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Abstract

This studyexamined whether an EFT thedrgsed model of emotional processing would
provide a goodranstheoreticainodel for predicting good and poor letegrm outcomes from
experiential treatment of depressiadependent of therapysing an EFIsourced measure of
emotion states called the Cé#gcation of Affective Meaning states (CAMS) both lower order
CAMS-codedemotion states as well as EFT theory based typolo@AdiS-codedemotion
schemes wreinvestigatedor 55 clients who had provided losigrm outcomes on their BDI
measures of depraisn after having participated in York 1 and 2 R@ia compaed Emotion
focused and Cliententered therapies. Resolved depressions were calculated as a client having a
BDI less than 1@t theirl8monthfollow-up measureArchival CAMS codedemotion episodes
(EEs)were analyzed in two ways, using proportional differences sfdated with CAMS
codes viaMlannWhitney U analyse@MWU), as well asequences of CAMS coded &&sing
THEME time sequential analysds-T and CCT therapies were als@eineal for emotional
processinghat predictedheir individual therapyong-term outcoms andbetween therapy
outcomedifferencesResults showed EFT maintains better kkagn MDD good outcomes than
does CCT. Also, in general the EFT thebasedmnodel of EP during the treatment of
depression was vakded but more so through sequence analysis than from MWU analysis.
Expressingequences girimary adaptive emotion, needs, and maladaptivegsmell as
reducing secondary emotiame all importahEFT theory based emotional processes that were
THEME validated. Howeversome norvalidation of the EFIEP model of changeasgalso
evident. In particular,ontheadapt i ve emoti ons OAssertive Ange
be validated as importaemotion states in lorggrm outcomes of depression in both MWU and

THEME analyses. Al so questions about the prev



il
also posed as poor outcomed CCTclients expressed sequences of this emotion state.
Maladaptive emotion was also accessed in good outcomes receividijehecentered model
without the use of active EFT interventions. Clearly, EFT and CCT therapies differ in the
manner in which outcomes are achieved, with EFT showing bettetdomgoutcomes, ahEFT

theory of EP holding promise as a general emotional processing model in the treatment of

depression long term. The limitations of the study analyses are discussed.
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TITLE: Examining emotional processing differences predicting-#nth follow-up outcomes
in experiential treatments for depression.
Introduction
In this thesis | will examine emotional processing (EP) differences (defined below) that
occurin good and poor longerm outcomelients after experiential treatment for their major
depressive disorders (MDDnhdependent of therapyg order to test whether EP as defined by
the Classification of Affective Meaning States measure and Emotion Focused Therapy theory
provide avalid transtheoreticame as ur e of EP 6 s-tetmeutcarmheifoothes hi p t o
treatment of MDD | will alsoexamire differences in EP in clients who have received either
ClientCentred (CCT; Rogers, 1961) or Emotion focused therapy (EWatson & Greenberg
2006 as EFT has been found to have better@mm outcome for treating MDDHElliott,
Watson, Greenberg, Timulak, & Freire, 20183complishing tlese goalsmay validate the
importance of deep emotional change to lasting outcomes in the treatment of M2D a5
demonstratevhy some experiential therapies may be better treatments for MDD than others.
Globally major depressive disorder (MDD; DSBJAmerican Psychiatric Association,
2013 is the most common mental disorder affecting more tham8lion people worldwide.
According to the World Health Organization (2
disability. In Canada alone, 3 million individuals reported symptoms of depression in 2012 (Stats
Can, 2013)Severalpsychotherapy treatments are empirically validated as effective in treating
MDD, and this includes experiential therapies (Elkin, et al., 1989; Shea & Elkin, 1996; Shea,
Elkin, Imber, Sotsky, 1992; Greenberg & Watson, 1998; Goldman, Greenberg, & Angéis, 200
Watson, Gordon, Stermac, Kalogerakos, & Steckley, 2003). However, the results of these

treatments are often not lofasting (Westn & Morrison, 2001). For this reason, costs of



continuing to treat depression remain huge. In 1990 this cost was estiraateeén 3015
billion dollars annually in the United States alone (NIMH, 1999)waag210 milliondollarsin
Canada last year (Chiu, Lebenbaum, Cheng, de Oliveira & Kurdyak, 2017). Moreover, these
costsclearlyundeg st i mat e t he 0 MBPRWhithwowdsiriclsde thef costsiofe at i n g
lost work, and also the fact that treated patients often relapse and require additional treatment
(Westen, Novotny, & ThompseBrenner, 2004). Therefore, understanding how depression can
be resolved long term is an immpant research concern with economic consequences for all
western economies.

Patients may relapse for a number of reasibins possible that stientsrelapsedue to
(Wesen & Morrison, 2001) losing provideicommon factorg (Norcross, 2011rom thergy
not because they have resolved their depress@areral therapy factof®Norcross2011),such
as having had recent contact with therapy or therapagtpromote wellbeinglone For this
reasonmeasuing outcome at terminatiocan be unreliable dube potential confound aflients
having had recent contact with a therapi$tis makesit possible that client improvement has
come from being provided therapist contactrom being given a common factor thferapy a
therapy relationshigndnot from having been in a particular model of theragi?in which
clientsareprovided specific task3.his confoundis problematic when we wish to establish an
effective longterm treatment for MDDAs well, someargue (Greenberg & Watson, 2006) that
shortterm therapiesnay not address the cawssgf MDD. Some treatments address superficial
symptoms of MDD temporarilieaving deeper emotional causes presumed to cause depression
unaddresse(Barkham, Res, Stiles, & Shapird 996 Greenberg & Watson, 2006h order to
ensure treatment is effective lotgrm, the causes of depress{(assumed by many to be

depressogenic emotion; see Pos 2006 for a revieed to be treate&or exampleTeasdale



(1999) andbthers believe that cognitive affective structutesether you call them core beliefs
(Beck, 1996) or core conflictual relatidnp themes (CCRT; Luborsky & CriShristophe,
1990), or depressogenic emotional processing (Pos, Greenberg & Ellioff), 2008vhat cause
depressionlf these assumptions are correct, then lasting change tocthgsiéive affective
structureor emoton schememustoccur in ordeto ensure longerm resilient outcome from
anytreatment of depression. More specifically, Teasdale (1999), &kn@Nn cognitive
therapist, proposes that MDD relapse occurs when those who have previously experienced
episods of depression have their vulnerability to negative thinking pat(demsessive
vulnerability) reactivated by normal fluctuations of dyspleastatesThese patterrgre assumed
in CBT models tdypically involvenegative mood activatingiminationthatreactivaés
depression

If we can assume thahange to emotion programs is a core feature of resolving MDD
long-term, then in order to prevent relapse, enhancing emotional processing should reduce the
power oftriggering stimuli to reactivate these negative cognitions. These negative thought
patterrs will therefore be powerless tause another depressive cydlkis should be evident in
CBT treatments at the very least. In examine any outcome of depréssistale (1999)
therefore hasuggestdthatto make sure emotional change has occuwednus: 1) measu
outcome long past terminatiam order to esurethat anyrecent effect of thera@ysommon
factorsis no longer impacting outcomand 2) demonstrathat theassumed core change
procesesoccur during the therapy (which in this case is pssing and transforming underlying
cognitive affective structures, or what Greenb@@02)would call emotion schemgs

This thesis will testheassumptiorthat emotional processirags suggested by EFEP

theory described below will predilting-term resilient improvement in thexperientiakreatment



of MDD. However an important difference from previous research examining emotional
processing in the treatment of MO@hich | will review below)is that | will examine

emotional processindgepending on subtyp€CCT versus EFT)f differentexperiential
therapesexperenced.In previous research done in our laboraterperiential therapghave
notbeenseparatelyexamined, regardless of how emotional processing was meashigds
becaus@xperiential therapies are thought to be baseal @reexperiential therapgssumption
thatexperiences must be brought into awareness and fully procasdading emotiona
experienceg¢Pos, Greenberg & Elliott, 2008n fact,while testing experiential therapy for
MDD,Dr . Greenbergb6bs York Psychotherapy Lab teal
Greenberg & Angus, 2006) ran two RCTs for the treatment of MDD using €itteat-Centered
(Rogers, 1961) or EmotieimcusedTherapy (Greenberg & Watson, 200Bnth of these
experiential therapieassune that processing emotions is tingportantmechanism of change
responsible for good outcom@ascual.eone & Greenberg, 2007; Pos, Greenberg, Goldman, &
Korman, 2003; Pos, Greenberg & Warwar, 2009hether these two experiential therapies
differ in how emotions are activated and processed has petexploredTherefore, aampleof
clients receiving two differergxperiential therapsis an optimal sample within which to test the
hypothesis that clients who process their emotions more d@siblgr because of the therapy
they receive, or beaae of their individuabutcomedifferences)will be those mostly likely to
report longterm resilient outcomes for the treatment of MIdmparng emotional processing
as it relates to good outcome fmath therapiesvill also not onlyvalidly establishlteimportance
of an EFFEP theory oprocessing emotioto long term outcomes for MDDut may also

provide evidence that particular therapyerhap<€FT, accomplishes this outcome better than

does another experiential therapy, perhaps because EFT treatment vipwxessig emotion



as an important focus of treatment and does samore focal and directive mann&he

difference between these two tmeaints may be important to establishingetiter and wheFT
may be more effective as an experiential treatment for M@ now discuss the change
process of transformation of emotion that has been researched and discussed in experiential
therapyand folow this with a more pointed discussion on differences that may exist between

EFT and CC therapy styles of helping clients process emotion

Emotional Processing as a Mechanism of Change

General emotion theory (Frijda,1®8suggests thaneotions aremportantsources of
information, motivation and action (Greenberg & Safran, 1989; Pos, 2006; Pos & Greenberg,
2007; Greenberg, 2008) and are an efficient way of automatically responding to situations
(Pascual_eone, Paivio &Harrington, 2016)An important guide for research and practice with
regard to emotion is the idea of emotional procesdtt) Rachman, a behaviorist, was the first
to introduce the idea of emotional processing (Rachd2). This theoretical idea can
organize different therapeutic schools as to how people process their emotion, and what kind of
processing should take place in therapy to promote chaugzra& Greenberg2007).
Rachman, however, did little to unpack the subprocessemofional processingut definedEP
in a tautological manner, by basically asserting that if a past problematic trigger was no longer
experienced as a problematic trigger then emotional processing had octadagalmost all
schools of therapy acknovdge that the activation of emotion, its symbolization in awareness,
and its expression are important in therapeutic change (Fosha&@@dperg, Auszra, &
Herrmann, 200;7Samoilov & Goldfried, 2000)or example, when working with anxiety
disorders cognitivdehaviour therapists arouse emotions such as fear in order to reduce and

change fearful responses. CBT proponagtee thatearemotionsmust be activated for new



information incompatible with pre-existing fear belief to be helpfully processed or changed
(Foa & Kozak, 1986; Samoilov & Goldfriend, 200@atients with personality disordeatso
haveknown problems being aware of and communicating emotions. It is theorized that
improving EPin these patients also may lead to symptom reduction (Kramer et al., 2016).
Kramer et al. (2016), in their study examinigBin clarification-oriented psychotherapy for
personality disorders, found that emotional processiagsured using the Classification of
Affective Meaning StateP@scual.eone & Greenberg, 20ppredicted 18% of symptom
change at the end of treatment in good outcome cases, and that this was not found in poor
outcome cases. Pos, Greenberg and Warwar (2009) exaafmdasuredising experiencing
of emotion episodedEE-EXP; Pos, Greenberg, Goldm&rKorman, 2005 also reviewed below)
in experiential treatments for depression across 3 phases of therapy findigg ithéte middle
(or working) phase of therapy directly predicted decreases in depressive symptoms and increases
in self esteem. In his veew, Whelton (2004) concluded that bd&PR and depth of experiencing
are extensively researched and have strong associations with outcome. What these studies show
us is thaEPis a potential change mechanism at work across therapeutic modalities thabthas
implications for treatment outcomdamotion is also considered to be involved in meaning
making and how people make sense of their experiences (Greenberg AZ0D&)ortant
guestionis: How shouldEP be measured?
Measures of Emotionalprocessingand how EP has been operationalized ipast process
research

Experiential therapy writeiig particular haveinpacledthe process of emotional
processingPascual_eone, 2018; Pos, Greenberg & Warwar, 2009; Greenberg & Safran, 1989)

According to Pos & Greenberg (2007), the global task of emotional processing is composed of



many subtasks: awareness, regulation, reflection and transformation. By evokiagessaf
emotion, clients learn what their needs are and become motivated to meet them. Over time,
clients learn to attend to their inner, emotional worlds. Regulating emotions teaches clients to
tolerate, soothe, and lessen the intensity of difficulirfge without eliminating them. Engaging

in reflection allows clients to explore feelings, needs, and thoughts, and how they relate to

c | i e n-expedience el hstly, emotional transformation uncovers maladaptive emotion in order
to make it available fochange by accessing more adaptive emotional resources.

Many emotion measures exist whicbainnot reviewin totalhere.My present focus will
be onthe emotiorprocesgesearch fieldNo one measure has been able to capture all of the
abovenuances or processing emotional experiences. Sekevatver have been usead
process researciihey arereviewedbelow.

Experiencing (EXP; Klein, Mathieu-Coughlan, & Kiesler, 1986).This was the first
process measudeveloped by Carl Rogeasid his teanm thelast centurylt intended to capture
and measure the process of using online and alive experience to solve problems. The main idea
was that a fully functioning persqRogers, 1963is able to access and use lived experiences,
includingfeelings and emotions, in a dynamic wasy/they solve their problemBhe EXP scale
is thought to capture this proce$tie EXP scale habeensuccessfully applied taesearch on
different therapy modalities with different populations of clients tseedricks 2002 for a
review, Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996; Silberschatz, Fretter, & Curtis,
1986;alsoOrlinsky & Howard, 1978or a review. EXP has shown a robust relationship to
outcomeso it has been generally found tkkénts who experience well or highly habetter
outcomes (Whelton, 200Rascual_eone & Yeryomenko, 2017As a measure of emotional

processinghowever EXP has normallybeen appliedenerdly not specifially. What is meant



by that is that armally what is measured by thispointscale is the degree to which access
experiencesccurs in clients by noting whether emotion words are used (Level 3 BKEher
the clientmusesaboutor reflectson their experience in an emotional way (Levy&XP) or
whether a client has experienced an emotional shift (Level 6. BPnheasure of particular
emotionsbeing experienced has yet occurusihg this EXP scalalthough this would be
possible if one measured EXP only within such sampled expres$imrefore as a measure of
emotional processing the EXP scatasbe consideredoo generdin terms of tls measure of
emot i onal apilityoocaptre allithg énwtion processes mentioned above. It can
capture awareness, and perhapsonsidered a ta@notion regulatbon measures well,(Pos,
PaoloneWarwar, & Smith(2017, menti on t hat one candét EXP
high) and can alsperhapsaptureaspects ofeflection(Wong, 2016) However the EXP scale
can not per se be considered as a measure of emotion transformatioeasure that can
capture sequences @iotions that may indicate emotiom@nsformatiorsuggested by EFT
theory.

EE-EXP. In order to focushe process bexperierming on processing of emotion in

wel

particular, the EXP scale has been applied to samples of emotion episodes exclusively in several

research projects (see Pos, Greenberg, Korman & Goldman,RP8®&reenberg, Warwar,
2009. Emotion episodeampling(Greenbeg & Korman, 193) will be described more in detail
below in the method section. Howevetat is important to notieereis that the EXP process
measure wasow beingapplied to narrative during which emotion experiences were spoken
about in therapy. Thighereforeprovided a more refined measure of access to emotional
experienes but still remained an emoti@nocessingneasure that was blind to particular

emotion stateslherefore, a mentioned above, the same limitation forEEEP waspresent as



for the EXP scale as a whalBEE-EXP could notper sebe considered as a measure of emotion
transformation or capture sequences of emotions that may indicate emotional transfoitnation
could only measure the degree of accessing emotion and relate that general albeit nonspecific
access to emotion to outcomeother processe¥his measure therefore would not serve as an
adequate measure of EHEP theory in the current study.

Client Emotional Productivity . In order to more accurately depat EFTemotional
processing model, Greenberg, Auszra, & Herrmar@Q{Rdeveloped the Client Emotional
Productivity Scal¢ CEPS) Emotional Productivity can provide researchers with a map as to how
to distinguish between emotional expressions that promote achieving therapeutic process goals
or change and emotional expriess that hinder the change procéidse CEPS samples three
main dimensions of emotional behavior: 1) emotional activation, 2) emotion type and 3) manner
of processing (Auszra & Greenberg, 207 For a cl i ent 6s emotional e
therapeutically productive certain criteria on hHee dimensions have to be mEte emotion
has to be adaptive or Oéproductiveythefemiadgimdapt i
an alive way, own the feeling as their own, not talk about feeling victimizéaelfgeling, not
be ovewhelmedby thefeeling so be weltegulated, etc. There are many decisions made by
raters who are trained by an expert. Unfortunately, while very coherent with Erfuticsed
therapyEP-theory the scale remains unpublished, poorly articulated in researchshesdubit
(Greenberg, Auszra, & Herrmann, 2007) and is difficult to learn. As such it was not considered
as a viable measure to use in the current study.

