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Abstract 

Collaborative empiricism (CE) is a key CBT process, in which the client and 

therapist collaborate to empirically explore the client’s cognitions and cognitive 

processes. The aims of this study were to develop and psychometrically evaluate the 

first measure of CE in the literature, the Collaborative Empiricism Scale (CES), and 

use the measure to examine whether CE predicts reduction in depression severity in 

CBT for depression. The CES employs a novel design and rating methodology, 

allowing the rating of collaboration and empiricism at multiple levels, and at multiple 

times, within each therapy session. A theoretical model of CE is proposed that seeks 

to explain the motivational aspects of the construct, and integrate the collaborative 

and empirical elements of CE. 

Three studies are reported. In Study 1, 30 expert CBT researchers and 

practitioners evaluated the draft CES via an online feedback questionnaire, in a 

process consistent with the Delphi method. Experts rated the CES very highly for 

content validity, ecological validity, and ability to capture variance in CE, and highly 

for clarity. Study 2 reports on pilot testing of the scale. In Study 3, psychometrics of 

the CES are reported, and CE is examined as a predictor of depression severity in a 

sample of 44 adults, at three time points, with a total of 3548 ratings of empiricism 

and collaboration across 132 therapy sessions. Reliability of the CES was high, and 

concurrent validity demonstrated with the Cognitive Therapy Rating Scale. 

Collaborative empiricism was found to predict reduction in depression severity at 

termination, after controlling for pre-therapy depression, the working alliance, and 

therapist competence. A medium effect size of CE on depression was obtained (R2 = 

.088), larger than that reported in the literature for the working alliance or therapist 

competence. This effect was maintained at 6, 12, 18, and 24 months post-therapy. 
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Chapter 1: Collaborative Empiricism in the Literature1 

Aims and outline 

This chapter focuses on key aspects of the psychotherapy literature relevant to 

collaborative empiricism (CE) in cognitive-behaviour therapy (CBT). First, a 

definition of CE is derived from the seminal CBT literature. Inconsistencies and 

contradictions in the literature regarding the role and scope of CE are reviewed. The 

relationship between CE and the therapeutic alliance as operationalized in CBT 

research is then discussed, followed by an analysis of the inability of the most 

common form of the therapeutic alliance in psychotherapy research, Bordin’s working 

alliance, to capture the CE construct. The possibility is considered that past alliance 

research has failed to adequately account for the role of CE in the alliance. This leads 

to consideration of CE within the frameworks of evidence-based relationship 

attributes and core competencies in CBT, with a focus on the work of the APA Task 

Force on Evidence-Based Therapy Relationships. The role of CE as a change process 

is then discussed, including its potential role as a mediator of therapeutic outcomes. 

Existing theory relevant to CE is reviewed, and a new theoretical model is proposed 

to explain the motivational role of CE in therapeutic change.  

Collaborative Empiricism in the Literature 

A contradiction awaits the reader who explores the literature on collaborative 

empiricism. On the one hand, there is 40 years of widespread agreement regarding the 

central role of CE in Beckian CBT (A. T. Beck, Emery, & Greenberg, 1985; A. T. 

Beck, Rush, Shaw, & Emery, 1979; S. D. Hollon & Beck, 1979; Kuyken, Padesky, & 

Dudley, 2009; Madsen, 2009; Persons, 2008; W. W. Tryon & Misurell, 2008). On the 

other, there has been little theoretical analysis and no specific empirical examination 
                                                
1 This chapter and the theoretical model of CE described within were published as Tee, J., & 

Kazantzis, N. (2011). Collaborative empiricism in cognitive therapy: A definition and theory for the 
relationship construct. Clinical Psychology: Science and Practice, 18, 47-61. 
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of the construct. Collaborative empiricism is frequently referred to as a core 

component of the therapeutic alliance in CBT, and as a distinctive and defining 

characteristic of CBT process (e.g., A. T. Beck, 1989; Bishop & Fish, 1999; Cross, 

2007; Dattilio, 2000; Dudley & Kuyken, 2006; Friedberg & Clark, 2006; Friedberg & 

Gorman, 2007; Kuyken, Padesky, & Dudley, 2008; Merali & Lynch, 1997; 

Overholser, 1995; Rutter & Friedberg, 1999; Segal & Shaw, 1996; Will, 1995). 

Despite this, it remains unclear whether CE is related to treatment outcomes, or 

moderates or mediates other processes. Importantly, there is no measure of CE in the 

literature, which may partly explain the lack of empirical work. A measure of CE 

would also aid in addressing recent calls for empirical data to guide the content and 

evaluation of clinical training programs for CBT (Simons, Rozek, & Serrano, 2013). 

This chapter aims to address these incongruities, to build a case for the development 

of the first measure of CE, and to propose a first theoretical model of CE, based on 

Self-Determination Theory, that is capable of integrating the collaborative and 

empirical aspects of CE, and which addresses the motivational aspect of the construct. 

A Definition of Collaborative Empiricism 

Collaborative empiricism is not a new concept in CBT. The fundamental ideas 

underpinning it are present in Beck’s early work on the cognitive theory of depression 

(A. T. Beck, 1967). The term ‘collaborative empiricism’ appears in Beck and 

colleagues’ work a few years later (A. T. Beck et al., 1979; S. D. Hollon & Beck, 

1979). These seminal texts characterize CE as a CBT-specific feature of the 

therapeutic relationship that distinguishes CBT from other therapy approaches (A. T. 

Beck et al., 1985; A. T. Beck et al., 1979). Collaborative empiricism is described as 

an active collaboration in which the client and therapist work together to identify 

problem situations, and to design, implement, and evaluate empirical explorations of 
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the client’s beliefs (S. D. Hollon & Beck, 1979). Sharing the work of therapy in CE is 

not simply agreement or co-operation of the client with the plans of the therapist 

(Alford & Beck, 1994). A key objective is for CE to be applied by the client outside 

therapy, and to bring the results of between sessions work back to subsequent sessions 

as data for further investigation (A. T. Beck, 1970; J. S. Beck, 1995). There is also a 

pervasive role for the collection and use of data within sessions. This empirical focus 

is not just on the use of data to evaluate beliefs, but flavours the whole interaction 

between client and therapist, including, for example, framing between session work as 

the collection and evaluation of data, and the use of data gathered in session as the 

basis of treatment planning and review of the therapeutic interventions (A. T. Beck et 

al., 1979). 

These early descriptions of CE have had a profound and enduring influence on 

later discussions of the construct, and will be adopted here as the definition of CE. A 

more detailed operational definition of the construct will be outlined following an 

analysis of the components of CE in Chapter 2 (on collaboration) and Chapter 3 (on 

empiricism). 

Inconsistencies in the Literature 

Recent discussions of the role of CE in CBT have reinforced the fundamental 

importance ascribed to it in early work (A. T. Beck & Dozois, 2011; Deborah J. G. 

Dobson & Dobson, in press; Kazantzis, Freeman, Fruzzetti, Persons, & Smucker, 

2013; Kuyken et al., 2008, 2009; Overholser, 2011; Persons, 2008; W. W. Tryon & 

Misurell, 2008). However, despite long standing consensus in the literature regarding 

the importance of CE, contradictions and incompatibilities have emerged in the roles 

and characteristics ascribed to the construct. Importantly, the discussion has remained 

largely based on practical, common sense grounds, rather than empirical evaluation. 
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The fundamental role attributed to CE is reflected in definitions in which it is 

described as the “distinguishing feature” (van Oppen, 2004, p. 339) or “hallmark of 

cognitive therapy” (Waddington, 2002, p. 186). Sometimes, however, CE is not just a 

distinguishing feature but a necessary and ubiquitous one: the “key to effective 

psychotherapy” (Westefeld et al., 2000, p. 479), “crucial for effective therapy” 

(Hazlett-Stevens, 2008, p. 68), “embedded in every clinical action and decision” 

(Friedberg & McClure, 2002, p. 44), which comprises the “cornerstone of CBT”, and 

is “used throughout the entire course of treatment” (Dattilio, 2000, p. 39). Despite 

agreement on the fundamental importance of the construct, it is unclear whether CE is 

to be understood as one unique feature of CBT among many, or whether it is so 

primary and integral that it is necessary for effective CBT to proceed. 

There are also inconsistencies regarding whether CE is a specific technique or 

a ‘common factor’ that pervades the entire therapeutic relationship. In some cases CE 

is referred to as the “major therapeutic method used by Beck” (Abramson, Alloy, & 

Dykman, 1990, p. 198), a “method of reality testing”  (Bell, Grech, Maiden, Halligan, 

& Ellis, 2005, p. 148), or a “cognitive strategy” (Dattilio, 2000, p. 39). In others, 

rather than a method or specific technique, it is a “philosophy which forms the 

foundation of cognitive therapy” (Wilkes, 1994, p. 309). Sometimes it is both a 

“process” and an “approach” (Gleeson & McGorry, 2004, pp. 209-211), both a 

“specific technique” and an “atmosphere” that pervades the client-therapist 

relationship (Turkington & Siddle, 1998, p. 237). To date, there has been neither 

recognition nor discussion of these discrepancies in the literature. 

Collaborative Empiricism and the Therapeutic Alliance 

Inconsistency is also evident regarding the relationship between CE and the 

therapeutic alliance. The therapeutic alliance can be broadly defined as the alliance of 
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a client’s reasonable side with a therapist’s working side (C. J. Gelso & Hayes, 1998; 

Horvath & Greenberg, 1994). In some cases CE is described in the literature as “the 

ideal cognitive therapy alliance” (Bishop & Fish, 1999, p. 117), or as the “basis of the 

working alliance” (A. T. Beck et al., 1985, p. 37). In other cases it is a “cardinal 

feature of the therapeutic relationship in cognitive therapy” (K. S. Dobson & Shaw, 

1988, p. 674), and in others it is neither the relationship, nor a component of it, but a 

“stylistic fulcrum that permits the helping alliance to thrive” (Stein, Kupfer, & 

Schatzberg, 2006, p. 359). 

Clarifying the relationship between CE and the therapeutic alliance is 

important because there is reliable meta-analytic evidence of a robust relationship 

between therapeutic alliance and treatment outcomes in CBT (Horvath, Del Re, 

Fluckiger, & Symonds, 2011; Horvath & Symonds, 1991; Martin, Garske, & Davis, 

2000; Shirk & Karver, 2003). The relationship between alliance and outcomes holds 

across different therapies and disorders, despite whether outcome or alliance are rated 

by therapist, client, or observer (Martin et al., 2000; Shirk & Karver, 2003). 

The working alliance. 

To examine the relationship between CE and the therapeutic alliance requires 

an understanding of the construct of the therapeutic alliance and the measures used to 

study it in CBT. The conception of the alliance most often used in research studies of 

CBT is the working alliance developed by Bordin (Bordin, 1979, 1994). Bordin 

(1979) proposed a trans-theoretical model of the working alliance as a collaborative, 

negotiated, and interactive relationship between client and therapist. In Bordin’s view, 

the working alliance consists of three core components: an interpersonal, affective 

bond between therapist and client, agreement on the goals of therapy, and 
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collaboration on tasks designed to address the client’s therapeutic goals (Bordin, 

1979). 

Bordin described collaboration as a ‘working relationship’ between client and 

therapist (Bordin, 1979, 1994). At face value, this working relationship seems similar 

to the meaning of collaboration as ‘sharing the work’ in CE. However, Bordin 

conceived of collaboration in the working alliance as an “agreed-upon contract” 

between client and therapist regarding the tasks and goals of therapy (Bordin, 1994, p. 

254). For Bordin, agreement is “the key process in building an initial, viable alliance” 

(Horvath & Greenberg, 1994, p. 1). In contrast, collaboration in CE is not simply 

willing participation by the client, nor agreement on tasks or goals. In CE, the 

therapist aims to engage the client in a genuine sharing of the work of goal setting and 

creative authorship of therapeutic tasks, progressively encouraging the client to take 

the lead role in these activities as far as is practicable (A. T. Beck et al., 1985; A. T. 

Beck et al., 1979; J. S. Beck, 1995, 2011). The aim of this partnership is to actively 

share the work of empirically exploring and evaluating the client’s cognitions and 

cognitive processes, an aim that goes beyond simple agreement on a program of 

therapeutic tasks and goals. 

The Working Alliance Inventory. 

If the concept of collaboration in Bordin’s (1979) working alliance fails to 

capture the meaning of collaboration in CE, it is possible that measures of the alliance 

based on Bordin’s conception may similarly fail to capture the meaning of 

collaboration in CE. If so, past research on the working alliance in CBT that has 

employed such measures may not have adequately accounted for the role of CE. This 

possibility is demonstrated here by an analysis of the most commonly used measure 
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of the working alliance in CBT, the Working Alliance Inventory (WAI; Horvath & 

Greenberg, 1989, 1994). 

The WAI is a 36 item questionnaire designed specifically to measure Bordin’s 

working alliance (Horvath & Greenberg, 1989, 1994). It has been widely used in 

alliance research, across many types of therapy (Horvath, 2001; Horvath & 

Greenberg, 1989, 1994; Horvath & Luborsky, 1993; Horvath & Symonds, 1991; 

Martin et al., 2000). A commonly used version, the 12-item WAI short form revised 

(WAI-SR; Hatcher & Gillaspy, 2006), has improved psychometric properties and 

better differentiates Bordin’s three alliance dimensions of bond, tasks, and goals. The 

WAI-SR items are presented in Appendix H. Analysis of the WAI-SR reveals that 

none of the items measure collaboration (or indeed empiricism) as defined in CE. No 

items in either the Task or Bond subscales refer to collaboration. Three items in the 4-

item Goal subscale do refer to ‘agreement’ and ‘good understanding’, but no other 

aspects of collaboration are discussed. The third item refers to ‘collaboration in 

setting goals’ but this phrase also does not capture the meaning of collaboration as an 

active sharing of the work of therapy that is central to CE. Collaboration as sharing 

the work of empirically validating the client’s beliefs is largely missing from the 

WAI-SR. Both the most frequently used construct of the therapeutic alliance in CBT 

(Bordin’s working alliance), and a frequently used instrument developed to measure it 

(the WAI-SR), fail to capture the key aspects of collaboration or empiricism as 

described in CE.  

Evidence-Based Therapy Relationships. 

The two APA Task Forces on Evidence-Based Therapy Relationships 

(Norcross, 2001; Norcross & Lambert, 2011) conducted a landmark series of meta-

analyses of psychotherapy outcome research studies, with the aim of identifying 
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evidence-based attributes of the therapeutic relationship. The Task Force identified 

three relationship attributes related to collaboration as either ‘demonstrably effective’ 

or ‘probably effective’; however, as will be discussed in detail in Chapter 2, the 

processes identified do not capture collaboration in CE. The Task Force 

recommended that future research investigate further relationship attributes (Norcross 

& Wampold, 2011). Chapter 8 of this thesis takes up the Task Force’s 

recommendation in an examination of the relationship between CE and therapeutic 

outcome. 

Collaborative Empiricism as a Change Process in Cognitive Behaviour Therapy 

Collaborative empiricism has been hypothesized to act as a change process in 

CBT (D. J. G. Dobson & Dobson, 2009; Kuyken et al., 2008, 2009). There is some 

support for this hypothesis in the literature. An example of this is the use of CE by 

clients to evaluate the accuracy of their own delusional thinking (e.g., Alford & Beck, 

1994; Bell et al., 2005; Chadwick, Birchwood, & Trower, 1996). Traditionally, 

change in CBT has been understood via the cognitive mediation hypothesis (A. T. 

Beck, 1970; DeRubeis, Tang, & Beck, 2001). In this view, improvements in 

therapeutic outcome result from direct change in clients’ cognitions. Underlying the 

use of CE in the treatment of delusions is the idea that belief change is more likely if 

the rationale for change comes from clients’ own experience-driven insight, rather 

than from the therapist (Dattilio & Padesky, 1990; Hutton & Morrison, in press). Self-

evaluation of clients’ beliefs, using experiments they collaboratively design, avoids 

the confrontation implicit in directly challenging delusional beliefs and hallucinations 

(Alford & Beck, 1994). Self-efficacy may be lower if the therapist is seen as the 

change agent, increasing the probability of relapse (Horvath & Greenberg, 1994). 

Collaborative empiricism may also function in the change process by reframing CBT 
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as a shared, challenging, empirical experiment (Klosko & Sanderson, 1999). This may 

increase psychological activation and a sense of hope, which may as important as 

specific cognitive or behavioural tasks (Cross, 2007). The atmosphere of curiosity 

modelled in CE may also foster flexible thinking, encourage a broader examination of 

the client’s problems, and allow the client and therapist to get at core subjective 

experiences that clients may not report (Friedberg & McClure, 2002). Better access to 

the client’s problems and subjective experiences may in turn allow a more focused 

and productive examination of the client’s cognitions, which has been shown to 

improve outcomes in CBT of anxiety disorders (Butler, Fennell, & Hackmann, 2008). 

Existing Theory and Collaborative Empiricism 

There has been little theoretical work specifically investigating the 

mechanisms underpinning CE, or attempting to explain how or why CE may 

influence therapeutic outcomes. This lack of analysis is not uncommon in process 

research (Orlinsky, Ronnestad, & Willutzki, 2004). Nevertheless, it is a shortcoming 

of a literature in which CE is widely described as a fundamental process. This section 

will evaluate the degree to which it is possible for well-validated aspects of 

psychological theory to underpin a theory of CE, and the extent to which theory can 

support the roles ascribed or hypothesized for CE in the literature. 

Kuyken, Padesky, and Dudley (2009) conducted the only theoretical analysis 

to date specifically incorporating CE. They considered CE to be one of three 

fundamental principles informing the case conceptualization process in CBT. 

Although they focused on the role of CE in case conceptualization, their approach is 

relevant to an analysis of CE itself. They argued that the collaboration and empiricism 

components of CE function in tandem as the driving force underlying the process of 

case conceptualization. In case conceptualization, the client’s unique experience 
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determines how both the theory and empirically validated principles of CBT are 

applied to that individual in their particular circumstances (J. S. Beck, 1995, 2011; 

Charlesworth & Greenfield, 2004; Persons, 2008). In Kuyken et al.’s account, the 

genuine collaboration inherent in CE aids the development of an accurate shared 

understanding of the client’s problem situation. Both the client and therapist have 

important information to contribute to understanding the client’s presenting situation 

in its unique historical, social, cultural, developmental, and psychological contexts. 

Increasing the accuracy of this shared understanding increases the amount of useful 

and relevant information available to develop the conceptualization. The empirical 

aspect of CE then functions as a check on the accuracy of the information generated 

in collaboration. Aspects of the conceptualization that do not fit the client’s situation 

can be revised or discarded after empirical testing. The process of CE firstly increases 

the range of information available to the case conceptualization via collaboration, and 

then filters out inaccurate information and confirms accurate information via 

empirical testing. In this view, CE mediates the relationship between the case 

conceptualization and therapeutic outcomes by increasing the relevance and accuracy 

of the conceptualization. 

Collaborative empiricism may also increase the accuracy of the case 

conceptualization by overcoming heuristic biases inherent in therapists’ 

interpretations of their clients’ problem situations (Bieling & Kuyken, 2003; Kuyken 

et al., 2009). In developing case conceptualizations, therapists have working 

hypotheses about their client’s difficulties, and interpret information arising in session 

in terms of these hypotheses. Therapists, like all people, are prone to overreliance on 

or misapplication of heuristics in decision making (Kahneman, 2003). The therapist 

who decides, for example, that a client has Panic Disorder may selectively discount 
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information contrary to this hypothesis. It is practically impossible to entirely avoid 

the effects of these biases (Baron, 2007). However, the structured collaboration of 

CE, combined with explicit empirical testing of the client’s cognitions, may reduce 

the impact of these biases or distortions in cognitive processing (Bieling & Kuyken, 

2003). 

In a related point, CE may also reduce erroneous or biased recall on the part of 

either client or therapist, by subjecting recall to ongoing empirical validation (S. D. 

Hollon, 1999). Reducing biased recall by the therapist may increase the accuracy of 

the case conceptualization, which may then improve outcomes as discussed above. It 

also seems reasonable that reducing the client’s biased recall may increase the 

accuracy of the client’s input into both the collaborative and empirical components of 

CE process. For example, an important aspect of CBT involves the client learning to 

objectively evaluate their own cognitions. Collaborative empiricism may increase the 

objectivity of this evaluation by reducing reliance on potentially biased recall, and by 

providing the client with a systematic method of objectively evaluating their beliefs 

(S. D. Hollon & Kriss, 1984). The merit of these approaches is that they articulate 

mechanisms by which case conceptualization may be related to CE. However, further 

work is required to develop a plausible theoretical account of CE per se.  

Behavioural experiments. 

A theoretical account of CE is informed by the literature on behavioural 

experiments. Behavioural experiments are empirical tests of clients’ beliefs that 

clients undertake themselves, usually between therapy sessions (Bennett-Levy, 2003; 

Bennett-Levy et al., 2004). It is widely held in the literature that behavioural 

experiments affect change in CBT by providing evidence against maladaptive beliefs, 

and for new, more adaptive ones (A. T. Beck et al., 1979; J. S. Beck, 1995; Bennett-
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Levy et al., 2004; D. J. G. Dobson & Dobson, 2009). If collaboratively designed and 

evaluated, behavioural experiments are an important and common example of CE in 

action. As such, existing theoretical accounts of behavioural experiments may inform 

a theoretical account of CE. 

It has been argued that behavioural experiments may be more effective than 

techniques such as thought records because behavioural experiments manifest greater 

synchrony across cognitive, affective, and behavioural systems (Bennett-Levy, 2003; 

Bennett-Levy et al., 2004). This assertion can be supported by theories in cognitive 

science and learning theory (Bennett-Levy et al., 2004). According to the interacting 

cognitive subsystems model (ICS; Bennett-Levy et al., 2004; Teasdale, 1997a, 

1997b), behavioural experiments provide powerful evidence for or against beliefs 

because they activate the non-linguistic, emotion-linked, automatic information 

processing system, rather than only the verbal, propositional, and rational information 

processing system. The model proposes that evidence from behavioural experiments 

thereby has a deeper ‘felt sense’, and greater subjective weight. 

Teasdale (1997b) argued that change in beliefs requires the development of 

alternative schematic models at the deeper emotional level of processing. In this view, 

behavioural experiments provide experiences in which these new models may be 

created directly. The ICS model is supported by evidence from memory research 

(Bennett-Levy et al., 2004). Memory is usually better for self-performed actions – the 

so-called ‘enactment effect’ (Engelkamp, 1988; Helstrup, 2004; Masumoto et al., 

2006), and is facilitated by stronger emotion (Bradley, Greenwald, Petry, & Lang, 

1992; Christianson, 1992; S. B. Hamann, 2001). This view also accords with the 

common clinical practice of selecting the ‘hot thought’ as the focus of cognitive 
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restructuring with thought records. The hot thought is precisely the thought that elicits 

the strongest (most distressing) emotion in the client. 

The value of behavioural experiments can be further supported by the 

experiential learning model of Lewin, Kolb, and colleagues (Kolb, 1984; Lewin, 

1946). In this model, learning occurs in a cycle through four stages: plan, experience, 

observe, and reflect. A typical CBT session might begin with a shared case 

conceptualization (reflect), used to develop a behavioural experiment (plan), which 

the client completes (experience), and then (observes) the results. The point here is 

that behavioural experiments involve more than just carrying out an experiment. The 

cycle of learning incorporates experiential learning in the context of procedural 

planning. 

This theoretical work provides a plausible mechanism for the efficacy of 

behavioural experiments, and by extension the empirical component of CE. Although 

this work goes some way towards an explanation of ‘how’ empirical investigation 

may affect therapeutic outcomes, it does not explain ‘why’ a client may be motivated 

to engage in the usually arduous process of changing their beliefs. Many clients, 

perhaps most, come to therapy driven by a pain they wish to relieve. However, as the 

motivational interviewing literature points out, clients often have conflicting 

motivations for engaging in therapy (W. R. Miller & Rollnick, 2002). Change may 

offer greater freedom or less pain, but comes with its own costs. A theory that 

explains this motivational dimension of CE is lacking. In addition, while the 

theoretical work discussed above is relevant to elements of CE, a theory that 

integrates the collaboration and empiricism aspects of CE with its motivational 

dimension is needed. 
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Towards a Theory of Collaborative Empiricism 

Self-Determination Theory. 

A theoretical foundation for CE that addresses the motivational aspect of the 

construct is proposed here using Self-Determination Theory (SDT; Deci & Ryan, 

2000). Self-Determination Theory states that people have a fundamental propensity 

towards growth and the resolution of psychological discrepancy (Deci & Ryan, 1980, 

1985; R. M. Ryan & Deci, 2000, 2002). The theory seeks to explain how individuals 

self-regulate behaviour and internalize extrinsic motivation in order to engage in 

autonomous action (Markland, Ryan, Tobin, & Rollnick, 2005; R. M. Ryan & Deci, 

2000; Vansteenkiste & Sheldon, 2006). It is also concerned with the effect of 

environmental factors, such as directives or rewards, on intrinsic motivation to engage 

in behaviours (Deci & Ryan, 2000). 

Self-Determination Theory proposes that behaviours are regulated on a 

continuum of autonomy, ranging from intrinsic (autonomous) regulation, to 

introjected regulation, and then external regulation. Autonomy refers to the locus of 

causality. External regulation denotes a behaviour that is regulated by external factors 

such as rewards or punishments. A direct attempt to persuade a client to change a 

belief is an example of an externally regulated motivation. Introjected regulation 

refers to motivation that is internalized. In this case, the pressure or drive to engage in 

a behaviour comes from within the person in the form of self-approval when engaging 

successfully in the behaviour and shame or self-criticism when failing to engage 

successfully in the behaviour (R. M. Ryan & Deci, 2000). Introjected regulation is 

more likely to lead to sustained engagement in behaviour than external regulation 

(Deci & Ryan, 2000); however, it can be accompanied by significant ambivalence, as 

well as negative affect and inner conflict (Markland et al., 2005; R. M. Ryan, Rigby, 
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& King, 1993). At the other end of the spectrum is intrinsic motivation. Intrinsically 

motivated behaviours are engaged in willingly, and are experienced as rewarding of 

themselves (Deci & Ryan, 1980). Self-Determination Theory proposes that three key 

needs underlie the innate tendency towards growth: competence, autonomy, and 

relatedness (Deci & Ryan, 2000). That is, humans have an innate need to experience 

themselves as competent, autonomous actors, who are related to others in meaningful 

and satisfying relationships. These factors work to increase the level of autonomous 

motivation associated with behaviour. 

Empirical support for Self-Determination Theory. 

There is considerable support for SDT in the social psychology literature. 

Autonomous regulation of behaviour is performed with higher quality and attention 

(Deci & Ryan, 1980), is more stable over time (Deci & Ryan, 1985), and is associated 

with higher positive affect (Deci & Ryan, 1980; R. M. Ryan & Deci, 2002). 

Autonomous motivation has also been shown to be related to better outcomes in 

psychotherapy and medical care (for review, see Markland et al., 2005). 

According to SDT, supporting the client’s sense of autonomy is required to 

augment competence and relatedness and promote optimal motivation for change 

(Deci & Ryan, 2000; Markland et al., 2005). Self-efficacy, the belief that one is 

competent to engage in a behaviour, is not sufficient to maximize motivation. Clients 

may feel able to engage in behaviour but not feel motivated to do so. According to 

SDT, increasing the level of autonomous regulation of a behaviour is required to 

maximize motivation to engage in the behaviour (Deci & Ryan, 1985; Reeve, 1998, 

2002). There is evidence for the ability of at least four environmental conditions to 

support client’s autonomy: a meaningful rationale for the behaviour, minimal external 

contingent reinforcers (rewards and punishments), active participation and exercising 
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of choice, and acceptance and acknowledgement of negative feelings (Markland et al., 

2005; Reeve, 1998, 2002). 

Collaborative empiricism and self-determination. 

Of the four environmental conditions described above that are hypothesized in 

SDT to support client’s autonomy, CE can be seen to directly influence the first three, 

and the fourth as part of general good CBT practice. A meaningful rationale for 

changing beliefs arises from the client’s experience of the results of the empirical test 

of their beliefs. By definition, a good empirical test of the client’s beliefs is one in 

which alternative explanations for data resulting from the experiment have been 

accounted for in the design of the experiment (e.g., J. S. Beck, 1995). The elimination 

of alternative explanations of the results of experiments increases the validity of the 

data. It is suggested here that it also increases the degree of internally autonomous 

relevance of the data for the client. The client experiences this data as intrinsically his 

or her own. The meaning of the data is judged using criteria that the client decides 

upon before the experiment is conducted. The source of these criteria is the client, and 

consequently the source of the regulatory capacity of the criteria is internal to the 

client. Reasons for changing beliefs are ideally experienced as the client’s own 

reasons, rather than the therapist’s reasons. As a result, the data is more likely to be 

experienced as an internal and autonomous source of regulation. According to SDT, 

this is likely to increase the motivation of the client to change their belief. In addition, 

the process of collaboration minimizes external contingent reinforcers, further 

increasing internal motivation. Although CE is directive in the sense that the client is 

directed to engage in the process of CE, the CE process itself is genuinely 

collaborative. The client is encouraged to participate in all aspects of CE and to 
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actively exercise choice and creativity in the design and evaluation of empirical tests 

of their beliefs.  

It is suggested here that SDT can provide a theoretical basis for the efficacy of 

CE in belief change. In this view, CE encourages autonomously motivated belief 

change by promoting the acceptance and internalization of new beliefs, and by 

increasing the meaningfulness of new beliefs for the client. 

