for the EFT condition, 

and the rest as well as the supervision was provided by trainers certified for this 

approach (Babl et al., 2016; Caspar, 2015). The deepening of self-regulation was 
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carried out by expert clinicians with an initial workshop by Charles Carver, a 

prominent author of the Self-Regulation model. Both groups were instructed to 

integrate the respective interventions whenever useful. Therapist adherence was then 

assessed at baseline and termination as well as twice for intermediate measurements 

(sessions 8 and 16). All therapy sessions at the university outpatient clinic are 

regularly video recorded. Recordings served as rating material for therapist adherence 

to CBT + EFT and CBT + SR. The rating of adherence was performed using the 

ELAN Coding Software (see materials section), which was found to be suitable for 

rating the duration and frequency of specific therapeutic interventions. While the 

video played, the beginning and end points of EFT-specific interventions (empty-

chair work, two-chair work, focusing and empathy) and SR-specific interventions 

(explanation of the self-regulation-model, reflection of goals and standards, 

development of ideals and norms, clarification, self-instruction, regulation) were 

marked on different tracks. In order to evaluate the collected data of the video ratings, 

they were first exported from the ELAN Coding Software as "On tab-limited text", 

which could then be imported into Excel and SPSS. The output format (hh:mm:ss) 

was converted into industry minutes (hh: mm: ss.ms * 60 * 24) to make it compatible 

with SPSS calculations. 

Results 

Hypothesis one states that in the CBT + EFT condition the proportion of EFT 

interventions is greater than the proportion of SR interventions. Figure 1 illustrates the 

therapeutic interventions in the emotion-focused condition, with EFT techniques 

being performed during about a quarter of the time. As expected, SR interventions 

were only detectable to a negligible extent (0.10%). The right-hand pie chart details 

the use of EFT interventions. Empathy (12.74%) was the largest contributor, followed 

by two-chair work (7.14%), focusing (2.94%) and empty chair work (1.65%). 
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Figure 1. Left Pie Chart: Share of CBT, EFT and SR interventions in the total time of 
all therapy sessions of the CBT + EFT condition. Right Pie Chart: Proportion of each 
EFT intervention. 
 

In the CBT + SR condition, the percentage of SR interventions was greater 

than the one of EFT interventions. Figure 2 gives an overview of the interventions 

associated with the self-regulation condition. SR interventions were found in 18.78% 

of the time, whereas only a very small number of interventions rated as belonging to 

SR were performed. A closer look at the right-hand pie chart shows that the reflection 

of goals and values (11.66%), the development of ideals and norms (2.48%) and 

regulation (2.39%) represented a large proportion of SR-specific interventions used. 
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Figure 2. Left Pie Chart: Percentage of CBT, SR and EFT interventions in the total 
time of all therapy sessions of the CBT + SR condition. Right Pie Chart: Proportion of 
SR-specific interventions. 
 

In addition to the examination of the main hypothesis, explorative analyses on 

the pattern of EFT and SR-specific interventions across the different therapy sessions 

were carried out. Figure 3 displays which EFT interventions were realized to what 

extent. Generally, EFT-specific interventions increased over the course of therapy 

(17.93% in session 1, 28.96% in session 8, 23.17% in session 16) reaching a peak in 

the 24th session (31.65%). During sessions 1, 8 and 16 the most common intervention 

was empathy in all its forms. 
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Figure 3. Share of EFT-specific interventions, separately for the 1st, 8th, 16th and 
24th sessions. 
 

Figure 4 depicts the proportion of SR-specific interventions at the four 

assessment points (20.85% in session 1, 18.36% in session 8, 24.25% in session 16 

and 20.42% in session 24). The explanation and discussion of the model of self-

regulation was barely realized. The most commonly used intervention was reflection 

of goals and values, exceeded only in session 16 by regulation (behavioral, body and 

emotion regulation). 
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