The Classification of Affective Meaning StatesGQAMS; PascuatlLeone &

Greenberg, 2005)This scale hetbecome a popular measure of emotional processing in recent

researchPascual.eone & Greenberg (200dgescribe specific emotion states that may be
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experienced and transformed in clients with depresHiantherefore an EFEP theory
coherent measure of EP that was developed through studying depressedAdamting tothis
model of emotional processing, when clients feel pain, helplessnespalessness, are feeling
overwhelmed or so on, they are in an initial staté gf | o b a | whidh nsay later sassform

through a series of expression shifts into more adaptive emotions

CAMS is an observerated measure h a t can be used to observe

therapy using therapy videos and transcrifptgategorizes ten discrete emotion types or states.
Used to code events when clients are emotionally aroused, CAMS disteghesiveen
productive and unpductive emotion®y capturing ten different emotion statése ten
emotional states captured (in ascending order of productivity and depth of emotional process)
are: (1) Global Distress (GD), described as overwhelming and undifferentiated distress; (2)
Fear/Shame (FS), described as an expression of a core cohgersonal pain; (3) Rejecting
Anger (RA), which describes the expression of reaetietlikely secondary or protectiemger;
(4) Negative SelEvaluation (NSE), described as a negative baleut the self; (5) Need,
described as a wish or desire; (6) Stdothing(SS) which describes clients beginning to self
nurture; (7) Assertive Anger (AA), describes an expression of anger that asserts a boundary or
need; (8) Hurt/Grief (HG), describesl i ent s 6 acknowl edgement of
Relief (RE), describes clients feelings of reduced tension, hopefulness or accomplishment; and
(10) Acceptance and Agency (ACAG), described as resolution of distress, shame or anger.
The advantage dhe CAMS method is that it does capture expressions of particular
emotion state€xpressions of these states can also be analygedseveral statistical methods.
One can examine if more of a particular state occurs in a particular group of clieagzssperh

using comparisons of proportions of these expressions, or one can also examine the order or

a
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sequence of emotion states that occur in a particular group. Furthermetanatsoexamine
higher order emotion schemesing the CAMS Scald his higher order CAMS measure of
emotion schemesas also been suggested by the measwethor(See method section below).
This can provide a measure of the degree to wérebtion scheme types suggested by EFT
theory provide a general or common mapeforotional processinipat may be optimal to
treating MDD This measurean therefor@rovide the opportunity to test both the degree to
which a particular stateccursand in what context of other emotion states a particular state
occurs As well, it canprovidean opportunity fom higherlevel examination of the importance
of the EFT emotion typology to outcome in the resolution of depressiortéomgTherefore
the CAMSmeasurevas considered an optimal measuréhef EFT emotional processing méde
of changaunder examination in the current study.

The cognitive behavioral manner of assessing emotional processihgthe cognitive
behavioral domain emotional processing is more often measured not as a procgas but a
outcome. One example of a measure of this nature Brttwional Processing Scale (EPS)
developed byaker, Thomas, Thomas, & Owens, (20@79nsistent with Rachmathis
measure tagpinto a model of emotional processing that contains many elements suggested by
EFT theory However, the concept of emotional processing is tapgad Likert scalesof
clientdselfreportto assessheir generaémotional tendencigsosthoc This scale and others
like it, such as the Degree of Emotioagulation Scale or, DERS18i¢tor, Klonsky, (2016)
thereforedo notcapture these tendencies in an alive manner. As such this measthierCBT
measures of EBre oftemot observational and do ndirectly provide measures of emotional

process, nor allow an examination of this process independent of theTiergfore it nor
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other CBT basedelf-report measures, was not considered viable for the goals of the present
research.

Some CBT thepists suggest usimghysiological measures of emotifffioa & Kozak
1986). Measuresf@hysiological processes may provide some online datarnponents of
emotional arousal. However, physiological measures of emo@ooasal are not completely
able to capture many aspects of emotion, in particalar c | enmetiohabcentent or categorical
state.Some believe that emotional arousal is labeled by rational processes before dvenare
useful measures of emotion categs(Ellsworth & Tong 2006).For this reason, physiological
measures weralsonot considered here.
Emotion processing inExperiential Therapy

Experiential theory of emotion (PdSreenbergk Elliott, 2008) is a general theory of
changing an individual by helping them to better process their feelihgdasic premise
underlying any experiential approach to therapy is that individuglsnd t o pri vi |l ege ¢
acceptance of them over their own saiteptance. As such, it appears that connection with
ot hers can O60trumpdé connection with self. When
tend to present thoeran akatehpersdé avsh abdtp rtelsaetn t addtl e 6
alienated from inner processes they believe are unacceptable to others. As a result, individuals
become exiled from their true nature and beco
true naure is thought to be represented by their current needs and feelings. This is why to regain
health the individual is helped to regain connection to their experience, in particular their
emotional experiences intimately connected to need experience (Grg&nd/atson, 2006;

Ferreira, 2017)


https://d.docs.live.net/greenberg
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Emotion processing in EFTExperiential theory concerning emotional processing has
been more differentiated and better articulated by Emdtionsed therapy theory. From the
EFT theoretical viewGreenberg &Vatson, 2006)some emotions are more productive in
promoting emotional transformation than others. Primary adaptive emotions are immediate and
understandable helpful reactions to situations such as fear in response to danger. Secondary
emotions are respsas to primary emotion$heyserve as defenses against experiencing or
expressing primary adaptive emotior i nt errupt them such as bein
Primary maladaptive emotions, once adaptive, are learned responses that do not heigéully gu
present action (Greenberg & Safran, 1989) such as feelings of worthlessness or shame elicited
when one experiencedd triggers such as criticismis. EFT theory one works with different
emotion types in different ways: maladaptive emotions are accesseder to transform them,
and secondary emotions are brought into awareness to access the underlying primary emotion
(Greenberg & Watson, 2006).

EFT holds a strong view of the importance of activating and transforming emotion during
treatment of MDD (@eenberg & Watson, 2008from an Emotioffocused therapy (EFT)
perspective (Greenberg & Watson, 200@)jle it is important to experience and express
emotion,not all emotions arassumedo beadaptive EFT theorizes that repeated exposure or
activation of maladaptive emotions in the safety of a therapeutic relationship is needed for
improvement in MDD to occurecause these experiences of maladaptive emotion are likely to
be important to subsequent client experiermfdbeir needs that may lead clients to eventually
express more adaptive emotion resourébs assumption thactivation of maladaptive

emotioncanlead to the transformation of maladaptive emotion to adaptive emotion via new,
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corrective emotional expienceshas been theorized by mafBos & Greenberg, 2007; Pascual
Leone, Paivio & Harrington, 2016; Greenberg, 2004).

Emotional Processing in Clieatentered therapy As mentioned above, the main focus
in Clientcentered therapy is to help the client becorfdla functioning person (Rogers, 1961),
by helping the client access, in an alive way, their experiences, including feeling expeAences.
coreassumption in a i@nt centered model of treatment is that one can trust the growth potential
in an individual and trust that that client will eventually express more and more of their growth
potential and wholeness by knowing their needs and expressing them emp(ieosll
Greenberg& Elliott, 2008). Furthet CCT models assume thatlientcannot attend to emotion
withoutfirst being providedhe supportive context of facilitative safe relationship with a CCT
therapist (Rice & Greenberg, 1984). CCT therapists adeghtieerelational attitudes of
empathy, unconditional positive regard and congruémceeate &afe, supportive environment
andprovideempathiinder st anding and validation of a «cl
(Elliott, Bohart, Watson, & Greenbgg 201). Thisis presumed to make clierfeel worthwhile
and valuedandnotjudged(Goldman, Greenberg, & P0o2005).Further, the assumption igat
by removing conditions of worth clients can then turn their attention away from the interpersonal
world with the therapist and towards their own internal feeling worlds (Pos, 2086)e
directive of a CCT model i® trust the client antb follow the CCT directive to follow the
clientés | ead, emotional |l y orclientdieetiontis e. A CC
trained to follow a clientdés | ead. Given that
treatments thiollowing may appar intheemotional patternfound toemerge in CCT
therapiesThe CCT therapist is more interested in helping a client process their feelings

optimally than arrive at given therapist drivadfiectivegoal. Much trust of the clieéd agency in
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the process of emotional processing change is permitted (Rice & Greelfifetly,The client is

the expert and can be trusted to set the appropriate direction of therapy (Elliot, Goldman, Watson
& Greenberg, 2004; Rogers, 1959). Emoti®thought to theprovide information to the
organsmsothattheclientcan survive and gmw (Rice & Greenberg, 1984).

The CCT therapisias well,is normally asked to focus a client more on higher level
integration of emotion and meaning th@memotion proper per sklse of empathy is very
important herdElliott, Bohart, Watson, & Greenberg011).The overall goain a CCT model is
to deepen a cliets access to their internal worjdsought to be accomplished by using different
empathic modes such as evocative empathy (E&b#l.,2011) Concentrating on reflecting
feelings is a core drive f@CCT therapist who assumes that this affectocus will lead the
client to what ignost important to thenfAs such a client centered approach is not as directive as
an EFT approach to emotiamd communicates the humanistic principle of client trust (Elliott et
al., 2004) It is therefore unclear whether the cligvii naturally followan EFT emotion map
when resolving their depression long term

Research on joint EFT and CCT therapies usifitne Experiencing scale (EXP; Klein,
Mathieu-Coughlan, & Kiesler, 1986) applied to EEApplying the EXP scale to EEgr the
purpose of investigatingmotional processinguring experiential theragyas been validated a
number of times. Pos et al. (2003) showed that fqd34CCT and 17 EFTQlients emotional
processing at the end of therapy measurdeEaBxperiencing EXP; Klein, MathiedCoughlan,

& Kiesler, 1986; EEs; Korman, 1991) mediated the impact of any early emotional processing
skill with which clients entered therapy. This meant that having a propensity to process feelings
when one enters treatmemés not eoughto guarantee good outcomtberapyhad todeepen

that skill if depressiomvasto be resolved by termination of therapy. Pos et al. (2009) then
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demonstratethe samdor an extended sample @2 clients(36 CCT and 36 EFTthat emotional
processindEP), again measured as EHEXP during midtherapy sessions of experiential therapy
beter predicedall termination outcomes for major depresdfttran did EP early or late in
therapy).As well, EE-EXP from mid therapy sessions befpeedictedoutcome than thmid-
therapyworking relationship that clients reported having with their therapist.

Again,the EXP scales id not capture emotictype distinctions anthereforecould not
be used to tegmotion transformationsaheorizedby EFTtheory. As a consequence of this
limitation of the EEEXP methodemotionprocesgesearcherat York then turned toseanother
valid measure of emotional processing. Instead of captgengralemotional depth of
processing experien@@ emotion researchers capturedpression of particulamotion states
and how they shiftd (Choi, Pos & Magnus®, 20156; Choi 2018; Rinkli, 2017 using the
Classification of Affective Meaning States or CAMS (Pasdieine & Greenberg, 2005).

Research Using th€lassification of Affective Meaning States (CAMS; Pascuaone
& Greenberg, 2005)Several research studies have used CAMS coded EEs in joint EFT and
CCT samples of experiential therapy clients finding that expres$ioertain emotion states
occurs more frequently ismall samples afases identified as either good or poor egn
outcomes aftetndergoingexperiential therapy for depression (Choi, et al., 2015; Wong, 2016;
Rinaldi, 2017)In his Masters thesi€hoi (20B) examined a group of nirdepressedlients
who were either good or poor resolvers of tiseif-criticism by therapy terminatiori-e
examiredproportions of emotiostates and higher order EFT theairyven emotion schemes
well as THEME identified patterns of both speci@l&@MS codes ohigher order EFT theory
drivenemotion schemeslsing herarchical linear modeling Heund that across treatment, good

resolvers of seitriticism increased their expression of primary adaptive emotion. Additionally,
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good resolvers decreased secondary emotion from the middle of therapy to late therapy. Using
THEME, Choi (208) found that good resolveexpressedequences a h u r t dndyreede f 6
followed by a s s e r t .iAddiéionallyy gpedrreBolvers expressed a pattern of primary
adaptive emotion, followed by need, and primary maladaptive emotion folloywenore

primary adaptive emotion and neexpressionThe four por resolvers expressed patterns of
repeatingd r e j e ¢ t anddgg laonbgeel r a8dvellsas altermatsvedrejecting anger anfl e a r

s h a mvighéut need expressiomhere were also sequences foumg@oor resolvers of self

criticism expressinglternating pattesof secondary emotion and primary maladapémetion

In total EFFEPtheory was validatedChoi (2018)in his dissertatiorfurtherexamined whether
working phasemotional processing predectiong-term outcomes within subtypes of self

critical clientsto discover if it was possible to emotionally direct different-sdtfcal types to

good outcomes, bad on what might work best emotionally for each typle.identifiedtwo
gualitatively derived subtypes of selfiticism, coreworthlessness (CWWh = 22 self-criticism,

or socially inadequate (Sh = 20 self-criticism. The CW subtype identifiedientswho
expressedsel e f eat, and core negative beliefos such
0 w e @EGhoi, 2018).The Sl subtype identified clientgho expressed feeling inferiorr  6ab a d 6
a result of being unable to meeternalized goals and standards to gain appr@abi, 2018)
Emotional processing was compared using, again, CAMS specific codes as well as emotion
schematic codes&lsing ManAWhitney U tests, it was found that CW clients expressed more

0 h u r t dndjess uacbdable emotion compared to Si clietdsing THEME, CW clients

were found texpressmoré as s er t,i0¥V € aa napdddhde & dorgparedetd S

clients.In terms of emotion schematic codes, CW clients expdaasre primary adaptive and

maladaptive emotioHEME analyss alsorevealed that good outcome CW clients had more
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sequences of secondary emotion followed by primary maladaptive emotion, needierpres
followed by primary adaptive emoti@@mompared to CW poor outcome clier®®®or outcome

CW clients had more sequences ofaatlable emotionandl g | o b a |. Gabd auttome Sl s 6
clients had more sequencesboh u r t. PaproutemedSI clients hatbre sequences off e a r
s h a nokoded byd r e j e c t,iamd gnoreaemgtenm sdhematic sequences -@oatable
emotion and secondary emotion. AgadtiT theory appeared to be validated.

However, problematically it was found that CW clients tendeédeive EFT whereas Sl
clients tended to receive CCT. This was a significant found difference. Assslfetritical
subtypes were confounded with both theraggeivedas well aglifferences in emotional
processing in these two types. Therefore, it wagpnssible to disentangle whether EP for each
self-critical subtype differed as a result of the subtype or because of the therapy they had
received.

Rinaldi (2017)investigated the relationship between alliance growth, emotional
processing, and loatgm outcome after experiential therapiakso for a small sample &ff
clients whohadexhibited either stron(SAG clientsn = 7)or weak(WAG clientsn = 7) alliance
growth during treatmenShe thercompaedthese twalliance growthgroups forCAMS
specific codes or emotion schematic coegsressionn both the working and termination
phases of therapyer purpose was texplore whether alliancegwth thathadalreadybeen
showntopr edi ct t h eterma outcdmegPos & Fhdmpkoa, RAL1also predicted
differences in their emotional processifealsoexamined increases and decreas€3AMS
codedstates an€€CAMS codedhigher ordeemotion schemes between the working and
termination phases of therapw.the working phas&AG clients had more EEs with relief,

6assert,iand@ecedaxgessiolAG Clients had more EEswithg | obal,mate st r es s
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O0r ej e ct,ianwgll aa mayeeemdtion schemes with secondary emotion, and less primary
adaptive emotiorBetween the working and termination phases of thefapgSexpressed
decreasedeeds, antiVAGSincreasdin 6 g | o b a | exptasssotasrwellkas their expression
of one adaptive emotion statelief. EFT theory again appeared to be supported.

However,again, a problem with Rinaldi (2017) was that therapy groups were again
significantly confounded with alliance groups. Therefore, once again one could not tell if
differences in EP found were the consequence of therapy received or alliance growth group.

Wong (2016xhencompared EXP and CAMS process measureth applied to the same
working phasd&Esin her study of termination and lostgrm outcomes in 55 clientShealso
parsed her sampléhis timeby the individual difference of clients external or internal fo8ee
had assumed that each processareamight differentiallypredictoutcome for subgroups of
clients who she determined were internally or externally focused. Pos (2006) had suratised t
outcomes for internally focused clients might be better determined by the CAMS whereas
outcomes for externally focused clients might be better predicted by the EXP/gbdg¢eshe
did not use THEME analysi8Vongused multiple regression analysis petidg outcome using
both EEEXP and EECAMS codesWong (2016)¥ound the oppositef what was hypothesized
and showedhat GD expression during EE&s a strong predictor of outcomes for external
clients anl that EEEXP at Level 6 was a strong predictérooatcome for internally focused
clients.This suggested that CAMS measures of secondary emotion might be good measures of
experiential avoidance anldatEE-EXP Level 6 specificallymight be an implicit measure of
emotion schematic change.

Il n any e v(2oi&)studysugoggsded the complexity of measuring emotional

processes in therapy and for subgroups of cliéntsclear that EP appears to be important to
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long-term MDD outcome; but it remains unclear if EFT theory and the CAMSureas$ that
theory supply a helpful model in understanding how EP should be generally measured in these
MDD clients.The current study wanted to test EFT theory using the CAMS measure of that
theory, in a fashion that would not confound therapy receivéddgeiod and poor lonterm
outcomes of treatment of MDD with experiential therapy.
Emotion-focused therapy versus ClientCentred therapy for depressive relapse

Some literature (Watson & Pos, 20 Elliot et al., 2013) has suggested that EFT and
CBT both have good lontgrm outcomesor the treatment of MDIbecause of their having
more structured natures. Since EFT is more structured than Client centered therapy this may also
be true within expermial treatments. Some researchers have examined the effectiveness of
structured treatments for depression. One such study compared usual care with a structured
program that coordinated care with a health team finding that the structured intervention was
superior to usual care (Bush et al., 2004). Another study compared two group treatments for
depression to a walist control group. While there was no difference between the group
treatments, members belonging to the structured therapy group improved ontfof seven
outcome measures used compared that group to thdistaibntrol. Members belonging to the
supportive psychotherapy group only showed improvement on two measures (Rice, 2001).
Bondolfi et al. (2010) compared the combination of mindfukiessed cognitive therapy and
treatment as usual to treatment as usual alone and found that the time to relapse was delayed
significantly (29 weeks) in the combined treatment compared to treatment as usual (10 weeks). A
meta analysis by Feng et al. (201dyiid that cognitivdehavioural group therapy has a lasting
effect over 6 months and lowers the relapse rate of depression. Since we already know that EFT

and CBT are comparable treatments for MDD (Watson et al. 2003), the above research supports
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the ideahat a more structured treatmeftMDD may be more effective. A question one might
have is: WhyFirst of all,structuredreatmentsnay be better in general regardless of the client
issues or the diagnosis sufferetthat is,structured treatment mampt necessarilype betterat
treatingdepression alone. Alternatively, it is possible that a structured treatment would suit a
particular client or help a client with a particular diagnosis (i.e. MDD). Since depression often is
associated with loss of dirémh and aimlessness (Greenberg & Watson, 2006) it may be that a
more directive treatment is helpfoécause it provides direction

An interaction between cliemdividual differenceandtreatmenimodelis also a possible
explanation.For example, a depssed client may endorse helplessness or hopelessness and lack
a feeling of agency. In such a case working with a therapist or within a treatment that has clear
direction and structure may provide such a client with a sense of agency modeled by th& therapi
and therapy. @nedepressionsayyield to more structured treatments for this reason. Since
EFT has structured interventions and balances leading and following clients (Pos & Greenberg,
2012), there is the possibility that its particular style of iretion helps particuladepressed
clientby providing that clients witimore structured treatment.