Conclusion 

It is likely that existing measures of the alliance in CBT fail to capture the core 

meaning of collaboration in CE, casting doubt on whether past research using these 

measures has adequately accounted for the role of CE in CBT. A measure specific to 

CE is required to address these issues. Existing theory provides a plausible 

explanation for elements of the collaborative and empiricism components of CE, but 

remains piecemeal and ignores the motivational role of the construct. A new 

theoretical model of CE has been proposed, drawing on well-validated social-

cognitive theory, which integrates the collaborative and empirical components of the 

construct and its motivational aspect. There is some support in the literature for the 

efficacy of CE as a change process in CBT. However, no theoretical or empirical 

work to date incorporates the core elements of the construct. 

The next two chapters will examine collaboration and empiricism in CE in 

detail, including aspects of CE for which there is empirical support in the literature, 

followed by a detailed analyses of therapist and client behaviours related to 

collaboration and empiricism in CE.  
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Chapter 2: Collaboration in Psychotherapy 

Aims and outline 

This chapter reviews the theoretical and research literature relevant to 

collaboration in CE. First, collaboration in psychotherapy is discussed in relation to 

the therapeutic alliance, and then as an empirically supported relationship attribute. 

Conceptions of collaboration in the existing literature are then compared with 

collaboration in CE and important differences examined. Finally, the key elements of 

collaboration in CE, as an active sharing of the work of therapy, are described. 

Conceptual Work 

Collaboration and the therapeutic alliance. 

Collaboration has been considered in the research literature of the last 30 years 

primarily as an attribute of the therapeutic alliance (Castonguay, Constantino, & 

Holtforth, 2006; Clemence, Hilsenroth, Ackerman, Strassle, & Handler, 2005; Del Re, 

Flückiger, Horvath, Symonds, & Wampold, 2012; Elvins & Green, 2008; Hatcher, 

2010; Horvath, 2006; Horvath et al., 2011; Hougaard, 1994; Leahy, 2008; Lejuez, 

Hopko, Levine, Gholkar, & Collins, 2005; Norcross & Lambert, 2011). The 

therapeutic alliance is an aspect of the relationship between client and therapist that 

supports the capacity of the client to engage with the therapist in the productive tasks 

of therapy (Dryden, 1989; Gaston, Thompson, Gallagher, Cournoyer, & Gagnon, 

1998; Hatcher, 2010; Horvath, 2000, 2001, 2005, 2006; Lambert & Barley, 2001; 

Leahy, 2008). Research has demonstrated a reliable association between the alliance 

and therapeutic outcomes, with an effect size of approximately r = .26 (Horvath & 

Bedi, 2002; Horvath & Symonds, 1991; Martin et al., 2000; Shirk & Karver, 2003). 

By convention, an r of .26 is a medium size effect in psychological research (J. 

Cohen, 1988). The nature of the association between alliance and outcomes, however, 
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and the causal role of the alliance in improving outcomes, remains less clear (Crits-

Christoph, Connolly Gibbons, & Hearon, 2006; Crits-Christoph, Gibbons, & Hearon, 

2006; Del Re et al., 2012; DeRubeis, Brotman, & Gibbons, 2005; Hatcher, 2010; 

Horvath et al., 2011; Safran & Muran, 2006). Previous research has found that 

therapist characteristics and therapist variability in the alliance are related to alliance 

formation and therapeutic outcome (e.g., Ackerman & Hilsenroth, 2001, 2003; 

Baldwin, Wampold, & Imel, 2007; Ulvenes et al., 2012). This suggests that 

therapists’ behaviours related to alliance formation, such as collaboration, are 

important for outcomes in therapy. 

The idea of an alliance between client and therapist developed from Freud’s 

‘analytic pact’ between a client’s ‘reasonable’ or ‘working’ side and the therapist 

(Freud, 1912; Horvath et al., 2011; Kanzer, 1981; Wiseman, Tishby, & Barber, 2012). 

The structure of Freud’s therapy, in particular working with the transference in the 

relationship, highlighted the need for a ‘working relationship’ outside the 

transference, within which therapeutic dialogue could take place. That is, the idea of 

the working relationship arose for Freud as a necessary consequence of the 

mechanism of change of the therapy. The concept of the therapeutic alliance was 

subsequently developed further by Greenson, who distinguished the affective bond 

between client and therapist from the alliance (Greenson, 1965). Greenson argued that 

an affective bond between the client and therapist was necessary to promote the 

therapeutic alliance and thereby foster the client’s engagement in the tasks of therapy. 

Bordin subsequently sought to generalize the concept of the alliance from its 

psychoanalytic roots, by grounding the alliance in a pan-theoretical conception of 

therapy as ‘purposeful work’ (Bordin, 1979, 1994; Castonguay et al., 2006; 

Constantino, Castonguay, & Schut, 2002; Horvath, 2000, 2005; Horvath et al., 2011; 
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Horvath & Greenberg, 1994; Norcross & Lambert, 2011; Samstag, 2006). Bordin’s 

working alliance integrated the affective bond described by Greenson with a focus on 

the goals of therapy and the tasks needed to achieve these goals (Bordin, 1979). These 

concepts are encapsulated in the three operational components of Bordin’s working 

alliance: bond, goal, and task (Bordin, 1979, 1994). 

Collaboration (on goals and tasks) is the key factor that differentiates Bordin’s 

conceptualization of the pan-theoretical working alliance from previous alliance 

constructs (Hatcher, Barends, Hansell, & Gutfreund, 1995; Horvath et al., 2011; 

Luborsky, 1976). Bordin’s view of therapy as purposeful work affords a ready 

framework for situating the concept of client and therapist collaboration. By 

definition, ‘working together’ necessitates some form of collaboration. In Bordin’s 

conception, collaboration functions in a reciprocal relationship with the working 

alliance: the quality of the alliance is a direct consequence of collaboration between 

client and therapist (Bordin, 1979, 1994; Horvath et al., 2011), and the central 

purpose of the alliance is to foster collaboration and consensus on the goals and tasks 

needed to facilitate fruitful work in therapy (Bordin, 1979; Hatcher et al., 1995). A 

key point here is that collaboration in the working alliance takes the specific form of 

consensus on the goals of therapy, and agreement on the tasks required to achieve 

these goals (Bordin, 1979; Horvath et al., 2011). 

The working alliance has been the prevailing model of the therapeutic alliance 

in the past 30 years (Bordin, 1979, 1994; Horvath, et al., 2011; Norcross & Lambert, 

2011), and the alliance itself is currently the most researched aspect of the therapeutic 

relationship (Norcross, 2011; Ribeiro, Ribeiro, Gonçalves, Horvath, & Stiles, 2012). 

The predominance of the working alliance has had two consequences of importance 

here: (1) the idea of collaboration as consensus and agreement, embedded in Bordin’s 
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conception of the working alliance, has become the predominant conception of 

collaboration in therapy, and (2) the focus on the working alliance as a pan-theoretical 

construct has obscured forms of collaboration specific to different therapies. 

The centrality of collaboration in the working alliance is reflected in research 

employing the alliance construct. The collaborative relationship remains the primary 

common component across conceptions of the alliance and alliance measures 

(Horvath & Bedi, 2002; Horvath et al., 2011; Karver, Handelsman, Fields, & 

Bickman, 2006; Lambert & Cattani, 2012; Leahy, 2008; Ribeiro et al., 2012; G. S. 

Tryon & Winograd, 2001, 2011). This point is illustrated in a meta-analysis of the 

relationship between the alliance and outcomes conducted by Horvath and colleagues 

(Horvath et al., 2011). This research reviewed 201 studies, of cognitive behaviour 

therapy, interpersonal psychotherapy, psychodynamic therapy, and counselling for 

substance issues, that employed 30 different alliance measures. Two thirds of the 

included studies used one of four main measures of the alliance. Despite considerable 

variation between measures, the central theme across the shared factor structure of the 

main four measures was ‘the collaborative relationship’ (Horvath et al., 2011). 

There are several difficulties with aspects of alliance research that are relevant 

to the current study. Firstly, there is imprecision in terminology and a lack of 

consensus regarding definitions of the alliance construct, and its role in therapy 

(Fitzpatrick, Iwakabe, & Stalikas, 2005; Horvath, 2005, 2006, 2011; Horvath et al., 

2011; Horvath & Luborsky, 1993; Meissner, 2006; Saketopoulou, 1999). Bordin 

himself did not clearly distinguish his conception of the working alliance from 

previous alliance constructs (Bordin, 1979; Horvath et al., 2011). The lack of 

consensus encompasses the relationship between the alliance and collaboration 

(Horvath, 2006; Meissner, 2006). In some cases, collaboration has been equated with 
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the alliance (Colson et al., 1988; Frieswyk et al., 1986), or considered the primary 

core of it (Hatcher & Gillaspy, 2006; Ribeiro et al., 2012; Summers & Barber, 2010), 

in others, the role of the alliance is to facilitate client engagement in therapy, thereby 

enabling a collaborative working together (Castonguay et al., 2006; Hatcher, 2010). 

In addition to a lack of consensus regarding the definition of the alliance and 

its relationship with collaboration, there has been little theoretical work on 

collaboration apart from considering it as an enabling attribute of the working alliance 

(Hatcher & Barends, 2006; Horvath et al., 2011; G. S. Tryon & Winograd, 2011). 

This lack of theory has been managed in practice by defining collaboration in terms of 

the instruments devised to assess it (Bachelor, Laverdière, Gamache, & Bordeleau, 

2007; Horvath, 2011; Horvath et al., 2011). This has contributed to a proliferation of 

measures in the literature (G. S. Tryon & Winograd, 2001, 2011). Although many of 

these measures have adequate individual reliability (Horvath et al., 2011), there has 

been little integration, possibly due to the lack of a clear basis of shared definitions 

and theory (Bachelor et al., 2007; Horvath et al., 2011). 

Researchers have begun to critique the lack of theoretical work on 

collaboration and the alliance in the literature, and to call for greater theoretical 

articulation of these constructs (Bachelor et al., 2007; Horvath et al., 2011; Muran & 

Barber, 2010; Ribeiro et al., 2012; Wiseman et al., 2012). Recent examples of this 

include the grounding of a theory of collaboration in the assimilation model of 

therapeutic change, in which collaboration is conceived of as acting directly as a 

therapeutic change agent by enabling the internalization of adaptive self-narratives 

(Ribeiro et al., 2012); and the theory of collaborative empiricism in terms of Self-

Determination Theory presented in the first chapter of this thesis (Tee & Kazantzis, 

2011). 
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A third issue relates to a prevailing tendency in alliance research to equate the 

working alliance with its operational components of bond, goal, and task (Castonguay 

et al., 2006; Constantino et al., 2002; Horvath et al., 2011). Bordin viewed the bond 

between client and therapist as important for therapy because it directly supports the 

working alliance. The working alliance in turn allows client and therapist to 

collaborate on the tasks and goals of therapy. Thus, in Bordin’s theory, bond has a 

direct impact on collaboration (Bordin, 1979). Bordin observed that different 

therapies required different levels or types of bond between client and therapist 

(Bordin, 1980, 1994). He contrasted CBT with psychoanalysis in this regard. The 

consequence of this is that different therapies require different forms of the working 

alliance (Bordin, 1979; Hatcher, 2010), and therefore different forms of collaboration. 

This insight is obscured in research in which the broader sense of the working alliance 

as a theory of therapy as purposeful work is subordinate to a focus on the operational 

components of the theory (Hatcher, 2010). 

The reduction of the alliance to its operational components has consequences 

for research on collaboration because the alliance components of goal and task embed 

a particular conception of collaboration, as agreement on goals and consensus on 

tasks, into the alliance construct. This results in a conception of collaboration that is 

overly focused on consensus and agreement, rather than incorporating the broader 

sense of collaboration as sharing the purposeful work of therapy. The understanding 

of collaboration as focused on agreement on goals and tasks continues to reverberate 

in the literature. For example, a recent review focused on guiding practitioner 

collaboration in psychotherapy introduced collaboration as “essential, as the process 

of reaching goals requires the therapist and client to agree on the necessary steps to 

reach such goals.” (Lambert & Cattani, 2012, p. 209). The review went on to mention 
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other aspects of collaboration, but remained focused primarily on collaboration as 

outcome monitoring and ‘goal achievement’, demonstrating the pervasive nature of 

the conception of collaboration as consensus and agreement on goals and tasks. 

A further consequence of the narrowed focus on operational components is the 

loss of distinction between different forms of collaboration in different therapies. 

Bordin anticipated that ‘working together’ would take different forms in different 

therapies, and that consequently the alliance needed to facilitate working together 

would also take different forms in different therapies (Bordin, 1979, 1994; Horvath et 

al., 2011). In this sense, the pan-theoretical working alliance provides a general 

framework for comparing the alliance and collaboration across different therapies. If, 

however, the focus of the alliance is narrowed to its operational components, the 

different forms of alliance intrinsic to different forms of therapy may be reduced to 

consensus on goals and agreement on tasks (supported by an affective bond). 

Obscuring the difference between specific forms of the alliance in different therapies 

in turn obscures the different forms of collaboration embedded in the alliances of 

different therapies. Obscuring the form of collaboration specific to different therapies 

is likely to obscure important aspects both of collaboration and of the therapies 

themselves (Kazantzis & Kellis, 2012). Collaboration means something different in 

the context of Freudian psychoanalysis or Rogerian client centred therapy, for 

example, than it means in CBT. In the case of CBT, conceptualizing collaboration as 

consensus and agreement deemphasizes the active, creative role of the client in 

developing and assessing activities carried out in session in real-time. This latter form 

of collaboration is a key aspect of collaboration in collaborative empiricism.  
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Static vs. emergent alliance. 

Another issue relates to the distinction between the alliance as a static property 

versus a fluid, emergent property changing in real time. The alliance has typically 

been measured as an attribute of a whole session, with the implicit assumption that it 

remains constant across a session, or in some cases across multiple sessions 

(Bachelor, 1991; Horvath et al., 2011; Safran & Muran, 2000). The most commonly 

used measures of the working alliance give an overall rating of the alliance for a 

whole session (Hatcher & Gillaspy, 2006; Horvath & Greenberg, 1989; Tichenor & 

Hill, 1989). It is clear, however, that the alliance is affected by client and therapist in-

session emergent behaviour (Charles J. Gelso & Carter, 1994; A. Ryan, Safran, 

Doran, & Moran, 2012; Stiles et al., 2004; Stiles, Honos-Webb, & Surko, 1998), and 

is subject to ruptures and repair (Aspland, Llewelyn, Hardy, Barkham, & Stiles, 2008; 

Safran, Muran, & Eubanks-Carter, 2011; Safran, Muran, Samstag, & Stevens, 2001). 

Collaboration has also been frequently measured as a property of a whole 

session (Lepper & Mergenthaler, 2007; J. E. Young & Beck, 1990); yet it seems 

likely that collaboration will be affected by emergent in-session behaviour, if for no 

other reason than it is embedded within the therapeutic alliance. There is also 

evidence that particular elements of collaboration may be more or less effective with 

different clients (Brotman, 2004; Hatcher, 2010). This suggests that collaboration may 

be sensitive to the emergent input of the client, and that research may usefully 

examine collaboration as it changes within a therapy session, rather than taking a 

single measure for a whole session. 

Specific versus Common Factors 

Although there is near universal agreement in the literature that attributes of 

the therapeutic relationship play a crucial role in successful therapy, there is debate 
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regarding the relative importance of ‘specific’ factors, understood as technical factors 

that are treatment or therapy modality specific, and ‘common’ factors, such as the 

therapeutic relationship, which are assumed to be shared across all forms of therapy 

(Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996; DeRubeis et al., 2005; Imel & 

Wampold, 2008; Karver, Handelsman, Fields, & Bickman, 2005; Norcross, 2011). In 

their seminal work describing collaborative empiricism, Beck and colleagues 

designated attributes of the therapeutic relationship such as warmth, accurate 

empathy, and genuineness as ‘necessary but not sufficient’ to produce optimum 

therapeutic effect (A. T. Beck et al., 1979). Other views hold that the therapeutic 

relationship is itself the key agent of therapeutic change (Lambert & Barley, 2001). 

The specific and common factors debate is beyond the scope of this study; however, it 

is noted here that, using the definitions of ‘specific’ and ‘common’ factors above, 

collaborative empiricism functions as both a treatment specific intervention (e.g., 

empirical exploration of the client’s cognition and cognitive processes) and as a 

relational intervention (active collaboration on shared empirical work). Beck and 

colleagues statement that the relationship is not sufficient for change in CBT does not 

mean that the relationship is not an key aspect of CE (Leahy, 2008; Safran et al., 

2011; Safran & Muran, 2000; Thwaites & Bennett-Levy, 2007; J. E. Young & Beck, 

1980b; J. E. Young, Klosko, & Weishaar, 2006). 

Responsiveness and mutuality. 

Two further aspects of collaboration in the psychotherapy literature that are 

relevant to CE are therapist responsiveness and mutuality between client and therapist 

(Stiles et al., 1998). These concepts describe central elements of the actively shared 

work characteristic of collaboration in CE. Responsiveness refers to the extent to 

which one participant’s actions address the other’s previous communications, actions, 
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needs, or wishes (L. C. Miller & Berg, 1984). A responsive action addresses the 

previous communicated meaning, and elaborates appropriately (D. Davis & 

Perkowitz, 1979), uses appropriate non-verbal communication to signal listener cues 

(Derlega, Hendrick, Winstead, & Berg, 1992), and is appropriately timed (i.e., not 

delayed) so that it is perceived as meaningfully connected to the behaviour of the 

other person (Derlega et al., 1992; Piner, Berg, & Miller, 1986). 

Responsiveness has also been discussed in the literature in terms of the 

therapist’s responsiveness to the needs and capacities of the client and the therapy. 

Stiles and colleagues have discussed responsiveness as the degree to which the 

content and process of therapy emerge in real time throughout the therapy, rather than 

being planned from the outset, and such that the therapist does what is required to 

skilfully avail the desired outcome (Stiles et al., 1998). This means that the therapy is 

tailored for the individual, rather than inflexibly following a manualised treatment 

model. This sense of responsiveness captures an important aspect of CE as involving 

an emergent and fluid interaction between client and therapist, although in the case of 

CE the flow is ideally two way, and a product of the dyad, rather than solely the 

therapist. 

Beck et al. (1979), in their seminal treatment manual for cognitive therapy of 

depression, explicitly discuss responsiveness as a core element of good cognitive 

therapy practice. In their guide for the ‘selection of targets and techniques’, Beck et 

al. recommend that therapists respond to client factors such as the degree, extent, and 

severity of the client’s problems, as well as the client’s ‘style’, coping strategies, and 

level of interpersonal sophistication. They note that finding a fit between the client’s 

problems and appropriate interventions in therapy will require ‘trial and error’ and 

that several potential interventions may be trailed before finding one that best fits the 
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client (A. T. Beck et al., 1979, p. 169; cited by Stiles et al. 1998, p. 446). This 

process, of trialling interventions in order to determine how well they fit an individual 

client’s circumstances and clinical needs, is an example of responsiveness at the 

treatment level, manifest as an empirical process. Client and therapist share the work 

of planning and developing interventions and then trialling them to determine the 

utility of an intervention relative to the client’s goals for therapy. 

Mutuality between client and therapist is a key factor that distinguishes 

Bordin’s concept of the working alliance (Bordin, 1979) from other conceptions of 

the therapeutic alliance, such as Roger’s (1957, 1961) concept of therapist provided 

conditions for therapeutic growth, and Strong’s (1968) interpersonal influence 

conceptualization (Horvath & Greenberg, 1989). Mutuality can also distinguish the 

more didactic approach to the alliance in Ellis’ (1980) application of rational 

disputation as a means for correcting ‘irrational’ thinking. For Bordin, mutuality 

incorporates the degree of agreement, concordance, shared purpose, and co-operation 

underlying each of the relationship dimensions of bond, goal, and task (Bordin, 1979, 

1994), rather than the degree to which the actual work of designing and carrying out 

these tasks is shared. This concept of sharing the work is a distinguishing feature of 

collaboration in CE and will be elaborated below. 

Empirical Work 

Collaboration as an empirically supported relationship attribute. 

Previous research has demonstrated a small but reliable association between 

collaboration and improved outcomes, irrespective of therapeutic modality (Colson et 

al., 1988; Frieswyk et al., 1986; Hatcher & Barends, 1996; Horvath & Bedi, 2002; 

McGuire-Snieckus, McCabe, Catty, Hansson, & Priebe, 2007; G. S. Tryon & 

Winograd, 2001, 2011). These results are supported by meta-analyses showing a 
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relationship between outcomes and the therapeutic alliance, of which collaboration is 

a key part (Horvath et al., 2011; Karver et al., 2006; Martin et al., 2000; Norcross, 

2002). 

The APA Task Force on Empirically Supported Therapy Relationships. 

As with the theoretical work discussed above, empirical research on 

collaboration in psychotherapy has generally approached the construct as an attribute 

of the therapeutic relationship between client and therapist (Kazantzis & Kellis, 2012; 

Norcross & Wampold, 2011; Ribeiro et al., 2012; G. S. Tryon & Winograd, 2002, 

2011). Relationship attributes are aspects of the therapeutic relationship that support 

and promote the client’s engagement in the therapy process, thereby providing a 

foundation for productive therapeutic work (Lambert, 2004; Norcross, 2011). 

In a landmark review, the APA Task Force on Empirically Supported Therapy 

Relationships (Norcross, 2001, 2002) commissioned a series of meta-analyses, guided 

by an expert panel, to identify effective attributes of the therapeutic relationship, and 

to specify the level of empirical support for these attributes. A second Task Force, 

convened in 2011, revised and extended the work of the first (Norcross, 2011; 

Norcross & Lambert, 2011). The second Task Force commissioned over 20 meta-

analyses and examined 12 elements of the therapeutic relationship. They categorized 

the level of empirical support for the relationship attributes they investigated into 

three levels: ‘demonstrably effective’, ‘probably effective’, and ‘promising but 

insufficient research to judge’. Demonstrably effective were the alliance, cohesion, 

and collecting client feedback; probably effective were goal consensus, collaboration, 

and positive regard; and promising but insufficient research to judge were 

congruence/genuineness, repairing alliance ruptures, and managing 

countertransference (Norcross & Wampold, 2011). Three of these attributes share 
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important features with collaboration in CE: collecting client feedback (demonstrably 

effective), goal consensus (probably effective), and collaboration (probably effective). 

Empirical work on these attributes will be discussed in turn. 

Collecting client feedback. 

In examining ‘collecting client feedback’, the Task Force conducted a meta-

analysis of studies that had employed either of two systems for assessing feedback: 

the Partners for Change Outcome Management System (PCMOS) and the Outcome 

Questionnaire (OQ) of the Psychotherapy Quality Management System (Lambert & 

Shimokawa, 2011). The Task Force reported a combined weighted random effect size 

for the PCMOS of r = .23, 95% CI [.15, .31], p < .001, k = 3, n = 558, and for the OQ 

system of r = .25, 95% CI [.15, .34], p < .001, k = 4, n = 454. They concluded that 

assessing clients’ progress via feedback was an important and empirically validated 

method for overcoming therapists’ inability to detect client worsening in therapy. The 

authors made the point, however, that the association between actions and outcomes 

in therapy may not be neatly temporally related, making evaluation of the feedback 

collected difficult. 

The results of this meta-analysis demonstrate empirical support for ‘collecting 

client feedback’. It is important to note, however, that the studies reviewed by the 

Task Force operationalized ‘collecting client feedback’ as the therapist collecting and 

using feedback to revise their own input into the therapeutic process, rather than 

requesting or sharing feedback on progress with the client. Also, the measures used to 

operationalize ‘collecting client feedback’ were symptom measures (the PCMOS and 

the OQ). Operationalizing feedback as gathering data on outcomes is a restriction of 

feedback to a single aspect of that described in the conceptualization as ‘collecting 

client feedback’. It is also a far narrower conceptualization of feedback compared 
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with feedback as understood in CE. Feedback in CE is a two-way, dyadic utilization 

of the client’s cognition and cognitive processes as data for exploration and 

employment in interventions in real time. Feedback in CE may involve, for example, 

ascertaining whether the client and therapist share an understanding, whether they are 

on the same track, or whether the client feels the current work is helpful. Another key 

aim of feedback in CE is to fine-tune the collaboration between client and therapist 

(Kuyken et al., 2009). Feedback may also demonstrate empathy and understanding 

from the therapist, facilitating collaboration and trust (J. S. Beck, 2011). Seeking 

feedback in these broader senses may be important for outcomes. Recent research has 

found that it is the client’s rating of the relationship in therapy that relates to 

outcomes, rather than the therapist’s rating of either the relationship or the bond in the 

working alliance (Lo Coco, Gullo, Prestano, & Gelso, 2011). This suggests that it 

may be important for therapy outcomes to elicit feedback from the client not only 

regarding their symptoms but also their judgments and attributions. 

Goal consensus. 

Goal consensus is the agreement about treatment goals and the steps by which 

the client and therapist will reach these goals (G. S. Tryon & Winograd, 2011). As 

such, the construct of goal consensus closely reflects the central role of agreement on 

tasks and goals in Bordin’s conception of the working alliance (Bordin, 1979, 1994; 

G. S. Tryon & Winograd, 2011). 

Research has demonstrated a relationship between agreement on goals and 

therapeutic outcomes. Client-rated agreement with the therapist and client-rated 

experience of goal consensus at session two has been shown to predict reduction in 

symptoms on the Symptom Check List (SCL; Derogatis, 1974), including up to six 

months later (Dormaar, Dijkman, & de Vries, 1989). Therapist-client discussion of 
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goals and expression of thoughts and feelings has been associated with observer 

ratings of ‘goodness’ of therapy sessions (Hoyt, Xenakis, Marmar, & Horowitz, 

1983). Simply specifying goals is enough to increase clients’ ratings of therapy 

helpfulness (Goldstein, Cohen, Lewis, & Struening, 1988). 

The second APA Task Force (Norcross & Lambert, 2011) conducted a meta-

analysis of 15 studies published from 2000 to 2009 relating goal consensus to therapy 

outcome, with a total sample size of 1,302 (G. S. Tryon & Winograd, 2011). The 

results showed a mean correlation between goal consensus and therapy outcomes of r 

= .34, 95% CI [.23, .45], by consensus a medium sized effect in psychotherapy 

research (J. Cohen, 1992). The second Task Force used an expanded definition of 

goal consensus, compared with that adopted by the original Task Force, to include 

how well goals are discussed and specified, and the client’s understanding and 

commitment to goals. Despite this, the construct remained largely centred on 

consensus on goals, agreement on the origin of the ‘patient’s problem’, agreement on 

responsibility for the problem and its solution, and commitment on the part of the 

client to working towards the agreed goals (G. S. Tryon & Winograd, 2002, 2011). 

This is appropriate for a construct focused on ‘consensus’; however, as discussed 

above, collaboration in CE goes beyond agreement or consensus to incorporate a 

deeper sharing of the design, employment, evaluation, and review of therapeutic 

tasks. In addition, in the work discussed above, ‘goals’ is focused on therapy goals, 

rather than the more detailed empirical review, analysis, and discussion of goals on 

multiple levels in CE. Nevertheless, agreement on goals and agreement on the target 

and rationale for goals are important aspects of collaboration in CE, and the research 

discussed above provides support for the efficacy of these aspects. 
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Collaboration. 

The APA Task Force identified ‘collaboration’ as a specific relationship 

attribute for investigation. Tryon and Winograd (2011) conducted a meta-analysis of 

19 studies published between 2000 – 2009. These studies employed a group design of 

individual adult psychotherapy and each included at least one measure of 

collaboration and one outcome measure. The authors viewed collaboration from the 

perspective of Bordin’s working alliance (Bordin, 1979, 1994). Collaboration was 

defined in the review as “the active process of working together to fulfil treatment 

goals” (G. S. Tryon & Winograd, 2011, p. 50).  

In the studies reviewed, collaboration was operationalized chiefly in terms of 

the agreement, co-operation, or compliance of the client with the agreed upon goals of 

therapy, and the tasks needed to reach these goals. Measures of collaboration included 

ratings of involvement in the client role, mutual involvement in the helping 

relationship, and client co-operation (G. S. Tryon & Winograd, 2011). Homework 

was also used as an ‘indicator’ of collaboration. This was operationalized as 

homework completion or compliance, the quality of homework, and the client’s rating 

of homework. The results of the meta-analysis showed a mean correlation between 

collaboration and therapy outcomes of r = .33, 95% CI [.25, .42], a medium sized 

effect (J. Cohen, 1992). The authors concluded that collaboration appears to 

considerably enhance psychotherapy outcomes. 

This work provides important meta-analytic confirmation of a relationship 

between collaboration and outcomes in therapy. Again, however, collaboration was 

conceived in terms of Bordin’s working alliance, and operationalized largely as the 

agreement, co-operation, or compliance of the client with agreed upon tasks and goals 

of therapy. As discussed above, although this captures important aspects of 
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collaboration, it does not explicitly capture collaboration as sharing the work of 

designing, implementing, and evaluating the tasks and goals of therapy. Functioning 

‘as a team’, when operationalized in terms of agreement, co-operation, or compliance, 

does not discriminate how much of the actual work is done by client or therapist. 