EFT6s structured focus on emot iEmationmay al so
focused therapy specifically guides clietdsccess and workith their emotional experiences
based on client expressions of particular emotion problem mavkeich the EFT therapist
meets with appropriate emotion processing interventfémse extant evidenademonstrates
that emotioAfocused therapy (EFT) hastter longterm outcomes for depression than chent
centered therapy (CCTDecause of this focu3wo Experiential therapy trials foreatingMDD
conducted at York University by Dr. Greenberg

Watson, 1998; Goldman,ré€enberg & Angus, 2006) compared the effectiveness of EFT and
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CCT in treating depression. In both studies, clients were randomly assigneddaséssions of
either EFT or CCT treatment.

The EFT treatment group followed a manual developed by Greenkedrd193). In
this treatment, therapistpent three sessiomsrking within a clientcentered frameworkn
later sessions thaptegraed experiential and gestalt techniquegh as chaiwork and
focusing Throughout this process the geads for problematic emotional states to be
transformed into adaptive ones. The first 1998 studyefthierg & Watson, 1998) found no
difference in Beck Depression Inventory (BDI) scameserminationhowever, clients r&iving
EFT had more reductions of overall symptoms, interpersonal problems, and increases in self
esteem. The second 2006 study (Goldman, Greenberg & Angus, 2006) found tlctie&ST
showed superior results on all outcome measures, howeuadno differencein the
proportion of patients recovered at terminatibhis demonstratkthat even though both
therapies entailed common facttiat worked the addition of specific emotigiocused
methods dichppear t@affectgreaterchange.

In a follow-up dudy on the same sample, Ellison et al. (2009) examined 6 ancbath
outcomes after treatmemo differencein relapse between CCT and EFT anh6nths follow
up were found However at 18 months postreatmenta greater proportion of CCT clients
relapsed compared to EFT clierisl | i son6és sur vi vaytheeendaoithe48 s
month followup period, approximately half of the CCT clients had relapsed, while
approximately only 20% of the EFT clisntelapsed (Ellison et al., 2009). In addition, while
there was no difference atnBonth measuregt 18month followrup EFT clients reported a
greater number divell week®(weeks in which clients experience no or minimal depressive

sympton). In follow-up interviews, EFT clientalsotalked about using emotional processing

nd
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skills learned in therapy. Thigrthersuggests that emotiebcused techniques may result in
more resilient resolution of depression letegm.

Another study by Watson et al. (20@®)mpared emotional processing, measured as
Experiencing, between clients wiagereassigned to received 16 sessions of either CBT or EFT.
This study found no difference in outcome between the two treatment groups at follow up for the
most parthowever, clents who received EFT treatment reported greater reductions in their
interpersonal problems. In a follewp study Watson & Bedard (2006) found that good outcome
clients regardless of therapy type, had higher modal and peak ratifggesfencing than pao
outcome clients. This indicatehat good outcomes for MDD appear to be linked to deeper
experiential processing. As well, Wong (2016) previobslgfound that clientsvith better long
term outcomesgxpressednorelLevel 5 EE-EXP. Watson & Bedard (2006)und thatclients
receiving EFT had a higher percentagé efel 5 ratings oExperiencing thamrlients who had
receivedCBT. EFT clientsalsohad more level 3 ratings, and a lower percentagé efel 2
ratings.Level 2 EEEXP during the termination phase of therapy had previously been shown to
predict poorer outcomes (Pos, 2006) in experiential therafhese findingagainsuggest that
clients receiving EFT were changing because they were engaged in emotional praasksing

The above research suggests firatessingmotionis an importanthange mechasin
for resolving depression lorgrm Further, $nce EFT targets emotions and emotional
processingpecifically EFT may be a better experiential treatmenttpressionhan CCT
This has yet to be exploreltlis well established thdttothexperiencing andequences of
emotion scheme types (primary maladaptive, primary adaptive, and secondary) predict outcomes
during experiential therapysing small samplesahunfortunately confounded EP with treatment

model received. If EFT emotion theory is a general common emotion theory of change, better
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long-term outcomes should show the same pattern than do poetelongutcomes independent
of therapy. AndfiEFT is he better experiential treatmahtin CCT thenthe EFTtheory
assumed sequential processirfigmotion stateshould occur more in EFT tham CCT cases
Current study

This studyexaminedCAMS coded emotion episodes (EES) to identify patterns of
emotion sequences in clients wiad exhibited good versus poor leragm outcomes after
experiential treatment for MDD. This was to determine whether EFT enyatbaessingheory
could offer a vid common model of emotional change in any therapy for depression. Following
this, | also examined EP differences in clients who teaived either emotiefocused therapy
(EFT) or clientcentered therapy (CCT9 compare the emotional processing betwbese two
therapiesl examina archival working phase (between sessions 4 and'tf@sBsessionsee
Pos et al, 2009) emotional processing measures from 55 clients who prowicheshtts follow
up outcome measuremdwho had also beermndomly assigned to receieégher16-20 sessions
of CCT or EFT treatmentsing the Cassificationof Affective Meaning States (CAMS;
PascualLeone & Greenberg, 2005) a valdFT basedneasure that captures specéimotion
states as well as tii&=T emaion typology, | examingemotional processing oceurg in the
working phase sessions of all 55 clients. My reasons for focusing in the working phase of
therapywasbecause empirical evidence (Pos, 20@6s, et al., 20Q%as indicatedthat working
phaseemotional processing best prediekperiential therapy MDDButcomes. CAMS codes
were reliably applied tall working phase therapy sessions by Wong (2016).

| used two analyses, Mann Whitney U analyses afportions of EEs coded by CAMS
and also usedHEME time sequential analyses of these ematjosodes to uncover emotion

states or emotion typologequencethat mightillustrate differences in emotion change
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consistent with long terrmutcome groupsdependent of therapy received well as for

therapyreceivedgroups | measurd long-term resilient outcome of depression as clients not

reporting being depressed (having a Beck Depression Inventory < 10 at 18 months) atfollow

18 months post treatment.

1.

2.

3.

Hypotheses

Thefirst hypotheiswas thatbased on EFT theory and the assumption that emotional
processing (EP) driazesilient change in experiential therapigsod longterm outcome
cases would demonstrate EFT theory consistent emotional processing that would predict
long-termoutcome groupsndependent of therapy

The second hypothesis was that given past research EFT cases would demonstrate
stronger longeerm outcomes than would CCT cases.

The third hypothesis was that EFT cases would exhibit EFT theory consistent EP when
compared to CCT cases.

Method

Participants

The participants consisted of 55 clients who had providead@h followrup data after

participating in either the York 1 or York 2 randomized control trials (RGFsenberg &

Watson, 1998; Goldmagreenberg & Angus, 2008)r treating MDD These trials offered

shortterm (1620 sessions) experiential theleg either EFT or CCTLhese 55 clients hathd

all their working phase EEs coded for emotional processes using CAMS by Wong [2t<®.

CAMS coded sessions were the archival data used in this present study.

The York Depression Trials The York 1 and York 2 depression studiesh compared

the effectiveness of two humanistic/experiential brief psychotherapies for MDD:-odietdred
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therapy (CQ; Rogers, 1957) and emotidocused therapy (EFT; Greenberg, Rice & Elliott,
1993; Greenberg & Watson, 2006). Clients were randomly assigned to one of the treatment
groups, and therapists saw an equal number of ciieetch treatment modaljtytherefoe

sening as their own treatment controls. The treatment consisted-20 @ssions of either CCT
or EFT and adherence to treatments was established in botliseelisriginal outcome studies)

Past procedure This study is a secondary analysis of arahCAMS codecEEs
(Wong, 2016) obtained from clientsd working
description of the methodology of therapy phase session selection, emotional processing and
emotion episode sampling, used in Wong (2016)aiginally derived from Pos (2006).
Descriptions below come from Pos (2006).

Session outcome measurddie following session measures were administered after
every session throughout York | and Il treatmemd wereaused in the identification of
productiveworking phase sessions.

General Session Evaluation Questionnaire (GSHQjs questionnaire assedsdients'
evaluation of therapy sessions. It coregisif three items taken from Orlinsky and Howard's
(1975) Therapy Session Evaluation Measure and i@l items that asddclients to identify
the degree to which something changed or shifted for them as the rdbelsetsionand then
to assess the degree to which they feel they would take a different course of action as a result of
the sessioshift. All five itemswererated by clientsisinga 7-point Likert scale.

Helpful Aspects of Therapy Form (HAThis frequently employed qualitative measure
of client perceptions of significant therapy events (Elliot, Slatick, & Urman, 2001; Llewelyn,

1988)andwas an opefendedsevenitem questionnaire completed by clients.
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Client Task Specific Measure (CTSNihis measure tracked post session progreskeon t
main tasks of treatment (Greenberg, et al, 1991; Greenberg, et al, 1993). Clients rated 12 items
on a #point Likert scale. Three items each related to-cdical processes, problematic
reactions, unfinished business with a significant other, aneriexgce of the therapist's client
centredness respectively.

Therapist session questionnaire (TSTQ)is measure, developed by Greenberg and
colleagues, provided the therapist perspective on client therapy progress. Therapists reported
whether they felt tl client had experienced a significant shift in perception or feeling, resolved a
core issue in the session, as well as reported on the major themes developing in the therapy.

Sampling Method Emotion episodeqEE; Greenberg & Korman, 1993; Kormdr991).

EEs were the primary units of analysis in which emotional processing was investigated. An EE is
a segment of psychotherapy narrative in which a client speaks about having experienced emotion
in response to a situation, real or imagined. An EE segimeomplete when the narrative theme
changes or upon a new emotional response being expressed. A complete protocol for an EE
contains five components: the situation (i.e. loss of loved one), an emotional response (i.e.
sadness), a tendency toward behawoioaction associated with emotion (i.e. crying), an appraisal

of self or situation (i.e. 'I'm alone' / 'she's gone forever'), and a related concern or need (i.e.
attachment). To be identifiednly a reported situation and emotional response or action

tendency had to be present. Emotion episodes typically ranged from one to two dradfone

pages of transcript in lengthut very occasionallyverethree to four pages in length. EE length
wasnot relatel to any process derminationoutcome variable.

EE sampling.For the working phase sessions EEs from between the fourth and the

fourth last session) were sampled. Session selection was based on the following: 1) clients rated
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these on the HAT as the sessions resulting in the most felt progress; 2) tirégdrep the

GSEQ the highest degree of shift or change as a result of these sessions; and 3) they reported on
the CTSM measure the highest degree of task resolution. In the case of a discrepancy between
measures, priority was given to session outcomer@i? and 3. In the case that more than two
mid-therapy sessions were equivalent by these criteria, the therapist report on the session's
productiveness (TSR) was used as #teaking discrimination. In the case that more than two
sessions still appeatd¢o have been equally productive, the two eartiesst distal from
terminationproductive midtherapy sessions, were selected in order to strengthen the causal
mechanism tatemotional processinigad to good outcome.

EE reliability. A primary EE segmedar with six years of experience segmenting and
training on the emotion episode sampling method segmented all transcripts. To obtain reliability,
two other EE segmenters, one expert andrecently trainecdegmenter, identified the emotion
episodes preséim 120 transcripts. A protocol for each EE identified a situation and emotional
response and/or action tendency made. Episodes selected as EEs were then compared by
identification of the situation, emotion or action tendency (Korman, 1998). Agreemeinteatc
if there was agreement on the identified situation, as well as the emotional reaction to it.
Reliability was then measured as a percentageed hirate of accurately identified and agreed
upon emotion episodes. The average hit rate for identiftesdrBeasured against the primary
rater was 92 % (98.8 % for the expert rater and 82% for the newly trained rater). Therefore
average 92 % of the time there was agreement on the identified EE and its protocol.

Process Measured.he rated data in the gent study came from the use of the following

process measure (Wong, 201Bhe entire CAMS manual can be foundhe Appendix.
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Classification of Affective Meaning States (CAMS; Pasteahe & Greenberg, 2005).
CAMS is an observerated measure used to categorize ten discrete emotion states. This measure
is used to codexpressed emotiogvents when clients are emotionally arouaedis thought to
distinguish between productive and unproductive emotions. Tihentetional states captured (in
ascending order of productivity and depth of emotional process) akeigl) o b al (G)j st r es s
described as overwhelming and undifferentiated distress; (2) Fear/Shame (FS), described as an
expression of a core concern tigathe source of personal pain; (3) Rejecting Anger (RA), which
describes the expression of reactive anger; (4) NegativESalfiation (NSE), described as a
negative belief about the self; (5) Need, described as a wish or desire; {8p&tbling, whit
describes clients beginning to selirture; (7) Assertive Anger (AA), describes an expression of
anger that asserts a boundary orneedd®B)ur t / @)i efdescri bes clientsbd
of sadness, hurt or loss; (9) Relief, describes clientisfgseof reduced tension, hopefulness or
accomplishment; and (10) Acceptance and Agency (ACAG), descritsdaggentic acceptance
of resolved of distress, shame or anger.

Transforming CAMS Categories to Emotion Scheme Tijpesig a CAMSreliability
and coding training he author of the CAMS (Pascuékone, 2005and thepresensupervisor
of emotion procesegesearch at YorkJniversity, Dr. Alberta Postheoreticallycodefined EFT
emotion reaction categorieBroportions of emotion schencategories were calculatasbeing
comprised of the sum difie proportions of EEs coded bybstituent CAMS emotion statékhis
was accomplished for proportional analyses. Alternatively, for THEME anaysEg was
simply recodedhot as &CAMS statebut as the emotion scheme reaction type to which that state
had been assigne@onstituent CAMS codeererecoded asdicatinga particular emotion

scheme category in the following fashiominfary adaptive emotion (PAE) encompabskEs
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expressingCcAMS cocedb a s s e r t,ICAMS cededy le u 16 t, CAMS icaelddieliefd and
CAMS coded@acceptance and agerdcgrimary maladaptive emotion (PME) encompddsEs
expressingCcAMS codedd f e a r osCAMSroededcegative setevaluation; and secondary
emotion (SE) encompastsEEs expressinGAMS codedd g | o b a | andiCAMS codeds s 6
O0r ej e ct.iNeed expresgion duding EEs wenaintained agheir own category given that
expressions of needs in EFT the@assumed tbe important in its own righoy helpng clients
access experiences of PAEso, in mostf not all models of chair resolution (Elliott, et al.,
2004) expression of needs appears to be of central importance.

CAMS reliability (from Rinaldi, 2017 he three raters used in Wong (BDWere two
senior PhD students and a professor, all of whom were members of the Clinical Psychology
program at York University and who had received extensive training in CAMS coding from the
measureds devel opdeone. TAMS traidingtwacomptetedPoses threea |
separate sessions, culminating in 25 hours of training in total. Out of the 110 sessions included in
Wong (2016),100 sessions were coded by two raters (~91%lurtBersessions (5 sessiofts
eachof two ratery were coded by one rater after reliability was established. Disagreements in
codes were resolved consensually whtbconsensual code used in analy€argginal codes
wereused to establisBAMS codingreliability. All coding was conducted independentind

all EEs coded by the two raters were included in the reliability calculations.
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Outcome Measure used in this study.suite of four outcome measures weredisethe

original outcome studie§ hese were:

The Symptor€hecklisé Revised (SCIO0R; Derogatis & Melisaratos, 1983Although
this measure taps into nine separate primary psychiatric symptomdgpeession, anxiety,
hypochondriasis) only the Global Severity Index (GSI) was us¥aorik | and York Il studies
Reported testetest reliability for the SCI90R over a onaveek periodange from .80 to .90,
and the internal consistency estimates for the nine subscales8arigem .77 to .90 (Derogatis,
1983).

The Inventory o f Interpersonal Problems (IPP; HortawRosenberg, Bagdreno, &
Villasernor, 1988)The IIP consists of 126 items describing interpersonal situations -&ighy
items describe Athings | do too mamahng73 e. g. ,
items describedintbi do® [ ef gn dfivpeint hiertscades er t i v e
respondents rate the degree to which they find each sitymbblematic. The overall level of
interpersonal dysfunction score was used inithisstigation. Testetest reliability foroverall
interpersonal dysfunction has been reported to range from .82 to .94, whereas for the five
subscales from .89 to .90 (Horowitz et al., 1988).

The Rosenberg Sdfst eem Scale (RSE; Rosenberg, 1965
adaptation o f thé&kSE, 1977)The RSE is a Hitem selfreport inventory designed to sample
respondent sé attitudes adfteem. Respohdentsgatelowaelikerti n r e
scale from 0O (never) to five (almost always) how frequently they hold certain attitudes about
the msel ves. Bachman and O6Mal |l ey 6-sste¢mlirtl@&xwas adapt

standardized on a sample of 1,698 young men. Internal reliability was found to be as high as .81.
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Construct validity was demonstrated by correlations with otherblagauch as negative affect
states (r =.51) and happiness (r = .54).

The current study only used data from the following outcome measure

The Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961,
Beck 1972)The BDI is a 2iitem, selfreport inventory designed to measure severity of
depression. For each item, respondents choose one of five alternatives that best describes them at
present. Higher scores reflect greater severity of depression (possible range of the-H3)~= 0
In a review of 10 years of research using the BDI, Beck, Steer & Garbin (1988) reported validity
coefficients ranging from .66 to .86, and internal consistency coefficients ranging from .73 to
.93. The BDI also has been shown to have good discriminant androemt validity (Beck, et
al., 1988). In the current study outcome was measured as clients who reported a BDI score of
under 10 at 18 months. This is a |level- of dep
curr ent | yBedkevardeMersdelsh Mock & Erbaugh, 1961).
Method of Analysis

Data preparation. Data was examined for violations of normality.

CAMS Code analysesGroup differences in the proportions@AMS codes were
analyzed using Mann Whitney U teslise to CAMScodesbeinggiven as proportions of EEs
coded with a particular CAMS code. Sequences of EEs were analyzed using THEME
(Magnusson, 2000). Groups were established by dividing clients into yhgnauyps (EFT versus
CCT) or outcome groups (good or poor lelegn outcome).

THEME (Magnusson, 2000). THEME is a statistical program that detects complex
patterns that occur over time in behavioural dJBHEME analyses behavioural codes of any

kind. Codel emotion episodes (EEs) from therapy transcripts were recorded in text files for
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analysis Each line of text iraclient file contaneda time stamp that marked the beginnamgl
thenend of an EEwith thecorresponding CAMS codé(gl obal,6ds séreseé anger
0 Urt/griefd etc.)In order to demonstrate that patterns found arerandom THEME conducts
an analysis of data comparing it to randomized possible data. The results obtained assure that the
data contains observable nmandom pattemin time, called Ipatterns. T patterns are found
sequencesf EEsthat are linked over time more often than expected by chanuattdrns are
then further organized by THEME into more complex patterns by other metrics such as the
longest, most frequendy most complex patterns. THEME then uses binomial analyses to
ascertairwhethera particulalEE CAMS or ESode occurs more in one versus another group
determined by the researcheroés questions. Al
alpha evel possible for the comparisdwio binomialanalysis occugdat greater than alpha =
.05. All used alpha levels are reported in each analysis.
Results

Data preparation

As described abovehe data waarchival CAMS codes established Wjong (2016)
Therefore] will represent important aspscif data preparation taken tihatdissertationAll
variables were examined and found to normally distributed with no assumptions of normality
violated.
Differences betweerhe Current Study Sample and Overall York| & Il Study Sample

The current study sample of 55 clients was compared to the combined overall York 1 and
Il samples to be sure that clients providing folop data were representative of treginal 74
depressed clients, reported in the York 1 (Greenberg & Watson, 1998) and Il clinical trials

(Goldman, Greenberg, & Angus, Z8)0Clients who didr§=55) and did notr=19) provide 18
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month followrup data were examined for differences on theiored pretreatment and

termination depression scores. No differences were found between those clients who did and did
not provide 18month followup data on all variables measuring depressiompgaH .05). This

indicatal that the as far as measuredtdir pretreatment depressive distress or therapy at
termination outcomes for their depressive symptdahesfollow-up sample did not differ from

the York 1 and Il clients not providing follewp measures.

Analysis of Possible Confound<Prior to the THBME analysis, potential therapy group
differences were also analyzed to rule out other possible confolimetseare decribed below

DemographicsNo significant differences in demographics (age, sex, marital status, and
education) were founbetween EFT and CCT groups.

Pre-treatment distresaNo differences in pr¢herapy distress were found between EFT
and CCT groups on any outcome using the following measures: Beck Depression Inventory
(BDI; Beck, et al, 1961; Beck 1972), Inventory of Intengpnal Problems (lIP; Horowitz,
Rosenberg, Baer, Ureno & Villasernor, 1988), The Symptoms CheRdissed (SCEOOR;
Derogatis & Melisaratos, 1983), and the RosenbergEBsdem Scale (RSE; Rosenberg, 1965).

Long-term outcome report differenceédditionally, | examined whether clients
belonging to a particular therapy group might more likely report-teng outcomes measured
by the BDI. Thirty-oneout of thirty-six (86%) clients who received CCT reported letegm
outcomes, compared td/38 (63%) clients who received EFT. Chi square analysis found this
rel ati onshi p 2&2656 p=05il)this redult indeatet thaff the 74 clients
who had patrticipated in the original two trials of experiential treatment of MD&hts who
receved CCT were more likely to report lotgrm BDI outcomes than were EFT clients. Still, at

the same time, clients receiving EFT were more likely to report a lpess depresse@DI
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score at 18 month follow up(53) = 2.19, p =.032, and to have a Bigbre in the not depressed
range, under 10, t (52)-2.8, p = 0.007, at XBonth followup. So, dhough EFT had better
outcomes (supporting ), moreoften CCT clients reported lontgrm follow-up. It is unknown

why fewer EFT long-termoutcomeswvererepated, nor why clients who receivedCT and who

did report long term outcomes were more likely to have poorer outcomes. Hpoawewenber of
variablesmayexplain why EFT cases were less likely to report @rgn poor outcomegoor
outcomeEFT clients might be less likely to report outcomes because they are angry at that
research group because of having poorer outcontes is not likely unless cliesknew that the
researchers wetikely to bepro-EFT and that they had been assigned to teatrhent. No

control of this would have been possilitds also possible thafientsstill depressed at 18

months might be unmotivated to report letegm outcomes due to being depressed and perhaps
unmotivated to reportVhy one therapy group would beore depressed in that way is also not
likely. Another option is thatlients who received CCT d&lmply exhibitmore frequenpoorer
outcomesHowever, one thing was certain: clients in the poor outcome group were more likely
to be CCT clients. For thigason clients assigned to the poor outcome group were compared on
their BDI 18 months depending on whether they received EFT versus CCT thefdpglients

did report being more depressed than CCT cliahts8 monthsvhen they were in the poor
outcome groupbut this difference was not significant (EFT BDI= 20.40 versus CCT BDI 17.35,
p = .826) Further it should be noted that a Chi square tegbotiness of fitlid not find that

there was any significant frequenajference(not even a trend)etween therapy types and
long-termoutcomes in the current data set of 55 clients (p> .UBg real issue igloes the fact

that more EFT clients who were ledspressed or had good outcomes bias the results in any

way? This will be discussed in the limitations of the study below.
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Additional Data preparation. A total of 108 working phase CAM&oded EE files were
THEME analyzed for the 55 loagrm BDI outcome providing clients. This meant that for the
majority of caseswo sessions per client were CAMS coded and analyzed. The exceptions to this
were two sessianfor two York 1 clients who were missidgtadue to their audio or video not
being available. This means that for these two clients only 1 working phase session was CAMS
coded and THEME analyzed. Both of these clients were EFT clients from York 1. THEME

were archival, made for previously studies by Choi (2018) and Wong (2016).

Inter -rater Reliability .

Emotion episode samplindreliability for emotion episode samplingstablished in Pos
(2006) was calculatedsing asample of 120 sessions including beginning, working and
termination phassessionsReliability was measured as a percentbgsed hirate of accurately
identified and agreedpon emotion episodehe average hit rate for identifying emotion
episodes wa92%.Therefore, EEs appeared to be reliably identified.

Raterreliability of CAMS ratings.This was also established by Wong (2016p h e n 6 s
(1960) kappak) was used to measure intater agreement found for CAMS codes, as it is a
nominal scale. Interater reliability between raters was reported to be above .75, which is
considered excellent beyond chance (Fleiss, 1981).

Descriptive Statistics

CAMS codes.Figuresl and2 show the reader the proportion of EEs coded with CAMS
codes for treatment and outcome groups and also provides information on the proportions of EES
rated depending on their emotion schematic category (i.e. secondary or primary adaptive).

Significant differences relate to Matthitney U analysesra noted below.
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Mann Whitney U Analysis: Proportional Differences in CAMS coded EEs.Due to
the proportional nomormal data of CAMS codes | first tested for differences in the coded
proportions of CAMS codes agll as differences in the proportion of EEs rated as belonging to
emotion schematic categories for btwthg-term outcomegroups andherapygroups using
MannWhitneyU tests(SeeTablesl-4). When comparing outcome groups independent of
therapy received there was a higher proportiod bf u r t (p g 0.04)dolura in the good
outcome groupThree trends toward significa@were also found. Needs were more often
expressed in good outcome caseg]0 r e ] e ¢ t anddgg | aonbgael rwérk iexpressesl s s 0
more by poor outcome cases. Further the category of secondary emotion was also a strong trend,
Poor outcome cases expressed more of this emotion scheme catiegsignificant
proportional differaces were found in outcome groups for proportionstieéremotion
schemesAs fat as therapy group differences were concermal dAMS codes differed
significantly between therapy groups: Hurt/Grief (p = 0.009)@rds s er t fpv@0lad.nger 6
Both wee expressed in higher proportions in the EFT group. Theralsaa trend found (p =
.082) for EFT clients to have a higher proportion of expressed primary adaptive emotion.
THEME Analysis

| consulted with the THEME originator, Dr. Magnus Magrams@ersonal
communication over SKYPE sessiddsmmer and Fall 20)%o guide all THEME analyses and
analysis interpretation.

In the THEME analysis (Magnuais, 20M) |, as researcher, set the parameters for
searching for patterns in the data, as well as thewated dataverecompared to randomly
obtained data. Randomization of the data was performed in order to have greater confidence that

obtained patterns found in the data were-rasrdom. THEME performs a bootstrapping
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procedure by shuffling and rotatitige data to randomize the real data. In shuffling, the real
data's time signatures ftire eventare randomly redistributed within the event series. In
rotation, the real data's time signatui@sthe eventare all shifted a random number of degrees
in relation to other event serigdlso, | setthe criteria for the number of times a pattern had to
occur in order for it to be detected. In the basic search pattern used in each analysis performed in
this study | asked THEME to search for patterns thatrmed at least 45 times (in at least 45
sessions) at an U level of U = .005. which is
ensursthat THEME found patterns occur at a chance level of 99.995 certahmsywas a very
stringent criten. This criterialevel and amount of times the sequence would be found ensured
that my analyses were strict enough to reduce the chance of spurious findings. Choosing the
minimum pattern occurrence levelbeset at the necessary occurrence criteria = 45eaisored
that a found pattercouldappear in all clients within ormutcome otherapy group. For
example, there were 47 samples of EFT data in the data set. As such it was possible that 45/47 or
96% of the timea foundpattern could have occurred onlytire EFT group. In fact, THEME
output allowed me to ascertain which clients (receiving EFT or CCT) actually expressed which
emotional processing state and within how many clients in each treatment group the state had
been expressed. Following the analygiany CAMS emotion state$ did a second analysis
examininghigher ordeemotion schematic patterns that were composed of lower level CAMS
codes, using the same search parameters

Parsing THEME Analyses.Once the EE data was searched for found patteens t
researcher sorted through the found data for recognizable themes. So, for any analysis | first
conducted a general pattern search as described above for all the data. For eaghmtiataeset

outcome groups or therapy groupsearched for coded seznces in both CAMS states data sets
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as well as emotion schemes data sets. | then statistically searched all the found patterns to

establish if any found patterns occurred more frequently in one group compared to the other.
THEME performs this analysis ugjra logistical regression statistical procedure. The researcher
decides the statistical level at which these differences are found. THEME uses a default search

level for differences occurring in one group versus another as p Ho@gver,| employed a

more stringent level of analysis using an alpha level of .01. Any differences between groups that
were found were then tested at increasingly more stringent levels of probability until a pattern
difference was rendered no longer significant. This meanemple that any pattern found to

di ffer between EFT and CCT groups our between
u = .005, .001, .0005 etc.

Randomization Results.The randomization procedure employed both a shuffling and
rotation of the dataepeated a minimum of 20 times for each THEME analysis performed. The
data in each THEME analysis was found to be-rasdom and the patterns found were
determined to baon random andalid as a result. Figur@illustratesan outcome chart provided
by THEME randomization proceduré.shows the reader that it is virtually not possible to obtain
the results wactuallyobtained randomly. As such our confidenceum THEME results was
increased.

THEME analysis of CAMS emotion state patterrs overall. In the entire sample, 81
unique within session CAMS emotion state patterns were detected, ranging in length from 2 to 3
events. Since all CAMS emotion states are coded with a beginning and end, patterns with a
length of 2 indicate only 1 emotion statend as a resultyere ofno emotion state roemotion
scheme sequence interddbwever, 52ut of 81 found patterns (64%) contained more than 1

coded EEand were of interest
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Results of THEME analysis of sequences of CAMBotion states relating t®utcome
differences Independent of Therapy Receivétie frequency of found CAMS rated emotion
patterns for longerm outcome groups can be viewed in (T&)lé-or the good outcome group,
thirteen CAMS patterns occurred with sificantly greater frequency (at the 0.01 leviat)good
outcome cases two patterns showed repeated expressidm ofr t (Figured),eaiddwo
patterns showesignificantrepeated expressionéfa s s e r t (Figuee5; ¢his yas B 0
different result then the MWU proportional differences fourd) well as these, the good
outcome cases also expressed swmificantpatterns of repeated expressioroof e ar s ha me 6
(Figure6; this was also not found in the MWU analyses)d onesignificantpattern ofd f e a r
s h a mréssion followed by need expressibigre 7). All of these found patterns were
expressed more frequently in good outcome sessions independent of therapy. The remaining six
patterns expressed components orsatberns of th above mentioned found patterns.

While these found patterns occurred significantly more frequently in good outcome cases
THEME indicated theyould also occur in poor outcomes. For example, found patterns of
repeated h u r t dcqunred €7f6% of thertie across 11 clients in the good outcome group,
and only22.4% of the time across 6 clients in the poor outcome gRaiterns of repeated
60 asser t iogether acouges 7586 of the time across nine clients in the good outcome
group, 25% of the time across 8 clients in the poor outcome group. Patterns of répeated r
s h a weewred frequently in both outcome groups, occurring 656 times in total, 688 of
time across 28 clients in the good outcome group and 32% of the time across 17 clients in the
poor outcome group. However, the patterd df e a r fololwedyen&ed expression occurred

only 140 times in total, 74.2% of the time across 19 clientisdrgood outcome group, and 25.8
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% of the time across seven clients in the poor outcome gftigpreader should therefore know
that these significant differee€do not represerderfectly parsegroup differences

The poor outcome group also showed usigxpressions of CAMS sequescgeven
CAMS coded emotion state patterns occurred with significantly greater frequency in this group.
Seven patterns illustrated an emotion theme of repeated expressieliedbin poor outcome
clients(Figure8). Thiswas sirprising, given that relief is considered a primary adaptive emotion
statein EFT theory.Two of these patterns were sequences of repeated Rdigérns of
expressed relief occurred 54% of the time across 12 clients in the poor outcome grd@$pand
of the time across 16 clients in the good outcome grasia result, | reexamined the Mann
Whitney U analysis this time analyzing primary adaptive emotion minus the relief coded CAMS
category.There wasstill no difference between outcome gromoased for this emotion scheme
category(p = .251) However,two patterns showed repeated expressianpofe j ect i ng ange
(Figure9). Also, found patternsd r e j e c t ocouged 238 tnees B total, 56% of the time
in total across 16 clients in the poartcome group, and 44% of the time across 17 clients in the
good outcome groufI.herefore, gpressions of repeated reliefabd e j e c t ocougedia n ger 06
both the good and poor outcome groupsg,significantly more often in poor outcome cases.

THEME Emotion scheme differences related to outcome graupise good outcome
group expresed 16 emotion schematic patterns with significantly greater frequénoyof
these patternsvhich were both repeated expressions of primary maladaptieéion,remained
significant at the p = 0.001 level. The longest patterns found were expression of PME followed
by expressions of need (Figure 15), expressions of PAE followed by need expression (Figure 16)
or repeated sequences of expressed PME. Thefraqaent pattern was repeated expression of

PME (Figure 17) and sequences of PME followed by need expression (Figure 18). Therefore,
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repeated expressions of maladaptive emotion, and expressions of adaptive emotion connected to
expression of ones needs ooed more frequently in good outcome cases, independent of
therapy received.

The poor outcome group, (n = 6 for EFT and n = 17 for CCT) expressed five emotion
schematic patterns with significantly greater frequeheyn good outcome client8oth the
longest and most frequent of these patterns showed repeated expression of secondary emotion
(SE; see Figure 19). These patterns remained significant at the p = 0.0005 level. Therefore,
expression of defensive or secondary emotion occurred more frequentlyrioyicome cases,
independent of therapy receivdthis was consistent with EFheory.

THEME analysis of CAMS emotion stasgelating to Therapy differencesThe
frequency of found CAMS expressions can be viewed in (T@blEhirteen CAMS patterns
occured with significantly greater frequency (at the 0.01 level) in the EFT group. Two patterns
showed repeated expression of hurt and grief (FigQregwo patterns showed repeated
expressionob a s s e r t {Figueellp andjtea patterns showed repeagegression of needs
(Figurel?2). All of these results were alsoostly confirmed by MWU analyse3.he remaining
seven patterns expressed components epatibrns of the above mentioned found patterns.
More frequent found patterns of hurt grief remained significant at the more stringent alpha level
of U =.0001. Bot h t he ofrepeateth hamddceueed mfodl f ound
134 times, 106 times (79%) of the time in the EFT group across 12 clients, and 28 (17%) times
in CCT sessions across 5 clients. The first and second found pattéres®fs er t i ve anger
occurred 120 times in total04 total times in total in the EFT group or 86.6% of the time across
12 clients, and 16 timew 15.3% of the timén CCT sessions across 5 clients. The first and

second found patterns of need expression occurred 206 times in total, 63% of theherieRih t
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group across 15 clients, and 37% of the time during CCT sessions across 14 clients. Repeated
expressions of needs wiaind to occur more often in EFT cases at p = .0007 level.

| also examined patterns that occurred significantly more often inca€4s. In the
clientcentered therapy (CCT) grougight CAMS coded emotion state patterns occurred with
significantly greater frequency than in EFT sessions. Surprisaggin given that relief is
considered a primary adaptive emotion state, two cftipatterns were sequences of repeated
relief. Remember that the Mann Whitney U analysis showed that there was a trend found (p =
.082) for EFT clients to have a higher proportion of expressed primary adaptive emotion. As a
result, | reexamined the Mann Wtney U analysis this time analyzing primary adaptive emotion
minus the relief coded CAMS category. This time | found that EFT clients expressed
significantly higher proportions of PAE rated EEs or EEs expressing primary adaptive emotion
at p = .007 wherelief was not included in the analysis. This result will be discussed later in the
paper.Again, expressions afeliefdwere not perfectly parsed as far as therapy groups was
concernedFor CCT cases the two patterns of relief (Figl@eoccurred 210 tes in total, 66%
of the time in the CCT group across 15 clients, and 35% of the time in the EFT group across 13
clients. Two other found patterns were sequences of repedteel a r (Fghreld) ehat were
not linked to expression of any other primadaptive emotion or any need expression. Two
found patterns of repeatédf e a r occirradme@ frequently in the CCT data (656 times in
total). It occurred 62% of the time in the CCT group across 25 clients, and 38% of the time in the
EFT group across®clients. Therefore, while repeated fear shame oedtrequently in both
therapy groups, THEME analysis indicated that it was more likely to be expressed in the CCT
group. However, expression of needs was more likely to occur in the EFT group albeit the

connected sequence®ff e a r exprlessionedneed expression was not f@inen the
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current search parametefshis is discussed further below in the analysis of emotion schematic
ratings. Repeated patternstof e a r expilessiosavére more prese in CCT cases at the
alpha = 0.005 level.