This problem is illustrated in a clinical vignette provided by Tryon and 

Winograd (2011) to demonstrate goal consensus and collaboration at work. In this 

vignette, the client reports worry and social avoidance related to fears of being judged 

over a recent, first episode of psychosis. After inquiring about the problem, the 

therapist gives an interpretation in terms of a cognitive formulation and the client 

agrees. The authors label this single act of agreement “goal consensus: congruence on 

patient problem” (G. S. Tryon & Winograd, 2011, p. 53). This is a good example of 

high agreement but low shared work. (It would rate no higher than 3 out of 5 for 

collaboration on the Collaborative Empiricism Scale). The vignette goes on to 

describe excellent collaboration involving genuinely shared therapeutic work, but the 

authors conclude that the client would be likely to endorse items on the Working 

Alliance Inventory related to consensus, such as, ‘we agree about what is important 

for me to work on’. The point here is that ‘agreeing about what is important’ does not 

discriminate between the client simply agreeing with the therapist’s interpretation 

(early in the vignette) or the client herself developing hypotheses about her own 

thinking and behaviour, and ways to explore these (later in the vignette). 

Collaboration operationalized as consensus, such as when measured using the WAI, 

does not discriminate the shared work characteristic of collaboration in CE. 
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Recommendations of the Task Force on Empirically Supported Therapy 

Relationships 

As an element of therapy that has been consistently described over 40 years as 

a core aspect of the therapeutic relationship in CBT, collaborative empiricism is 

conspicuous in its absence from the Task Force’s review. This is understandable 

because the Task Force based their recommendations on the research data available at 

the time. Despite the absence of specific mention of CE, the Task Force made several 

concluding remarks regarding their review of the empirical literature that speak 

directly to the potential importance of collaborative empiricism for treatment and 

research (Norcross & Wampold, 2011). The Task Force noted that therapists ‘who 

assume or intuit’ their clients’ perceptions of the success of the relationship or the 

therapy are not infrequently wrong, and they called for ongoing collection and use of 

empirical data, in the form of feedback, to enhance the alliance and prevent ruptures 

in therapy (Lambert & Shimokawa, 2011). The Task Force also highlighted the 

central importance of the client’s perspective and noted that “privileging the client’s 

experiences is central” (Norcross & Wampold, 2011, p. 428). Finally, they 

encouraged practitioners to seek more demonstratively effective ways of tailoring 

therapy for the needs of the client (Norcross & Wampold, 2011). As discussed in 

Chapter 1, the twin processes of collaboration and empiricism in CE can play an 

important role in tailoring the case conceptualization to the idiographic circumstances 

of the client. 

Other Aspects of Collaboration in the Literature 

In addition to feedback and goal consensus, previous research has found 

support for the efficacy of other aspects of collaboration in psychotherapy. These 

include topic determination, shared decision making, and collaborative involvement. 
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Elements of these constructs relate directly to the active shared work inherent in 

collaboration in CE. 

Topic determination. 

There is evidence that topic determination, the proportion of topic initiations 

subsequently followed by the other participant in therapy, predicts the continuation of 

therapy past session three (Tracey, 1986). Similarly, higher response congruence, in 

which the therapist’s verbal response directly addresses the subject of the client’s 

immediately preceding statement, is associated with higher likelihood of the client 

returning for therapy after intake (Duehn & Proctor, 1977).  

Notably, not all studies have found a relationship between aspects of topic 

determination and outcome. Beyebach and Carranza (1997) failed to replicate the 

relationship between topic determination and engagement reported by Tracey (1986). 

However, non-engaged clients in the Beyebach and Carranza study used more 

domineering language with therapists, interrupted more often, and engaged in more 

conflict. It is possible that these behaviours disrupted collaboration, resulting in lower 

continuation of therapy (G. S. Tryon & Winograd, 2002). 

Shared decision making. 

Another construct related to collaboration in CE is shared decision making. 

Shared decision making is an interactive process in which both client and therapist 

take steps to share decisions about the form and process of therapy, share information 

about options, and come to some form of consensus regarding treatment processes 

(Schauer, Everett, del Vecchio, & Anderson, 2007). Shared decision making is 

explicit in discussions of CE in the seminal CBT literature (A. T. Beck, 1967; A. T. 

Beck et al., 1979; J. S. Beck, 1995, 2011). There is support in the literature for the 

wide-ranging utility of sharing decisions in therapy. Clients are more likely to return 
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for therapy after an intake interview in which the therapist shares the problem 

formulation and negotiates mutual treatment goals, compared to an interview where 

neither is done (Tracy, 1977). Sharing decisions with the client regarding the 

treatment plan, and providing a clear rationale and explanation for the plan, is 

associated with clients’ satisfaction with that session (Eisenthal, Koopman, & Lazare, 

1983). Many clients like sharing decisions in therapy (J. Hamann, Cohen, Leucht, 

Busch, & Kissling, 2005), which is itself likely to increase engagement in the therapy 

process. The involvement of clients who are by disposition less actively engaged in 

sharing decisions can be increased by providing communication training decision aids 

(Adams & Drake, 2006), and sharing decisions can reduce conflicts regarding 

medication adherence (Deegan & Drake, 2006). From the point of view of CE, 

sharing decisions is also likely to be helpful for therapy because sharing decisions is a 

direct method of gathering empirical data on how the client thinks and feels, and how 

the client thinks and feels about therapy. This in turn increases the data derived from 

client feedback, and fosters evidence-based decision making. 

Collaborative involvement. 

Collaboration has also been conceptualized as collaborative involvement. 

Collaborative involvement is the mutual involvement of patient and therapist in a 

helping relationship (G. S. Tryon & Winograd, 2002). The term ‘mutual involvement’ 

suggests that this construct has a meaning closer to ‘sharing the work’ in CE; 

however, studies using the construct have operationalized collaborative involvement 

as the compliance or cooperation of the client to the strategies of the therapist. For 

example, Schmidt and Woolaway-Bickel (2000) operationalized collaborative 

involvement as homework completion. They found that therapists’ ratings of 

compliance with homework predicted outcomes, but clients’ ratings of compliance 
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did not. This suggests a relationship between clients’ compliance and outcomes, but 

‘mutual involvement’ measured as homework completion does not encompass the 

genuine sharing of the work described in the literature on CE. It is not clear, for 

example, whether clients in the above studies co-developed homework tasks or were 

simply compliant with those set by the therapist. 

In an interesting study, O’Malley, Suh, and Stupp (1983) found that client 

involvement at session 3 predicted outcome, whereas involvement at sessions 1 and 2 

did not. They concluded that client involvement may not be simply a quality that the 

client brings to therapy, but may be facilitated by qualities of the therapist. Windholz 

and Silberschatz (1988) found that therapist ratings of client involvement were related 

to outcomes, but client and observer ratings were not. Further research is needed to 

determine whether collaborative involvement is a function of the interaction between 

client and therapist, rather than a quality of one or the other in isolation. If true, the 

active sharing of the work of therapy inherent in CE could be expected to increase 

client involvement. 

Conclusion 

Collaboration has been predominantly considered in the literature as an 

attribute of the therapeutic alliance. In general, there has been little theoretical 

underpinning of this work. Research has managed this lack of theory by defining 

collaboration and the alliance in terms of the instruments used to measure them. This 

has led to a proliferation of measures with little theoretical integration. 

Despite the volume of research employing the alliance construct, important 

difficulties remain. There is imprecision in language and a lack of consensus on 

definitions of collaboration and the alliance. Frequently, the alliance has been 

identified with its operational components of bond, goal, and task. This narrowing of 



  59 

focus has led to a parallel narrowing of collaboration to consensus and agreement, as 

well as obscuring the differences between types of collaboration in different therapies. 

Research is needed that conceptualizes collaboration more broadly than consensus 

and agreement; operationalizes the construct in more detail than bond, goal, and task; 

and measures collaboration as an emergent property of the therapeutic dialogue, 

rather than an attribute of the therapy sessions as a whole. 

The empirical work reviewed above demonstrates support for a relationship 

between aspects of collaboration and therapeutic outcomes. This suggests that 

collaboration in CE, which incorporates and extends these aspects of collaboration, 

may also relate to outcomes. Nevertheless, collaboration in CE goes beyond the 

meaning of collaboration in these studies. In addition, previous work has largely 

focused on collaboration as a client or therapist factor, rather than a property of the 

dyad, and as a property of the whole session, rather than a fluid construct. Although 

existing research provides qualified support for a relationship between collaboration 

in CE and therapeutic outcomes, research focusing specifically on CE is needed. For 

this, a measure is needed that incorporates the aspects of collaboration discussed 

above, and widens the operationalization of collaboration to include the meaning of 

collaboration in CE as ‘sharing the work’. These aims are taken up in the 

development of the Collaborative Empiricism Scale in the present research.  
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Chapter 3: Empiricism  

Aims and Outline 

This chapter reviews empiricism in CBT. First, a definition of empiricism in 

CBT is derived from the seminal literature of A. T. Beck and colleagues. Theoretical 

work relevant to empiricism is then discussed, followed by a review of empirical 

research. The process of empiricism in a typical CBT session is then discussed. 

Levels of Empiricism in Cognitive Behaviour Therapy 

Empiricism is a fundamental guiding principle of CBT (A. T. Beck et al., 

1979; J. S. Beck, 2011; Keith S. Dobson, 2012; Friedberg & Brelsford, 2011; 

Kazantzis, Cronin, Dattilio, & Dobson, in press), which operates at multiple levels 

within the therapy (Kazantzis et al., 2013; Kazantzis, Tee, Dattilio, & Dobson, in 

press; Kuyken et al., 2008). At the first level is empirical support for CBT, through 

the scientific process (e.g., K. S. Dobson et al., 2008; Haaga, Dyck, & Ernst, 1991; 

Haubert & Dobson, 2007), the scientist-practitioner model (Davison, 1998), and 

evidence-based practice (D. J. G. Dobson & Dobson, 2009; Spring, 2007). A second 

level is empirical support for specific interventions (Kazantzis et al., 2013; 

O'Donohue & Fisher, 2008). And a third level of empiricism is the responsive 

adaptation of interventions and therapy process to the unique historical, cultural, and 

personal circumstances of clients (Kazantzis, Deane, Ronan, & L'Abate, 2005; 

Kuyken et al., 2009; O'Brien, 2010; Persons, 2008). 

A Definition of Empiricism in Cognitive Behaviour Therapy 

In their seminal work, Beck and colleagues described collaborative empiricism 

as a process in which the client and therapist explore the client’s cognitions by 

weighing empirical evidence rather than proceeding by rhetorical argument or debate 

(A. T. Beck et al., 1979). The weighing of empirical evidence is based on, concerned 
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with, or verifiable by observation or experience rather than on logical or a priori 

theoretical grounds (A. T. Beck et al., 1985; A. T. Beck et al., 1979). A key aim of 

empiricism in CBT is, therefore, the identification, observation, and exploration of the 

client’s cognitions and cognitive processes in an objective manner (A. T. Beck et al., 

1985). 

The objective exploration of cognitions and cognitive processes is necessary 

because, in general, the therapist does not know in advance whether a specific 

cognition or cognitive process is helpful, functional, or valid (J. S. Beck, 2011). The 

client also frequently does not know in advance whether their cognitions or cognitive 

processes are helpful or correct. The inability of the client to intuit the helpfulness or 

validity of their own cognitions may be in part why they are in therapy. And 

conversely, a key part of their therapy may be learning to gauge the helpfulness and 

validity of cognitions based on more carefully scrutinized data, drawn from their 

experience related to these cognitions (J. S. Beck, 2005). 

The term ‘objective’ also distinguishes evidence from interpretation. For 

example, a client who is anxious because ‘their boss is angry with them’ may support 

this belief by reporting that their boss often glares or scowls during conversations, but 

this interpretation of their bosses’ behaviour may be incorrect. The boss may be busy 

or stressed, or concerned about another matter. The distinction between evidence and 

interpretation may be difficult for some clients to grasp, or may be culturally more or 

less salient or valued (Wong, in press). 

Discussions of empiricism in the CBT literature also note two other key 

aspects of the construct. First, empiricism should ideally be employed at multiple 

levels throughout the therapy, including case conceptualization, treatment planning, 

and carrying out interventions, such that the client and therapist work together to 
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“examine the resulting pool of data, develop a conceptualization and plan intervention 

strategies” (A. T. Beck et al., 1979, p. 55). Secondly, the therapist’s role is 

fundamentally to “guide the client to collect information in which the unhelpful 

cognitions are embedded” (A. T. Beck et al., 1985, p. 182). These components of 

empiricism have been embraced in later discussions of empiricism in CBT (J. S. 

Beck, 1995, 2011; Dattilio, 2010; Kuyken et al., 2008, 2009). 

Drawing on these discussions in the literature, empiricism in CBT is defined 

here as a core feature employed across multiple levels of the therapy, focused on the 

client exploring their world (including cognitions, cognitive processes, behaviour, 

emotions, and problem situations). The client’s cognitions are treated as hypotheses, 

to be explored by gathering and evaluating data from the client’s experience, and the 

therapist’s primary role is to guide and foster the process of the client’s empirical 

exploration. 

Theoretical Work 

Empiricism and cognitive change. 

Although there has been little theoretical work focused specifically on 

empiricism in CBT, theoretical work on change processes is relevant for an 

understanding of the construct. A central tenet of CBT that relates to the exploration 

and evaluation of cognitions is the cognitive mediation hypothesis. The cognitive 

mediation hypothesis states that change in clients’ cognitions mediates therapeutic 

outcomes (A. T. Beck, 1970; DeRubeis et al., 2001). In the context of CBT for 

depression, the focus of the present study, the cognitive theory of depression 

developed by Beck and colleagues states that depressed people have latent 

depressogenic schemas, which when activated by stressful events lead to patterns of 

negative automatic thoughts and negative cognitive processes (such as negative 
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perceptual biases and discounting of positive evidence) (A. T. Beck, 1967, 1976; A. 

T. Beck et al., 1979). These negative biases result in a reinforcing spiral of 

increasingly negative affect, behaviour, and cognition, leading eventually to a 

depressive disorder (A. T. Beck et al., 1979; J. S. Beck, 2011). Stated broadly, the 

cognitive mediation hypothesis asserts that change in key negative cognitions leads to 

improvement in depressive symptoms and associated behaviours. There is 

considerable support for the cognitive mediation hypothesis (Garratt, Ingram, Rand, 

& Sawalani, 2007; Haaga, 2007; Haaga et al., 1991; Haubert & Dobson, 2007; 

Ingram, Miranda, & Segal, 1998; Reilly, Ciesla, Felton, Weitlauf, & Anderson, 2012; 

Romero, Agnew, & Insko, 1996).  

Several models have been proposed to explain the mechanism of cognitive 

mediation (Garratt et al., 2007). Depressive schemas may be modified profoundly (the 

accommodation model) (Steven D. Hollon, Evans, & DeRubeis, 1990), or may 

remain unchanged but be deactivated progressively during treatment (the activation – 

deactivation model) (Ingram & Hollon, 1986), or remain unchanged but 

compensatory schemas developed that nullify their negative effects (the compensatory 

model) (Steven D. Hollon et al., 1990). 

In these models, depressogenic schemas are either changed at their roots, 

deactivated, or neutralized by a compensatory schema. The question of relevance for 

an understanding of empiricism is how these changes in schemas take place. In each 

case, theory proposes that changes in the client’s thinking result from the 

consideration of empirically derived data. That is, it is the thoughtful interaction of 

the client with their own experience that brings about change in schemas. Existing 

beliefs are used to generate hypotheses, based on the client’s experience, combined 

with input from the therapist, who is guided by clinical theory and research (A. T. 
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Beck et al., 1979; Garratt et al., 2007). The client and therapist then test these 

hypotheses in an empirical process of comparing the predicted consequences of 

hypotheses with the observed consequences from the client’s experience. The client 

may revise or amend the belief underpinning the hypothesis, depending on the 

outcome of hypothesis testing. Thus, the change in cognition central to the cognitive 

mediation hypothesis is itself mediated by a fundamentally empirical process of 

deriving the necessary consequences of current thinking as predictions and comparing 

this with empirically derived data from the client’s experience. Although not 

explicitly articulated in the model, empiricism underpins the cognitive mediation 

hypothesis as its engine, placing empiricism at the heart of change in CBT.  

Empiricism in Case Conceptualization. 

Empiricism has been hypothesized to play a key role in case conceptualization 

(Kuyken et al., 2009). Case conceptualization is important because it is a primary 

process for guiding the selection and development of interventions to achieve 

therapeutic goals, for integrating theory and clinical practice, and for assessing the 

progress of therapy (Charlesworth & Greenfield, 2004; Hutton & Morrison, in press; 

Needleman, 1999; Persons, 2008). Case conceptualization typically begins with a 

description of the client’s problems and resources. Over time, this descriptive level is 

integrated with explanatory theory and consideration of relevant developmental and 

cultural history (Butler et al., 2008; Persons, 2008). Empiricism has been theorized to 

function throughout this process, as a method of checking the utility and accuracy of 

the conceptualization, for selecting between alternative explanations or interventions 

(Kuyken et al., 2009), and to improve the case conceptualization by counterbalancing 

mistakes in decision-making (Kuyken et al., 2009). These mistakes stem from 

characteristic errors of reasoning, cognitive biases, or the over-application of 
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heuristics that distort our judgments (Kahneman, 2003). Although the hypothesized 

role of empiricism in case conceptualization has been articulated clearly in the 

literature, there has been no empirical evaluation to date. An aim of the present study 

is to facilitate such evaluation by developing a measure of collaborative empiricism in 

CBT. 

Empiricism in collaborative empiricism. 

Empiricism is also conceptualized to play a key role in the theoretical model 

of CE proposed in Chapter 1 of this thesis (Tee & Kazantzis, 2011). In that theory, 

based on Self-Determination Theory (Deci & Ryan, 2008; R. M. Ryan & Deci, 2008), 

the client’s intrinsic motivation to change is enhanced by the employment of the 

client’s intrinsic data as the basis of exploring the client’s cognitions and cognitive 

processes. Intrinsic data are data derived by the client from the client’s experience, 

and evaluated by the client using their experience. It is the high personal relevance 

and experiential immediacy of intrinsic data that is theorized to leverage empiricism 

and thereby enhance intrinsic motivation for change. 

Empirical Work on Empiricism 

There is no research focused specifically on empiricism in psychotherapy 

known at this writing. However, an area of empirical research of relevance to 

empiricism is the literature on skill acquisition and use in CBT. The use of concrete 

skills related to specific, problem-focused aspects of CBT has been shown to predict 

reduction in depression severity at termination, whereas abstract techniques such as 

psychoeducation regarding the cognitive model, did not (DeRubeis & Feeley, 1990; 

Feeley, DeRubeis, & Gelfand, 1999). Concrete skills in these studies included ‘asking 

for specific examples of beliefs’, ‘reporting cognitions verbatim’, ‘examining 

evidence concerning beliefs’, and ‘assigning or reviewing self-monitoring’. Abstract 
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skills included ‘relation between thoughts and feelings’, ‘the cognitive therapy 

rationale’, ‘exploring the personal meaning of thoughts’, and ‘encouraging 

independence’. This research is of interest in the present context because the concrete 

skills described are likely to be high in empirical content or focus, and the abstract 

skills low in empiricism. The association reported between concrete skills, high in 

empirical content, and improved outcomes suggests a role for empiricism in 

mediating the relationship between skills and outcome. Some support for this 

suggestion comes from research showing that clients’ ability to learn and implement 

compensatory CBT skills in session (such as ‘generating an alternative explanation of 

a belief’ and ‘planning to test a belief or idea’) is related to depression severity at 

termination (Jacques P. Barber & DeRubeis, 1992, 2001), and at 12 months post-

therapy (Strunk, DeRubeis, Chiu, & Alvarez, 2007). Skills such as planning a test of 

an idea or generating an alternative explanation are again likely to be highly empirical 

because they are explicitly structured as empirical tests of an idea (or alternative idea) 

taken as a hypothesis. 

Previous Measures of Empiricism 

There is no specific measure of empiricism known in the literature at this 

writing. As discussed above, it seems reasonable to suppose that concrete CBT skills 

would have a high loading on empiricism, and therefore that measures of these skills 

may tap into empiricism as a construct (e.g., measures in Jacques P. Barber & 

DeRubeis, 1992; DeRubeis & Feeley, 1990). It is difficult, however, to see how to 

reliably distinguish empiricism as a separate construct on these measures. One 

measure that, for a short time, had a specific item measuring empiricism is the 

Cognitive Therapy Rating Scale (CTRS; J. E. Young & Beck, 1980a). In reporting the 

psychometric properties of the unpublished first version of the CTRS, Vallis and 
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colleagues listed Item 7 as ‘Empiricism’ (Vallis, Shaw, & Dobson, 1986). The 

‘Empiricism’ item had the highest inter-rater reliability of the scale items, measured 

using intraclass coefficients (ICCs; Shrout & Fleiss, 1979), of .59, from a range of .27 

– .59. The item was replaced on subsequent versions of the CTRS by an item titled 

‘Guided Discovery’. The Guided Discovery item measures guided discovery using a 

4-point Likert scale, ranging from ‘primarily debate or persuasion’ at the low end to 

‘examining evidence, considering alternatives, weighing advantages and 

disadvantages, rather than through debate’ at the high end. A disadvantage with the 

structure of this item as a model for an item measuring empiricism is that it provides a 

single value for the whole session. Rating empiricism once per session is contrary to 

the understanding of empiricism described in the literature reviewed above, in which 

empiricism functions at multiple levels and occurs in multiple behaviours throughout 

a session. To capture empiricism in multiple contexts, a measure of empiricism would 

need to be able to freely rate empiricism as it occurs in the current focus of the 

session. 

The Process of Empiricism Within a CBT Session 

In the theory, research, and seminal literature reviewed above, empiricism in 

CBT is understood broadly as an empirical research process that is employed at 

multiple conceptual levels within the therapy. Empiricism in a session is focused on 

and expressed in key therapy processes. Key processes identified in the literature 

above that are a focus of empiricism include (a) identifying and selecting targets for 

discussion and intervention, or selecting interventions to employ; (b) rating emotion 

and the degree of belief associated with cognitions and cognitive processes; (c) 

general exploration of the client’s phenomenal world via ‘weighing empirical 

evidence’; (d) developing alternative explanations for beliefs; (e) designing and 
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conducting experimental tests of cognitions and cognitive processes; and (f) 

evaluating the results of these experimental tests. 

These empirical processes can occur in any of the structural components of a 

CBT session, such as agenda setting, homework review, and homework planning. 

Figure 1 presents an example of the typical occurrence of empirical processes in a 

CBT session and their relation to the structural components of the session. 

 

Figure 1. Empirical processes typically occurring in a CBT session, and their 

relation to session structure. 

The processes described in Figure 1 that are a focus of empiricism occur 

throughout a CBT session. In a typical session, the client and therapist may begin by 

selecting a problem situation to discuss (from the agenda) because it is distressing for 

the client (client’s data used to select a focus for discussion). In discussing this 

problem, there may be some rating of emotion associated with various thoughts that 

are characteristic of or central to the problem situation. The rating of emotion 

produces new data, which may result in thought record work (client’s data used to 

select an intervention) on a particularly distressing (client’s data) and frequent 

(client’s data) thought. The thought record work might lead to the client and therapist 

developing a test of the thought (an empirical test, taking the thought as a hypothesis), 

which itself has the purpose of producing data, and then evaluating that data produces 
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more data, and so on… These processes need not occur in any particular order. 

Empiricism moves from ‘a little to a lot’ through a process of questioning, clarifying, 

summarizing, exploring, and testing, and sits on a foundation of collaboration. The six 

characteristic processes described in Figure 1, that are a focus of empiricism in a 

session, will be operationalized as CE Events in the Collaborative Empiricism Scale, 

described in the next chapter. 

Conclusion 

This chapter defined empiricism in CBT from the seminal literature, as a core 

feature employed across multiple levels of the therapy. Three levels of empiricism 

were discussed: the level of the therapy, the specific intervention, and the individual 

client. Theoretical work related to empiricism was then reviewed, including the role 

of empiricism in case conceptualization and as a mediator of cognitive change. 

Previous research relevant to empiricism was discussed, including the role of 

empiricism in the acquisition and use of therapy skills, and the measurement of 

empiricism on the CTRS. Lastly, the process of empiricism within a CBT session was 

described from the literature reviewed. Empiricism in a CBT session is expressed in 

key therapy processes, such as selecting a topic to discuss, rating emotion, and 

exploring an issue by weighing evidence. These processes typically occur multiple 

times in a session and in multiple contexts, for example agenda setting and homework 

review. Six characteristic empirical processes were identified, which will underpin the 

operationalization of empiricism in the Collaborative Empiricism Scale. 
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Chapter 4: Development of the Collaborative Empiricism Scale 

Aims and Outline 

This chapter describes the development of the Collaborative Empiricism Scale 

(CES; Tee, Kazantzis, & Stukas, 2012). First, the work of previous chapters is 

brought together in an overview of the process of CE in a typical CBT session. 

Overviews are then given of the scale itself, and the scale development process. 

Global aspects of the scale are then described. This is followed by a discussion of the 

development of the collaboration and empiricism items and the common rating 

scheme underpinning the empirical items. 

Overview of the Process of Collaborative Empiricism in a CBT Session 

Collaborative empiricism is a basic strategy or form of interaction that 

underlies the relationship between client and therapist in CBT (A. T. Beck et al., 

1979; J. S. Beck, 1995, 2011). As such, CE is pervasive throughout a session and 

throughout the interaction between client and therapist. Collaborative empiricism is 

perhaps unique as a construct in that everything that happens in a session can be more 

or less empirical and more or less collaborative, and this extends to between sessions 

homework and the client’s responses to their problems and challenges outside of 

therapy in everyday life. Accordingly, CE is not localized to specific structural 

components of a session, such as agenda setting or reviewing homework, nor is it 

localized to specific interventions. The fundamental elements of CE, the actively 

shared work of identifying and exploring problems, and the design, implementation, 

and evaluation of interventions to improve problems, are centred instead on the 

particular action, activity, or discussion that the client and therapist are engaged in at 

any particular time (A. T. Beck, 1970; A. T. Beck et al., 1985; J. S. Beck, 2005, 
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2011). When done well, CE flows throughout the session, flavouring and framing 

each interaction from start to end. 

Collaborative empiricism also functions on multiple levels in a session. Data is 

gathered from the client’s experience and evaluated using the client’s experience. The 

gathered data is used as the basis of therapeutic interventions, but also in case 

conceptualization, treatment planning, and progress review (A. T. Beck et al., 1979; 

Dattilio & Hanna, 2012; Kazantzis, Beck, Dattilio, Dobson, & Rapee, in press; 

Kuyken et al., 2009; Overholser, 2011; Persons, 2008). Although centred on the 

momentary flow of the session, the process of CE takes time. The careful work of 

gathering data and sifting through evidence to distinguish it from interpretation may 

slowly evolve over one or many sessions, as the client develops familiarity and skills 

with the process. 

In a typical CBT session, the client and therapist may start by setting a session 

agenda. This might be directed by the therapist, ‘Let’s start with the homework’; or 

might be more collaborative, ‘What would you like to start with?’; and might be more 

empirical, ‘Which of these things has caused you the greatest distress this week?’, or, 

‘How should we decide which to discuss first?’; or less empirical, ‘Ok, let’s start with 

that’ (the client’s first suggestion, without further reference to the client’s experience). 

Having chosen a first topic, the client and therapist might then explore this, again with 

more or less collaboration and empiricism, until the therapist suggests (or more 

collaboratively, asks the client whether) they should do a thought record. The thought 

record might involve rating the degree of emotion associated with several thoughts, in 

order to choose a clinically important ‘hot’ thought to examine. Again, rating the 

degree of emotion can be more or less empirical and more or less collaborative. For 

example, more empirical might involve discussing specific anchor points on a 
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subjective scale of distress, grounded in the client’s experiences of similar past 

situations. Less empirical might be, ‘How anxious? Give me a number from one to 

ten.’ The client and therapist might then move on to explore the thought and develop 

an alternative interpretation of it – again, each with a higher or lower degree of 

empiricism and collaboration. 

The process of CE in a session is centred on the specific focus of activity at 

any particular time. This focus of activity changes with the flow of the session. The 

current activity may be focused on a specific intervention, or at the level of the 

treatment plan, or the broader case conceptualization. Accordingly, the approach 

taken in the CES is to focus the measure on the current focus of the session, and to 

mirror the flexibility of application of CE, so that the measure can be used to rate CE 

as it occurs in each separate focus of activity across a session, whether at the level of 

a specific intervention, or at the level of treatment planning, or case conceptualization. 

Overview of the Collaborative Empiricism Scale 

The Collaborative Empiricism Scale centres on the current focus of discussion 

in a therapy session. The focus of discussion is the current object of activity or 

conversation, for example, talking about a problem at work, setting an agenda for the 

session or a goal for therapy, or carrying out in vivo exposure or a behavioural 

experiment. Each focus of discussion is rated as an empirical event. An empirical 

event is a specific exploration of a cognition, cognitive process, feeling, behaviour, or 

situation, centred on the current focus of discussion in the session. Examples of 

empirical events are ‘rating the degree of emotion associated with a thought’ (rated 

using Item B: ‘Rating the degree of belief or emotion’) and ‘selecting a thought or 

feeling to explore’ (rated using Item A –  ‘Selecting a focus of discussion’). 
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Empirical events range in degree of empiricism and collaboration. Empiricism 

may range from no mention of the client’s experience to a very high level of use of 

the client’s experience. Similarly, collaboration may range from unilateral decision-

making and one-sided, directive actions, to actively shared decisions and creatively 

shared work. An empirical event may also lead to other empirical events. For 

example, in exploring a distressing thought (rated using Item C – ‘Exploring the focus 

of discussion’) the client and therapist may go on to discuss an alternative to the 

thought (rated using Item D – ‘Developing an alternative interpretation’). In this case, 

both these events would be rated separately. 