THEME analysis of higher order Emotion schemes relating to therapy differendes.
the EFT group, (n = 24) 60 patterns occurred more frequently (at the 0.01 level) Of these 60
patterns 77 % described more thame @motion state. Twenty of these patterns remained
significant at p=.00005 level. The longest patterns were repeated need expression followed by
expressed primary adaptive emotion (PAE; see Figoxerhe most frequent patterns were
either repeated neexpression (Figur2l), or PAE followed by need expression (Figag.

No found patterns contained PME emotion schemes.

To pursue finding longer EFtheoretically assumed sequences containing emotion
schematic categories of PME expression followed by expression of needs followed by expression
of PAE, | examined emotion schematic patterns that occurred in EFT or CCT clgsés on
searched using qualitative THEME analysis. | first found patterns beginning with the expression
of PME. Then | examined a second round for a subset of patterns with need expression in the
middle and then searched once more for another subset ahpatith expressed PAE at the
end. This qualitative analysis allowed me to search for a relevant EFT assumed pattern in a
smaller data set. This complete pattern expressing the entire sequence of emotion schemes of
O PMiEedPAES6 occurred .in EFT cases only

In the clientcentered therapy (CCT) group (n = 30), six emotion schematic patterns
occurred with significantly greater frequency. Both the longest and the most frequent patterns
found were sequences of repeated expression of primary maladaptivenefRMi6; see Figure

23). THEME did not detect any PAE sequences attached to these expressions efdME
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though MWU analyses had indicated that there was a trend towards PAE occurring more in the
EFT group when 0 ReUnforuhately MAE ® thecoirtent THEME andlysas
did include the O6Relief’ emotion category.

THEME Results relating to CAMS states related to the Interaction betweenapyg
and longterm outcome groupslo my surprisein the 24 clients who received EFT no patterns
distinguished good EFT (n = 19) from poor EFT cases (n = 6) in terms of CAMS S$taiewill
be discussed below.

Some patternsglid distinguish outcomgroupswithin the 30 clients who received CCT
who were good (n = 13) versus poor (n = 17) kergn outcome caseSHEME sequences of
CAMS rated emotion state patterns distingingtoutcome groups within CCT therapies can be
viewed in (Table 7)Good outcome CT cases expressed maspeatedfear shamé(p=.00005;
seeFigure24). These repeateil f e a r pattarms maEwred 58% of the time across 11 good
outcome CCT clients, and 42% of the time across 13 poor outcome CCT clients. So, expressing
0 f & & a mas&gain found not to perfectly parse good and poor outcon#3T casesPoor
outcome CCT cases expressed mioge | o b a | (p=d0l;ssediigers25)andér ej ect i ng
a n g @ = @005; se€igure26) sequencesThe first repeated g | o b & |éttkin sccurred
31% of the timeacross 8 good outcome CCT clients &38&o of the timeacross 15 poor
outcome CCT clients. The secoddy | o b a | pattein sccurred<L@3 dimes in total;%8 of
the timeacross 8 good outcome CCT clients &8&b of the timeacross 15 poor outcome CCT
clients. Sop g | o b a | patteinsoccuree@% of the timen poor outcome CCT cases. In
the case of the threer e j e c t patiegns faumd) the fitgt r e | e c t patiegn oecurrgde r 6
110 times in total; 8% of the timeacross five good outcome CCT clients 8486 of the time

across 12 poor outcome CCT clients. The sedbmde j e c t patiegn oecurrgdel2&imes in
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total; 18% of the timeacross 5 good outcome CClleats and32% of the timeacross 12 poor
outcome CCT clients. The thidr e j e c t patiegn oecurrgdeldddimes in toth8% of the
time across 5 good outcome CCT clients 8286 of the timeacross 12 poor outcome CCT
clients.In total 3360 r e jge atnpatemsdoccurred 82.7% of the time in poor outcome CCT
cases.

THEME Results relating tosSequencesf Emotion Schemes related to the Interaction
between theapy and longterm outcome groupsTHEME found 21higher ordeemotion
schemeoatterns distinguishg good EFT (n = 19) from poor EFT cases (n =Téje longest
obtained patternfor good outcome EFT case®re repeated sequences of need expression
followed by expression of PAEigure Z). Significantpatterns of repeated expressiaf
sequences of PAE followed by expressions of Rixe also foundFigure 8). THEME
indicated that the most frequent of these patterns was need expression followed BjgBAE (
29) or PAE followed by PMERigure 30). Converselyno patternsverefound to occur more
frequently in poor versus good outcome EFT clients

Six patterns distinguished the good (n = 13) versus poor (n = 17jdamgoutcome
CCT clients.The longest and most frequent of good outcome CCT patterns were repeated
expressionsfAPME (Figure 31). In poor outcome CCT cases, 27 patterns occumae
frequertly than in good outcome CCT cas@&se longest were repeated sequences of secondary
emotion (SE) followed by unodable (UC) emotiorHgure ). The most frequent patterns
found were repeated expressions ofsefienceqFigure 3).

To help the reader understand results of both analyses (Mann Whitney U for proportions
of EEs and THEME analyses or sequences of EEs jasummary table dboth theMann

Whitney U and THEMEanalyss in Table 8.
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Discussion
This study looked at CAMS coded emotion episodes (EES) to identify proportions of
emotion sequences or patterns of EEs that
independent of whether they received either emeftionsed therapy (EFT) or clieoentered
therapy (CCT). This was to establi$ieFT theory and a CAMS measure of that theory could
describeemotional processing that would differentiate ldagn good from poor outcomes in
the treatment of major depressj perhaps indicatg tha anEFT theory descriptioof EPcould

serve as a commatescription of afEP process for all treatments of depression irrespective of

therapy received. As well, this study also compared emotional processing that occurred in two

experiential therapies, EFT and CCT. To accomplish these tasks, | examined archivally EE
CAMS-coded data from two working phase sessions (between sessions 4 and the 3rd last
sessions) that had already been established as important emotional procesising iselsoth
therapies (Pos, 2006). My goals were accomplished using 55 clients who had prowdextii8
follow-up outcome measures in both York | and Il outcome studies, after being randomly
assigned to receive 48 sessions of either CCT or EFT treatmh Using the Classification of

Affective Meaning States (CAMS; Pascubéone & Greenberg, 2005) all working phase

emotion episodes had been previously coded using the CAMS by Wong (2016). CAMS is a valid

measure that captures ten specific emotionalgasing states as well as provides measures of

the higher order EFT emotion typology. Further, CAMS was considered as a more valid measure

of EFT based emotion theory concernargotional processing than HEXP (Wong, 2016)
because it could capture EFT emattheory in terms of emotion schemes that EFT theory
suggests. This would provide a stronger test of-EPTtheory potentially providing a common

EP factor for treating MDD. | first examined differences in proportions of CAlEdEES
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between groups ugy Mann Whitney U tests in SPSS. | did this to establish if there were
differencesin the nonnormally distributed proportions of particular emotion states in the
working phase EEs. | then used THEME time sequential analyses (Magnug¥@rpz2&amine
emotional processing EE sequences that occurred in the working phase sessiobS odli¢hés
included in this study. | performed these two analyses for either groups identified as good versus
poor longterm outcomes independent of therapy received and also for thex@gyed groups.
For the interaction between good outcome and tyeeqeived | only performed theme
analysesThe Mann Whitney Us tested differences in proportions of emotion stdies
THEME time sequential analyses of these CAbifsled emotion episodes illustrated statistical
differences in patterns of emotion changasistent with longerm outcomeavhetherdong-term
outcome in depressiomasindependent of therapy depended on thiaerapyreceived. To
remind the reader, lorgrm resilient outcome of depression was measured by clients reporting
not being depressetigving a Beck Depression Inventory < 10) at foHopy 18 months post
treatment. | will start by discussing each hypothesis, and within each hypothesis | will first
discuss results based on the analysis that used Mann Whitney U or THEMIE plsodisciss
results depending on the levels of coding used, both CAMS specific state codes and EFT derived
emotion schematic codes. | will follow this by a discussion of analyses within the context
outcome groups and of therapy received groups. Finally, | didoeigsteraction of therapy and
outcome.

A methodological question: Why do Mann Whitney U and THEME analyses yield
different support for hypotheses?

One thing | would like to first discuss is the general difference between my two analytic

met hods. Mann Whitney Ub6s tested for the shee
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emotion type whether at the CAMS state level or the higher level of emoliemss. On the
other hand, THEME analyses detected sequences of emotion episodes whether in CAMS states
or emotion schemes. These two methods provide different information. The reader is reminded
of Table 8 which summarized the results from both methodk use
Mann Whitney U(MWU) analysis tells us that a difference in the sheer amount of an
expressed state has been found but it cannot tell us the emotion that preceded or followed that
state. THEME analysis can tell us this. For examgteprding to the MWUoutcome groups
were found to differ in the amount of hurt grief expressed, with goodtknng outcomes
expressing more hurt grief. Outcome groups did not differ in the amoonacf s er t i ve ange
proportions expressed which, in addition to more u retfpdgartionswerefoundto occur
more in EFT versus CCT cases of therapy.
So, information about the amount of expression of an emotion state when viewed in
isolation from other states is wHdiWU tests provided. THEME analysis on the contrary often
provided evidence that linked lower order CAM&ded EESr linked higher order ET-theory
driven CAMSCoded emotion schemes. For examplécome groups weiiadeedfound to
differ in sequences of hurt grief,a s s er t,i0 ¥ € a a nsggbendsecénnected to need
expressionand repeated sequences of expreéséde a r . Thdrdara sotnetimes both Mann
Whitney U and THEME analyses yielded similar results, but sometimes ndiaga Whitney
U did not find significant differences in the amountoh s s e r t éexpressed yapae vierdus
poor outcomeasedut THEMEanalyseglid find sequences of expressech s sert i ve ange
distinguishing outcome groups with good outcomes expressingénare s er t.i ve anger 0
This suggests to me is that perhaps it is not how frequently an emotion state is expressed

but the context of other emotiongthin which that expression occurs that is the most important
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information. A THEME analysighus can tell us that what comes before and after a particular
expression of emotion can differ statistically when comparing EP in outcome or therapy groups,
more so than does the sheer amount of a particular expression. It will serve therapists well in the
future treatment of depression to be aware of this.

However, a limitation of THEME analyses should also be mentioned. THEME is a
mathematical analysis. It seekvariance in distances between EEs in order to arrive at the
sequences it finds. Therefore, one weakness in THEME analysis is that if too much variance in
the length of particular states occurs THEME will not be able to detect that state and locate it i
sequence of emotionk.is for this reason that some figures identify the end of a state but not the
beginning of that state. |, as researcher, know thaEthiseginning must have occurred tat
THEME sometimesid not detect this because EEsw#ro muchin length for THEME to
capture the beginning of the patteftso, if a CAMS coded emotion state occurs very
infrequently it would not be detected in the present analysis that asked for a sequence to occur at
leag 45 times (or at least in half the sessions) before it was detected. This was another reason to
check for sequences of PAE emotion scheme emotion whichcaeséructedis a sum of all
possible PAE states suggested by EFT theory, including such thiagh-ssothing and
acceptance/agency. For this reason, it is possible that THEME analyses missed some lower level
emotion states due to that emotion occurring either too rarely or being presented too Variably.
redo the analyses with less stringent daté possible in the future.

In any case it is difficult to parse emotion in therapy data sets and researchers must
continuously try to capture what really happens in therapy. THEME is an important and useful
tool, among many, but more refined analysdsagntinue to be necessary. Qualitative analyses

may be required to do this.
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What results presently support EFT emotion theory as a common theory of change
in the treatment of MDD? A common change factor will be one that is consistent in its capacity
to predict longterm outcomes independent of any therapy received. As such, my outcome data
results support to a point the assumption that EFT emotion theory is a general change process in
the treatment of MDD with some caveats.
Hypothesis 1:Good and poor long-term outcomeswill showEFT-EP theory consistent
emotional processingndependent of therapy

As discussed earlier, it is theorized that better emotional processing leads to better long
term outcomes (Pos et al., 2003; Pos et al., 2009). tfasefore hypothesized that if EFT
theory was true and described EP in a manner that could be accepted as describing a common
factor of ERthen EP should be stromgan EFFEP consistent manndn any good outcome
case independent of therapynalyses supported this hypothesis for the most palbwever,
some differences between ElEPtheory and a potential general theory of EP for treating MDD
appeared

Proportional analysis for specific emotion statesThere was a significant difference of
0 h u r ft Betyveen @itcome groups, but all other CAMS coded emotion state differences were
found to be nossignificantly different in the proportions of EEs expressing particular emotion
states. The expressionmded did trend toward being significantly differe¢p = 0.@) with
more needs expressed in the good outcome group. This was again consistent with EFT literature
and with other findingsHerreira 2017). Two other trends in the MWU analyses were consistent
with EFT-EP theoryas well good outcomes were less likelytoexpréss | obalandli st r es s
0r ej ect fpr d2). Buntheerepood outcomes showed a trend to expressing less secondary

emotion schemes also consistent with EEFF theory(p = .07) Since EFT theory tries to guide a
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client towards adaptive emotional resources through the expression of needs, this may indicate
how important need expression is to deep emotional processing. As well, lzetieigt not
express or get past expressing secondary emotion also seemsniripaiieper EP and to long
term gains in MDD treatment. In terms of adaptive emotion categartas @utcomes express
more6 h u r t, bugnotisignifiGantly moré a s s e r t .iThissvasaurpgigeng €ince theory
(Blatt, 1979 suggests the importance of expressing anger in treatment of MDD. Again, the
difference between Mann Whitney U analyses and THEME analyses may be relevaxiiahere.
Whitney U testsndicated that the sheer amountof s s e r t éxpressed didgnet ffied
between outcome groups but good outcomes did differ from poor outcomes in expressing
0 asser t seguences.rAg ®ichtnot the sheer amount but repeated expreésmrsa e r t | v e
a n g appeéedto drive good outcome in treatment of MDD with expatial therapy. Why
good outcome clients expressed significantly ntote u r t i$ reptrclieas. Bditer emotional
processing may mean thath u r t exgyassior is @&n important emotion state in the treatment
of MDD long-term. Perhaps when clients can atchm their hurtin front of theirtherapistthey
areboth showing their vulnerability which is hard to do for some depressed clients but they may
alsobeexpressing some internal strength important for their-teng resilient outcomes for
MDD. At leastwe know that good resilient outcome clients do more often express their pain
(Greenbergk Watson, 2006; Bolger, 1999\Ve also know that expression of needs and less
secondary emotion is important as whlbre research must examine the importance of hurt
grief expression to goelng term outcomes.

CAMS THEME analysis for outcome groups THEME analyses more clearly
supported hypothesis &nd the potential f&EFT-EP theoryto provide a common emotional

map forgood longterm outcome clientd heyexpressed sequences including repeated
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expressionob hur t,6 gs s ef D,iond0d eam g & ivél asedlterns of expressed
0f ear followedrmyenged expression. All occurred with greater frequency in the good
outcome group. So, while thegportion of6 a s s e r t did/net ditien lgptevee® outcome
groups, repeated expression of adaptive anger did appear to be impoectading to THEME
Again, this means that not only the amount of an expressed emotion state may count towards
goodoutcme but al so the order or relative Ol ocat.i
and other emotion states counts. This points to the advantage of THEME analyses that can
capture these phenomena. And furtidleh u r t dndpraisesfe&r t appeeedta Imegwor 6
particularly important PAEs needing expression during the treatment of MDD. Since MDD
theory (Blatt,1974; 2004; Beck, 1996&uggests thahdividualswho are dependent have
difficulty asserting themselves while individuals who are-ggiint have difficulty expressing
vulnerable feelings it seems fitting tiata s s e r t anddeh uarnt gtatesdnag the dnportant
emotions to express in treatmeafdMDD long-term Choi, Pos & Magnusson, 2016;
Greenberg, 2002; Greenberg & Paivio, 1997; Wong, Rdl&se two emotion states may also
be connected to particular client depressive subtypere kgearch is needed here.
drear/sham@andd f e a r foHlolwednyen@geds also were emotion stabegected iran
EFT theorybasel model of EP. Thee sequenceasdicate that clients are touching core pain
relating to unmet needs (Feirrera, 2016) or are following their pain compass (Goldman &
Greenberg, 2015Reall too, that Greenberg and Pasebad oned6s (2007) model o
proposes that good outcome clients begin in unproductive emotion states 8ucheaa r s h a me 6
and transform these emotion states into productive, adaptive ones. Therefore, we woulid expect
find good outcome clients experiencing unproductive emotion stategyrasuch expressions to

also be followed by productive emotion expression, such as need exprésgiens er t i ve ang
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and hurtWhat we did not expect to find is more expressions of the primary adaptive emotion
orelief 6. Tdictonsfindngasd wall becdesscussedanore below.

As for still depressed clients at follemp, or poor outcomes, THEME analysis found
them to expessmorepatterns of repeateikliefoor repeated r e j e c t.iExpgessians gfe r 6
repeatedd r e j e c t madeEFTaER theory(Greenberg & Wabn, 2006) senséRejecting
a n gis a secondary emotion that interferes with the expressioneof s @ n gy @ ¢aé cover
PME experienceddowever, the finding that expressionsaadliefépredicted poorer outcomes
was an EFT inconsistent finding. O6Reliefd is
of relief expression occurred often, 210 tgne the data overall. Moreover, it occurred 70 times
in good outcome cases. Previous small sample studies that unfortunately confounded therapy
alliance or therapy and sadfiticism have found that expressionsiaieféoccurred in good
outcome caseRfnaldi, 2016; Choi, 28). The only sense we could make of this result is that
perhapgrelieféin good outcome and poor outcome cases is quite diffefeeliefdis considered
adaptive in EFT theory. Interestingly proportions of expregsdigéfohad not been found to
significantly differ between therapies when examined by Mann Whitney U tests but significantly
more relief sequences were found by THEME in podc@ue cases. It is possible tliedliefd
was not an adaptive emotion in these cases. Alternatively, there may be different typlsf@f
expressionPerhaps some clients say they feel better when not feeling emotional experience and
thereby avoid futter processing whereas others may genuinely have new positive insights. This
suggests the need for parsing rated episodéslafofurther to ascertain the content of these
episodes.

Another potential problem with this result is the possibility ofG#dS measure not

being adequate in capturing the PAE category. If it turns outrafocan be considered both
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a possible PAE as well as an avoidant strategy for some clieetghat CAMS category will
have to be better refinedvaidance appeato predict poor outcome in the treatment of many
disorders (Pos, 2014) this should be investigated further
THEME CAMS pattern interactions between therapy and outcomeWithin EFT therapy
THEME found no patterns distinguisig good outcome clients. Thigas likely the result of the
selection criteria that | had set of a minimum of 45 patterns having to be detected. No patterns
were likely to be detected to occur only in good outcome EFT cases. It is ptisaildeme very
raree mot i onal events occurred Iinsgotodi mywd c@me
6accept an cothataao carelg aceuned to be detected by THEME using this oriteri
These emotion states might have been particularly important to the best EBmes his was
the risk | took deciding on thiriterion. There could also be client differendbat made a
difference for examplePos (1996) found that older clients preferred EFT and did better within
this model Perhaps all the poor outcomes in th@émple (n = 6) were younger individualsd an
age demographic was at work within one therapy grotstoo will require further research.
THEME did find patterns distinguishingood CCToutcomes. These good CCT outcome
clients expressed more pattewfé f e a r . Pedn @utoam@ CCT clients expressed sequences
with significantly mored g | o b a | andbir setj reec s STarese firddings agase EFT-EP
theorycoherent andupport hypothesit and once more validate EFT emotion thedhy
would this be so? Perhapsw hi n CCT, t her api s tasdagaxdslltallow many
their clients to naturally avoid their deep pdihe possibility of avoidance is pointed to because
from theEFT perspective poor outcome clients express more patterns of CAMS coded secondary
6gl obalandbirsetj reecs swhiap poarrogtamedCCT clients difact express more

often.
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THEME emotion schematic pattern interactions between therapy and ogbme group.!
also used THEME to analyse sequences of emotion schemes relatedterioogitcome
differences within therapy groupBhese resultsupported hypothesisalso with some caveats
Good outcome EFT clients expressaidof the following patterngepeated neeelxpression
followed by PAEemotion schemes expressid@I-EP theoryconsistent)repeated PAE
followed by PME(EFT-EP theoryinconsistent)and need expression followed by PA&E-T-
EPtheory consistentRepeated PAEXxpressiorollowed by PMEexpressiorwas a surprising
finding since EFT theory states that processing oERMperiences normallyrecedes
expression of a PAEDften EFT theory states that expressing PMEssleaexperiences of
unmetneeds thathen when fully experienced and supported by the themsygigtortclient
access of primary adaptive emotion. BEF:-theory appears to be challenged here; as it seems as
if it is possible that the experience of PAE can make it easier for clients to experience PME and
then perhapsubsequently their needs.

No patterns occurred with greater significant in the poor outcome clients within the EFT
group. This suggests thaET therapists were following EFT EReory guidelinesand that poor
outcome EFT cases were not poor outcomes because they were not gdeieiiSior PAE
emotions and nesgbut perhaps due to their particular autobiographical memdaxgesuch they
might have beetess resilient EFT client§hese EFT poorer outcomere nof however,
expressing problematic secondary emotidinss will also reed finer research to unpadk.such
cases poor outcome in EFT may have less to do with emotional processing and more to do with
autobiographical memory or narrative (Angus & Greenberfjl20rocesses.

THEME found that goo@€ CT outcomesexpresseanore rgpeated PMEThis was coherent

with EFT ERtheory.As such good outcomé&CT clients stayed with their expressions of
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maladaptive painThey stayed with their painful experienc&o(dman & Greenberg, 20L5
Poor outcomeCCT clientsexpressedepeated SE ftowed byun-codable emotionor repeated
expressions of SE. Both of these resates EFFEPtheory consistent arglipport hypothesis
as well EFT-EPtheorywould expect poar emotionaprocessinglientsto be poor outcome
CCTclientsBeingi st uck o i n probl emati c woudbeafthgtr oduct i
nature

Summary: Does EFT-EP theory generally serve as a model for EP in MDD treatmefit
In generalmy overall results support H1 atfte possibility thaEFT-EP theoryis apotential
transtheoreticdEP theory for the treatment of depressiGenerdly, thetenets of ET-EP
theory were validatedyith some caveat&motional processing could predict long term outcome
differences from Experiential treatments of MDD.

In summanyit was found that better outcome cases whether irrespective of therapy received
or within therapyreceivedexpresed more needs and fewer secondary emotions as well as
expressdbothmoreadaptive ananaladaptive emotion.

However some discrepancies wiEFT-EP and the CAMS measure were found. First of all
MWU analysegound that only particular adaptive emotiatur more often in good lortgrm
outcome case® h u r t dndpraisesfed t)iTverds @ lespagrl @ bal, 6 deséceisBd
a n g andnioreeedexpression weralsopresent in good outcome cases. EFT emotion
schems such as pmary adaptive emotiodid not occur more in good outcome castather
THEME analyses indicated the importance of Ps8Bemesneeds, and PMEmotion schematic
experiences. All of thesemotion schemesgured prominently in good lonterm outcome cases

as did the expression of secondary emotion (SE) in pooftengoutcomes.
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Three findings suggest that either the CAMS measure needs refinente-FEP theory is
6off 6. First of all , poorThiswas &ocomershowingthert s e x p
needto furtherclarify that emotion state. As was mentioned above this emotion category may
need further parsing, or subtyping. Secohdll, EFT-EP theory has not normally suggested that
the experience of primary adaptive emotion makes accessing of primary maladaptive emotion
easier. Good outcome cases exdfisis sequence so it may be important for therapists to be
aware thatmovenmet t hr ough a c¢clientdés emotional field
express stronger adaptive emotions before one can fully experience pain and unmet needs
connected to that pain. Thirdly, it wakinterest to discover thgpood CCT outcome clients
expressed more patterns®f e a r . Itgstcleantbad some CCT therapists were able to help
CCT good outcome clients process their pain. Why these clients were able to use empathy to
access and express pain indicatessbateCCT clients do not needctive chair interentions to
process their pain well. How CCT therapistere able to accomplish this deep emotional access
for clients armed only with empathic reflections will be an important arcfatiare research.
Hypothesis2: EFT casesshould have better longterm outcomes than CCT cases

It was hypothesized that EFT cases should have bettetdomgoutcomes because EFT
targets emotions and emotional processing specifically, and may therefore be a better
experiential treatment for demson than CCT. It is well established that emotion scheme types
(primary maladaptive, primary adaptive, and secondary) predict outcomes during experiential
therapy. If these ES types are important to resilient outcome in the treatment of MDD, then EFT
maybe the better experiential treatment than CCT.

My results showed support for hypotheBigsing t tests. This basic hypothesis suggested

that EFT cases would have better laagn MDD outcomes. The t tests of EFT versus CCT
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outcome scores indicated tHefT clients reported being less depressed ahd8th outcomes in

two ways. EFT clients had significantly lower actual BDI scores at 18 months, t(53) = 2.19, p =
.032) and also fewer EFT clients reported having am&Bth BDI over to or equal to 10, t()63
=-2.8., p =.007). One caveat is that twenie out of thirtysix (81%) clients who received

CCT reported longerm outcomes, compared to 23/38 (61%) clients who received EFT. Chi
square analysis marginally found that there was a trend for clienteasbiwed CCT being

more likely to reportlong er m out comes on t he BI2656fpran EFT
0.051). However, at the same time, clients receiving EFT were more likely to report a lower BDI
18-month score on average, as well as rep&Dascore under 10 at 4@ onth followup.

Therefore, t tests indicated that EFT clients did report betterttongoutcomes, supporting
hypothesis three. Still, since CCT clients did report {targn follow-up more frequently, for this
reason, poor outecoe clients assigned to the CCT were compared to EFT poor outcome clients
on their BDI 18 at months. On average EFT clients who reported being still depressed at 18
months were more depressed than CCT clients were at 18 months (BDI= 20.40 versus 17.35). As
such, one might assume that being more depressed at 18 months did not motivateriong

reports for the EFT group. This difference was not significant (p = .826). So, although EFT
clients had better outcomes on average (supporting H3), more CCT clmrteddongterm
follow-up. It is unknown why clients who received client centered therapy more frequently
reported poor longerm outcomes or conversely why fewer EFT clients reported long term
outcomes. However, a number of variables suggest themdgébtresxample, poor outcome EFT
clients may have been less likely to report outcomes because they were angry at the research
group because of having a poorer outcome. The assumption here is they somehow expected to

fair better than they had. This as statbdve was not a controllable variable as clients were
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assigned to treatments randomly in this RCT. No difference reported in depression at pre
treatment (Pos, 2006) however were found. Also, no demographic variable explained these
differences either, ps>.0%s such, although this difference in frequency of l&ign outcome
reports was found, it was not explainable in a manner that could be established to effect
outcomes. The issue is one of uneven groups to comparégiongutcomes. This might have
influenced findings and must be admitted to as a potential limitation of this study. Still, one is
allowed uneven group numbers in comparisétmvever, it is possible that missing data from
clients who had undergone treatment could have paliéibsedesults This would only be
more likely to have occurred if results were very inconsistent with past réchiksvas not in
fact found, as other writers have also found EFT cases to have bettéghongutcomes
(Ellison et al, 2009; Elliot et al., 201,3Greeberg & Pedersen, 2001

As far as EFT client reporting better loteym outcomes, reasons have been reported as
to why this may be so. As mentioned in the introduction, EFT is a more structured treatment than
CCT and structured treatments such as CBT and EFT appear to dorbetating depression
(Elliott et al., 2013; Watson & Pos, 2017). The reason why a more structured treatment would
fair better in the treatment of depression is an interesting probleenAPA section 12 website

(https://www.div12.org/diagnosis/depressipoidentifies 12 effective treatments for MDD, and

EFT is one of them. Depression is often chronic or recurring and is best managed like a chronic
illness (Unitzer & Park, 2012). Some researcheggast that structured treatments for

depression have better outcomes for treating MDD (Elliott et al. 2BE3) may be more
effective for this reason. For exampl e, CCT
whereas EFT therapists employ spe@mpirically based interventions (Elliott et al., 2003) that

have more structure. Due to the marléleven nature of EFT, it is also possible that if emotional
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processing is so important to MDD outcomes then these added interventions in response to
speific markers might be better at changing emotion schemes than does less directive CCT
therapies (Goldman et al., 2006). Some studies have provided support for this possibility. For
example, Watson & Greenberg (2006) found that using malrkezn intervetions in EFT led
to deeper emotional processing and better outcomes compared to CCDoasstsldy
examined twechair work for seHcriticism finding that clients who resolve their criticism or
Asofteno their critics, hasiegmbrienfiemengdsagf e
experiences (Sicoli & Hallberg, 1998). As well, clients who softened their critics expressed more
wants and needs compared to those who did not (Ferreira, 2017; Sicoli & Hallberg, 1998).
Amore recent study also found that teleair work lead to reductions in selfiticism, anxiety
and depression symptoms, and increases irceatpassion (Shahar et al., 2012). One study
examined the use of empthair work finding that clients who successfully resolved their
unfinished busings had reductions in their symptom distress and interpersonal problems both
outcomes also relating to MDD (Greenberg & Malcolm, 2002). All these studies suggest the
efficacy of EFT chair tasks as well as point to the importance of emotional change while
ergaging in these structured tasks.

Recall also that in a follow up study by Ellison et al. (2068)ing follow-up interviews,
EFT clients talked about using emotional processing skills learned in therapy. There seems to be
evidence in the literature thatlded skills and interventions may improve outcomes for
depressed clients (Bondolfi et al., 2010; Elliott et al., 2013; Rice, 2001). Clients may feel more
skill ful, as some come to therapy seeking fAso
their problems. Having tangible skills and interventions could be contributing to better EFT

out comes. However, few studies have examined
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active EFT interventions as compared to being offered CCT. Future teseaut need to
examine EFT markeguided interventions asking clients to provide what they seemed to gain
from engaging in these structured interventions. In particular sessions that do, and do not, have
client engagement in these structured tasks migicbmpared.
Hypothesis 3:Are EFT cases better emotional processs than CCT case®

In EFT theory(Greenberg & Watson, 2006he works with different emotion types in
different ways: maladaptive emotions are accessed in order to transform them, and secondary
emotions are brought into awareness to access the underlying primary eR@interEFT
targets emotions and emotional gessing specifically, it was hypothesized that EFT cases
would demonstratéoettergeneralemotional processirighan CCT cases.

Also remember that Teasdale (1999) among other theorists suggested that the cause of
depression is the activation of depressug emotion schemes or schepesdthat a valid
change process (i.e. good emotional processing) should relate to good outcoteentorignat
emotional processing predicts good outcdroe experiential therapistt termination has been
well establishedby (Pos et al., 2003; Pos et al., 2008ng EEEXP. It wastherefore also
hypothesized that because EFT is a more structured and emotionally focused treatment EFT
clients should fair better in outcomes letegm that do CCT client3.his was found to b&ue
through ttests.Hypothesis 2 was supportdel-T cases did show better leteym BDI outcomes
both in their BDI scores and in their tendencies not to relapse (Greenberg & Pedersen, 2001).

| alsoexplored potentiaEP differencedetween EFT and CCT cadagagainlooking at
proportional differences in either CAMS coded EEs orcB&ed EEs usingothMann Whitney

U tests and THEME analyses. | will discuss both sets of results below.
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According to EFT theory (Greenberg & Watson, 20@@tter emotional processioig
mainly defined as expressing more primary adaptive emotion (PAE) and less secondary emotion
(SE). Theoretically, if the emotional processing is better in EFT cteesEFT caseshould
haveexhibitedboth higher propoibns of CAMS emotion states that contribute to the PAE
emotion scheme category and lower proportions of CAMS coded emotion states contributing to
SEGgl obalandbirstjrecsihg anger 6

Proportional analysis for specific emotion statesProportionalanalyseof CAMS states
somewhat supported Hypothe&#WU analyseof CAMS codes revealed significant
differences betweed h u r t (p g.00Q)amdda s s e r t pw ©12) with EFT blients
expressing more of these statgéignificantly lessd g | o b a | andbir setj reecs svénegrotanger 6
foundin EFT casesHowever,a trend to a differenceimg | o b a | wad fousnd. ®leak s 6
distress did trend towards beirigrgficantly expressed more frequently in CCT cases (p =
0.055).

Why only6é h u r t dndpraisesfedr t wevedourad todave differences and not others is
not clear However, EFTEP theory does point to these two emotion states as particularly
importart in the treatment of depression (Greenberg & Watson, 2006). This is specifically true
for active chair interventions which are very interpersonal gPBaolone, 20%) and pull for
these states in terms of being assertive and grievingdbss (2018)alsofound that depressed
clients with the seitritical subtype of core worthlessness (CW) had higher proportions of
6 h u r t. Rexall,ihewewer, that CW clients were more likely to have received EFT.
Additionally, Rinaldi (2017) found that clients withs&rong alliance had higher proportions of
60 as s er t.iAgam, inaghisgampld, clients with a strong alliance were more likely to receive

EFT.Perhaps EFT clients were encouraged to express their hurt and anger more than were CCT
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clients due to differences in the modality and that more EFT structuredstatkas chair work
may pull for these emotion statésother possibility is that the disst statesad hur tandyr i ef 6
0 asser t areparticalarlgimpoant in the treatment of depressiotHabtheremotion
statesalsoconsidered adaptivare not. It makes sense that expressiohafs ser t i ve angert
which is agentic and leavesatits feeling empowered would impact reports of depression (Choi,
2013) Expression of hurt grief has also been linked to improvement in depression (Choi, Post &
Magnusson, 2016; Greenberg, 2002; Greenberg & Paivio, 1997; Wong, 2048), nore
research o the relationship between expressing hurt and grief and resolving depression long
term is neededAt present a dissertation is being conducted in our lab that will do this in part.

It is also possible that EFT clients who express these two statesoften are getting better
not because of expressing these states but for some other reason. That is, expressions of hurt or
anger may be a consequence of receiving EFT but not the cause of its effectReriegss for
this reason no emotional processlistinguished good and poor outcomes for.E¥€Fhaps it is
not accessing and expressing these emotional states but sharing them with another human being
that isthemost corrective emotional experience (Alexander & Frenchg)ltbéat impacts MDD
Howeer, hat thes@® a s s angddanddeurtdostates havbeen expresseatound session 11
(Pos, 2006uring a 16 20 session therapy and the expression of these states is correlated with
outcome measured 18 months later suggests a potential causal condsti Wong (2016)
found that the proportion of expressed hurt grief expressed in middle sessions of therapy could
also predict outcomes for experientially distant clients 18 months post terminstion.g 6 s
(2016) research therefore echties currenfindings here.

CAMS THEME analysis. EFT caseslsoexpresedmore sequences involving repeated

expressionsad hur t,6 g s 6§ e f O,iand eeechexpyessiod in comparison to CCT cases.
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This supported hypothesssas well againproviding tentativesupport for the validity of EFEP
theoryand that EFT cases are engaging frequentigaod EFFEPA Again, EFT-EPtheory
identifiesthat these twapecificemotion statesare particularly important for resolving
depression (Greenberg & Watson, 2006). THEME anaiysksatal thatEFT casesvere
expressing these two states repeatéaiyevidenced by repeated EEs expressing these states)
andtherefore appearedb® 60 swayihwgt hes€Ehiespeési anwiceg . with'
emotional tolerance (Greenberg, 200l)e opportunity to makes sense of these experiences
would thusbeoptimized in EFT caseghis is another indicator that EFT cases were processing
their emotionbexperiences wellThese results ardsoconsistent with thether experiential
therapyliterature as sequences 6fh u r t were foune mdre often in clients with a strong
alliance (Rinaldi, 2017), and sequences of lioth u r t dndpraisesfed t werefoundn g er 6
more often in corevorthlessness setfritical clients (Choi, 2018)These results alssupport the
EFT-EP model of emotional transformation that maoble importance of experiencing these
emotion states (Watson & Greenbe2§06). Unfortunately, THEME analysis did rinticate
what emotions preceded theh ur t,6 g s § e f D,ionneed expressatikély becauseoo
many possible stategereincluded in this analysilkemember thakHEME usesconstant
distance betweeexpressions as a marker of invariance and pattern extracttariability in
the length of EEsvould work against THEME finding invariant sequencelerefore state
categorieshat may bemportant precursors to expressions of hurt, anger or needs, must be
identified and coded as such in future analyBa®r analysishan even THEME can provide
again needed to accomplish thisis will have to be more closely examined.