To use the scale, a rater first identifies the current focus of discussion in the 

therapy session, and then decides whether this focus of discussion is the target of one 

of six empirical events matching the empirical items A – F. If so, the identified event 

is rated for empiricism using the matching item. The same event is then rated for 

collaboration using Item G. That is, each empirical event is rated twice, once using 

one of the empirical items A – F and once using the collaboration item G. The rater 

then rates the next focus of discussion and so on across the session. The CES is 

presented in Appendix A. 

Overview of the Scale Development Process 

The development of the Collaborative Empiricism Scale was guided by 

recommendations in the psychometrics literature (Baer, 2010; Christ & Boice, 2009; 

L. A. Clark & Watson, 1995; L. L. Cohen et al., 2008; Dawis, 1987; DeVellis, 2003; 

Hinkin, 1995; Worthington & Whittaker, 2006), and a review of the development 

processes used by previous authors in developing therapy process scales (Allen, 

Newsom, Gabbard, & Coyne, 1984; J. P. Barber, Liese, & Abrams, 2003; Blackburn 

et al., 2001; Denton, Johnson, & Burleson, 2009; Kim, Boren, & Solem, 2001; 
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McCormack, McCarthy, Wright, & Coffey, 2009; O'Malley et al., 1983; Shelef & 

Diamond, 2008; Tichenor & Hill, 1989; Vallis et al., 1986). Scale development 

proceeded through nine stages. A summary of the stages of development is presented 

in Table 1. 

Table 1 

Summary of Stages of Development of the Collaborative Empiricism Scale 

Stage Description Summary of the development process 

1 Definition of CE A definition of CE was developed from a conceptual 

review of seminal CBT literature describing CE, and 

analysis of existing measures of the therapeutic alliance 

in CBT (see Chapter 1) 

2 Review of 

collaboration and 

empiricism 

Expanded definitions of collaboration and empiricism in 

CE were established by reviewing theoretical and 

empirical work on these constructs (see Chapters 2 and 

3) 

3 Core elements of 

CE identified 

Core elements of the construct were identified from a 

conceptual review of the literature, including analyses 

of other therapy process measures, as well as close 

analyses of discussion of CE and CBT process in 

seminal texts in CBT 

4 Item construction Scale items were then developed to capture each of 

these construct elements, in an iterative process of 

creation and evaluation of prospective scale items 

5 Textual revision of 

items 

Textual revision of items and overall scale structure was 

undertaken to increase clarity and usability 
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6 Expert feedback on 

scale 

psychometrics and 

clarity 

Thirty expert CBT researchers and practitioners 

provided quantitative and qualitative feedback on the 

construct validity, ecological validity, ability to capture 

variance in CE, clarity, and usability of the scale (Study 

1: Chapter 5) 

7 Scale revision The scale was then revised to take account of expert 

feedback 

8 Pilot testing to 

assess reliability 

and usability 

The reliability and usability of the revised scale was 

assessed through two pilot studies (Study 2: Chapter 7) 

9 Revision of rating 

methodology 

Issues identified in the pilot studies were addressed, and 

the examination of the relationship between CE and 

therapy outcome commenced (Study 3: Chapter 8) 

 

Global Aspects of the Collaborative Empiricism Scale 

Once the definition of CE had been established from the literature but before 

item generation began, several decisions were made regarding the structure and focus 

of the CES. 

Initial design choices. 

Two design choices regarding the measurement of empiricism were made at 

the outset of scale development. First, it was thought that it would be easier to identify 

CE, and facilitate good reliability, if the scale focused on concrete therapy behaviours 

that could be conducted empirically, rather than, for example, conceptual dimensions 

of CE measured broadly across the session, as in the Working Alliance Inventory 
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(Hatcher & Gillaspy, 2006) and the Cognitive Therapy Rating Scale (J. E. Young & 

Beck, 1980a). 

Second, CE has been consistently discussed in both the clinical and research 

literature as composed of two components, empiricism and collaboration, that merge 

together to form the CE construct (A. T. Beck et al., 1985; A. T. Beck et al., 1979; J. 

S. Beck, 1995, 2011). This two-component structure was retained in the CES in the 

form of two sub-scales of collaboration and empiricism. This structure has the 

additional advantages that it is consistent with the seminal literature, the theoretical 

analysis of CE outlined in Chapter 1 (see also, Tee & Kazantzis, 2011), and facilitates 

comparison with past research. 

The focus of the scale: Process vs. session structure. 

Based on the definition developed from the literature of CE as a fluid and 

emergent construct, it was decided to focus the scale on measuring empiricism and 

collaboration in several key aspects of therapy process in which empiricism 

characteristically occurs, rather than focusing on structural components of a therapy 

session, such as agenda setting or homework review. This approach has the advantage 

of allowing the scale to measure empiricism and collaboration across multiple levels 

of CBT process, from developing the overall case conceptualization, to specific 

interventions such as a thought record or behavioural experiment, to more fine 

grained analysis of individual segments of CBT process, such as rating emotion, or 

interpreting the results of a homework task. 

Accounting for the dyad. 

CE involves working together to empirically explore the client’s cognition, 

cognitive processes, emotions, behaviour, and problem situations (A. T. Beck, 1967; 

A. T. Beck et al., 1979). As such, CE is an inherently dyadic construct. In working 
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together, the client’s or therapist’s attempts to collaboratively share empirical work 

may be closely related to the other’s responses, or they may be distinct from them. 

Situations may arise, for example, in which the client or therapist is attempting to 

work in a collaborative or empirical manner, but for some reason the other party is not 

engaging in the process. In these situations, the client’s or therapist’s efforts to work 

collaboratively or empirically may be of a very high standard, but little collaborative 

or empirical work is actually accomplished. To reflect this, the CES was designed to 

measure the quality of CE actually achieved by the client and therapist dyad, rather 

than measuring attempts at CE or fostering conditions for CE. 

Item Construction 

Collaboration in the CES. 

A list of elements of collaboration in CE were derived from the review of 

collaboration in Chapter 2, combined with a review of collaboration in CE in two 

seminal CBT texts (A. T. Beck et al., 1979; J. S. Beck, 2005). At the first level of 

analysis, behaviours of relevance to collaboration in CBT were identified and grouped 

into broad categories. Client and therapist behaviours related to collaboration in CE 

are presented in Table 2. 

Table 2 

Categories of Client and Therapist Behaviours Related to Collaboration in CE 

Therapist Client 

Offers choices Makes choices 

Asks for suggestions Makes suggestions 

Gives other time to reflect, think, formulate a 

contribution 

Gives other time to reflect, think, formulate a 

contribution 

Incorporates or subsequently makes use of Incorporates or subsequently makes use of 
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other’s input other’s input 

Yield’s to other’s judgment when they feel it 

is reasonable (responsiveness / engagement) 

Yield’s to other’s judgment when they feel it 

is reasonable (responsiveness / engagement) 

Asks open questions. Seeks opinions, 

priorities, information, and cognitions. 

Contributes information: Reports 

introspective data such as thoughts, feelings, 

and wishes. Responds constructively to 

therapist’s input 

Uses techniques to foster participation. E.g., 

brainstorming, perspective taking. 

Participates actively. Identifies useful beliefs 

or data to think about, Reflects on / 

recognizes automatic negative interpretations 

of experience. Participates in techniques to 

generate ideas 

Seeks regular feedback: Checks 

understanding  

Gives feedback 

Supports client’s autonomy: Follows client’s 

lead / direction / priorities 

 

Fails to foster (encourage, support) client 

contributions 

 

Fails to give sufficient time for the other to 

think and contribute 

Fails to give sufficient time for the other to 

think and contribute 

Ignores the other’s contributions Ignores the other’s contributions 

Overrides the other, returns to own agenda Overrides the other, returns to own agenda 

 



  79 

The behaviours identified in Table 2 were then grouped into key aspects of 

collaboration in CE. Categories of behaviours related to collaboration in CE, and 

examples of each category, are presented in Table 3. 

Table 3 

Categories of Behaviours Related to Collaboration in CE 

Category Behaviour related to collaboration 

Engagement  

     Involvement in the process of 

therapy 

Exerting effort 

 Participating in tasks and interventions 

     Eliciting (or stifling) contributions  

 Asking for suggestions, opinions, priorities 

/ goals / aims / agenda items 

 Creating opportunities for input (e.g., waits, 

gives time for client to think or process 

input) 

 Providing information 

 Generating ideas / Brainstorming 

 Perspective taking / alternative viewpoints / 

others’ points of view on client’s belief 

Responsiveness  

 Makes responses that are congruent with the 

others’ immediately preceding statement. 

Summarizes, or paraphrases. 

 Topic determination. Follows other’s topic 
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initiations. Addresses previous 

communicative content and offers 

appropriate elaboration 

 Ignores, or overrides other’s input (i.e., 

returns to own agenda). 

 Response is well-timed 

Feedback  

 Seeks regular feedback 

 Offers feedback 

 Integrates feedback into further work 

Shared decision making  

 Asks for input on decisions 

 Offers choices regarding decisions 

 Makes choices in decisions 

 Identifies viable options 

 Evaluates possible implications of choices / 

options 

 

Key aspects of collaboration. 

The categories of behaviour described in Table 3 above were further combined 

to form three core aspects of collaboration in the CES. 

Mutually responsive interaction. 

In the CES, the concepts of mutuality and responsiveness are combined to 

form mutually responsive interaction, as one of three core components of 

collaboration. Mutually responsive interaction represents a process that is mutual, 
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involving both parties in the client – therapist dyad; responsive, such that the 

interaction is flowing, emergent, and appropriately meets the required aims of the 

current therapy process; and interactive, integrating and building on contributions 

from each member of the dyad. 

Feedback. 

Feedback in the CES involves seeking and providing data, such as information 

or suggestions, in order to check the level of shared understanding and to adjust and 

improve interventions, goals, or the case conceptualization. Feedback can function at 

multiple levels within a session, including, for example, within an specific technique, 

at the level of a whole intervention, or goals for the entire course of therapy. Ideally, 

seeking and making use of feedback is done by both the client and therapist, although 

early in therapy it is more likely to be led by the therapist. 

Feedback is a core component of CE because engagement in a collaborative 

sharing of the work necessarily requires judgments about the other party’s thoughts, 

beliefs, feelings, and motivations, etc. Such judgments may shape and underpin both 

individual interventions and the therapy as a whole but the accuracy of these 

judgments may not be determinable by introspection, particularly between client and 

therapist (Kuyken et al., 2009; Messer, 1991; Persons, 2008). As a result, it is 

important to monitor how accurate and helpful these judgments are, as well as how 

they are being employed in the work of therapy. Feedback also directly improves 

interventions by enabling empirical checking of attributions and judgments about the 

other partner in therapy. Accordingly, in the CES, feedback appears both as a key 

element of collaboration, and as a specific element in the response choices of the 

empirical items. 

Active contribution. 
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Colson and colleagues (1988) argued that the therapeutic alliance is best 

measured as client collaboration, which they defined as the degree to which the client 

cooperates with the intentions of the therapist, and is able to make use of the 

treatment offered (Colson et al., 1988). They operationalized cooperation as the extent 

of client engagement in the requisite treatment tasks, measured as the amount of client 

work done in session, the client’s contribution of material (thoughts, feelings, issues, 

etc.), application of the work done in therapy between sessions, and adoption of 

processes, such as self-monitoring, with a view to using these autonomously in future. 

This conception of engagement captures several important aspects of sharing the work 

from the client’s side, for example, the contribution of problems, phenomenal 

material (cognitions, feelings, etc.), and active participation. However, focusing solely 

on the client’s engagement will not capture the work shared by the client and therapist 

dyad. The degree to which the client and therapist genuinely share the selection, 

development, deployment, and evaluation of therapeutic interventions is a 

quintessentially dyadic concept. In order to capture this, the CES extends the concept 

of engagement to the dyad, by focusing on the degree to which client and therapist 

both actively contribute to the session. 

Sharing the work. 

A key aspect of CE in CBT is that the client shares the work of therapy at all 

levels (A. T. Beck et al., 1979). This sharing the work is described as a ‘collaborative 

effort’ shared between client and therapist (A. T. Beck et al., 1985). The role of the 

client in CBT is also frequently described as a ‘researcher’ (e.g., A. T. Beck et al., 

1985; A. T. Beck et al., 1979; J. S. Beck, 1995; D. J. G. Dobson & Dobson, 2009). 

This description refers to the client’s active participation in planning interventions, 

collecting data by carrying out experiments (e.g., in the form of thought records, 
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behavioural experiments, or skills practice), and analysing the collected data. This 

shared work also explicitly informs the case conceptualization process (A. T. Beck et 

al., 1985; Kuyken et al., 2009). The collaboratively developed case conceptualization 

is then used to guide the selection of therapeutic goals, and development of further 

interventions in a cyclical process (D. J. G. Dobson & Dobson, 2009). A goal of CBT 

is for the client to learn to carry out this process independently, but the therapist 

actively guides and teaches, particularly early in treatment (D. J. G. Dobson & 

Dobson, 2009). In this sense, sharing the work is both the ideal process of CE in CBT, 

and an end goal of the therapy itself. 

From the conceptual review above, and the literature review reported in earlier 

chapters, sharing the work in the CES was explicitly defined as: “Sharing the work 

involves shared decisions, mutually responsive interaction, and contributions from 

both parties (engagement, participation, effort). This is more than simply agreement 

or cooperation” (The Collaborative Empiricism Scale; Tee et al., 2012, p. 11). 

The definition of sharing the work in the CES also incorporates the concept of 

balance as a further element of the degree of sharing the work in the session. Balance 

reflects the fact that in cognitive therapy the therapist typically takes a lead early in 

therapy in guiding interventions and formulation, but that ideally this becomes more 

balanced as the client develops skills in these processes. A consequence of this is that 

sharing the work may involve different activities for client and therapist at different 

stages of the therapy. As sessions progress over the course of therapy, the client will 

ideally be encouraged and fostered to act ‘as their own therapist’, and will take a more 

equal and active role in the development and evaluation of therapeutic interventions. 

The degree of shared work is therefore measured relative to the quality of the three 

core components described above, not whether the client is carrying out the same 
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behaviours as the therapist. The key idea here is that sharing the work need not 

involve client and therapist doing the same things per se, but each contributing to the 

process. In this context, ideal balance is defined in the CES as: 

The client and therapist share the work to the extent that they are able 

given the stage of therapy. For example, early in therapy, the client may 

contribute less to the design of an empirical test, as this is a new activity for 

the client, but the client can still fully share the work by making contributions, 

involvement in shared decisions, and mutually responsive interactions (The 

Collaborative Empiricism Scale; Tee et al., 2012, p. 11). 

 

Empiricism in the CES. 

Definition of empiricism in the Collaborative Empiricism Scale. 

Beck and colleagues defined empiricism in cognitive therapy as a “weighing 

of empirical evidence”, which is “based on, concerned with, or verifiable by 

observation or experience rather than theory or pure logic” (A. T. Beck et al., 1985, p. 

182). This involves the therapist “encouraging the patient to identify, observe, and 

evaluate his thoughts in an objective manner” (A. T. Beck et al., 1979, p. 55). Based 

on this definition, empiricism in the CES was defined as a process of identifying and 

exploring the usefulness and functionality of the client’s cognitions, cognitive 

processes, emotions, and behaviour, by exploring these in terms of the client’s 

experience, rather than solely from general principles or on logical grounds. This 

empirical exploration is typically focused in one of several key aspects of empiricism, 

each of which corresponds to an empirical item on the scale. 
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Key aspects of empiricism. 

The elements of empiricism focused on in the CES were derived from an 

analysis of discussions of CBT process in two CBT manuals that are regarded as 

seminal and authoritative, and are widely employed in training and research (A. T. 

Beck et al., 1979; J. S. Beck, 1995). First, a close analysis was made of discussions of 

the process of CBT in Beck et al. (1979), in order to identify processes relevant to 

empiricism. This analysis was then cross-referenced and augmented by repeating the 

process with J. S. Beck (1995). Unlike the structural aspects of a typical cognitive 

therapy session (e.g., agenda setting, homework review), which characteristically 

occur as discrete stages in a session, empiricism in cognitive therapy is typically 

focused on several identifiable processes that can occur at any time, often multiple 

times in a session, and may function at different levels within a session. 

This analysis identified broad categories of empirical behaviours, such as, 

‘choosing a focus of discussion’, ‘eliciting raw data from the client’s experience’, and 

‘evaluating the results of an empirical test’. The elements of empiricism identified 

were then cross referenced with the CBT workflow illustrated in both texts in order to 

derive a final list of focuses for empiricism in CBT. As an illustration of this 

procedure, J. S. Beck (1995) breaks the process of ‘examining thoughts’ down into 

several component elements. Table 4 presents these component elements and the 

focuses of empirical behaviours corresponding to them. 
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Table 4 

Components of the Process of ‘Examining Thoughts’ and Corresponding Focuses of 

Empiricism 

Component of ‘examining thoughts’ Focus of empiricism 

Identifying a thought to examine Selecting something to examine or 

explore 

Uncovering evidence Exploring (e.g. within the 5 part model of 

CBT) 

Questioning automatic thoughts Exploring the usefulness or validity of a 

cognition or cognitive process 

Devising a reasonable alternative belief Developing an alternative explanation 

  

Focuses of empiricism measured in the CES. 

As a result of the analyses described above, a final list of six categories of 

empirical process were identified as focuses of the empirical items in the CES. These 

six processes are presented in Table 5. 
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Table 5 

Focuses of the Empirical Items in the Collaborative Empiricism Scale 

 Focuses of the Empirical Items in the Collaborative Empiricism Scale 

1 Selecting a focus of discussion (cognition, cognitive process, behaviour, 

intervention, therapy goal, etc.) 

2 Rating the degree of belief or emotion associated with the current focus of 

the session 

3 General exploration of the focus of session, with respect to the client’s 

experience, taken as raw data for objective examination 

4 Discussing / developing alternative explanations for cognitions, cognitive 

processes, emotions, etc. 

5 Developing an empirical (experimental) test of a cognition or cognitive 

process 

6 Evaluating the results of an empirical test of a cognition or cognitive process 

 

The empiricism items (A – F). 

Once the core empirical processes to be measured had been identified, items 

were generated to measure each process. Any general discussion in a cognitive 

therapy session can be undertaken with greater or lessor reference to the client’s 

experience. Accordingly, Item C ‘Exploring the focus of discussion’ was designed to 

measure the quality of empiricism in any general exploration of the current focus of 

discussion in the session. Five other items each focus on the quality of empiricism in 

one of the empirical processes outlined in Table 5 above. Table 6 lists each empirical 

process and its corresponding scale item. 
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Table 6 

Empirical Processes and Corresponding Scale Items 

Empirical process Scale item measuring the process 

Selecting a focus of discussion Item A. Selecting a focus of discussion 

Rating the degree of belief or emotion Item B: Rating the degree of belief or 

emotion. 

Exploring of the focus of discussion Item C. Exploring the focus of discussion 

Developing an alternative explanation for 

cognitions or cognitive processes 

Item D. Developing an alternative 

explanation 

Developing an empirical test Item E. Designing an empirical test 

Evaluating an empirical test Item F. Evaluating the results of an 

empirical test 

 

Item A. Selecting a focus of discussion. 

This item focuses on the act of selecting something to do or discuss. Selecting 

a therapeutically efficacious cognition or cognitive process to work on is an important 

aspect of CBT that is routinely discussed in CBT training manuals (e.g., A. T. Beck et 

al., 1979; J. S. Beck, 2011; Padesky & Greenberger, 1995). Selecting a focus of 

therapeutic discussion or activity may also involve, for example, choosing a 

behaviour to evaluate, or a situation or decision to problem solve. Selecting also 

frequently operates at multiple levels within a session. At the level of the case 

conceptualization, specific goals may be selected from alternatives, and interventions 

selected as part of working towards these goals. At the level of discussion, 

problematic cognitions and issues may be selected to discuss, or priorities set about 
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which issue to discuss first (e.g., setting an agenda). Each act of selection may involve 

a high or low degree of empirical reasoning and exploration. 

Item B. Rating the degree of belief or emotion. 

Rating the degree of belief or emotion associated with a cognition or cognitive 

process has several established functions in CBT. It is typically employed in 

measuring levels of belief or emotion before and after an intervention. It is therefore a 

key process in gauging change in cognition or emotion, and thereby also a measure 

the effectiveness of therapy interventions. Common examples include monitoring 

changes in emotion or degree of belief during work with a thought record or 

evaluating the effect of specific behaviours or therapeutic interventions on beliefs or 

mood (J. S. Beck, 1995, pp. 94-104; Leahy, 2003; Persons, 2008), or before and after 

in vivo or imaginal exposure, or behavioural experiments (O'Donohue & Fisher, 

2008). Rating the degree of emotion also occurs in contexts other than measuring 

change. For example, if clients have difficulty identifying the strength of an emotion, 

this may be overcome by associating the client’s various experiences of the emotion 

with key points on a subjective self-rating scale (e.g., 0, 25%, 50%, 75%, 100%) (J. S. 

Beck, 1995). 

Item C. Exploring the focus of discussion. 

As discussed above, Item C aims to capture the use of the client’s experience 

in the general process of discussion in a therapy session, including, for example, 

during guided discovery. Exploring involves the examination, surveying, review, or 

evaluation of the client’s cognition, cognitive processes, feelings, or behaviours, with 

respect to the client’s experience (of self, world, and other) and the key situations in 

which these occur. 
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Item D. Developing an alternative explanation. 

Developing an alternative explanation involves “the active investigation of 

other interpretations or solutions to the patient’s problems” (A. T. Beck et al., 1979, p. 

158). As such, it involves using collaborative empiricism to explore new ways of 

thinking and behaving, and is therefore also closely linked to the process of change in 

CBT. Developing an alternative explanation typically appears in the process of 

devising a reasonable alternative to a belief in a thought record, as well as the 

reattribution and cognitive restructuring techniques described by Beck and colleagues 

(A. T. Beck et al., 1979, pp. 157-158; J. S. Beck, 2005, 2011). 

Items E & F: Designing and evaluating an empirical test. 

Items E and F are designed to rate the development and subsequent evaluation 

of an empirical test. Empirical tests are a distinguishing feature of CBT. They 

typically involve the experimental exploration of the accuracy or helpfulness of 

beliefs and other cognitive content, cognitive processes, emotions, or behaviours. The 

paradigm example of an empirical test is the behavioural experiment, carried out 

either during the therapy session or between sessions (Bennett-Levy et al., 2004). 

Item E rates the quality of empiricism and use of the client’s experience in the 

development of an empirical test. It focuses on the degree to which the experiment is 

grounded in the client’s experience. Also important is the quality of the test design. 

This includes, for example, distinguishing subjective interpretations of a situation 

from more objective evidence, anticipating difficulties in carrying out the experiment, 

and articulating clear criteria for the outcome of the test (Bennett-Levy et al., 2004; 

Nelson, 1997). 
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Global Rating Scheme 

In keeping with the aim of flexibly measuring empiricism across multiple 

contexts in CBT, and to facilitate reliable rating, the scale was designed with a 

common underlying rating scheme across all empirical items. Each empirical item on 

the scale is rated using a shared scheme that is independent of the particular empirical 

process being measured, apart from specific elements required to account for unique 

aspects of the process itself.  

An early draft of the rating scheme was organized around detecting ‘key 

features’ of empiricism in the focus of discussion being rated. Higher ratings reflected 

more key features, and the absence of problems with the key features. An early 

version of the global rating scheme for the empirical items is presented in Table 7. 

Table 7 

Early Version of the Global Rating Scheme for Empirical Items 

Rating Use of the client’s experience in the rated focus of discussion 

1 MINIMAL. Minimal or no incorporation of key features 

2 INADEQUATE. Some key features but others missing 

3 ADEQUATE. All key features, but some problems that reduce the 

quality of key features 

4 EFFECTIVE. All key features. Minor problems that do not substantially 

reduce key features 

5 EXCELLENT. All key features. No problems or problems resolved 

 

As development of the scale proceeded, it became clear that some general 

psychotherapy competences could also impact on the quality of CE. These 

competencies are aspects of good CBT practice but not core aspects of CE per se. An 
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example of this issue is choosing an appropriate belief to work with in session. 

Choosing an appropriate belief is part of good CBT practice but is not a specific 

element of CE per se. It is important for CE, however, because CE may be of little use 

clinically if a therapeutically unimportant belief is chosen to explore. Examples of 

such a belief is one that is marginal to the client’s concerns, not held strongly, occurs 

in few or limited situations, or is not central to the case formulation (J. S. Beck, 

1995). 

To address this issue, the rating scheme was revised to focus specifically on 

the use of the client’s experience in carrying out the processes being observed. The 

revised rating scheme describes a broad progression of increasing quantity and quality 

of the use of the client’s experience in CE. This ranges from mention of the client’s 

experience to active use of the client’s experience, within which there may be either 

problems with the use of experience, or minor problems that do not directly reduce the 

quality of the use of experience per se; and finally to excellent use of the client’s 

experience, where problems are absent or resolved. The global rating scheme 

underpinning the empirical items is presented in Table 8. 
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Table 8 

Global Rating Scheme Underpinning the Empirical Items (A – F) 

Rating Use of the client’s experience in the rated focus of discussion 

1 No mention of the client’s experience 

2 Mention or discussion of the client’s experience, but no use or 

application of the client’s experience to explore or evaluate cognitions 

or cognitive processes 

3 Use of the client’s experience to explore the focus of discussion, but 

with problems with empiricism that reduce the quality of the use of 

experience. (Examples of problems with empiricism include mistaking 

interpretations of experience as facts; failing to specify clear criteria for 

the outcomes of an empirical test; ratings of belief or emotion that are 

vague or unclear; and empirical evidence sourced from the therapist, 

rather than from the client) 

4 Application of the client’s experience to the focus of discussion, but 

with minor problems. (Minor problems do not reduce the adequacy of 

empiricism as the basis for exploring. Examples of minor problems can 

be problems in counselling skills, or missed opportunities to do 

adequate CE better.) 

5 Application of the client’s experience, in which there were no problems, 

or any difficulties were resolved, and feedback was offered or sought. 

 

The global rating scheme is common to all empirical items; however, minor 

differences exist in the anchor point descriptions of some items, in order to capture 

the unique features of the process being measured in the item. For example, the global 
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rating scheme rates an item ‘1’ if no mention is made of the client’s experience in 

carrying out the rated process. In the case of in Item E (Designing an empirical test), 

it is not possible that no use is made of the client’s experience because the test itself is 

either carried out in session and therefore involves the client’s experience in real time, 

or is set for homework and involves the client’s life experience between sessions. To 

account for this, Item E is rated ‘1’ if ‘only general or vague reference is made to the 

client’s experience’. A small number of similar minor adjustments apply to the global 

rating scale where needed to account for the unique characteristics of specific items. 

Concept check: Rating Empiricism in CBT Interventions 

As a check on the structure of the empirical items during development, the 

CES was used to rate standard interventions in a CBT, such as the thought record and 

the behavioural experiment, to ensure that the scale was able to capture empiricism as 

it occurred in these interventions. To do this, the student researcher rated a number of 

CBT training video recordings produced by the American Psychological Association. 

These recordings featured expert cognitive therapists, including Dr. Judith Beck, Dr. 

Arthur Freeman, & Dr. Christine Padesky, conducting therapy sessions to 

demonstrate core competencies of CBT. Test ratings were used to improve the ease of 

rating the scale and to clarify technical definitions for the rater. 

Conclusion 

This chapter reported on the development of the Collaborative Empiricism 

Scale. First, overviews were presented of the process of CE in a CBT session, the 

scale, and the scale development process. Global aspects of the scale were then 

discussed, including initial design choices to centre the scale on concrete behaviours 

focused on key empirical processes, to focus on the dyad, and to retain the two 

subscale structure of collaboration and empiricism from the literature. The process of 
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item development was then discussed. Building on the literature review of evidence-

based relationship attributes, the process of collaborative empiricism was closely 

analysed in two seminal CBT texts, spanning 35 years of the literature. Discussions of 

collaboration and empiricism in these texts were categorized into key aspects of CE, 

and individual scale items designed to measure each key aspect. Lastly, the global 

rating scheme common to the empirical items was discussed. 
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Chapter 5: Expert Review of the Collaborative Empiricism Scale 

Outline and Aims 

This chapter reports on a review of the CES by expert CBT researchers and 

practitioners. The aims of the study were to get expert feedback, identify problems, 

and revise the scale in preparation for pilot testing. Subject matter experts were 

invited to review the validity and clarity of the CES, as well comment on the structure 

of the scale, the response options available for each item, and any other issues they 

identified. The study was successful in attracting the participation of 30 experts, who 

rated each scale item on a number of Likert scales and made 104 feedback comments. 

The gathered expert feedback was then evaluated in detail and used to revise the scale 

prior to pilot testing. 

Content Validity 

A primary aim of the expert feedback study was to assess the content validity 

of the scale. Content validity is the agreement of the content of an instrument with the 

domain it purports to measure (DeVellis, 2003). Ensuring that a measure adequately 

captures its target construct is a crucial aspect of scale design (C. T. Beck & Gable, 

2001; Grant & Davis, 1997; Sireci & Geisinger, 1995). A recommended and 

commonly used method of assessing content validity is to measure the agreement 

between subject matter experts regarding how accurately a scale’s items describe 

aspects of the target construct (C. T. Beck & Gable, 2001; L. L. Davis, 1992; 

Gajewski et al., 2012; Lawshe, 1975). 