Additionally, CCT caseshatwere poor outcome casgmalysed aboyexpresedmore

repeatedreliefo . They almsreseqeenges @ £sae d /canpaediceEr-T cases.
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Again, | would like to remind the reader tHadth CCT and EFT cases expresbed trelief6o
andde ar s buaGgC& éases expressed significantly madrihese states according to
THEME.Thi s result is consistent with Rinaldi o0s
alliancegrowth expressedncreases in relief from the working phase to the termination phase of
therapy However, wthin the termination phase, it was found that clients with strong alliance
growthexpressed more relief than clients with weak alliagrosvth Recall that clients wh

strong alliancgrowthwere more likely to receive EFT, atfthtall clients with weak alliance
growthi n Ri nal di 6s s a mphereforehthigiresultappeared te iddicatetfat
relief expressed in the middle of therapy was adapfRedief normally isconsidered adaptive in
EFT theoryBut what does CCT therapy theory suggest about such an emotionAdtate?
emotion is allowed and followday dients in CCT therapyAs suchi|f relief can be an

expression of avoidancayoidant reliefvould also be allowed and followedimthis particular
model of therapyAlso, whenl re-analyzed Mann Whitney BAE proportional differences

minus the relief coded CAMS categohfound thatEFT clients expressed significantly higher
proportions of PAE rated EEs or EEs expressing primary adaptive emotion at p = .007 when
relief was not included in the analysisis further suggests according to EPW theory that it

is possible that somethimgay not be adaptive about some expressions of riltefestingly
proportions of expressed reliefwegnot been found to significantly differ between therapies
when examined by Mann Whitney U tests but significantly more relief sequences were found by
THEME in both poor outcome and @CT cases. Perhaps some clighighly rational clients,

for exampl e, wh cayheydekl batter when nottfeelingdemetienal @xperience
and thereby avoid further processing whereas others may genuavelynéw positive insights.

A CCT model would allow this tendency in a client.
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CCT caseslsoexpressed more sequence®df e a r , Ih EFT-BRtteed@y6 f ear [/ s hame
is considered maladaptiyand difficult to experiencé hereforeit is thought tooften notbe
expressed without therapist help. Trasult thereforagainappeagdto indicate that empathy
and the CCT condition are adequate to helping clients arrive at their core pain. HaweeEr,
casedransforming pain appears to less common which we also discovered from the THEME
analysisNo patternsverefound withé f e a r  beisgHirked e@oG@nother emotiam CCT
casesEFT caseslsoexpressed f e a r butsappearse d@so able to transform these
emotions since more pattnsofo hur t,6 g s 6§ e f D,iand eeechexpyessiod were found
among EFT case®n the other handvhile good outcom€CT clientsdid appear to access
significantamounts o f e a r it/isppbssibieehdt some CCT caseay have been getting
Atsuc k 0 6 fne atrh ¢Piasca eored® Greenberg, 2007). This may have occurred
becaus€CT therapists are trained to follow clients and not be directive. As G@hcases
might have fallen into their pain, not been able to transform it, andGfeti@rapist would stay
with theirclient and their stuckain. This should be qualitatively examined further within CCT
cases of expressédf e a r .lh ERT aharapistare encouraged follow c | i efipains 6
compasé (Goldman & Greenberg, 2015) and lead EFT clients foe a r , buttheyaanee 6
encouraged to do so in orderttansformPME painthrough accessing emotion states such as
60 assert andexpression ef ne@ds which EFT salid express more oftenti§ another
possibility is that, as in the case@dliefdexpressionsdifferent typesob f e ar camsbh a me 6
expressed and the wdgar shameéis transformed or resolved may depend on dieair shamé
type. A fear shame type may alsodffectedby t he t herapy model 6s mann
emotional processing. Future research would need to examine the differedeagshamé

experienced by clients who undergo either CCT or EFT.
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Proportional analysis for emotion schemesBetween EFT and CCdases, the sheer
proportions analysis revealed no differences in Padcealo ne 6 s manner of par si
into primary adaptive emotiorPAE), secondary emotiorSg), or primary maladaptive emotion
(PME). However the obtained jwalue of the proportionf PAE expression did trend toward
significance (p = 0.082). This result was surprising since we expected a difference of the
proportion of PAE between groups as has been found previously (Ahanj,RAaadli 2017,

Choi, 2013 2018. | would remind the reader however that when we removed the relief code
from the PAE category there was a significant difference indicated by Mann Whitney U analyses
between EFT and CCT cases in the PAE category. EFT cases expressed moraiAElief

than did CCT cases (p = .007).TRIEME analysis the PAE category included relief codes.

Again, this points the reader to the possibility that relief codes as rated by the current raters
might require further parsing.

THEME analysis for Emotion schemesWithin EFT cases, the longest found pattern
alternated expression of needs and PAEs. The most frequent patterns were repeated sequences of
need expressions, or expression of a PAE followed by need expre¥gsmhkaow that EFT
clients more frequently exmsed anger and hurt and it may be that these emantigasticular
thatthe proportional analysidid show EFT cases expressed morthePAEs thalead the
depressed client to expression of neéttsvever expression of PMEs was not indicatedeiRT
sequenceas expectedrThis could be for a number of reasons the main one being that the
expression of PMEs was pervasive across both therapies.

In CCT cases, THEME analysis indicated that both the most frequndriongest pattern
detected was repeated expression of PME. The expression of PME was not linked to any other

emotion sotiappears that in CCT cases emotional transformation was not found. This indicated
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the possibility that CCT clients got stuck inpeggssing PME consistent with Paseuabne &

Gr e enb er gugygestigng&ase studiebave foundhat EFT clients transform their PMEs
into PAEs (McNally, Timulak & Greenberg, 2014; Pasduabne & Kramer, 2019).
Additionally, studies from our lab hawetso show clients transforming PMEs into PAEs (Choil,
2013; 2018; Rinaldi, 2017). Choi (2@)Lfound that good resolvers of selfiticism expressed
sequences of PME followed by PAE and need expression. Poor resolverscatiseims
showed little transformation, as more patterns of SE and PME were Rimaddi (2017) also
found more patternsf PAESs in clients with a strong alliance, and more SEs in clients with a
weak alliance.

My overall emotion schematic results support hypothdsisei EFT cases showed superior
emotional processing than CCT cases as defined by more frequently trangftireir PME by
expressing needs and PAHEsnay therefore be due to this superior HEF consistent EP
processing that EFT cases have better-tenign outcomes in the treatment of their MDDdoes
appear that in the treatment of depression emoticaragfiormation may lead depressed clients to
resilient change as Teasdale (1999) has suggestédhat EFT better resolves depression than
does CCT whebothoutcome is measured lostgrm, and emotional processing has been shown
to occur. Further, it malge that EFT theory of emotional change provides a common map for
emotional changeb6és i mpact in the treatment of

Still, CCT clientsdid reportexperiencing moré f e a r /tharhEd™adiets in my analysis,
which was not expected. As syebhile the majority of results from THEME analysis supported
Hypothesis 2it became clear to the researcher that it is not so much arriving at pain but

transforming pain through accessipgyticular needs and adaptive emotions that may be most



70

important inthe longterm resolution of depression. Therefore, EFT emotion theory may require
further editing, which only future RCTs of EFT versus CCT can empirically investigate.

Limitations of the current study

All research has limitations and this study is rRoeption. The following limitations are
noted.

First one limitation relates to the fact that emotional processing (EP) as a transtheoretical
factor can not be strongly empirically validated without examining the power of EP to predict
long-term outcomesi other non experiential therapies. If EP is a common change process in the
treatment of MDD than it will also be found to predict outcomes in other models of therapy.
Future research must examine the B theory for other treatments of depression.

Another problem may relate to culture. Emotiopalmission, display, and expression may
be highly influenced by cultural differences and these were not discussed our accounted for in
the current study. It would be interesting for future research to explotbevioertain cultures
are more depressed than others, or fit better with certain models of treanaher limitation
appears to be methodological. The CAMS measure used here to teEPER&ory was found to
have potential limitations so this measurast be further examined. The manner in which EFT
EP theory is parsed into emotion scheme types may perhaps be too crude and refinement of the
measure should be explored. This has already
(Piccirilli, 2018), aghis emotion has been found to occur in both good and poor outcome in
previous studieg-urthermorep ar si ng of O6hurt/ griefd is also o
Qualitative parsing (Renn2000; 20120ft he o&ér el i ef 8 categrory shoul d
examination of types of O0rejecting anger6 and

identified.



71

The analyses chosen were adequate but measures of emotional processing appear to continue
to be difficult to develop. Measures of emotional processingtdren their infancy and must be
improved. THEME analyses can also be limiting and are correlational in nature so perhaps
THEME analyses and the criteria of selection could have limited the results. Reanalyzing the
data with different search criteriaalid also be considered.

While length of EE episodes was only tangentially discussed in the limitation of the THEME
analyses and has been found not to be of significant importance in other studies (see Pos 2006
for a review). It should still be considerdrinaldi (2017) found a trend for poorer outcomes to
have longer EEs than good outcome clients and this could be revisited.

Finally, it must be admitted to the reader that marginally significantly more CCT cases from
the original trials (p = 0.051) provideoutcome data than did EFT cases. While no Chi square in
the present study indicated that therapy groups were not adequately balanced, it is possible that
missing EFT cases could have skewed results.

Conclusiors.

This study examined CAMS coded emotion episodes (EES) to identify patterns of emotion
sequences in clients winadgood versus podong-termoutcomes independent of therapy
received Clients who received either emotifocused therapy (EFT) or clienenered therapy
(CCT) were also compared for differences in kbegn outcomes and for differences in the
emotional processing between these two therapies. | compared emotional processing differences
using oth Mann Whitney U and THEMEmMe sequential analyseResults providd evidence
for differential processing between outcome groams therapy groupsindtendedo validate
core principles oEFT-EPtheory. THEME results appeared to be more robust overallEME

findingsreveaédgood outcomelients haing more CAMS sequencesofhur t,6gs s ef Bi ve
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angeamdf ear folewedbmnmeeéd expressions. Additionally, good outcome clients had
emotion schematic sequences of PME followed by need, and PAE followed by need. Poor
outcome clierg had more sequences of CAMS codes reliefétande j e c t ,iaswmgllas nger 6
sequences of the emotion schematis. SBese resultsaken as a wholedicate that botlgood
outcome clients anBFT clients had more expressions of adaptive emotions, and also m
transformation of emotion, whereas CCT and similarly poor outcome clients had more
expressions of maladaptive emoti@ml more blocking afansformation of emotionga the
activity of secondary emotion8oth analysesonsistently indicatkdifferences between groups

of the CAMS codes o h u r t dndpraisesfed t spec#icaly, mdjcatngthese are

important emotion states expressed during thef@apylDD that will predict longterm

resilience of depression treatment 18 months.|Htex presently uncleawhether THEME

selection criteria or the manner in which CAMS coded higher order emotion schereslied
affected results. Future research using different search cfaefi&lEME or using aCAMS
measurdhat is moreaefined may be neededowever EFTEP theory provides a solid base of
emotion theory that may direct treatment of MDD for ldagn success his theory of

emotional change must also occur across other therapies before it can be considered a truly

transtheoretical measure of emotion change in thdoapgyiDD.
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Purpose of the Coding System

The Classification of Affective-Meaning States (CAMS) is a measure that was
developed to rate the presence of emotion states relevant to the model of this research
project. The measure is applicable to coding emotion events when participants are
engaged, emotionally involved, and aroused. Thus, the following coding system assumes
that participants are not explicitly avoiding or interrupting arousal or emotional
experiencing. Although clients may be naturally ambivalent about engaging, heightening
and essentially allowing upsetting emotions, the events used for coding should follow the
initial “allowing” of feeling (Greenberg & Paivio, 1997; Greenberg & Safran 1987). The
codes themselves are intended to describe emotional experiences that are being “allowed”
by the individual'.

That having been stated, the coding system is designed to track the changing
“flow of emotions”: Which emotions are occurring and in what sequence. The measure
was created in light of preceding research that has shown some emotional experiences are
more productive than others (Greenberg, Rice, & Elliott, 1993; Greenberg & Paivio,

1997; Sicoli & Greenberg, 2005).

! For observable criteria that might identify emotionally resistant and interruptive processes see the work of
Davenloo (1990) from a short-term dynamic perspective or of Weston & Greenberg (2005) from an
experiential perspective.
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Criteria
Each emotion state is evaluated on up to five criteria, which address three distinct facets:
Emotional tone
A. Emotion/ Action tendency
Involvement
B. Expression (i.e. non-verbal behaviours, emotional arousal...)
C. Vocal Quality
Meaning
D. Stance and/or Adaptivity
E. Specificity
These criteria capture key affective-meaning (i.e. “emotion”) states. In the first
criterion, emotion words and action tendencies serve as a rough guide suggesting the type
of self-organization that a client is in. Some categories of coding are based on
Greenberg’s (2002; Greenberg & Paivio, 1997) categorizations of primary vs. secondary
and adaptive vs. maladaptive emotion. Those qualitative distinctions are captured mainly
by the two “meaning criteria” listed above in addition to the Vocal Quality Scale (Rice &
Kerr, 1986)".
Fosha’s (2000) distinction between core affects and core states is also quantified

in this measure through a combination of criteria. The core affects are captured by higher

% Note that although the Experiencing Scale (Klein, Mathieu-Coughlan, & Kiesler, 1986) would be a well
suited contribution to these criteria, it was not included so that it could be used later as a dependent
variable, providing construct validity to the current measure and model.
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ratings on “emotional involvement criteria” including the Emotional Arousal Scale
(Warwar & Greenberg, 1999) in particular. Core states, on the other hand, are reflected
by the meaning criteria as well as certain types of vocal quality, i.e. the focused voice
(Rice & Kerr, 1986).

A richer degree of conceptual differentiation and integration in the clients’
discourse is characteristic of productive meaning states (Wexler, 1974). Two types of
criteria in this measure are intended to reflect, at least in part, this richness and level of
formulation. “Specificity” is a criterion for some facet of meaning differentiation while
“Stance and/or Adaptivity” is a criterion for the degree to which meaning is integrated
and/or formulated to a healthy end.

Because the observational rating of a client’s subjective “involvement” is quite
limited, involvement is judged in the context of previous arousal and engagement. In this
classification system, it is a reasonable assumption that a client’s expressed arousal is
carried on internally unless there has been a dramatic change in topic. From this
perspective, the involvement criteria are met if emotional expression is observable and/or
if clients provide a detailed physical description of their emotional experience. In this
way, clients who are reticent about outwardly expressing arousal yet disclose that they
are, i.e. “‘on the brink of tears” (without ever actually tearing), have met the criteria for
affective involvement (assuming all other verbal and non-verbal indicators are consistent

with the verbal report).
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Minimum Unit for Coding

For a rater to make any given code the participant must utter a minimum of two
consecutive statements that indicate the same emotion class. This requirement is
consistent with what has been used in other ratings of comparable clinical material (i.e.
see Sicoli & Greenberg, 2005). There are two theory-driven exceptions to this rule. In the
case of coding either a “Need” or a “Negative Evaluation” (see classifications to follow)
a single clear statement is sufficient to make the code. The justification for this exception

is that, by definition, both these classifications are crystallized statements of meaning.
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1. Global Distress

Diagnostic definition:

Emotional tone

A. Presence of at least one of the following:

1) An experience clearly labelled by either client or therapist as any of the

following:
a)
b)
c)
d)
e)
f)
g
h)
i)
i)
k)

D)

hurt,

pain,

confusion,
hopelessness,
helplessness,
resignation,
unelaborated loneliness,
unelaborated emptiness,
self-pity,

vague self-blame, guilt,
irritability,

undifferentiated complaint/whining...

2) An experience that is described by the client as:

)
b)

undesired,

aversive, and

96



Pascual-Leone & Greenberg, 2005 © 6

c) producing suffering.
(i.e. engaged, high emotional arousal that the client describes simply as
feeling bad, awful, turmoil, miserable, etc.)
Involvement
B. Presence of at least one (or both) of the following:

1) The experience is of high expressive arousal and is rated to be > 4 on the
Emotional Arousal Scale (Warwar & Greenberg, 1999).

2) The client verbally reports his or her arousal, indicating that the emotional

tone is activated.

e There is non-verbal behaviour reflecting a state of suffering or collapse, which

may include one (or more) of the following:
a) tears,
b) lowered head,
¢) slumped body language,
d) sighs,
e) eyes to floor...

C. Presence of at least one (or both) of the following vocal qualities:
1) “Emotional voice quality”, which is disrupted or distorted as a result of
overflowing feeling. This is characterized by:
e Disruption of vocal pattern

(i.e. the voice may break, tremble, rise to a shriek, become very low),
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e Uneven pace,
e Irregular accentuation pattern,
e Unexpected terminal contours.
2) “External voice quality”, which has a premonitored quality, suggesting that
the content being expressed is not being newly experienced and symbolized. It

is characterized by:

a “talking at” quality,
e moderate to high energy, which is fairly full and directed outward,
e extremely regular accentuation achieved primarily by a rise in pitch,
e there is an even pace with highly expected terminal contours.
Meaning
D. The client is non-agentic, lacks a sense of direction, and there is no adaptive
action tendency associated with the distress state.
e Le. not clearly knowing what to say or do,
e feeling stuck.
E. The object of distress is one or the following™:
1) Unknown and elusive.

“Unknown Distress”

3 Examples of “Unknown Distress” are found in 076#7, 516#2; “Minimally Explored Distress” in 507#3;
“Limited and Avoided Distress” in 512#3.
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e [e. the client is uncertain of what the feeling is or why the feeling
exists —i.e. “I'm feeling X and I don’t know what it is about or why I
am feeling it”.

e When answering the question, “What is the problem?”, the observer is
unable to determine what the suffering is about in concrete or specific
terms.

e Itis as if the client were making the statement:

o “Idon’t know what it is but it bothers me”.
2) Known but minimally elaborated in terms of its subjective experience.
“Minimally explored Distress”

e There is little elaboration of the client’s experience beyond that it is
distressing — i.e. “It feels bad when someone does not understand or
care”. (Note that who is not specified).

e Clients do not convey their idiosyncratic experience:

o They use global terms, like feeling “bad”;
o They refer to their concern in second or third person, i.e. “one
feels bad when people don’t care”;

e Itisas if the client were making the statement:

o “I know what it is but not how I feel about it”.
3) Unaddressed beyond the subjective sense of victimhood.

“Limited & Avoided Distress”
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e Any meaning is heavily other/circumstance-oriented.

e The client has a marked lack of agency, (as if being helpless was itself
the object of distress, i.e. “I’m so upset that I’'m helpless”).

e The client makes excuses, rationalizations, justifications with a quality
of defensiveness and whininess.

e The client makes pathetic or desperate pleas.

e The client seems avoidant yet is unable to disengage from the
distressing material. Sometimes the client refers to “it” indicating the
emotional distress in non-elaborative terms.

e The meaning is as if the client were making the statement:

o “Itjust happened to me and I feel like a victim”.

Conceptual definition:

Global distress could alternatively be referred to as “undifferentiated distress”.
This category of emotion is best characterized as an emotionally expressive reaction to
some deeper underlying concern. Distress is global in the sense of all embracing or
undifferentiated, such that the presenting undifferentiated feeling might allude to specific
negative emotions but those emotions remain “fused”. If deeper core concerns are not
being articulated but clients are aroused and distressed about some (general) aspect of
their circumstances the rater must code this category.

Expressions of global distress do not capture any meaningful object of emotion or

meaningful action tendency. As a result this experience gives the client no meaningful
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sense of direction; i.e. “I’m feeling bad”, as opposed to a more differentiated statement
like, “I resent him for what he did and don’t want to overlook it.”” Thus, in global distress
the object of emotion is usually referred to in generalities and the emotional response is
also one of generality, -- i.e. “The way I feel now about all that stuff, it freaks me right
out”.

The experience of global distress can be described as being of high expressive
arousal and low meaningfulness in regards to some personally sensitive theme. It
indicates to the person that something is happening that is undesired, aversive, and is
producing pain. The person wants the experience to be over with yet cannot seem to get
over it. This affective-meaning state is characterized by feeling as if one is a victim of
emotional suffering.

Examples:

Some case examples of statements that typify this category follow. One must be aware,
however, that such statements in isolation do not necessarily merit a code but are given
support by the meaning-context in which they are expressed.

o “I could cry for a really long time.”(Nt. Cry about “what” is not specified.) (hurt)

o “I feel hopeless, lost, sad, discouraged.” (hopeless, no sense of direction)

o “Iwish I could get past it or turn it off.” (no sense of direction, complaint)
o “I feel alone, it’s so hard.” (self-pity, unelaborated loneliness)
o “I’ll never get there. There’s no use.” (hopeless, helpless)

o “It’s so awful and I don’t know what to do.” (pain, confusion)
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Points of discrimination:

The observer will notice that what many clients describe as “sadness” will be
coded here as global distress. In doing so a distinction is drawn between feeling “tearful
and troubled” (sad, in more popular parlance) and feeling tearful over a clearly
recognized loss (see “specific adaptive hurt/grief” below). An example of this was when
a client said, “I felt sad for no apparent reason. I was teary and just had this sadness that
came over me. All of a sudden I feel like I want to cry and I don’t know where it’s
coming from. Something’s going on deep inside”. In this example, the client is using
“sadness” to describe the subjective experience of an undifferentiated state -- global
distress. Thus, sadness may or may not be global distress depending on the quality with
which it is expressed. Greenberg’s (2002) emotion-focused approach would describe this
type of sadness as secondary sadness, indicating that there is some underlying and more
primary emotional concern.

Note that especially in cases of complaint, whining, and the like, global distress
tends to be very other/circumstance-oriented, such that there is little elaboration on the
client’s experience beyond the fact that it is distressful.

Aroused statements such as, “It’s just too painful” or “It’s so hopeless!” are
expressions of emotion in their own right — they are pain or hopelessness, respectively.
Nevertheless, these statements suggest some underlying emotion that remains
unarticulated, herein that feeling/concern has only been referred to as “it”. The

underlying feeling may or may not be within the client’s scope of awareness. Again, if
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deeper core concerns are not articulated but clients are aroused and distressed about some
(general) aspect of their circumstances the rater must code this category. Thus, raters
should consider:

e What does ‘it’ refer too? What is the client actually upset about?

e Has the concern at hand been sufficiently differentiated?

e s the client grappling with the concern’s specific and personal nature?

e s the object of emotion grounded in relatively concrete terms?

Answering “No” to all or some of these questions is indicative of global

distress.

Some clients have developed a way of interrupting or curtailing their emotion
when this emotion-state becomes unbearable for them. Upon such an occasion, either the
interruption is successful and the client’s level of arousal drops dramatically or it is
unsuccessful and the person continues to express aroused global distress.

General description of content:

Although the affective-meaning state describes a quality rather than content per
se, some types of content seem to be prototypical expressions of this state. The following,
which is not an exhaustive list by any means, are descriptions of content that characterize
global distress when deliberated with high emotional arousal. Some of these descriptions

use examples of client statements as illustrations.



Pascual-Leone & Greenberg, 2005 © 13

e Statements of a “poor me” quality are characteristic expressions of this state. Such
statements are usually made from the position of victim and are made in a tone of
complaint and often self-pity.

e Statements that protest the eternity of the injury or suffering. Since universals are
almost always overly simplistic, they are also a sign of limited differentiation.
Therefore, words like always, never, forever, etc. may be serve as indicators of
Global Distress. These statements also often have a “poor me” quality. For
example:

o “Thave been suffering every day of my life”.

o “I’ve been saddled with this difficulty my entire life and the pain is really,
really intense”.

e Statements that the client makes about perennial doubt or uncertainty.

o “Idon’t know, I don’t know”

o “I’'m so doubtful about whether that is the truth or not.”

o “Ineed to know why you did that” (...in a desperate tone of voice. If it
were an angry tone of voice this may indicate another affective-meaning
state).

e Statements that are hypersomatic. Very detailed descriptions of physiological
experiences of affect can sometimes lack any description of personal or

idiosyncratic meaning. Although such physical accounts are very detailed they are
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usually only specific on a somatic level and are non-specific on a meaning level,
making them characteristic of global distress.

e Statements that clients use to describe themselves as out-of-control, insane, or
overwhelmed by emotional intensity are all characteristic of global distress. In
this type of statement self-pity is often only implicit and emphasis is put on the
client’s sense of disorganizing and intense arousal.

o “It makes me crazy to think...”
o “It absolutely enrages me that you don’t even care”

e Taking an argumentative position or a complaining position regarding one’s
“stuckness” is a strong indicator of undifferentiated emotional distress.

e Statements of character assassination may border on a different state (i.e.
Rejecting Anger) but otherwise should be considered expressions of Global
Distress. For example:

o “You are selfish and self-centred!”

e Statements of vengefulness from a position of distance (rather than anger).

o “Screw you. If you don’t have any consideration for my feelings I won’t
have any consideration for yours”.

e Statements indicating avoidance rather than emotional engagement.

o “Idon’t want to have to deal with him”.
o “Idon’t want to imagine him” (Note that these comments do not comment

on what the client would like to do, they are simply negations).
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Relating Global Distress to the literature:

This sort of affective-meaning state has been referred to as secondary emotion in
Emotion Focused Therapy and therapists are encouraged to go underneath this feeling
(Greenberg, 2002). Other instances of global distress are labeled as emotional pain by the
experiential tradition, in which case therapists are encouraged to validate and differentiate
the emerging emotion (Bolger, 1999; Greenberg & Bolger, 2001). Sicoli and Greenberg
(2005) talk about verbal and non-verbal markers of hopelessness, some of which are also
in these criteria.

In psychodynamic therapies this state is referred to as defensive emotion or
anxiety (in the broad sense) and the intervention is to interpret this state as a defense
(Greenberger & Mitchell, 1983). Reik (1948) has referred to a particular affective-
meaning he observed in his clients as the “masochistic morass”. His use of that term
captures many of the same experiential features of the global distress construct (although
not the motivations he attributed to it). Some psychodynamic authors have referred to
instances of collapse into global distress as a mini-dissociative defence (Fosha, 2003).

It appears that both the psychodynamic and Emotion Focused approaches agree
on the apparent lack of depth of Global Distress. From another perspective, the cognitive
behavioural tradition refers to this state simply as negative emotion, something to be

regulated and bypassed (Greenberger & Padesky, 1995).
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Experimental research on the fundamental dimensions of subjective emotion
states has identified “Distress” as a common factor that underlies aspects of cognitive,

emotional, and motivational domains of experience (Mathews et al., 2002).

2. Specific Maladaptive Fear & Shame

Diagnostic definition:

Emotional tone
A. Presence of at least one (or more) of the following:

1) An experience clearly labelled by either client or therapist as any of the

following. Note that the client must be “in” the state and suffering by the state

—not avoiding it.

Shame-based emotion:

a) Shame

e i.c. feeling inadequacy, humiliation, embarrassment...

b) “Feeling Empty” (elaborated)
e Other forms of a Shame-Sadness blend,
e iec. “I’'m withdrawn, miserable about my
defectiveness”

¢) Collapsing in the face of self-contempt
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e The client makes specific and harsh statements of self-
contempt while at the same time collapsing into an
obvious state of suffering (i.e. crying, etc.).

Fear-based emotion:

d) Fear
e i.c. feeling threatened, unsafe, defenseless,
incompetent...
e) “Feeling Lonely” (elaborated)
e Other forms of a Fear-Sadness blend, i.e. dread.
f) Shame-Anxiety
e ie. “I’m afraid I will be humiliated”
g) Guilt

e iec. “It’s all my fault”, “I deserve to be punished”.

2) The action tendency is to withdraw in some way (i.e. escaping, hiding, turning
sadly inwards...) from something/someone aversive. Generally the client
reacts defensively sometimes even passively by “closing down” under the
weight of this “dreaded state”.

Involvement

B. The experience may range widely from minimum to high expressive arousal.

e Non-verbal behaviour which may include one (or more) of the following:
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a) covering face with hands,
b) lowered head,
¢) closed eyes or diverted/downcast gaze,
d) fear brow (eyebrows raised and straitened),
¢) fear mouth (open but with lips tense and drawn back tightly),
f) tears...
C. Presence of at least one (or both) of the following vocal qualities:
1) “Emotional voice quality”, which is disrupted or distorted as a result of
overflowing feeling. This is characterized by:
e Disruption of vocal pattern
(i.e. the voice may break, tremble, rise to a shriek, become very low),
e Uneven pace,
e Irregular accentuation pattern,
e Unexpected terminal contours.
2) “Focused voice quality”, which is described as turning attention inward with a
concentrated use of energy and the quality of groping toward new meaning.
This is characterized by:

e Uneven pace,

Ragged, unexpected terminal contours,

Stop-and-go, unexpected pattern,

Accent is done with loudness or a drawl (rather than a pitch rise).
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Meaning

D. The presenting concern is the source of deep and enduring personal pain.

e The emotion is full of suffering but familiar in quality.
e [tis clear to the observer that this state moves the client in a
destructive/unhealthy direction.
e The core concern is self-referencing, e.g.:
o “I am defective”,
o “I am insecure, abandoned”.
E. The object of emotion is clear and specific — i.e. I feel ashamed/afraid of X”.

Conceptual definition:

This category of emotion is best characterized as the emotional expression of a
core underlying concern, which is the source of deep and enduring personal pain.

Although emergence of the emotion may involve a significant other, (as in “feeling

shame in the eyes of the other”), this type of emotion is clearly self-oriented (as in “I am

the one who is shameful™).

Idiosyncratic meaning is usually quite important for this type of affective-
meaning state. It represents an unhealthy and very painful way of viewing and
experiencing oneself that is regrettably familiar to the client, like an age-old emotional
wound. For this reason this category can be described as being of high arousal and high
meaningfulness. The nature of this category is that it represents a highly personalized

pathogenic state, which is imbued with emotion and sets the clients on a trajectory of
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destructive self-organization. The client is completely taken over by the emotion and
experiences it as insuperable. There are action tendencies associated with this state (i.e.
withdrawing, escaping, etc.) but the familiarity of this highly aversive state gives the
sense that the client has no real expectancy of getting away, as it were.

The expression of specific maladaptive emotion often requires a good deal of
meaning exploration. More often than not there is eventually the elaboration of some
implicit need and an evaluation of client’s relation to that need. For example the client
may come to the painful conclusion that, “I am not loved or understood”.

General description of content:

Although clients almost never use such statements, the essence of these core

concerns are captured in summary phrases such as, “I am shamefully unlovable,

worthless, or incompetent” or “I am afraid I will die/be annihilated”. In any of these cases

the client’s own description and expression of the concern must be done in a manner that
is relatively concrete, specific and personal. In short, this affective-meaning state should
be coded when clients make clear and emotionally expressive statements about their
sense of fearfulness and/or shamefulness.
Points of discrimination:

The expression of these feelings is done in a specific and detailed fashion
(otherwise they may be better represented as global distress). Often clients will not
actually use the word “shame” since it is not usually found in common parlance and is

perhaps too penetrating. Nevertheless, harsh, overt self-criticism and self-disparagement
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may accompany statements indicating that clients feel shame about their shortcomings.
Deeply seated objects of shame are more often than not either in regards to (1) clients’
competence in the world or (2) their ability to have relationships. Also, in this affective-
meaning state, the object of fear is usually the danger of utter destruction possibly as a
result of abandonment, rejection, or personal incompetence.

Fear and shame are by far the predominant families of emotions subsumed under
this category although variations of these may blend with sadness. Some clarification on
the common experience of feeling “lonely” or “empty” will be helpful here. The
maladaptive state of “sad loneliness” is conceptualized as existing in the transition (i.e. a
loop) between global distress and specific maladaptive fear. Although loneliness is often
discussed as a form of sadness, what make loneliness such a painful feeling are its
ramifications, which are always tinged with an element of fear. Ultimately, what makes
loneliness maladaptive is the tacit meaning it entails of, “Somehow if I’m alone I won’t
be OK/secure/able to cope”. Inevitably, when loneliness is elaborated there is a colouring
of fear that gives the idea of being alone its bite. This is consistent with the observations
of several authors who have pointed out that attachment disorders are all primarily fear
based (Freud, 1995/1913; Bowlby, 1997/1969; Sartre, 2001).

Similarly, feeling “empty” is understood as somewhere between global distress
and maladaptive shame, depending on the degree of meaning elaboration the client is able

to create. In either case, raters will have to make a judgment on the level of meaning
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differentiations and personalization that the client makes in order to determine the code
that is most fitting: global distress vs. specific maladaptive fear and shame.

The differentiation of meaning and the freshness of the experience are two of the
most discriminating characteristics between global distress and specific maladaptive
distresses (i.e. fear or shame). In contrast to global distress, which seems to state: “I feel
awful but I don’t know why or what it is about”, maladaptive fear or shame state: “I feel

12

awful and I do know exactly why!”” Although some instances of global distress may have
a familiar quality to clients especially if distress is part of a maladaptive
personality/social style (i.e. self-pitying), the familiar maladaptive emotion is always
being felt freshly in the moment. It is not just being talked about, it requires a high level
of experiencing.

Sadness is sometimes maladaptive and at other times adaptive. The following
comments help demarcate the difference between healthy and unhealthy types of sadness.
Sadness (in the sense of grief or loss) has been described as having two distinct action
tendencies that are sequentially ordered (Bowlby, 1997/1969). Initially, the action
tendency in response to a loss is to cry out and essentially to reach out. A prototypic
illustration is when a child gets lost in the supermarket and cannot find mother and cries
out. Should crying for help prove unsuccessful the second action tendency of sadness is
to withdraw and conserve energy for the hard times that evidently lie ahead.

When this second action tendency of “closing down” in sadness becomes an

enduring or chronic emotional pattern, it represents a maladaptive version of sadness. The
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more it becomes an enduring source of personal and self-referencing pain the more it
acquires a sense of shame and becomes “shame-sadness” (i.e. “I have lost because I am
defective/inadequate”™). Needless to say, a lost child is also frightened and so it makes
intuitive sense that fear, shame and sadness in their maladaptive forms are amalgamated
together here as specific core maladaptive states.

Some forms of shame-anxiety, guilt, and self-contempt are more particular
variants of this maladaptive rubric and identifying them will assist in coding. Shame-
anxiety is a hybrid feeling. It alerts individuals to the imminent danger of being shamed
(Mindell, 1994). This maladaptive state highlights once again the intimate relationship
between fear and shame based emotions. The clearest instances of shame-anxiety can be
commonly found in social phobias.

Guilt is maladaptive when it rallies self-blame and self-punishment. The most
casily recognizable instance of this is found in “survivor guilt” (Garwood, 1996). Guilt is
related to the family of fear-based emotions through the dread of punishment and
inescapable culpability. Once again, withdrawal and “closing down” signals the
maladaptive action tendency of this category.

The expression of contempt in self-criticism, especially during two-chair work
can be understood as reflecting a maladaptive way of coping with unhealthy shame
(Mindell, 1994; Whelton, 2000). For this reason, when a client expresses obvious
emotional suffering at the same time as making specific statements of self-contempt the

suffering (i.e. tearing, etc.) is considered a reflection of maladaptive shame.
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Other discrete maladaptive emotions such as anger or disgust clearly exist but are not
distinct parts of this model. This affective-meaning criteria does not apply to those
discrete emotions because of their radically different action tendencies. Although they
may be experienced as unpleasant, anger and disgust are not “dreaded” emotional states,
to use the words of Horowitz (1987). Accordingly, their action tendencies are not of
withdrawing and “closing down” as is the case in this model component.

During the elaboration of meaning some clients become very emotionally aroused”.
Alternatively, clients begin to intellectualize and in a literal sense distance themselves
from the specific and emotionally evocative details that facilitate maladaptive emotion.
This form of loop can be referred to as a distancing. If this happens before the rater is
able to confidently code the maladaptive emotion the occurrence should not be rated.
Alternatively, if the maladaptive emotion is sufficiently aroused and activated then the
occurrence will be rated and distancing will likely mark the end of that code.

Similarly, some clients have developed a way of self-interrupting or curtailing their
emotion when this emotion-state becomes unbearable for them. Upon such an occasion
the interruption is often not fully successful and clients will revert to the less specific
expression of aroused global distress (in an attempt to distance themselves from the
painful specifics). This occurrence would signal a change in code from one affective-

meaning state to another. Otherwise, the interruption is successful and the client’s level

* In this project it could be helpful to raters to know that soothing by the therapist is usually critical around
this point to allow the client to tolerate unpleasant feelings and continue with the task at hand — avoiding
either distancing or self-interruption. However, unless it is in the form of explicit and adaptive self-
soothing, such soothing should not be coded.
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