Expert Review 

In the context of scale development, expert review has been frequently 

recommended as a method for evaluating the content validity of items generated 

during construction of a measure (for review see, Delgado-Rico, Carretero-Dios, & 
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Ruch, 2012), and as an important stage of pretesting a scale, particularly when the 

measure is the first to capture a construct (DeVellis, 2003; Nunnally & Bernstein, 

1994; Sireci, 1998). Expert review has been found to be a highly productive method 

of identifying problems in a measure (Willis, Schechter, & Whitaker, 2000). It has 

been employed in developing behaviourally anchored rating scales and behavioural 

summary scales (Mastaglia, Toye, & Kristjanson, 2003; Stark, Chernyshenko, & 

Guenole, 2011), measures of patient attributes (En-Hong & Yong, 2012), and 

assessing a measure’s content domain representation (Sireci & Geisinger, 1995). 

The Delphi method. 

The Delphi method is a structured communication process that allows a group 

of experts to deal effectively with a complex problem (Linstone & Turoff, 1975; 

Yousuf, 2007) and enable more accurate assessments than those obtainable by 

individuals alone (Rowe, Wright, & Bolger, 1991). A key focus of the Delphi method 

is the attainment of consensus between experts in a group (Fish & Busby, 1996). The 

details of the Delphi method vary between specific implementations (Powell, 2003; S. 

J. Young & Jamieson, 2001); however, several core features of the technique are 

typically evident, including anonymity of experts, controlled feedback to the group, 

and statistical aggregation of the group’s responses (Dalkey, 1972; Keeney, Hasson, 

& McKenna, 2001).  

To conduct a Delphi study, a group of subject-matter experts is identified. The 

size of the group varies in the literature but between 10 to 15 is regarded as sufficient 

if the group is homogenous and not evaluating multiple domains (Delbecq, Van de 

Ven, & Gustafson, 1975). A majority of studies have included between 15 and 20 

experts (Boulkedid, Abdoul, Loustau, Sibony, & Alberti, 2011; Ludwig, 1997). Once 

the group is identified, an initial questionnaire is sent, asking experts to assess a target 
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issue on one or more criteria. The collected data, which is kept strictly anonymous, is 

evaluated to determine expert consensus. Consensus is defined beforehand as 

agreement between experts to a specified level (J. Jones & Hunter, 1995). The 

anonymity of the Delphi process overcomes several drawbacks of evaluation by 

groups, such as the potential for influence of the group by prestigious, senior, or 

dominant individuals (Dalkey, 1972; Murphy et al., 1998), and the fear of potential 

social or professional repercussions for divergent views (Linstone & Turoff, 1975). 

The de-identified, statistically aggregated results of experts’ analyses may then be 

sent back to experts for re-evaluation and revision of their analyses if they choose. 

The Delphi method has been widely used in psychotherapy research outside of 

scale development, including to develop guidelines for clinical trial protocol content 

(Tetzlaff, Moher, & Chan, 2012), predict future trends in psychotherapy practice 

(Couch & Childers, 1991; Norcross, Hedges, & Prochaska, 2002) and clinical child 

psychology research and practice (Kaufman, Holden, & Walker, 1989), identify 

factors that effect engagement in psychosocial treatment for personality disorders 

(Jinks, McMurran, & Huband, 2012), determine discredited aspects of treatment 

(Norcross, Koocher, Fala, & Wexler, 2010; Norcross, Koocher, & Garofalo, 2006), 

develop a model of competency for implementing CBT (Sburlati, Lyneham, Mufson, 

& Schniering, 2012), evaluate the competency in psychotherapy of psychiatric 

residents (Giordano & Briones, 2003), identify issues in the training of family 

therapists (Sori & Sprenkle, 2004), determine appropriate and inappropriate uses of 

humour in psychotherapy (Thomson, 1990), identify critical competencies for 

psychotherapeutic practice with eating disordered clients (Williams & Haverkamp, 

2010), and in the development of a scale to assess the quality of reports of 
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randomized controlled trials for psychological treatments (Yates, Morley, Eccleston, 

de, & Williams, 2005). 

Despite the widespread implementation of Delphi in psychological research, 

and recommendations in the psychometrics literature to employ expert review in the 

scale development process (L. L. Davis, 1992; Delgado-Rico et al., 2012; Haynes, 

Richard, & Kubany, 1995), to date few process measures in psychology have utilized 

expert review, apart from the experts who designed the measures. As an illustration of 

this, a search was conducted on 2 May 2013 via the PsycINFO (1987 – 2013) 

database of the Journal of Consulting and Clinical Psychology, Journal of Abnormal 

Psychology, Psychological Assessment, Behaviour Research and Therapy, British 

Journal of Clinical Psychology, and Clinical Psychology Science and Practice. Search 

terms used were ‘expert AND review’ OR ‘expert AND feedback’ OR ‘expert AND 

survey’. The search returned only 7 articles, none of which involved the use of expert 

review in scale development or psychotherapy process research. Similarly, a recent 

review of measures of homework adherence reported no mention of expert feedback 

as part of the development process (Kazantzis, Deane, & Ronan, 2004). 

Expert review of the CES. 

The CES benefitted from two levels of expert review. First, the working 

definition of CE and the theoretical underpinnings of the scale were reviewed as part 

of the process of publishing a review/theory paper in a peer reviewed journal (Tee & 

Kazantzis, 2011) (see Appendix B for reprint). This paper outlined a definition of CE, 

grounded closely in the seminal work of A. T. Beck et al. (1979) and J. S. Beck 

(1995), as well as a new theoretical model of the CE construct. This review process 

was continued in subsequent discussion in the literature of the paper and the theory of 

CE underpinning the scale (D. A. Clark, in press; Deborah J. G. Dobson & Dobson, in 
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press; Hutton & Morrison, in press; N. Kazantzis et al., in press; Nikolaos Kazantzis, 

Timothy J. Cronin, et al., in press; Kazantzis et al., 2013; Wong, in press). As a result 

of this peer review and discussion, the CES attained a first level of consensus 

regarding the working definition and theory underpinning the scale. 

Post-development evaluation. 

Once initial scale development was complete, a formal process of expert 

review was undertaken. In the context of scale development, the Delphi method has 

typically been employed early in the development process to seek expert consensus 

on whether a provided list of prospective attributes of a construct are essential or 

redundant (Fish & Busby, 1996; Linstone & Turoff, 1975; Yousuf, 2007). This 

approach was not taken with the CES because it was considered that the utility of the 

scale and its relevance for past and future research would be increased by grounding 

the scale closely in the seminal CBT literature. This was deemed particularly 

important because the CES is the first measure of CE in the literature. In accordance 

with this aim, the definition of CE used in the scale, and the specification of the 

individual empirical items, were drawn from close analyses of seminal CBT texts by 

A. T. Beck et al. (1979) and J. S. Beck (1995). These two texts have been widely cited 

as authoritative and have previously served as the basis for the definition of cognitive 

therapy in a large-scale study of CBT for depression (Dimidjian et al., 2006). This 

process was consistent with the Delphi method in that it was highly anonymous and 

sought consensus from a group of subject matter experts on ratings of a number of 

core attributes of the CES. It is also consistent with long standing variations of Delphi 

to use a more structured questionnaire (e.g., Kerlinger, 1973). 

The approach taken with the CES also differed from the most common Delphi 

approach in that experts rated several attributes of the scale items on 5-point Likert 
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scales. This process provides a more quantified evaluation of aspects of the scale than 

that obtained using a pre-development expert review of which aspects of a construct 

to include or exclude from a measure. Post-development evaluation of a draft scale 

allows experts to make the same comments they might have made in a pre-

development Delphi questionnaire, but additionally allows comparison of experts’ 

views with a scale that is grounded in a previously peer reviewed definition and 

theoretical conception of the construct in the literature. 

Definition of expert agreement. 

Gathering expert feedback via 5-point Likert scales raises the issue of how to 

define agreement for the purposes of determining expert consensus. In the Delphi 

method, consensus is typically defined as a percentage of expert agreement. There is 

no clear standard in the literature for defining the cut-off point on a Likert scale in a 

Delphi review. Possibilities that have been used include 80% of ratings falling 

between two points on a 7-point scale (Ulschak, 1983) and 70% of ratings above 3 on 

a 4-point scale, with a median score of at least 3.25 (Hsu & Sandford, 2007). 

An existing approach in the literature for assessing content validity on a Likert 

scale is the Content Validity Index (CVI; C. W. Waltz & Bausell, 1981). The CVI has 

been frequently used and evaluated in health research (C. T. Beck & Gable, 2001; 

Gajewski et al., 2012; Lynn, 1986; Polit & Beck, 2006; Polit & Hungler, 1991; Wynd, 

Schmidt, & Schaefer, 2003). The CVI measures the degree to which a scale item 

accurately describes an aspect of the construct it purports to measure (DeVon, Block, 

Moyle-Wright, Ernst, & et al., 2007; C. W. Waltz & Bausell, 1981). Typically, the 

CVI is calculated by rating each item on a four-point ordinal scale with anchor points 

1 = not relevant; 2 = unable to assess relevance without item revision or item is in 

need of such revision; 3 = relevant but needs minor alteration; and 4 = very relevant 
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and succinct. The CVI is then calculated as the proportion of experts that rate the item 

at least 3 out of 4 (L. L. Davis, 1992). 

During development of the expert feedback questionnaire, a design decision 

was taken to use a 5-point Likert scale to rate scale items. It was considered that 

would be informative to allow experts to express a middle point ‘somewhat’ rating, 

rather than force a choice either for or against each item. Adding a middle anchor 

point has the additional benefit that positive ratings for an item can be regarded as 

more deliberate, and therefore more valid, because the opportunity was provided for 

the expert to make an ambivalent middle rating. As a result of this shift to a 5-point 

Likert scale, the CVI for each item was calculated as the proportion of experts who 

rated the item either a 4 (large extent) or 5 (very large extent). This strengthens the 

CVI as an index of validity by raising the standard of expert agreement. 

Psychometric analysis of the CVI has demonstrated that with 10 experts, 78% 

of experts rating 3 or higher on a 4-point Likert scale is sufficient to establish 

agreement between experts at the .05 level of statistical significance (Lynn, 1986). 

With more experts, a lower figure is required. Combining the Delphi and CVI 

standards in the post-development evaluation of the CES, consensus was defined to be 

agreement between at least 80% of experts (the Delphi standard), with 78% of experts 

rating 4 or higher on each 5-point scale (following the CVI). This definition of 

agreement provides a very high standard of expert consensus, particularly given that 

the expert review of the CES attracted the participation of 30 experts, three times the 

10 required for statistically significant expert consensus on the CVI. 
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Method 

Expert participants 

Experts were sought with experience in scale construction and data analysis, 

as well as expertise in the target areas of CBT process research and therapy practice. 

Expert selection followed established practices in the literature (e.g., Dillman, 2007; 

Polit & Hungler, 1991), and detailed criteria for expert selection in the Delphi method 

(Adler & Ziglio, 1996; L. L. Davis, 1992). Experts were invited to complete a 

feedback questionnaire if they met one or more of the following selection criteria: (a) 

they were authors of scales used in the present study, including the Beck Depression 

Inventory (used as an outcome measure) and the Cognitive Therapy Rating Scale 

(used as a measure of therapist competence); (b) were keynote speakers in the past 10 

years at the World Congress of Behavioural and Cognitive Therapies; (c) had 

published commentary or clinical discussion on collaborative empiricism; or (d) were 

corresponding authors in the last decade on publications in CBT process research, in 

particular on the therapeutic relationship, collaboration, empiricism, or CE in CBT. 

To identify authors in criterion (d), a PsycINFO database search was conducted on 28 

Feb 2011, for the years 2000 – 2010, with the search terms: “collaborative 

empiricism”, “collaboration AND empiricism”, “collaboration AND cognitive 

therapy”, “empiricism AND cognitive therapy”, and “empiricism AND process AND 

psychotherapy”. This search returned 149 articles, 96 in peer reviewed journals. 

Additional sorting was undertaken to remove articles not relevant (e.g., articles 

focused on psychodynamic therapy, articles in disciplines other than psychology), 

resulting in a total of 57 articles. 

Using the above criteria, two groups of experts were identified. One group was 

comprised of expert CBT researchers, many of whom also had a past or present 
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professional practice in psychology. The other group were expert CBT practitioners. 

Expert practitioners were defined to be individuals that met criteria (b) and (c) above 

(key note speakers, authors of clinical commentary or discussion on CE) but who did 

not have an identified program of research, and who had not published an empirical 

study in the past year. In total, 106 experts were identified (86 researchers, 20 

practitioners). These individuals were then invited by e-mail to complete the online 

feedback questionnaire. E-mail addresses were identified from those listed as 

corresponding authors of journal articles, by searching the websites of academic 

institutions, and via Google search. The final number of subject matter experts who 

undertook the feedback questionnaire was 33. 

Measures 

Subject-matter expert feedback questionnaire. 

The questionnaire was constructed using Qualtrics online questionnaire 

development tools (Version 37.892, http://www.qualtrics.com). Qualtrics allows 

researchers to develop questionnaires that are completed online using a web browser. 

Two versions of the questionnaire were created that involved evaluating CES items 

on a series of 5-point Likert scales, ranging from to a very small extent, to a small 

extent, somewhat, to a large extent, and to a very large extent. The first version of the 

questionnaire was used to seek practitioner feedback. Expert feedback on each item of 

the CES was sought with two questions for the practitioner version. The researcher 

version included additional psychometric content and consisted of five questions 

repeated for each of the seven scale items. A summary of the content of both versions 

of the questionnaire is presented in Table 9. 
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Table 9 

Summary of Question Content for Researcher and Practitioner Questionnaires 

 Questionnaire content 

Feedback 

question Researcher version Practitioner version 

Q1 Accurate description of CEa Accurate description of CE 

Q2 Captures variability in CE Captures variability in CE 

Q3 Item clear / comprehensible - 

Q4 Anchor points clear - 

Q5 Routinely used in your practice - 

Note. Feedback questions were scored on a 5-point Likert scale ranging from To a 
very small extent, To a small extent, Somewhat, To a large extent, and To a very large 
extent. 
a For example, Question 1 read: To what extent does the item description accurately 
reflect an element of collaborative empiricism? 
 
 

Several suggestions from the literature were incorporated into the 

questionnaire design (see Dillman, 2007; Perepletchikova, Treat, & Kazdin, 2007; 

Prochaska & Norcross, 1983; Sheehan, 2001). For ease of use, the questionnaire had a 

common structure across all questions, and instructions for use were simplified 

wherever possible. Additionally, instructions were presented in blue font, so that 

participants could easily distinguish instructions from the scale items in black font. 

Figure 2 presents a sample page from the questionnaire. The full questionnaire is 

presented in Appendix C. 
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Figure 2. Sample page from the Expert Feedback Questionnaire. 
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Procedure 

Prospective participants were sent a recruitment e-mail informing them that 

the researchers had developed a new measure of CE and that expert feedback was 

sought regarding the measure. Recruitment emails were addressed to participants 

personally and it was highlighted that participants’ input was highly valued and would 

aid the development of a new measure of an important therapy process in CBT. Up to 

three emails were sent to each prospective participant. The first e-mail introduced the 

research project, provided a Participant Information Sheet, and included a web link to 

a PDF reprint of a paper conveying the background and conceptual underpinnings of 

the scale (Tee & Kazantzis, 2011). Up to two reminder emails were sent at intervals 

of six weeks. The reminder email frequency was set at six weeks as the experts 

contacted were known to receive large quantities of email, and 2 – 4 weeks is 

generally considered a reasonable time for responses to unexpected requests for 

consultation. The Participant Information Sheet and recruitment emails are presented 

in Appendix D and E respectively. 

Ethics approval. 

The Participant Information Sheet also described the ethical conditions of the 

questionnaire and gave information relating to the confidentiality of participants’ 

responses. The project received La Trobe University Faculty of Science, Technology 

and Engineering Human Ethics Committee approval (number FHEC09.R59). In line 

with Ethics Committee approval, questionnaire responses were automatically de-

identified by the questionnaire software and responses were not linked to individuals. 

Results 

SPSS Version 21 was used to conduct all statistical analyses. Inferential 

statistics were evaluated against an alpha level of .05. 
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Preliminary Data Analyses 

Demographics were not collected, as a high degree of anonymity was 

considered imperative for the methodology. This was both to protect the privacy of 

experts and to encourage experts to feel free to be critical in reviewing the scale, 

particularly as many of those contacted also had existing relationships with La Trobe 

University Cognitive-Behaviour Therapy Research Unit researchers. As a result, it 

was not possible to further distinguish group characteristics of participants who 

completed the questionnaire from those who did not. 

Missing data. 

The SPSS FREQUENCIES procedure was used to screen for missing data. 

Data from three researcher participants were excluded due to partial responding. One 

partial responder scored the first four (of 35) questions as ‘5’ (out of a possible 1 – 5) 

and then did not complete any further questions (88.6% missing); one provided no 

further responses after question 20 (of 35; 42.8% missing); and the third had 10 (of 

35; 28.6%) responses randomly missing. Data from these participants were excluded 

listwise from subsequent analyses. Excluding the third partial responder with 

randomly missing data had the negligible effect of increasing the overall mean score 

from 4.03 to 4.04.  

Out of the remaining data, 11 responses out of 882 (1.25%) were missing 

(researchers = 9 (1.01%), practitioners = 2 (0.23%)). No pattern could be detected in 

these data and they were considered to be randomly scattered. Less than 5% of 

missing data in a random pattern is considered in the literature to be less serious and 

to respond similarly to methods for treating it (Tabachnick & Fidell, 2007). 

Accordingly, for these 11 missing data, the respondents’ data were retained but 

excluded pairwise in further analyses. 
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Outliers. 

A respondent was deemed to be an outlier if the mean of their scores was more 

than three times the interquartile range above or below the mean of all scores (M ± 

3*(IQR)) (Tabachnick & Fidell, 2007). One respondent met this criteria. This 

respondent had the lowest mean feedback score in the group. As this was expert 

feedback, these data were retained unmodified but the low mean score for this 

respondent was noted when interpreting qualitative feedback comments for individual 

questions. 

Quantitative Results 

Experts’ ratings of the CES. 

The mean score of experts’ ratings (researchers and practitioners combined) 

across all feedback questions was high (M = 4.04, out of 5), and variation between 

experts’ ratings was low (SD = 0.54). A Kolmogov-Smirnov test indicated that mean 

scores on feedback questions were normally distributed, D (31) = 0.132, p =.178. The 

means and standard deviations of scores for each feedback question (Q1 – Q5) for all 

experts combined are presented in Table 10. 
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Table 10 

Means and Standard Deviations of Scores for Each Feedback Question (Q1 – Q5) for 

all Experts Combined 

Feedback 

Question 

Question Content M (SD) 

Q1 To what extent does the item description accurately 

reflect an element of collaborative empiricism? 

4.27 (0.57) 

Q2 To what extent does this item capture variability in 

collaborative empiricism? 

4.03 (0.63) 

Q3 To what extent is this item clear and easy to 

understand? 

3.82 (0.62) 

Q4 To what extent are the anchor points (1 – 5) in this 

item clear and easy to understand? 

3.79 (0.64) 

 

Q5 To what extent does this item describe an aspect of 

collaborative empiricism that you routinely use in 

your professional practice?  

4.07 (0.73) 

 
 

As seen in Table 10, experts rated the scale items very highly (above 80%) for 

content validity (Q1), ecological validity (Q5), and capturing variability in CE (Q2), 

and highly (above 75%) for the clarity of the items (Q3) and clarity of the item anchor 

points (Q4). This pattern was consistent across all experts and all feedback questions. 

The uniformly high scores indicate that experts strongly endorsed the validity, clarity, 

and ability to capture variance of the CES. The slightly lower (but still high) scores 

for the two questions relating to clarity indicate that experts had some concerns 

regarding the clarity of the items and anchor points. This pattern of results is highly 
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consistent with the feedback comments experts made, discussed in the qualitative 

results section below. 

The pattern of experts’ responses for each feedback question across each scale 

item can be seen in Table 11, which presents the means and standard deviations of 

scores for each feedback question across each scale item for researchers and 

practitioners combined. 
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Table 11 

Means (and Standard Deviations) of Scores for Each Feedback Question for Each 

Scale Item for Researchers and Practitioners Combined 

 Feedback question M (SD) 

Scale Item Q1 Q2 Q3 Q4 Q5 

A: Selecting 4.23 

(0.73) 

4.00 

(0.79) 

3.59 

(0.67) 

3.59 

(0.73) 

3.95  

(0.90) 

B: Rating emotion or belief 3.93 

(0.98) 

3.93  

(0.83) 

3.62 

(0.81) 

3.59 

(0.73) 

3.73 

(1.12) 

C: Exploring the focus of 

discussion 

4.23 

(0.90) 

4.03 

(0.96) 

3.77 

(0.87) 

3.68 

(0.78) 

4.09 

(0.97) 

D: Developing an alternative 

interpretation 

4.32 

(0.61) 

4.00 

(0.72) 

3.86 

(0.83) 

3.64 

(0.85) 

4.18 

(0.85) 

E: Designing an empirical 

test 

4.33 

(0.88) 

4.03 

(0.93) 

3.90 

(0.97) 

4.05 

(0.84) 

4.27 

(0.94) 

F: Evaluating an empirical 

test 

4.43 

(0.63) 

4.07 

(1.03) 

4.05 

(0.72) 

3.86 

(0.89) 

4.09 

(1.02) 

G: Collaboration 4.41 

(0.73) 

4.10 

(0.92) 

3.95 

(0.79) 

3.75 

(0.85) 

4.14 

(0.89) 
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As seen in Table 11, scores for Q1, Q2, and Q5 were uniformly high. Scores 

for Q3 (clarity of the items) and Q4 (clarity of anchor points) were 5 – 7 % lower on 

average. 

Comparison of researcher and practitioner feedback. 

An independent samples t test was conducted to compare the overall mean 

scores of researchers (n = 22) and practitioners (n = 8). Neither the Shapiro-Wilk 

statistic nor Levene’s test were significant, indicating that the assumptions of 

normality and homogeneity of variance were supported. The t test was not statistically 

significant, indicating no difference between groups, t(28) = -1.061, p = .289. This 

result indicates that the overall ratings across all feedback questions were consistent 

for both researcher and practitioner experts. 

Figure 3 presents a comparison of the mean scores of researchers and 

practitioners for individual feedback questions (Q1 – Q2), Figure 4 presents a 

comparison of the mean scores of researchers for individual feedback questions (Q1 – 

Q5), and Figure 5 presents a comparison of the mean scores of researchers and 

practitioners for all scale items (A – G). Error bars represent 95% confidence intervals.  
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Figure 3. Comparison of the mean scores of researchers and practitioners for 

feedback questions (Q1 – Q2). Error bars represent 95% confidence intervals. 

 

 



  115 

 
 

Figure 4. Comparison of the mean scores of researchers for feedback questions (Q1 – 

Q5). Error bars represent 95% confidence intervals. 
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 Figure 5. Comparison of the mean scores of researchers and practitioners for scale 

Items A – G. Error bars represent 95% confidence intervals. 

 

As seen in Figures 3, 4, and 5, all 95% confidence intervals overlap in all 

figures, indicating no statistically significant differences between researchers’ and 

practitioners’ scores on any feedback question or for any scale item. The high degree 

of consistency between researchers’ and practitioners’ ratings indicates that both 

groups rated the scale equally. In particular, both groups rated content validity equally 

and both found that the scale reflected the use of CE in their professional practice 

(ecological validity). 
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Results for individual feedback questions. 

Content validity. 

This question sought feedback on the degree to which each item accurately 

described an element of CE. Table 12 presents the number of experts (researchers and 

practitioners combined) who endorsed each level of content validity for each scale 

item. 

Table 12 

Number of Experts Endorsing Each Level of Content Validity for Each Scale Item 

  
Expert ratings of content validity 

Item Aspect of CE Very Small Small Somewhat Large Very 

large 

A Selecting - 1 2 16 11 

B Rating belief 

or emotion 

1 1 6 13 9 

C Exploring 1 - 3 13 13 

D Alternative 

Explanation 

- - 2 15 11 

E Developing 

an 

experiment 

1 - 2 12 15 

F Evaluating an 

experiment 

- - 2 13 15 

G Collaboration - - 4 9 16 

Note. N = 30. 
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Data from Table 12 were used to calculate the Content Validity Index. As 

described above, the CVI was calculated as the proportion of experts who rated the 

scale item as an accurate description of an aspect of CE to a large or very large extent. 

The CVI for each scale item and the scale overall is presented in Table 13. 

Table 13 

Content Validity Index (CVI) for Each Scale Item (A – G) and for the Scale Overall 

Scale Item Aspect of CE CVI 

A Selecting .90 

B Rating belief or emotion .73 

C Exploring .87 

D Alternative Explanation .93 

E Developing an experiment .90 

F Evaluating an experiment .93 

G Collaboration .86 

Scale Overall N/A .87 

Note. CVI required for content validity = .78 

 

Table 13 shows that the CVI cut-off for content validity was met by a strong 

margin for the scale overall and all scale items except Item B. This result 

demonstrates a very high level of endorsement of content validity by these 30 experts. 

This is particularly strong given that the CVI is calculated here to a far higher 

standard using the top two anchor points from a 5-point Likert scale, rather than the 

usual 4-point Likert scale, and using agreement between 30 experts, rather than the 

required 10 for statistical significance. Item B, rated at .73, narrowly missed the 
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required .78 cut-off. From Table 12, it can be seen that the main difference between 

Item B and the other items is that experts made six ratings of Somewhat for Item B 

compared to a mean of 2.2 Somewhat ratings for the other items. This indicates that 

four experts were more ambivalent about Item B, rather than rating it low or very low 

on content validity. This result is consistent with comments made regarding Item B, in 

which a small number of experts were unsure about the role of rating emotion or 

strength of belief in CBT. This issue will be discussed further in the qualitative results 

section below. 

Ability to capture variability in CE. 

Experts strongly endorsed the ability of the scale to capture variability in CE 

(M = 4.03, or 80.6%, SD = 0.63). Table 14 shows the number of experts (researchers 

and practitioners combined) who endorsed each level of ‘ability to capture variability’ 

for each scale item. 
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Table 14 

Number of Experts Endorsing Each Level of Ability to Capture Variability for Each 

Scale Item 

  
Expert ratings of ability to capture variability 

Item Aspect of CE Very Small Small Somewhat Large Very 

large 

A Selecting - 1 6 15 8 

B Rating belief 

or emotion 

- 1 8 13 8 

C Exploring 1 1 4 14 10 

D Alternative 

Explanation 

- 1 4 17 6 

E Developing 

an 

experiment 

- 2 6 11 11 

F Evaluating an 

experiment 

1 2 2 13 11 

G Collaboration - 2 5 11 12 

Note. N = 30. 
 

The pattern of results in Table 14 indicates that, while the mean score on this 

question was 80.6%, 77.3% of respondents rated the ability of each scale item to 

capture variability to either a large or very large extent, indicating strong 

endorsement, but just short of the required 78% required by the CVI. 
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Clarity of the scale items. 

Question Three focused on the clarity of the items. Scores on this question 

were lower than for Q1 and Q2; however, experts still strongly endorsed the items’ 

clarity overall (M = 3.82, or 76.4%, SD = 0.62). Table 15 shows the number of expert 

researchers who endorsed each level of clarity for each item. 

Table 15 

Number of Experts Endorsing Each Level of Item Clarity for Each Scale Item 

  Expert ratings of item clarity 

 

Item Aspect of CE Very Small Small Somewhat Large 

Very 

large 

A Selecting - - 11 9 2 

B 

Rating belief 

or emotion - 2 6 11 2 

 

C Exploring - 1 8 8 5 

 

D 

Alternative 

Explanation - 2 3 13 4 

E 

Developing 

an 

experiment - 2 4 8 6 

F 

Evaluating an 

experiment - - 5 11 6 

 

G Collaboration - 1 4 12 5 

Note. N = 22. 
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Overall, 67.5% of experts rated the clarity of each scale item to either a large 

or very large extent. The pattern of results evident in Table 15 indicates that, while the 

mean score on this question was 76.4%, rating was spread mainly between the 

Somewhat and Large ranges. These results are consistent with experts’ feedback 

comments, discussed in the qualitative results section below, which were mainly 

focused on the clarity of the items and anchor points. 

Clarity of the item anchor points. 

Question four focused on the clarity of the item anchor points. Mean scores on 

this question were also lower than for Q1 and Q2, but still indicated strong 

endorsement of anchor point clarity (M = 3.79, or 75.8%, SD = 0.64). Table 16 shows 

the number of expert researchers who endorsed each level of clarity of the anchor 

points. Although the mean score on this question was 75.8%, 63.8% of experts rated 

the ability of each scale item to capture variability to either a large or very large 

extent. As can be seen from Table 16, experts’ ratings were concentrated in the 

Somewhat and Large ranges.  
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Table 16 

Number of Experts Endorsing Each Level of Anchor Point Clarity for Each Scale Item 

  Expert ratings of anchor point clarity 

Item 
Aspect of CE Very Small Small Somewhat Large 

Very 

large 

A Selecting - 2 6 13 1 

B Rating belief 

or emotion 
- 1 9 10 2 

C Exploring - 1 8 10 3 

D Alternative 

Explanation 
- 2 7 10 3 

E Developing 

an 

experiment 

- 1 4 10 7 

F Evaluating an 

experiment 
- 2 4 11 5 

G Collaboration - 1 7 8 4 

Note. N = 22. 
 

Ecological validity. 

Question five sought feedback on the degree to which each scale item 

reflected an aspect of CE that respondents routinely used in their professional 

practice. This was aimed at checking the ecological validity of each item. 

Respondents strongly endorsed each scale item as describing an aspect of CE they 

routinely used in their professional practice (M = 4.07, or 81.2%, SD = 0.73). Table 
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17 shows the number of experts endorsing each level of ecological validity for each 

scale item. 

Table 17 

Number of Experts Endorsing Each Level of Ecological Validity for Each Scale Item 

  
Expert ratings of ecological validity 

Item Aspect of CE Very Small Small Somewhat Large Very 

large 

A Selecting - 2 3 11 6 

B Rating belief 

or emotion 

1 2 5 8 6 

C Exploring - 2 3 8 9 

D Alternative 

Explanation 

- 1 3 9 9 

E Developing 

an 

experiment 

1  1 10 10 

F Evaluating an 

experiment 

1 1 1 11 8 

G Collaboration - 1 4 8 9 

Note. N = 22. 
 
 

As can be seen from Table 17, 79.2% of respondents endorsed each scale item 

as representing an aspect of CE they used in their professional practice to either a 

large or very large extent. 
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It is noted here that respondents strongly endorsed designing empirical tests 

(90.9%) and evaluating empirical tests (86.4%) as elements of their professional 

practice to a large or very large extent. This is interesting because, as will be 

discussed in Chapter 8, reporting on Study 3: CE as a predictor of therapeutic 

outcome, these aspects of CE were very infrequently detected during rating for Study 

3. 

In summary, mean scores on expert feedback questions were high to very 

high. The CVI cut-off was met for content validity and ecological validity, despite the 

higher standard of CVI used here compared with that recommended in the literature. 

This demonstrates a very high level of expert endorsement for the content validity and 

ecological validity of the CES. Ability to capture variance (.773) nearly met the CVI 

cut-off of .78. Mean scores for ratings of clarity of items and anchor points were still 

high (M = .76, SD = 0.63), but did not meet the CVI marker. Experts focused on these 

clarity issues in their feedback comments, discussed next. 

Qualitative Results 

In addition to rating the CES items, experts were invited to comment on each 

item and on the scale as a whole. Experts’ comments are presented here in two levels. 

Comments pertaining to the scale overall or to more than one item are presented first, 

followed by comments focused on specific items only. After each comment or group 

of comments, responses to comments and changes made to the scale as a result are 

discussed. 

For clarity, scale items are referred to by name (e.g., ‘Item A’). Anchor points 

of the items are referred to by item letter combined with the anchor point number 

(e.g., Item A anchor point 4 is referred to as ‘A4’). The full text of the questionnaire 
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version of the CES is presented as part of the Expert Feedback Questionnaire in 

Appendix C. The CES final version is presented in Appendix A. 

Respondents made 104 comments in total. At least one comment was made by 

23 of the 30 respondents (76.7%). The number of comments per respondent was 

normally distributed (M = 3.35, SD = 2.7). Researchers were 74.2% of the sample and 

made 76% of the comments, indicating an even distribution of comments between 

respondent groups. A breakdown of the number of comments for each scale item is 

presented in Table 18. 

Table 18 

Number of Comments for Each Scale Item 

 

Scale Item 

Number of Comments  

Total | Researchers | Practitioners 

A - Selecting a focus of discussion to 

explore 

16 | 12 | 4 

B - Rating the degree of emotion or belief 15 | 12 | 3 

C - Exploring the focus of discussion 11 | 9 | 2 

D - Developing an alternative 

interpretation 

14 | 10 | 4 

E - Designing an empirical test 11 | 9 | 2 

F - Evaluating an empirical test 11 | 9 | 2 

G - Collaboration 15 | 11 | 4 

‘Other Comments’ 11 | 9 | 4 
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Level 1: Comments pertaining to the scale as a whole, or to multiple items. 

Positive feedback. 

Participants commented that the scale was “well considered”, “well written”, 

and “took a useful approach” to measuring the construct. Positive feedback also 

related to the focus on “specificity and thoroughness” in doing and rating CE, the 

“very thorough descriptions of key elements of CT and collaborative empiricism”, 

and the helpfulness of examples in clarifying concepts and anchor points. 

Respondents commented that they found the scale a “really good approach to tapping 

this dimension of CBT”; in which “generally the questions seem to capture the 

construct of collaborative empiricism well with good face validity”; and that “once it 

is fully developed and tested further, (the scale) will be an excellent addition to the 

literature and to further research”.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

Difficulty distinguishing between anchor points three and four. 

The most frequent critical comment related to difficulty distinguishing 

between anchor points three and four on the empirical items (A – F). Five respondents 

commented on this issue, and generally repeated these comments for each empirical 

item. This repetition makes sense, as the underlying rating scheme is the same across 

the empirical items. Two respondents commented that the phrasing “SOME 

PROBLEMS” (in anchor three) and “MINOR PROBLEMS” (in anchor four) “were 

potentially difficult to discriminate”, and “may be difficult for raters to distinguish in 

practice”. One respondent commented that the “anchors were clear” but the 

“distinctions in some of the middle items seem small”. In a related comment, one 

respondent commented that the phrase “The client’s EXPERIENCE WAS THE 

BASIS FOR…”, which appeared in anchor points three and four, was confusing. 
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The above comments were addressed by clarifying the distinction between 

anchor points three and four. In each scale item, anchor point three was changed from 

“SOME PROBLEMS” to “PROBLEMS WITH EMPIRICISM that REDUCED the 

empiricism”. This change aimed to highlight the qualitative difference between 

anchor points three and four, that is, whether problems related to empiricism or not. 

The aim was also to remove the potential for confusion regarding the quantitative 

distinction between ‘some’ and ‘minor’ problems by removing the term ‘some’. 

In addition, the phrase “The client’s EXPERIENCE WAS THE BASIS FOR”, 

which one respondent found confusing, was replaced wherever it occurred with more 

specific wording that detailed the level of use made of the client’s experience that 

would be required to endorse that anchor point. For example, in Item C, anchor C2, 

the phrase “a thought WAS DISCUSSED, but WAS NOT THE BASIS FOR 

EXPLORING” was replaced with “The CLIENT’S EXPERIENCE was 

MENTIONED but was NOT DISCUSSED OR FOCUSED ON”. Similarly, the 

phrase “The client’s EXPERIENCE WAS THE BASIS FOR” was replaced in C3 

with “The CLIENT’S EXPERIENCE was EXPLICITLY USED to” and in C4 with 

“The CLIENT’S EXPERIENCE was EXPLICITLY USED in a SPECIFIC WAY”. 

Examples illustrating anchor points. 

Five respondents commented on the examples illustrating the anchor points. 

Some respondents commented that the examples were “clear” and “made the items 

easier to understand”. Another reported that “the examples were a bit confusing” and 

another that they “suggested verbally fluent clients in white collar employment”. In 

response to these comments, each example was reviewed and several were edited to 

increase clarity. For example, in anchor D4, the text “some concern of the client’s 

about the test remained unaddressed; solutions were developed for anticipated 
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problems but the client remained only partially confident)” was replaced by “the 

client expressed some doubt or reservation about the alternative interpretation, which 

was not explored; failing to offer or request feedback”. These changes replaced 

descriptions of inner states of the client (e.g., ‘partially confident’) with examples of 

directly observable behaviour for raters to identify (e.g., ‘expressed some doubt or 

reservation…, which was not explored’). An example involving a client who 

anticipates difficulty engaging socially at a party (‘Some people will talk to me at the 

party.’ vs. ‘At least 3 people will talk to me after I say hello.’) was not changed as it 

was thought that, although it might reflect a verbally fluent demographic, it did not 

unbalance the scale overall. 

  Seven respondents suggested that adding more examples “may be helpful” to 

“increase the clarity” of the items or anchor points, “even if it is somewhat 

repetitive”. Two of these comments focused on the scale in general and five related to 

specific items or anchor points: A4 (2 comments), B5 (2 comments), and Item C (1 

comment). These remarks were counterposed by other comments that the items were 

“too wordy” and “dense” and that the examples were helpful, but risked 

overburdening the rater. During initial pre-questionnaire testing, raters had reported 

anecdotally that having examples for every anchor point was too much information to 

hold in mind during rating. To address and reconcile these comments, the general 

principle was adopted to balance the increased clarity provided by more examples, 

with the increased amount of information that raters would need to hold in mind when 

rating the scale. In practice, this resulted in two or three examples for each scale item, 

focused on the more conceptually dense middle anchor points, rather than at every 

anchor point. 



  130 

Clarity of key concepts. 

One respondent commented that the meaning of ‘experience’ was difficult to 

discriminate from ‘interpretation’ or from ‘a specific event in the person’s life’. This 

comment was addressed by expanding the definition of experience in the ‘Key 

Constructs’ section to include clients ongoing ‘lived’ experience of their emotions, 

behaviour, cognitions, and cognitive processes. The term ‘experience’ was further 

distinguished from ‘interpretation’ by adding detail to relevant examples in the anchor 

points. For example, anchor A3, which read: “(e.g., failing to distinguish experience 

from interpretations: ‘My boss ignores me in the corridor because he thinks my work 

is no good’)” was augmented with terms further describing the level of experience 

needed to endorse this anchor point: “experience was vague, general, ambiguous, 

misinterpreted, or was sourced from the therapist, rather than from the client.” 

Clarification of wording. 

One respondent commented that “the interaction of cognition and experience 

are central, although sometimes difficult to separate clearly”. It was unclear if this 

comment related to a specific issue. It was addressed by providing additional 

guidance to raters during training in the form of a diagram strengthening the 

distinction between the client’s experience and the current focus of discussion, and 

highlighting that a core aspect of CE is the interaction of clients’ cognition and 

cognitive processes with the identification and the discussion/exploration of that 

experience. This diagram is presented in Appendix F. 

Complexity of the scale and reliability of ratings. 

Three respondents commented that the scale “seemed valid” and “accurate” 

but expressed concern that it “might be difficult to rate reliably” due to complexity or 

level of detail. This concern was echoed in a related comment that the scale was likely 
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to be useful in research and training, but might be too difficult for “your average 

trainee” to use without training. The complexity of the scale reflects a design decision 

to attempt, for the first time, to accurately capture CE in detail within a session. As 

such, the impact of complexity on the reliability of rating was continuously assessed 

but the scale was not edited in response to these comments. The concern was, 

however, noted for careful review once the reliability of rating had been assessed 

during pilot testing. 

Number of conceptual elements varying between anchor points. 

One respondent commented that Item A “tries to capture variability on a range 

of items from explicitness, degree of prioritization of most important, resolution of 

problems etc.”. The respondent suggested that it might be easier to provide examples 

for the item if the introduction to the item “provided more detail about the sub-

elements of empiricism measured”. This comment raises the design issue of the 

number of concepts varying between each anchor point on an item, and role and 

number of examples accompanying the anchor points. This point is discussed here 

with respect to Item A but applies equally to all empirical items on the scale. 

The basic structure of the empirical items is that each item varies on a single 

primary concept, the use of the client’s experience. Specific anchor points then have 

examples designed to clarify and further distinguish the level of empiricism matching 

that anchor point. It is not the case that every possible manifestation of CE at each of 

the five levels in an item is spelled out for the rater. In Item A, for example, the only 

concept that varies between anchor points A1, A2, and A3 is the use of the client’s 

experience, which ranges from not identified, to mentioned, to explicitly used. Anchor 

point A4 includes examples to illustrate potential ‘minor problems’ that would reduce 

the quality of empiricism, such as ‘failing to check for other clinically important 
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beliefs’ and ‘variability of focus on the task’. The intention of these examples is to 

help the rater identify the level of problems with empiricism required to endorse this 

anchor point, and to help distinguish anchor point A4 from A3. 

This structure reflects a design decision to allow the scale to rate empiricism 

in multiple contexts, at multiple levels, within a therapy session. An alternative 

approach might be to have a larger number of empirical items, or have multiple sub-

elements for the existing items, each of which would vary on a single sub-element of 

empiricism, for example, degree of importance, explicitness, etc. One difficulty with 

this approach, however, is that it risks overburdening the rater with detail related to 

multiple aspects of empiricism varying in a single item. Another difficulty is that 

specifying components of empiricism in particular contexts may reduce the range of 

contexts in which empiricism can be rated. As the CES is the first measure focused on 

CE, it was decided that maintaining the flexibility of the measure, by not listing 

specific sub-elements of CE in specific contexts, would better enable the CES to 

capture CE in multiple contexts, at multiple levels in a session, including in 

unanticipated contexts where empiricism may be used in therapy. Accordingly, it was 

decided to vary each item on a single primary concept, ‘the use of the client’s 

experience’, but augment this with a small number of examples in the anchor points to 

aid the rater in differentiating the level of empiricism matching each anchor point. 

The response to this comment is linked with the response discussed above to 

the issue of clarifying the distinction between anchor points three and four. Anchor 

points on each scale item were edited to highlight that the main concept that varies 

between anchor points is the ‘use of the client’s experience’. This involved replacing 

references to ‘empiricism as the basis of’ in each anchor point with graded 

descriptions of the levels of ‘use of the client’s experience’. Table 19 presents a 
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comparison of the anchor points in Item A between the questionnaire and rating 

versions of the scale. 

Table 19 

A Comparison between Questionnaire and Final Versions of the CES of the ‘Use of 

the Client’s Experience’ in Item A 

 Scale version 

Anchor Questionnaire Final 

A1 NO REFERENCE NOT IDENTIFIED 

A2 PASSING REFERENCE, but 

EXPERIENCE WAS NOT THE 

BASIS for selecting 

MENTIONED but was NOT USED 

A3 WAS THE BASIS for … SOME 

PROBLEMS which reduced the 

quality of the empirical data 

EXPLICITLY USED… but 

PROBLEMS WITH EMPIRICISM 

that REDUCED the empiricism 

A4 WAS THE BASIS for… MINOR 

PROBLEMS, which did not reduce 

the use of experience 

EXPLICITLY USED in a 

SPECIFIC WAY, but MINOR 

PROBLEMS, which DID NOT 

REDUCE the empiricism 

A5 WAS THE BASIS for … NO 

PROBLEMS, or any difficulties 

WERE RESOLVED 

NO PROBLEMS, or any difficulties 

WERE RESOLVED 
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Level 2: Comments pertaining to particular scale items only. 

Item A. Selecting a focus of discussion to explore. 

One respondent suggested that anchor A1 in Item A (Selecting) might include 

“thought chosen from an pre-populated list” as an example of a poor use of the 

client’s experience in selecting a focus of discussion. The respondent noted that he or 

she “sees this frequently in bad CBT”. This is an excellent suggestion for an anchor 

point, and was used as an example during rater training. It was not, however, added to 

the final version of the scale due to concerns of overloading raters with too much 

information to process during rating. 

A similar issue was raised by another respondent who commented that “it was 

somewhat difficult to answer this question (Q1) without a clinical example to work 

from”. Clinical examples were used in rater training, but detailed clinical examples 

were omitted from the scale to avoid overwhelming the rater with too much detail. 

Item B. Rating the degree of emotion or belief. 

One respondent asked, regarding the relationship between Item A and Item B, 

whether “if no ratings are sought, but the thought is identified for evaluation, then that 

would be an example of Item A, is that correct?” This is correct, and demonstrates 

that the respondent had understood the intent of the item; however, to ensure item 

clarity, anchor B1 was edited to read: ‘whether a rating was sought, but not 

completed’, and B2 to read: ‘a rating was made but not used to quantify the degree of 

belief or emotion’. This meant that if no rating of belief or emotion was sought, Item 

A would be rated, but if an attempt was made to rate belief or emotion, Item B would 

be rated. The respondent’s question was used during rater training to test raters’ 

understanding of the relationship between Item A and B, for example, “If no ratings 

are sought, what item is rated?” 
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One respondent remarked that “Item B in my view is not so important for 

collaborative empiricism, but rather has to do with the scaling of conviction in 

beliefs”. Item B does indeed focus on the scaling of conviction (and strength of 

emotion) associated with beliefs, and so the comment was taken to support the clarity 

of the item, as the respondent had correctly paraphrased the item’s intent. It was 

interesting to note, however, the respondent’s understanding that the scaling of 

conviction of beliefs is ‘not so important’ for CE. Rating the strength of belief and 

emotion is a quintessentially empirical process that is regularly featured in CBT 

training manuals, including seminal discussions of CE in A. T. Beck et al. (1979) and 

Beck (1995, 2011) that underpin the CES. The centrality of the rating of beliefs as a 

core aspect of CE was reiterated recently by Dr. Judith Beck during an expert panel 

discussion on CE in which she participated at the 7th International Congress of 

Cognitive Psychotherapy (N. Kazantzis et al., in press). 

In a related comment, another respondent remarked that, regarding rating the 

strength of emotion associated with a ‘hot thought’, “I know what to do on a tape for 

credentialing, we all do” but many therapists “skip this rating step but will tell you 

that both they and the client know the centrality of a hot thought and how hot that 

thought is, but not using numbers.” This comment suggested that, despite the 

recommendation in CBT training manuals to quantify emotion, therapists might do 

relatively little of this. The frequency of ratings of emotion or belief in the present 

sample will be evaluated in the examination of the relationship between CE and 

therapeutic outcome in Chapter 8. 

Finally, one respondent commented, “I might be confused rating this item if 

the therapist asked which thought made the client most anxious but did not rate it on a 



  136 

scale.” To address this issue, the scale was edited to provide additional guidance in 

the instructions for rating the item: 

“This item is rated when a rating is made of the degree of emotion or 

belief associated with the focus of discussion. Do not rate this item when there 

is only a description of emotion or belief, without an attempt to quantify 

degree.” 

Item C. Exploring the focus of discussion. 

One respondent commented that Item C focuses on both the evaluation of the 

validity of a client’s beliefs and also on the functionality of cognitions and cognitive 

content. This is correct and in fact true of each item on the scale. This respondent 

commented that the focus on functionality “sounds like a revised understanding” and 

does not relate to the greater focus on validity that was “characteristic of earlier 

cognitive therapy”. The respondent further remarked that functionality had been 

“always available” as an element “but not always specifically discussed”. 

Although no changes were made to the scale in response to this comment, it 

raises an important point that relates to the conception of CE underlying the scale. 

Seminal discussions of CBT such as A. T. Beck et al. (1979) and J. S. Beck (1995), 

go further than simply evaluating beliefs for validity, to consideration of the 

functionality and helpfulness of cognitions and cognitive processes for the client. This 

inclusion of functionality and helpfulness as a dimension of evaluation was also 

advocated by Professor Dobson during the development of the scale (personal 

communication, October 6, 2011) and Dr Jim Overholser (personal communication, 

July 26, 2011). Accordingly, the CES was developed based on a conception of CBT 

in which the functionality and helpfulness of the client’s beliefs is considered in 

tandem with validity. 
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Another respondent suggested that this item might additionally capture 

whether the questioning was “in depth and broad enough to bring in a range of 

relevant data”. The concepts of depth and breadth are captured to some extent in the 

negative in anchor point C3, “experience was vague, ambiguous, (and) 

misinterpreted”. This issue relates to the design decision, discussed above, to vary 

each item on the single main category of the use of the client’s experience, and to 

include relevant aspects of CE in the anchor point descriptions to aid the rater in 

distinguishing levels of empiricism. In addition, various other descriptors for these 

concepts were trialled in pre-testing, with a view to capturing the degree of depth and 

breadth of exploration of the focus of discussion; however, raters found these 

concepts difficult to identify reliably during pre-testing. 

Item D. Developing an alternative interpretation. 

Five experts queried the ability of Item D to measure collaboration. This is 

noteworthy because Item D was designed to measure empiricism, not collaboration. 

Experts commented, for example, that the item did not “emphasize reflective 

questions” or “Socratic dialogue” and might “address further the collaborative nature 

of developing alternatives”.  

One explanation for experts evaluating this item in terms of its ability to 

measure collaboration rather than empiricism might be that, as they worked through 

the feedback questions in order, they may not have anticipated that collaboration is 

specifically measured in the last item, Item G, and so taken the opportunity to point 

out that it could also be usefully employed, and measured, in developing alternative 

explanations. Another, perhaps more likely, explanation is that experts were 

sensitized to the quality of collaboration because the examples used to illustrate 

empiricism on anchor points D2 and D3 were low on collaboration. For example, 
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anchor D2 in the questionnaire version read, ‘Therapist: “Has that happened every 

single time?” Client: “No, not every time I guess.” Therapist: “Okay, so it’s not 

inevitable then?’. Low quality collaboration (low because the therapist is ‘doing the 

work’) was employed deliberately in these examples to illustrate that empiricism is 

evaluated independently and irrespective of the quality of collaboration. The number 

of comments regarding poor collaboration, however, suggests that this example was 

confusing. Several steps were taken to address this issue. The independence of the 

empiricism and collaboration items was highlighted to raters during training and 

practice was given in rating the empirical items independently of collaboration. In 

addition, the example in anchor D2 was edited to be more neutral in terms of 

collaboration, with the therapist refraining from drawing a conclusion (Therapist: 

“How else could you think about this situation?” Client: ”I guess it’s not always so 

bad.” Therapist: “Ok”). Finally, to balance the level of collaboration in the examples, 

a new example was added to anchor D4 demonstrating better collaboration: 

(Therapist: “So, you didn’t fail?” Client: “It wasn’t very good, but I did 

manage to do it.” Therapist: “Let’s look a bit more at how you managed to do 

it.” Client: “I guess I stuck at it, even though I felt it was pretty bad. I did do 

that better than before.” Therapist: “What might that mean for the idea ‘you’re 

a failure’?) 

Item E. Designing an empirical test. 

Three respondents commented positively that this item “very clearly” 

differentiated levels in the anchors points. One respondent speculated this was 

“perhaps because inevitably tied more to behavioural criteria”. 

Two respondents commented on the choice of concepts varying across anchor 

points E1 – E5. One respondent commented that the process of designing a test is 
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difficult to capture “due to the complexity and possible variability” of possible 

manifestations in therapy. Another suggested that the item might try and capture the 

additional dimensions of “whether a central belief is tested” and whether the test 

“really tests the belief.”  

These comments relate to the purpose of the item and to the difficulty of 

capturing a complex and variable behaviour such as developing an empirical test of a 

cognition or cognitive process. These issues are related and will be addressed 

together. In the above comments, respondents focused on the ability of Item E to 

measure competence in designing empirical tests. The primary purpose of the item, 

however, is to evaluate the use of empiricism in designing a test, rather than 

comprehensively assess the quality of the test itself. Of course, these issues are 

related, as, for example, a test that does not make good use of the client’s experience 

is unlikely to be a good test. The emphasis in respondents’ comments on how the item 

evaluated the quality of an empirical test per se, suggested that the focus of the item 

(on empiricism) needed to be clearer. 

Capturing empiricism in complex behaviours inevitably involves a trade-off 

between the number and complexity of scale items and the level of reliability 

obtainable by raters. This balance was set in the questionnaire version of the scale by 

focusing Item E on assessing the use of criteria for outcomes of the test, with further 

discrimination between anchor points included in the descriptions of ‘some problems’ 

and ‘minor problems’. Criteria for outcomes of the test was chosen because it has 

been (1) discussed in CBT manuals as a key aspect of a good test (e.g., Beck, 1995, 

2011), and (2) it was deemed likely that a good use of empiricism in a test would need 

clear criteria to evaluate the possible outcomes of the test, and conversely that a test 

with clear criteria for its possible outcomes would be well-thought out in other ways. 
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An alternative approach would have been to include additional scale items, each 

targeting individual aspects of designing an empirical test (e.g., centrality of belief, 

whether the belief was adequately tested, etc.) It was thought, however, that it would 

be too difficult for raters to reliably track and rate multiple sub-components 

simultaneously. 

To address the issues raised in these comments, Item E was edited to clarify 

that the primary concept varying between anchor points was ‘the use made of the 

client’s experience’. This was added to each anchor description and highlighted using 

capital letters. The focus on ‘criteria for outcomes of the test’ was moved to an 

explicit but supporting role. These changes brought Item E into line with the other 

empirical items, which focus explicitly on the use of empiricism. Also, in line with 

changes to the other empirical items, the term ‘SOME PROBLEMS’ was replaced 

with ‘PROBLEMS WITH EMPIRICISM that REDUCED the empiricism’. 

Item F. Evaluating an empirical test. 

Experts responded positively that this was a “very good, very clear, important 

item”, anchor points for this item “seem clearer”, and commented that “again this is 

strong. Clear examples except for anchor point 5, makes it clear what is being looked 

for”. 

One respondent commented that “anchor 5 seems unusually aspirational”. The 

list of attributes in anchor F5 were derived directly from the descriptions of a good 

empirical test in Beck et al. (1974) and J. S. Beck (1995). As such, anchor point A5 

was deemed to represent a high but reasonable standard of the use of empiricism in 

evaluating an empirical test and was not changed in the final scale version. 

One respondent noted that “there is maybe an inevitable confounding of this 

variable with the last one” because poor criteria in developing a test may hinder 
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evaluation of the test. This comment correctly identifies the potential dependence of 

Item F (evaluating a test) on Item E (developing a test). These items are not 

necessarily dependent, however, as it is possible to have developed a poorly designed 

test but evaluate the results of it well. Accordingly, the item was not edited in 

response to this comment. 

Finally, another respondent commented that “criteria seems emphasized more 

than other relevant aspects”. In related comments, two respondents wondered if the 

item might also measure additional aspects such as whether the therapist dealt with 

negative events that happened in the context of designing the test or whether the 

“behavioural experiment affected experience or belief (change)”. 

These comments relate to the issue discussed above in relation to Item E 

regarding the primary focus of the empirical items on the use of client’s experience. 

Behaviours such as ‘dealing with negative events’ may be relevant to the evaluation 

of the quality of an empirical test; however, the primary purpose of the empirical 

items is to evaluate the use of empiricism, rather than competence in CBT more 

generally. This is achieved in Item F primarily by varying across anchor points 1 – 5 

on the quality of the use of the client’s experience. As discussed above, however, it is 

not possible to completely separate competence in empiricism from competence in 

CBT. This is because empiricism is affected by factors, such as core counselling 

skills, that affect the quality of therapy. 

In the CES, the solution chosen for this issue is to have the empirical items 

vary on a single primary construct of ‘the use of the client’s experience’, but 

incorporate the effect that issues with general competence in CBT will have on the 

quality of that empiricism by including examples in the anchor points. For example, 

the impact on empiricism of issues with general counselling competencies is included 
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in anchor point 4 (‘minor problems’) and, by the absence of problems, in anchor point 

5. Anchor point 4 describes minor problems that do not directly impact on the use of 

the client’s experience, but which may affect the overall quality of the therapeutic 

work and consequently the quality of empiricism. As with item E above, these 

comments indicated that the focus of the items on empiricism needed to be made 

clearer. Accordingly, the same solution was implemented as per Item E. Item F was 

edited to clarify that the primary concept varying between anchor points is ‘the use 

made of the client’s experience’. This was highlighted in capital letters in each anchor 

description, and the focus on ‘criteria for outcomes of the test’ was moved to an 

explicit but supporting role. 

The notion that core counselling skills underpin specific CBT competencies 

has been articulated in some detail in the UK CBT Competencies Framework (Roth & 

Pilling, 2008). The Framework also identifies attributes of the relationship in CBT. 

Elements of collaboration in CE are implicit in the framework, such as ‘sharing 

responsibility for session structure and content’ and the ‘ability to monitor therapy 

and guide outcome’. Elements of empiricism are also inherent in some competencies 

listed, such as the ‘ability to help the client reality test automatic thoughts and 

images’. Despite their inclusion, these aspects of CE remain partial, implicit, and 

fragmented in the Framework. Collaborative empiricism is not discussed and its core 

components are not articulated or related to specific competencies or interventions. 

Item G. Collaboration. 

Respondents commented positively that “this item reflects collaboration nicely 

and scales it well” and, that the terms ‘Balance and Imbalance’ are “used well” in the 

item to describe the therapeutic relationship, and in accordance with previous use in 

the literature. 
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Three respondents raised concerns that the quality of collaboration between 

client and therapist should be assessed relative to the stage of therapy. For example, 

respondents commented that balance may be considered “to mean equal share” but 

may fluctuate “depending on which stage of therapy is being considered”. One 

respondent noted that “at first as the client is learning, the therapist should probably 

be more active” but that by the end of treatment, the client “should be able to go 

through the process with minimal help. A 50/50 balance is not always optimal.” 

The idea that CE may change across the course of therapy was a core concept 

underpinning the design of the scale; however, the above comments indicated that this 

was not sufficiently clear in the questionnaire version of the scale. To address this, the 

introduction to Item G was edited to specifically incorporate the above points: 

“Ideal balance means the client and therapist share the work to the 

extent that they are able given the stage of therapy. For example, early in 

therapy, the client may contribute less to the design of an empirical test, as this 

is a new activity for the client, but the client can still fully share the work by 

making contributions, involvement in shared decisions, and mutually 

responsive interactions.” 

In a related point, one respondent noted that, in order to maintain the 

therapeutic relationship, therapists sometimes allow clients room to “dominate the 

discussion (at least temporarily)”. The respondent suggested that while therapists can 

always try to increase the client’s involvement, clients cannot always moderate their 

behaviour and so it would be “unfortunate to indicate a low score in those situations.” 

This respondent noted, however, that the key point here is whether the purpose of the 

scale is to rate therapist competence in CE or to rate “the existence of the 

CONDITION of CE at a given moment or in a given session, then my concern is not 
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as relevant” (emphasis in original). The purpose of the scale is to rate the quality of 

CE present in the session. This was made clearer in the rating version of the scale by 

including explicit instructions to raters to rate the quality of CE actually present in 

each rated interaction. In addition, to make it easier for raters to identify collaborative 

behaviours in a therapy session, three key components of collaboration in CE were 

listed in the instructions of Item G: “... Sharing the work involves shared decisions, 

mutually responsive interactions, and contributions from both parties (engagement, 

participation, effort).” 

Focusing on the amount of CE actually manifested in the session, rather than 

CE ‘attempted’ or ‘fostered’, also addresses a comment made by another respondent, 

“What about when the client leads?” Whether the client or therapist leads the rater 

will still rate the quality of CE attained during any particular interaction. 

Discussion 

Standards of Expert Consensus 

This study used a methodology consistent with the Delphi method and 

incorporating the Content Validity Index to conduct a post-development evaluation of 

the CES. Assessing the content validity and ecological validity of the scale was 

particularly important for a measure that may be used in clinical contexts and in the 

training and evaluation of therapists. For both the Delphi method and the CVI, the 

standards of expert consensus were set higher here than those normally adopted in the 

literature. Delphi studies have typically included 15-20 experts (Boulkedid et al., 

2011; Ludwig, 1997), whereas the present research succeeded in attracting the 

participation of 30 experts. Similarly, for 10 experts, the CVI requires at least 78% of 

ratings to be 3 or higher on a 4-point Likert scale, to ensure statistically significant 

consensus on content validity (Lynn, 1986). This standard was significantly exceeded 
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here by requiring 78% of 30 experts, rather than the statistically required 10, to agree 

on rating the CES items at least 4 on a 5-point scale, rather than 3 on a 4-point scale. 

By setting a very high level of agreement to define expert consensus, these standards 

provided a high degree of confidence in experts’ feedback. 

Expert Feedback 

Experts’ ratings on all feedback questions were high, with low variability 

between scores, demonstrating consistently high ratings across all five areas assessed. 

In addition, there was close agreement between researchers and practitioners across 

all ratings, suggesting that the CES represents a theoretical understanding and a 

professional practice of CE that was shared by both groups. 

Experts’ ratings for content validity and ecological validity strongly exceeded 

both the Delphi and CVI standards. The Delphi standard was also exceeded for the 

ability of CES items to capture variance, and narrowly missed on the CVI (77.3%, 

with 78% needed). These results indicate a strong endorsement of the content validity 

and ecological validity of the CES, and a solid endorsement of the ability to capture 

variance. 

Experts also rated the clarity of items and anchors points highly (M = 3.82 = 

76.4% and M = 3.73 = 74.6%, respectively). These results indicate solid support for 

the clarity of the CES, but are below the 80% cut-off required to meet the Delphi 

standard. CVI scores of 67.5% and 63.8% were obtained for the clarity of the items 

and anchor points respectively, reflecting the lower range of scores making up the 

74.6 – 76.4% mean scores on the feedback questions. In the Delphi method, items that 

do not meet the Delphi cut-off of 80% may be sent for re-examination by the group if 

expert consensus is between 70 – 79% (A. P. Morrison & Barratt, 2010). In the 

present context of a post-development evaluation study, items were not sent for re-
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examination by experts. Instead, experts’ comments, which were focused on the 

clarity of the items and anchor points, were used to revise items with mean scores 

between 70-79%. 

Experts made 104 constructive critical comments, generally clustered around a 

small group of themes shared by several respondents. That 30 experts identified 

similar issues indicates that the issues identified were central and important. Experts 

were asked to provide feedback comments immediately after rating each item. It 

seems reasonable to assume that, for example, having just rated the validity of an 

item, experts would be likely to comment on any issues they had with validity. 

Instead, there were no globally negative evaluations or concerns expressed regarding 

the structure or validity of the scale. Experts focused on specific issues, primarily the 

number and placement of examples, difficulty distinguishing between anchor points, 

and clarity of expression. Comments on the overall design of the scale were all 

positive. Experts were also asked for feedback comments on the scale as a whole. 

They took this opportunity to make comments, but again focused on issues of clarity, 

further suggesting they were in general agreement with the design of the scale. The 

close consistency between experts’ quantitative ratings and their feedback comments 

suggests that experts were being critical and careful in their responses, rather than 

responding randomly or withholding criticism. Taken together, these results suggest 

that experts did not have issues with the validity or structure of the scale. 

In summary, experts were willing and able to give critical feedback on the 

scale, but were focused on specific issues, largely regarding clarity, rather than issues 

of validity or scale design. The pattern of responding suggests that if experts had 

concerns about the validity of the scale, they would have expressed them. The lack of 
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such comments indicates a strong endorsement of scale validity and structure, and is 

highly consistent with the pattern of experts’ responses to the feedback questions. 

Addressing Experts’ Feedback 

The expert feedback obtained provided sufficient basis for revision of the 

scale. Every comment was carefully reviewed. Adjustments were made to the scale in 

response to all comments except three. In these three cases the issue was flagged for 

further evaluation during pilot testing. No significant revisions to the scale structure 

were required to address experts’ comments. The lack of any significant revisions 

required further supports the endorsement by experts of the overall scale structure. It 

is argued here that the detailed responses made to expert feedback improved the scale 

from the questionnaire version in preparation for pilot testing. This is likely to have 

raised the mean scores for the clarity of items and anchor points from 74.6 – 76.4 to 

over the 80% required by the Delphi standard, although it is acknowledged that, due 

to time constraints, this was not assessed via another round of expert feedback. 

Implications for Previous Research 

Support for theory. 

As is the case with many aspects of CBT process, there is no previous 

empirical research on CE. The present research is the first to develop a measure of the 

construct. Despite this, the strong endorsement provided by experts for the content 

validity and ecological validity of the CES provides support for the theoretical work 

underpinning the design of the scale. 

Limitations 

In assessing the content validity of the CES, an alternative approach would 

have been to specifically ask experts to comment on aspects of the construct they felt 

were missing from the scale. The trade-off with this approach is the length and 
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complexity of the feedback questionnaire. In order to keep the questionnaire to a 

reasonable length, and thereby maximize the number of experts providing feedback, 

experts were not asked in a separate question about missing aspects of the CE 

construct.  

While acknowledging this limitation, it is argued here that it is unlikely that 

experts’ feedback was affected, for two reasons. Firstly, CE is not a new concept in 

CBT. In designing the CES, sufficient guidance was available in the literature from 

the past 30 years to specify the CE construct. This guidance was grounded in close 

analyses of CE in two seminal works on CBT process, A. T. Beck et al. (1979)and J. 

S. Beck (1995), both widely recognized as authoritative and which themselves span 

20 years of the literature. This information was communicated to experts in the 

introduction to the scale and in the supporting theoretical paper (included with the 

feedback questionnaire). It seems reasonable to assume that expert CBT researchers 

and practitioners therefore had a ready grasp of the construct, sufficient to judge 

whether aspects were missing. Secondly, experts had numerous opportunities to 

comment on missing aspects if they chose. Experts were asked after rating each scale 

item to comment on the item, then on the scale overall, and given a further 

opportunity to make ‘any other comments’ at the end of the questionnaire. It would 

have been possible for experts to comment at any of these points on aspects of CE 

they felt were missing. Experts made 104 comments on the scale, indicating that they 

were quite willing to provide feedback; however, none of these comments suggested 

an aspect of the construct was under-represented or missing. 

As acknowledged above, a potential limitation was the lack of a second round 

of expert feedback on the revised items. A second round is common in the Delphi 

method but is also regularly omitted (Fish & Busby, 1996; Powell, 2003; S. J. Young 
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& Jamieson, 2001). It was not possible here due to the time constraints of the research 

project. A second round would have enabled confirmation that experts’ comments had 

been suitably addressed. Despite this, two points suggest that this was not a 

significant limitation of the study. First, experts’ comments were focused on 

improving the clarity of items that they had already rated highly for clarity (M = 74.6 

– 76.4). Experts saw room for improvement, but not that the items were 

fundamentally flawed or inoperable. Addressing incremental change is likely to be 

easier to do and to evaluate as having been done, compared with significant revision, 

particularly to items that have been rated highly for validity and ability to capture 

variance. Second, experts provided extensive guidance in their comments to address 

the issues of clarity they raised. It is argued here that the detailed response to 104 

feedback comments is likely to have been sufficient to revise the clarity of items from 

a mean score 74.6 – 76.4 to over the 80 mark required by a second round of expert 

review. 

Future Research 

Post-development evaluation of psychotherapy process measures. 

Existing process measures have rarely employed a post-development, 

consensus driven, expert evaluation of the measure during construction. It will be 

argued here that there are important advantages to the post-development evaluation of 

process scales that warrant its consideration in future research. 

The method utilized with the CES represents a procedure for obtaining post-

development expert consensus, grounded in a combination of two established 

methods, the Delphi method and the CVI. Employing the Delphi method in scale 

development typically involves experts rating whether attributes of a construct, from a 

given list, are deemed essential to the construct or not part of the construct. A problem 



  150 

with applying this method to the development of a measure of psychotherapy process 

is that the generated list of attributes may differ from the established understanding in 

the literature. Conceptualization of a therapy process is necessarily relative to the 

theoretical orientation within which that process is understood; however, experts’ may 

differ in theoretical orientation (Kazantzis, Busch, Ronan, & Merrick, 2007). Even if 

experts identify their orientation or have published on a specific orientation, their 

understanding of a psychotherapy process construct may differ from their stated 

orientation (Cook, Biyanova, Elhai, Schnurr, & Coyne, 2010; Hollanders & McLeod, 

1999; Thoma & Cecero, 2009). Grounding a new scale in the literature, where 

possible, is therefore crucial for therapy process measures because attributes of 

therapy process differ between different therapeutic orientations and may differ 

between therapists. In the case of CE, collaboration is understood as an ‘active 

sharing of the work’ of therapy; a specific understanding that is different, for 

example, from collaboration in the WAI and the CTRS. 

Divergence from the seminal literature may raise doubts about whether a new 

scale adequately captures the construct as it has been defined and theorized in the 

literature. Divergence from the literature may also limit the relevance of a scale for 

previous research that is based on the established definition. An example of this issue 

can be seen in the results of the post-development evaluation of the CES. Expert 

consensus on ecological validity was 81.4% overall. In contrast, consensus on 

ecological validity for Item B. Rating emotion or belief, was rated at 74.6%. One 

respondent suggested that rating the degree of emotion associated with a belief should 

not be considered a part of CE. Six experts responded that rating emotion was 

‘somewhat’ an aspect of their clinical practice (i.e., rated 3 out of 5). Another 

commented that practitioners know they should rate emotion (“for accreditation”) but 
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typically don’t. These results suggest that for some experts the rating of emotion was 

perhaps a ‘non-core’ aspect of CE, and in one case a contentious addition to the 

construct. This is in contrast to both the research and clinical literature, in which 

rating emotion has been consistently described as a core aspect of CE (A. T. Beck et 

al., 1979; J. S. Beck, 1995, 2011). Had expert respondents been asked to nominate 

which aspects of the CE construct should be included in the CES, some of them may 

have omitted or marginalized the rating of emotion. This in turn could have lead to 

confusion regarding core aspects of CE, or differences in the measure from the 

seminal understanding in the literature. This has direct consequences in the present 

context because, as we shall see in the results of the examination of CE as a predictor 

of therapeutic outcome in Chapter 8, only a single example of rating emotion was 

present in this sample. This would not have been revealed if the CES did not include 

an item measuring the rating of emotion. This issue demonstrates the utility of post-

development evaluation of a psychotherapy process measure, in which the measure 

has been designed from established understandings in the literature, and then 

evaluated post-development by experts, compared with the more typical Delphi study 

in which experts select aspects of a construct for inclusion in a measure. 

Conclusion 

The present research sought quantitative and qualitative feedback on the CES 

from 30 expert CBT researchers and practitioners. Experts strongly and consistently 

endorsed the scale for content validity, ecological validity, and ability to capture 

variance in CE. Experts also provided a high level of endorsement for the clarity of 

the scale items and anchor points, and contributed 104 comments focused on 

improving the clarity and usability of the scale. Despite the large number of detailed 

comments, experts did not suggest significant alterations to the conceptual framework 
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or rating structure of the scale, nor identify issues with validity or missing aspects of 

the construct. Expert feedback was clear and specific, and was addressed 

comprehensively and in detail. Revision of the scale is therefore likely to have 

improved clarity and usability, without changing the basic parameters endorsed by 

experts. The strong endorsement of the scale by experts provides support for the 

theoretical work underpinning the scale. Although not specifically asked to suggest 

aspects of CE missing from the scale, experts had numerous opportunities to comment 

on missing elements but did not. Experts were not asked to review the revised scale, 

but it was argued that experts’ comments provided sufficient guidance to have 

addressed the issues regarding clarity they raised. It was suggested that future 

research could usefully employ a post-development, consensus driven, expert 

evaluation of the measure during construction. The results of this process provided a 

solid basis for proceeding to the training of raters and pilot testing of the scale. 
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Chapter 6. Common Method Section for Empirical Studies 2 and 3 

Aims and Outline 

For ease of reference, and in order to avoid repetition, this chapter presents 

elements of the Method that are common to Studies 2 and 3. This includes details of 

participants, therapists, therapy protocol, measures, and descriptive statistics for 

archival data. Elements of the Method specific to individual studies are presented in 

the chapter reporting on each study. The titles of the empirical studies 1 – 3 are 

presented Table 20. 

Table 20 

Titles of Empirical Studies 1 – 3 

Study number Empirical study title 

1 Expert Review of the Collaborative Empiricism Scale 

2 Pilot Studies A and B 

3 Collaborative Empiricism as a Predictor of Therapeutic Outcome 

 

Common Method for Empirical Studies 2 and 3 

Participants 

Audio recordings of CBT for depression and data for depression severity used 

in this study originated in a large, multisite, NIMH funded study of the efficacy of 

CBT for depression, conducted by Jacobson, Dobson, and colleagues (Jacobson et al., 

1996). The Jacobson et al. study received ethics approval from each of the 

participating institutions. The present research received ethics approval from the La 

Trobe University Faculty of Science, Technology, and Engineering Human Ethics 

Committee (approval number FHEC09.R59). A formal data access and publication 

protocol was also agreed between the La Trobe University Cognitive-Behaviour 
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Therapy Research Unit (CBTRU), Professor K. S. Dobson, and the student 

researcher. Text of the authorship and dissemination agreement is presented in 

Appendix I. 

Grateful acknowledgement is given here for the invaluable assistance of 

Professor K. S. Dobson, a principle researcher in the Jacobson et al. (1996) study, in 

obtaining use of these data and audio recordings, as well as for helpful discussions 

regarding the methodology of rating. Data for ratings of the working alliance and 

therapist competence for this sample were gratefully obtained from two fourth year 

undergraduate projects also conducted at the CBTRU, under the supervision of the 

CBTRU Director, and supervisor of the present research, Dr. Nikolaos Kazantzis. 

The sample consisted of a subset (44 of 50) of the participants from the 

cognitive therapy condition of the Jacobson et al. (1996) study. Six participants from 

the original Jacobson et al. study were excluded as the audio recordings of their 

sessions were unclear.  Participants were 44 individuals (33 female (75%), 11 male 

(25%)) aged between 21 to 60 years (M = 38.6 years). All participants had completed 

high school, 27% had completed college, and had 12% completed post college 

education. Eighty per cent of participants were referred to the study from Group 

Health Cooperative, a large health maintenance organization in Washington State, and 

20% recruited from public service announcements. All participants met criteria for 

Major Depressive Disorder in the Diagnostic and statistical manual of mental 

disorders (3rd ed., rev.; DSM–III–R; American Psychiatric Association, 1987). 

Diagnoses were made using the Structured Clinical Interview for DSM-III-R (Spitzer, 

Williams, & Gibbon, 1987). All participants scored 20 or higher on the Beck 

Depression Inventory (BDI; A. T. Beck et al., 1979; A. T. Beck, Ward, Mendelson, 

Mock, & Erbaugh, 1961) and scored 14 or higher on the 17-item version of the 
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Hamilton Rating for Depression (HRSD; Hamilton, 1960; Hamilton, 1967). In order 

to reduce potential confounds of the therapy protocol, participants were excluded if 

they had current diagnoses of a psychotic disorder, psychotic depression, bipolar 

disorder, panic disorder, current substance abuse or dependence, past diagnoses of 

schizophrenia or schizophreniform disorder, organic brain syndrome, mental 

retardation, or if hospitalization was required for current risk of suicide or psychosis.  

Therapy Protocol 

Treatment was provided by four experienced CBT therapists. Therapists had a 

mean age of 43.5 years (range 37 – 49 years), a mean post-degree clinical experience 

of 14.8 years (range 7 – 20 years), and a mean length of cognitive therapy practice of 

9.5 years (range 8 – 12 years). Therapists underwent an additional year of training 

using a cognitive therapy condition training manual based on Beck et al.’s (1979) 

original cognitive therapy manual (Center for Clinical Research, 1996). Adherence to 

the cognitive therapy treatment protocol was measured by Professor K. S. Dobson, 

who provided supervision for all four therapists, screening a random selection of 20% 

of recorded sessions using a modified version of the National Institute of Mental 

Health Collaborative Study Psychotherapy Rating Scale (CRPRS; S. D. Hollon et al., 

1988; S. D. Hollon, Evans, Elkin, & Lowery, 1984). Therapists were immediately 

alerted to any protocol violations, and any difficulties with the protocol were 

reviewed, while the clinical stage of the trial was underway, in monthly meetings 

between all therapists and the chief investigators N. S. Jacobson and K. S. Dobson. 

Therapist competence in CBT was measured by Professor Dobson rating a random 

selection of sessions using the Cognitive Therapy Rating Scale2 (CTRS; Vallis et al., 

                                                
2 The Cognitive Therapy Rating Scale (CTRS) is also referred to in the literature, chiefly for 

historical reasons, as the Cognitive Therapy Scale (CTS). The Beck Institute currently refers to the 
scale as the ‘Cognitive Therapy Rating Scale’ and that name is used here. The Cognitive Therapy 
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1986; J. E. Young & Beck, 1980b). The CTRS has shown adequate reliability and 

validity as a measure of therapist competence in CBT (K. S. Dobson, Shaw, & Vallis, 

1985; Vallis et al., 1986). The mean competency scores for all sessions were above 

40, the conventional cut-off for competence on the CTRS (Vallis et al., 1986). 

Therapists in the sample used in the present study obtained mean scores on the CTRS 

of 45.16, 44.01, 47.91, and 46.17. 

Participants completed at least 12 of 20 sessions of CBT for depression and 40 

of the 44 participants (90.1%) completed the full 20 sessions. The therapy employed a 

wide range of standard interventions in cognitive therapy, including identification and 

examination of automatic thoughts, underlying assumptions, core beliefs and 

schemas; the development of alternative beliefs, assumptions, and core beliefs; and 

the examination of the short versus long term advantages of beliefs. A range of 

common behaviourally focused techniques were also used, including behavioural 

monitoring and activation to increase pleasure and mastery, scaffolding and structured 

increase in difficulty of challenging behaviours, and rehearsal of difficult or stressful 

situations in session. 

Measures 

The Collaborative Empiricism Scale. 

The CES is presented in Appendix A. 

The Beck Depression Inventory. 

The Beck Depression Inventory (BDI; A. T. Beck et al., 1979; A. T. Beck et 

al., 1961) is a 21-item client report measure of depression severity that has been 

widely used in clinical work and research. It has demonstrated excellent psychometric 

properties (A. T. Beck, Steer, & Garbin, 1988), is sensitive to clinical change (Hill & 

                                                                                                                                      
Rating Scale (CTRS) is distinct from the Cognitive Therapy Scale – Revised (CTS-R; Blackburn et al., 
2001). 
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Lambert, 2004), and stable over time (Barkham, Mullin, Leach, Stiles, & Lucock, 

2007). The BDI was administered at pre-treatment, at the start of every therapy 

session, at post-treatment, and at follow-up 6, 12, 18, and 24 months post-treatment. 

The Working Alliance Inventory. 

The Working Alliance Inventory – Short Revised – Observer version (WAI-

SR-O; Kazantzis, Osborne, & Cronin, 2012) is an adaptation of the Working Alliance 

Inventory – Short Revised (WAI-SR; Hatcher & Gillaspy, 2006). The WAI-SR-O 

consists of the 12 items of the WAI-SR, with the wording of items adapted to the 

perspective of observer raters rather than the therapist. Each item records the 

frequency and intensity of negative interactions between client and therapist on a 5-

point Likert scale. The WAI-SR-O also differs from the WAI-SR in that it is designed 

for use in rating CBT sessions and provides explicit guidelines for raters. Guidelines 

for raters were expanded from guidelines provided for the Working Alliance 

Inventory – Observer version (WAI-O; Raue, Castonguay, & Goldfried, 1993). 

The Cognitive Therapy Rating Scale. 

The Cognitive Therapy Rating Scale (CTRS; J. E. Young & Beck, 1980a) is a 

measure of therapist competence in CBT. The scale consists of 11 items, divided into 

two subscales of General Therapy Skills and Specific Cognitive Behavioural Therapy 

Skills. Each item is rated on a 7-point Likert scale ranging from ‘poor’ to ‘excellent’. 

The CTRS has demonstrated good internal consistency (K. S. Dobson et al., 1985) 

and good inter-rater reliability (Vallis et al., 1986); however, some studies have 

reported limitations in the CTRS (J. P. Barber et al., 2003). 
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Chapter 7: Pilot Studies A and B 

Aims and Outline 

This chapter reports on two pilot studies of the CES. The aims of Pilot Study 

A were to evaluate inter-rater reliability for the CES, and refine the rating 

methodology. Adequate inter-rater agreement was attained by the end of training for 

both Group 1 (postgraduate) raters and Group 2 (undergraduate) raters. A problem 

was identified whereby errors in dividing a session into segments to be rated reduced 

the reliability of subsequent ratings of empiricism and collaboration for that session. 

To address this, a change in the rating methodology was evaluated in a second pilot 

study, and a final version of the scale produced,  for use in Study 3: CE as a predictor 

of therapeutic outcome (Chapter 8). 

Method 

Participants, Therapists, and Therapy Protocol 

To avoid repetition of content, details of participants, therapists, and the 

therapy protocol are described in Chapter 6: Common Method Section for Empirical 

Studies 2 and 3. 

Raters 

Eight raters took part in Pilot Studies A and B. Raters were recruited into two 

groups. Group 1 consisted of three postgraduate psychology students (two female, one 

male). All postgraduate raters were engaged in the development of measures of CBT 

process, and two were also undertaking postgraduate training as clinical psychologists 

and CBT therapists. The roles of the postgraduate raters were to contribute their 

experience of scale development and clinical work in CBT to the training of raters 

and pilot rating of the scale, and to provide a baseline for comparison of the Group 2 

raters. 
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Group 2 consisted of five raters, who had varying degrees of psychology and 

CBT training. Three had completed honours level (four years undergraduate) 

psychology training, one of whom had completed a brief CBT training course, and 

two were current honours (fourth year) students in psychology. All Group 2 raters had 

completed an evidenced-based practice subject, which covered the cognitive model, 

fundamentals of CBT, the evidence base for CBT, and an introduction to clinical 

interventions. One rater from Group 2 (rater ‘R4’) voluntarily withdrew from the pilot 

study near the end of the three days of rater training. 

Measures 

The Collaborative Empiricism Scale (CES). 

The CES incorporated revisions in response to the expert feedback described 

in Chapter 4. The complete text of the CES appears in Appendix A. 

Rater Training Materials 

Training was conducted using a purposely developed PowerPoint presentation. 

The training PowerPoint is presented in Appendix J. Training first outlined the 

cognitive model, defined CE and related core constructs, and provided clinical 

vignettes to illustrate collaboration and empiricism in CBT. The student researcher 

prepared criterion ratings of therapy sessions for training, by using the CES to rate 

randomly selected sessions from the Jacobson et al. (1996) archival recordings. A 

diagram was developed illustrating the use of the client’s experience at each level of 

empiricism from 1 – 5 on the CES (See Appendix F). Training also employed brief 

audio segments from a CBT training DVD authored by Dr. Christine Padesky and 

published by the American Psychological Association. 
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Procedure 

Rater training. 

Training and pilot rating took place in a conference room at La Trobe 

university. Training was conducted by the student investigator with additional input 

from the research supervisor, Dr. Nikolaos Kazantzis. Group 1 (postgraduate) and 

Group 2 (undergraduate) raters participated in comprehensive training over three 

days. Training days 1 and 2 took place over one weekend and day 3 the following 

Saturday. First, the cognitive model underpinning CBT was reviewed. Raters were 

then asked to brainstorm and discuss together their understanding of CE, 

collaboration, and empiricism in CBT. The aim was to activate raters’ existing 

knowledge of CE, and relevant related constructs, and to motivate participation in the 

training process. A trainer led group discussion of the CE construct followed, with 

clinical examples of CE in cognitive therapy. Raters were then asked to read the 

‘Instructions to raters’ provided with the CES. Elements of the scale were then 

introduced progressively. Finally, each item on the scale was discussed and practice 

exercises conducted to familiarize raters with each item and the rating process. 

Trials 1 – 5. 

Ratings in Pilot Study A involved a sequence of five trials. Each trial began 

by training raters on an aspect of the scale, followed by written and audio examples 

and discussion, and then rating of an audio recording of a therapy session or training 

DVD. Progressively more elements of the scale were introduced across the series of 

trials. In Trial 1, raters were required to identify only the focus of discussion in the 

session and to record the time when it changed. In Trials 2 and 3, raters identified the 

focus of discussion and identified the appropriate scale item to be rated for that 

segment. In Trials 4 and 5, the full scale was rated, including identifying the focus of 
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discussion, selecting the matching empirical item (A, B, C, D, E, F) to rate, and rating 

empiricism and collaboration (Item G) for each focus of discussion. After each trial, 

the reliability of rating was assessed, and corrective feedback given to raters 

individually and as a group. A summary of the scale elements rated in each trial is 

presented in Table 21. 

Table 21 

CES Elements Rated in Each Trial 

Trial CES elements rated 

1 Focus of discussion only 

2 
Focus of discussion and identifying item (A, B, C, D, E, F) 

to rate 

3 
Focus of discussion and identifying item (A, B, C, D, E, F) 

to rate 

4             Full scale. Empiricism and collaboration for each segment 

5             Full scale. Empiricism and collaboration for each segment 

 

Results 

Data Structure of the CES 

Ratings of the CES produce two levels of data. At the first level, the CES 

produces nominal data, in the form of the start time for each focus of discussion (each 

segment of the session) and a one-line description of each focus of discussion. At the 

second level, the CES produces interval data, in the form of ratings of empiricism and 

collaboration for each segment. Each segment is rated for empiricism, using the 

appropriate empirical item (A – F), and also collaboration using Item G. An example 

rating sheet showing the two-level data structure of the CES is presented in Table 22. 
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Table 22 

Rating Sheet Showing the Two-Level Data Structure of the CES 

Segment 

Start 

Item 

(A–F) 

Emp. 

(1-5) 

Collab. 

(1-5) 

 

Focus of Discussion 

0.08 C 2 4 “You were right last week it was really 

stressful.” 

0.52 A 2 2 “So… I’m interested in hearing kind of 

what’s transpired and how you’re doing with 

that… and whatever you would like us to 

focus in on…” 

1.01 C 2 4 “Well, A. moved in.” 

3.59 C 2 4 “I feel threatened by him.” 

5.16 C 3 4 “A. and I are going to be really good 

together, I can see that.” 

 

As seen in Table 22, Level 1 nominal data, consisting of each segment in the 

session and the related focus of discussion for that segment, run down the page. 

Ratings of empiricism and collaboration for each segment (the Level 2 interval data) 

run across the page. 

Inter-rater Agreement 

Choice of index for inter-rater agreement. 

Agreement between raters at the first level of nominal data (agreement on 

segmenting the session) was calculated using percentage agreement (Kolbe & 

Burnett, 1991). Percentage agreement is the number of agreements between raters 

divided by the total number of ratings made (correct and incorrect). It is a widely used 
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index of agreement between ratings of nominal data (Tinsley & Weiss, 2000). 

Percentage agreement is quick to calculate and easy to interpret, which were 

important advantages during training as agreement was used to inform feedback to 

raters between ratings. Percentage agreement has the disadvantage that it does not 

account for chance agreement between raters, which may lead to overestimation of 

agreement (Hayes & Hatch, 1999). A standard recommendation in the literature is 

that .70 is an acceptable lower bound for percentage agreement (Hartmann, 1977; 

Stemler, 2004). This level applies to ratings where a choice is made from a small 

number of predefined options, such as selecting from the anchor points on a Likert 

scale. In Pilot Study A, however, raters were firstly required to listen to the free flow 

of a therapy session and segment the session into separate focuses of discussion. 

Therapeutic discourse can be semantically rich and complex because therapy is 

typically focused on a specific therapeutic purpose and is time limited (Weck, Bohn, 

Ginzburg, & Stangier, 2011). This complexity makes segmenting a discourse on the 

basis of its semantic content difficult. To compensate for this complexity, the 

minimum level of agreement needed to progress to the next trial in pilot training was 

set at .60. 

Two other indices of agreement commonly used in psychological research are 

Cohen’s Kappa (J. Cohen, 1960) and Fleiss’ multi-rater Kappa (Fleiss, 1971). 

Cohen’s Kappa does account for the effect of chance agreement between raters, but 

was not appropriate for the current study as it can only be calculated for comparisons 

between two raters (J. Cohen, 1968). Fleiss’ multi-rater Kappa is a modification of 

Cohen’s Kappa that can be used to calculate agreement between more than two raters. 

Both Kappa statistics, however, are highly dependent on the symmetry of the 

marginal distribution (‘marginal dependence’) (Agresti, 2002). Marginal dependence 
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means that in nominal data with two categories, such as data representing the 

presence or absence of a focus of discussion in the first level of the current study, 

Kappa may be strongly affected if the ratio of present to absent ratings (the 

‘symmetry’) differs from 1. It is highly likely that the assumption of symmetry is not 

met in clinical data (Scott, 1955). In light of these considerations, percentage 

agreement was chosen as the index of agreement for nominal data. 

Agreement between raters for the second, interval level of data (rating 

empiricism and collaboration for each segment) was calculated using intraclass 

coefficients3 (ICCs: Shrout & Fleiss, 1979). Intraclass coefficients are a widely used 

measure of inter-rater reliability in the psychological literature (McGraw & Wong, 

1996). Intraclass coefficients were calculated using the SPSS version 21 two-way 

random effect, absolute agreement ICC (2, k) procedure, where k = number of raters 

(Shrout & Fleiss, 1979). The ICC (2, k) statistic is appropriate when raters are 

selected from a larger population of raters, so that results of analyses are generalizable 

to raters from comparable populations (McGraw & Wong, 1996). This model also 

accounts for systematic variability between raters. 

Trials 1 – 5 

Nominal Data: Splitting the session into segments. 

Percentage agreement was used to measure agreement between ratings of the 

start time of each focus of discussion, and a brief one line description of each focus of 

discussion. Rating the start time of each focus of discussion is equivalent to raters’ 

division of the therapy session into segments, where each segment contains a single 

focus of discussion. 

                                                
3 In Study 3 (Chapter 8), Finn’s r is used as a measure of inter-rater reliability in addition to 

ICCs. Finn’s r was not used during pilot evaluation or rater training because inter-rater reliability was 
examined immediately after each rating trial, and tools for calculating Finn’s r quickly were not 
available. 



  165 

Table 23 presents the percentage agreement between each rater and the student 

researcher’s criterion rating, for segmenting the session into focuses of discussion, for 

each Trial 1 – 5. Rater R4, who withdrew near the end of training, was excluded from 

all analyses, but is included in Table 23 for comparison purposes. 

Table 23 

Percentage Agreement for Segmenting Into Focuses of Discussion, for Trials 1 – 5 

Trial 

All raters 
without R4a 

(n=7) 
All ratersb 

(n=8) 

Group 1 
(Postgraduate) 

(n=3) 

Group 2 
without R4 

(n=4) 
Group 2 

(n=5) 

1 51.4 49.7 69.0 38.2 38.1 

2 65.3 63.1 70.3 61.6 58.7 

3 65.4 66.1 63.8 66.6 67.5 

4 54.0 54.8 61.6 48.3 50.7 

5 69.2 61.9 81.8 62.9 54.0 

Note. aR4 = Rater 4 (from Group 2). bAll raters = Groups 1 and 2 combined. 

Trial 1. 

As seen from Table 23, the Group 1 (postgraduate raters) rated at an 

acceptable level on their first attempt, whereas the Group 2 (undergraduate) raters 

rated poorly. This result shows that the postgraduate group were able to reliably 

divide a therapy session into segments and describe the focus of discussion of the 

segment with relatively little training. In contrast, the Group 2 (undergraduate) raters 

had considerable difficulty with this task, rating at less than chance. 

Following Trial 1, the group discussed their experiences of rating. Raters 

reported that they had most difficulty identifying when the focus of discussion 

changed to a new focus (i.e., splitting the session into segments). This self-report was 

consistent with their ratings, in which the most common mistake was adding extra 
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segments, by incorrectly identifying additional focuses of discussion. Feedback was 

given to raters to help them determine when the current focus of discussion changed 

to a new one. Practice test ratings were then conducted, followed by group discussion. 

When raters were no more than one point apart on their test ratings, training 

proceeded to Trials 2 and 3. 

Trials 2 and 3. 

In Trials 2 and 3, raters were required to again identify the focus of discussion 

for each segment. In addition, they were required to select which empirical item (A – 

F) should be used to rate each segment. As seen in Table 23 (above), percentage 

agreement for Group 1 (postgraduate) raters remained approximately static, whereas 

Group 2 (undergraduate) raters improved across ratings 2 and 3 to a level comparable 

to the postgraduate group. The combined level of agreement of all raters at the end of 

Trial 3 (65%) was deemed sufficient to proceed to Trial 4. 

Trial 4. 

Trials 4 and 5 involved a considerable increase in difficulty compared with 

Trials 2 and 3 because raters were required to rate the full scale. This entailed firstly 

rating the start time and focus of discussion for each segment and selecting the 

matching empirical item (A – F), as per Trials 2 and 3, and then additionally rating 

empiricism (Items A – F) and collaboration (Item G) for each segment they had 

identified. 

As seen in Table 23, in Trial 4, percentage agreement was approximately 

stable for Group 1, but fell considerably for Group 2. Raters reported that they found 

rating the full scale difficult because they were still considering a rating for one 

segment when ‘the next segment was upon them’. 
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Feedback for raters after Trial 4 concentrated on issues related to choosing the 

correct empirical item (A – F) to rate. It is noted here that these issues did not arise 

during Trials 2 and 3, in which selections of the item to rate were made with adequate 

reliability for both Groups 1 and 2. 

Raters had difficulty with Items A, C, and D. With Item A (‘Selecting a focus 

of discussion to explore’), raters had difficulty distinguishing situations where the 

focus of discussion flowed into the next focus of discussion without a selection being 

made. For example, if the client was discussing one issue and said, “it’s the same 

with…” and proceeded to discuss a second issue, without any explicit reflection or 

discussion of the choice of topic. Clarification was given that Item A is rated only 

when an explicit, deliberate choice is made regarding a focus. With Item D. 

‘Developing an alternative interpretation’, raters reported difficulty distinguishing 

when to rate Item C (‘Exploring’) followed by Item D, versus when to rate only Item 

D. Clarification was given that the first case (C then D) is rated when the client and 

therapist are exploring an issue and then move to developing an alternative 

interpretation. For example, Items C then D would be rated if the client and therapist 

are discussing the client’s social anxiety (e.g., “colleagues in a work meeting think I 

am a bad presenter because they are staring at me”) and the client and therapist then 

move to developing an alternative interpretation of the ‘staring’. Item D would be 

rated alone if the client and therapist moved straight to discussing an alternative to a 

thought on a homework sheet, for example. 

Further training was given in selecting items by working through two example 

thought records and discussing these as a group. This allowed raters to learn about 

other raters’ thought processes while rating, and to get feedback on rating difficulties 
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in real time. Once raters were proficient at selecting items to rate, training proceeded 

to Trial 5. 

Trial 5. 

As seen in Table 23, in Trial 5, reliability for the Group 1 (postgraduate) raters 

improved strongly, and Group 2 honours level raters improved to an acceptable level. 

These results demonstrate that postgraduate raters were able to rate well initially, and 

subsequently improve to a high level of agreement by the end of Pilot Study A. Group 

2 honours level raters were able to reach an acceptable level when rating only 

nominal data, but were not able to improve on this when required to rate the full scale, 

despite three days of training. 

Correct versus incorrect ratings. 

Raters’ performance is illuminated further by examining the pattern of correct 

and incorrect ratings across each Trial 1 – 5. Ratings of agreement on dividing the 

session into segments by focus of discussion could be scored in one of three ways: 

Correct – where the rating matched a segment in the criterion rating; Incorrect – 

where there was a segment in the criterion rating that should have been rated but the 

rater missed it; and Incorrect-Additional – where the rater created an additional rating 

that did not match any segment in the criterion rating. Percentage agreement was 

calculated by dividing the number of Correct ratings by the total number of ratings 

(Correct, Incorrect, and Incorrect-Additional). Table 24 shows the number of Correct 

and Incorrect-Additional ratings for each Trial 1 – 5. 
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Table 24 

Number of Correct and (Incorrect-Additional) Ratings by Rater for Each Trial 

  Trial 

Rater 

Group 
Rater 1 2 3 4 5 

Group 1 R1 4 (0) 14 (2) 6 (4) 5 (1) 10 (0) 

 R2 4 (4) 10 (0) 5 (2) 6 (1) Absent 

 R3 4 (3) 12 (1) 6 (4) 5 (0) 8 (0) 

Group 2 R4 3 (4) 9 (3) 5 (2) 6 (2) 2 (0) 

 R5 3 (4) 13 (7) 8 (4) 6 (0) 9 (2) 

 R6 3 (5) 14 (6) 5 (2) 3 (0) 6 (2) 

 R7 3 (4) 11 (3) 8 (5) 4 (3) 9 (0) 

 R8 4 (5) 15 (6) 8 (4) 4 (1) 6 (0) 

Criterion 

Rating 
 4 (0) 16 (0) 8 (0) 8 (0) 11 (0) 

Note. The number of incorrect ratings is given by subtracting the number of Correct 

ratings for Raters 1 – 8 from the number of Correct ratings in the Criterion Ratings. 

 

The impact of Incorrect-Additional ratings on percentage agreement can be 

seen from Table 24. In Trial 1, the Group 1 postgraduate raters’ overall percentage 

agreement was 69% (see Table 23 above). Table 24 shows that all raters in 

(postgraduate) Group 1 got all four ratings in the criterion rating correct, but raters R2 

and R3 added seven Incorrect-Additional ratings between them, giving a mean 

percentage agreement for Group 1 of (100 + 50 + 57.1)/3 = 69%. The impact of 

Incorrect-Additional ratings is even clearer in Trial 2. The mean number of Correct 
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ratings was nearly identical for Group 1 (M = 12, SD = 2) and Group 2 (M = 12.4, SD 

= 2.4) but the Incorrect-Additional ratings were far lower for Group 1 (M = 1, SD = 1) 

compared with Group 2 (M = 5, SD = 1.9). These results show that in Trials 1 and 2, 

in which raters had to rate only the focus of discussion and select the correct empirical 

item (A – F) to rate, Group 1 (postgraduate) raters showed higher agreement with the 

criterion rating because of lower Incorrect-Additional ratings compared with Group 2 

(undergraduate) raters. 

Table 24 also shows that the number of Incorrect-Additional errors improved 

for both groups over the five Trials. In Trial 4, which was the raters’ first attempt at 

rating the full scale, both groups did poorly but this was caused by low Correct rather 

than Incorrect-Additional ratings (Group 1 M = 5.3, SD = 0.6 Correct; Group 2 M = 

4.6, SD = 1.3 Correct). Raters were making far fewer Incorrect-Additional ratings but 

either missed focuses of discussion completely or rated the right segments but rated 

them incorrectly. 

Table 25 shows the percentage agreement for ratings of correctly identified 

segments in the criterion rating, across Trials 2 – 5. Rating a correctly identified 

segment means that raters had already correctly identified a segment that existed in 

the criterion rating, and then rated that (correctly identified) segment using an 

empirical item A – F. 
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Table 25 

Percentage Agreement by Item A – F for Correctly Identified Segments 

 

Item  

 

Trial 2 Trial 3 Trial 4 Trial 5 

 

A 

 

77.1 (6) 71.9 (4) 81.3 (2) 60 (5) 

 

B 

 

87.5 (1)    

 

C 

 

81.3 (4) 87.5 (4) 54.2 (6) 60.7 (4) 

 

D 

 

70.0 (5)   85.7 (2) 

 

Total Instances 

 

16 8 8 11 

Note. Numbers in brackets refer to number of instances of each CES Item rated. Items 

E – F were not present in the session rated. 

 

As seen in Table 25, percentage agreement for Item C in Trials 2 and 3 was 

high compared with low agreement in Trial 4 and adequate agreement in Trial 5. Item 
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A had similar agreement in Trial 5, compared to earlier trails. In Trials 2 and 3, raters 

were required to rate only the start time and focus of discussion for each segment, 

compared with Trials 4 and 5 in which they rated the full scale. Table 25 shows that 

in Trials 2 and 3, when raters correctly identified a session to rate, they subsequently 

chose the correct item (A – F) to use to rate that segment for empiricism with a high 

degree of accuracy. Whereas in Trials 4 and 5, after correctly identifying a segment, 

they were much less accurate in choosing the correct item to rate. This result shows 

the negative impact on agreement when raters were required to rate the full scale in 

Trials 4 and 5. That is, adding the extra task of rating empiricism and collaboration 

for each segment adversely affected agreement on the task of correctly selecting a 

segment to rate. 

Interval Data: Rating empiricism and collaboration for each segment. 

Trials 4 and 5 involved rating the full scale, including ratings of empiricism 

and collaboration for each segment. Table 26 presents ICCs for ratings of empiricism 

and collaboration across Trials 4 and 5.  

Table 26 

ICCs for Empiricism and Collaboration Across Pilot Ratings 

 

Trial 

 

Empiricism 

All raters except 

R4 

Empiricism 

All raters 

Collaboration 

All raters except 

R4 

Collaboration 

All raters 

4 .558 .756 .674 .694 

5 .754 .690 .626 .670 

 

As seen in Table 26, by Trial 5, ICCs were adequate for both empiricism and 

collaboration. It is important to note that Table 26 presents ICCs for ratings of 
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empiricism and collaboration only for the segments that were correctly identified by 

the raters. Segments that were incorrectly identified were invalid, and consequently 

ratings of empiricism and collaboration for these segments were also invalid. Table 23 

shows that in Trial 5, Group 2 rated 62.9% of segments correctly, that is, 27.1% of 

segments were incorrectly identified and consequently had invalid ratings of 

empiricism and collaboration. The ICCs reported in Table 26 apply to the 62.9% of 

segments identified correctly. This demonstrates the substantial effect of errors in 

segmentation on ratings of empiricism and collaboration. 

Discussion 

The aims of Pilot Study A were to assess whether raters could achieve 

adequate reliability using the CES, and to identify any difficulties rating the scale. It 

was hypothesized that postgraduate raters, with experience developing CBT process 

scales and/or clinical training in CBT, would be better raters than undergraduate raters 

without this level of experience. This hypothesis was supported. Group 1 

(postgraduate) raters, who had process research experience and/or clinical training, 

were able to reliably divide a therapy session into segments, at an adequate level of 

agreement in their first trial, and attain a high level of agreement by the end of 

training. Group 2 undergraduate raters initially rated with lower agreement but 

attained an adequate level of agreement by the end of training. These results suggest 

that postgraduate raters with clinical training or experience in developing 

psychotherapy process scales are better raters of psychotherapy processes compared 

with undergraduate raters without such training or experience. This is consistent with 

research showing that evaluating therapist competence is enhanced if raters have 

expertise in the specific treatment modality being evaluated (J. Waltz, Addis, 

Koerner, & Jacobson, 1993), and that reliable judgments of psychotherapy processes 
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are possible between experienced raters with a shared understanding of the 

therapeutic orientation (Messer, 1991). These results demonstrate that good reliability 

can be attained for dividing a session into segments, but suggest that this may require 

some familiarity with therapy process. 

The Segmentation Problem 

Pilot Study A revealed an issue with segmenting sessions into separate focuses 

of discussion. In Trials 2 and 3, Group 2 raters divided sessions into segments with 

adequate agreement, similar to the Group 1 (postgraduate) raters. In contrast to this, in 

Trial 4, Group 2 raters had difficulty with the same activity of splitting the session 

into segments. The difference between Trials 2 and 3 compared with Trial 4 is that 

Trial 4 included the extra task of rating empiricism and collaboration for each 

segment. The drop in percentage agreement when rating Trial 4 suggests that the extra 

cognitive load of simultaneously rating each segment for empiricism and 

collaboration made segmenting more difficult. Group 2 raters improved in Trial 5, but 

remained at only an adequate level at the end of training and did not improve past the 

level attained when segmenting the session alone in Trial 3. 

The final percentage agreement obtained by Group 2 raters for dividing the 

session into segments (62.9%) is problematic because errors in segmenting the 

session directly reduce the reliability of ratings of empiricism and collaboration for 

those segments. If segmentation is incorrect for any reason, subsequent ratings of 

empiricism and collaboration for that segment are rendered invalid. This would 

perhaps be acceptable at the 81.8% agreement for segmenting attained by the 

postgraduate raters; however, at the 62.9% agreement attained by the Group 2 raters, 

the impact of incorrect ratings of nominal data on subsequent ratings of empiricism 

and collaboration would be considerable. 
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A Response to the Segmentation Problem. 

Segmenting a session is difficult because therapy is semantically complex on 

multiple levels. Small segments of therapy sessions can be meaning rich, containing 

complex markers of therapist adherence and competence (Weck et al., 2011) and key 

elements of core client dynamics (Mintz & Luborsky, 1971; Stiles et al., 2006). This 

density and complexity makes identifying the focus of discussion for a small part of 

the flow of therapy discourse challenging. It seems reasonable to assume that this 

difficulty would be increased for raters with relatively little experience of therapy 

sessions. 

In discussion with Professor K. S. Dobson regarding this issue (personal 

communication, October 6, 2011), Professor Dobson suggested that, as the focus of 

the current study was to investigate collaborative empiricism in CBT, rather than 

divide sessions into discrete semantic units, a change in the rating methodology might 

overcome the segmentation problem. Professor Dobson suggested that the student 

researcher rate all sessions, to serve as criterion ratings, and supply the start time of 

each segment in the criterion ratings to raters. As raters listened to a session, they 

would select the appropriate item to rate each segment, and then rate empiricism and 

collaboration for that segment. This removes the requirement for raters to divide the 

session into segments while simultaneously rating each segment for empiricism and 

collaboration. It was hypothesized that allowing raters to focus on rating empiricism 

and collaboration for each segment would result in higher reliability of rating. This 

methodology was tested in Pilot Study B. 

Conclusion 

Pilot Study A evaluated the reliability of the CES and sought to identify 

problems with rating. The reliability of dividing sessions into segments was found to 
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differ based on rater group. Group 1 (postgraduate) raters showed an acceptable level 

of agreement in their first trial and attained a high level of agreement by the end of 

training. Group 2 (honours level undergraduate) raters started with low agreement but 

improved to an acceptable level. Adequate reliability was attained for ratings of 

empiricism and collaboration for segments that had been identified correctly; 

however, the study identified an issue whereby errors in dividing a session into 

segments invalidated subsequent ratings of empiricism and collaboration for those 

segments, resulting in lower reliability overall for ratings of empiricism and 

collaboration. In keeping with the primary aim of the project, to investigate CE in 

CBT for depression, a change in the rating methodology was proposed, in which the 

student researcher would rate all sessions and pre-identify the start time of each 

segment. Raters would then be provided with a rating sheet containing each segment 

start time and would be required to rate collaboration and empiricism for each 

segment. This change was trialled in Pilot Study B. 
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Pilot Study B: Comparative Evaluation of the Pre-segmented Rating Method 

Aims and Outline 

The aim of Pilot Study B was to evaluate a revised method for rating the CES 

by comparing it with the original method from Pilot Study A. In the original Rater-

segmented method from Pilot Study A, raters were required to divide the session into 

segments based on separate focuses of discussion, and rate each segment for 

empiricism and collaboration as they went. In the new Pre-segmented method, raters 

were provided with a rating sheet with the segment start times filled-in. They were 

required to choose the correct item to rate each segment, and then rate each segment 

for empiricism and collaboration. The revised method allowed raters to focus on the 

primary purpose of the study, rating CE, rather than simultaneously segmenting a 

therapy session into semantically related units. It was hypothesized that raters using 

the Pre-segmented method would achieve a higher reliability of ratings of empiricism 

and collaboration, and that raters using the original Rater-segmented method would 

show poorer reliability, as they had done in Pilot Study A. 

Method 

Participants 

Participants were drawn from the same archival audio recordings of therapy 

sessions used in Pilot Study A, recorded as part of a study of the efficacy of CBT for 

depression (Jacobson et al., 1996). 

Raters 

Raters were the same four Group 2 (honours level undergraduate) raters from 

Pilot Study A.  
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Measures 

The CES was used unchanged from Pilot Study A. Only the method of rating 

the scale was altered to test the new Pre-segmented rating method. 

Procedure 

The four Group 2 (undergraduate) raters were randomized into two groups of 

two raters. The groups were then randomly assigned to either the Rater-segmented or 

the Pre-segmented condition. Four randomly selected therapy sessions (S1 – S4), two 

from session 3 and two from session 15, were rated by the student researcher, to serve 

as criterion ratings. Rating sheets for the Rater-segmented condition were blank, as in 

Pilot Study A. Rating sheets for the Pre-segmented condition were identical to those 

provided for the Rater-segmented condition except that the start time of each segment 

was filled in. 

Raters were blind to the aims and hypotheses of the study. Ratings were 

conducted on the same day, but the two rater groups had no communication with each 

other during rating and were located at different campuses of La Trobe University. 

Raters in the Rater-segmented condition were told only that another two pilot ratings 

were being conducted. Raters in the Pre-segmented condition were given revised 

rating sheets, with the segment start times filled in, and asked to rate collaboration 

and empiricism for each identified segment. 

A series of four Trials were conducted. Each Trial consisted of one rater from 

each condition rating the same randomly allocated therapy session. Table 27 presents 

the order of ratings for each Trial (6 – 9). Trials were numbered 6 – 9 to distinguish 

them from Trials 1 – 5 in Pilot Study A. 
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Table 27 

Order of Rating of Trials in Pilot Study B 

 
Rater-segmented Method 

1 
Pre-segmented Method 2 

Trial Rater 5 Rater 6 Rater 7 Rater 8 

6 S1   S1 

7  S2 S2  

8  S3  S3 

9 S4  S4  

Note. S1 – S4  denotes the sessions rated. 

Results 

All statistical analyses were conducted using SPSS Version 21. Inferential 

statistics were evaluated against an alpha level of .05. 

Inter-rater Agreement 

The accuracy of ratings in each condition were determined by calculating 

agreement with the criterion rating. For the Rater-segmented condition, percentage 

agreement was calculated for agreement on segmenting the session, and ICCs were 

calculated for agreement on ratings of empiricism and collaboration for each segment. 

For the Pre-segmented condition, ICCs were calculated for agreement on ratings of 

empiricism and collaboration for each segment. Table 28 presents percentage 

agreement and ICCs for Trials 6 – 9. Means (and standard deviations) for percentage 

agreement and ICCs for the Rater-segmented and Pre-segmented conditions are 

presented in Table 29. 
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Table 28 

Percentage Agreement and ICCs for Rater-segmented and Pre-segmented Groups for 

Trials 6 – 9 

  Rater-segmented Pre-segmented 

Trial Agreement Rater 5 Rater 6 Rater 7 Rater 8 

6 Percentage 

agreement 

60   N/Aa 

 Empiricism .44   .69 

 Collaboratio

n 

.40   .64 

7 Percentage 

agreement 

 65 N/A  

 Empiricism  .36 .64  

 Collaboratio

n 

 .10 .68  

8 Percentage 

agreement 

 48  N/A 

 Empiricism  .31  .79 

 Collaboratio

n 

 .41  .80 

9 Percentage 

agreement 

.59  N/A  

 Empiricism .29  .69  

 Collaboratio

n 

.52  .69  
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Note. a Percentage agreement for segments in the Pre-segmented condition was not 

calculated as the sessions were pre-segmented. 

Table 29 

Means (and Standard Deviations) of Percentage Agreement and Intraclass 

Coefficients for Rater-segmented and Pre-segmented conditions 

 Rater-segmented Pre-Segmented 

Percentage Agreement 58 (7.2) N/Aa 

ICCs for Empiricism .35 (.07) .70 (.06) 

ICCs for Collaboration .36 (.18) .70 (.07) 

Note. a Percentage agreement was not calculated for segments in the Pre-segmented 

condition as the sessions were pre-segmented. 

 

As seen from Table 29, for the Rater-segmented method, the mean percentage 

agreement for dividing the session into segments was comparable with that obtained 

in Pilot Study A (Pilot Study A, M = 62.9%; Pilot Study B, M = 58%). Raters were 

just below the minimum acceptable level of 60% agreement for segmenting sessions 

into focuses of discussion. Mean ICCs for empiricism and collaboration in the Pre-

segmented condition were twice that of the Rater-segmented condition. As the data 

were non-normally distributed, a Mann-Whitney U test was used to compare ICCs 

between groups. For empiricism, the test indicated that ICCs in the Pre-segmented 

condition (Mean Rank = 6.50, n = 4) were significantly higher than the Rater-

segmented condition (Mean Rank = 2.50, n = 4), U = 0, z = -2.323 (not corrected for 

ties), p = .029 two-tailed, Cohen’s r = .821, by convention a large effect (J. Cohen, 

1988). Similarly, for collaboration, a Mann-Whitney U test indicated that ICCs in the 

Pre-segmented condition (Mean Rank = 6.50, n = 4) were significantly higher than the 
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Rater-segmented condition (Mean Rank = 2.50, n = 4), U = 0, z = -2.309 (not 

corrected for ties), p = .029 two-tailed, Cohen’s r = .816, also a large effect. 

Discussion 

The hypothesis that raters using the Pre-segmented method would achieve 

higher reliability of ratings of empiricism and collaboration compared with raters 

using the Rater-segmented method was supported. The difference in reliability of 

ratings using the two rating methods was large. Raters in the Pre-segmented condition 

rated at an adequate level of reliability, and at twice the level of raters in the Rater-

segmented condition. Raters in the Pre-segmented condition also rated empiricism 

and collaboration more reliability than in any trial in Pilot Study A. This improvement 

in reliability occurred despite a one week gap between training in Pilot Study A and 

the trials in Pilot Study B. These results demonstrate that removing the need to divide 

each session into segments enabled undergraduate raters to rate collaboration and 

empiricism to an adequate level of reliability and improve their reliability from Pilot 

Study A. 

In contrast, raters in the Rater-segmented group showed borderline acceptable 

agreement when dividing sessions into segments, but poor reliability of ratings of 

empiricism and collaboration for each segment. This pattern of results is highly 

similar to that found in Pilot Study A. In Pilot Study A, undergraduate raters in Trial 3 

showed adequate agreement regarding dividing sessions into segments, when that was 

the single required task, but reliability dropped sharply (to chance levels) in Trial 4 

when they were required to segment the session and simultaneously rate empiricism 

and collaboration for each segment. 

Undergraduate raters in Pilot Study B, using the Rater-segmented method, 

were not able to reliably segment a session and simultaneously rate empiricism and 
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collaboration for each segment. In contrast, postgraduate raters in Pilot Study A were 

able to segment sessions to a high degree of agreement (81.8%), and simultaneously 

rate empiricism and collaboration to an adequate level of reliability; and 

undergraduate raters in Pilot Study B were able to achieve adequate reliability of 

ratings of collaboration and empiricism when not required to simultaneously divide 

the session into segments. Taken together, the results of Pilot Study B support the 

utility of the Pre-segmented method to allow undergraduate raters to use the CES to 

rate CE in sessions of CBT for depression. On the basis of these results, the Pre-

segmented method was adopted and the study of CE as a predictor of therapeutic 

outcome commenced. 

Implications for Future Work 

Postgraduate raters in the present study were a specialized group with 

particular experience related to the development of CBT process scales. To a lesser 

extent, undergraduate raters were also specialized in that they had all participated in 

an introductory subject on the CBT model and its role in treatment. The role of 

experience in the ability to rate CBT processes has implications for future research, 

training in CBT, and the evaluation of therapist competence. In a research context, 

future research may benefit from considering raters’ experience with CBT process 

and process scales, in order to improve reliability of ratings of CBT processes. In a 

clinical context, past experience rating CBT processes may enhance the ability to 

reliably focus on the key elements of a CBT session and identify specific CE events 

within the flow of a therapy dialogue. The skills involved in identifying CE events 

underpin clinical awareness of collaboration and empiricism, and possibly other 

attributes of the therapeutic relationship. Enhancing the ability to focus on the key 

content of a session could have application in the training of CBT therapists, for 
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example in the UK’s Improving Access to Psychological Therapies (IAPT) program, 

the Beck Initiative’s ‘Partnership to implement cognitive behavioural therapy in a 

community health setting’, or, in the Australian context, for the evaluation of trainee 

competence in post-graduate clinical training programs. Increased awareness of 

collaboration and empiricism, and the ability to focus on key session content, could 

help trainee therapists work better with their clients to develop shared case 

conceptualizations and test these out via empirical feedback, and also better tailor 

CBT to the specific social and cultural settings of clients from community health 

settings. 

Future research could also explore differences in clinical trainees ability to 

segment sessions and identify CE events, and the relationship between these skills and 

scores on a measure of general therapist competence, such as the CTRS. 

Conclusion 

The aim of Pilot Study B was to compare a revised, Pre-segmented, method 

for rating the CES with the Rater-segmented method used in Pilot Study A. Raters in 

the Pre-segmented condition were able to reliably rate empiricism and collaboration 

using the CES, at a level twice that of raters in the Rater-segmented condition. In 

addition, raters in the Pre-segmented condition achieved a higher reliability of rating 

than in any of their ratings in Pilot Study A. Reliability of rating in the Rater-

segmented condition was poor. These results demonstrate that adequate reliability of 

rating can be achieved on the CES, by undergraduate raters, using the Pre-segmented 

rating method. Future research may benefit from consideration of raters experience 

rating process scales. Future research could also usefully explore whether skills 

involved in identifying CE events enhance clinical trainees awareness of therapy 

processes, relationship attributes, and other therapist competencies.  
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Chapter 8: Study 3: CE as a Predictor of Therapeutic Outcome 

Aims and Outline 

After the CES had been assessed by experts and revised to incorporate their 

feedback, and had demonstrated adequate reliability in the pilot studies, the scale was 

used to rate sessions of CBT for depression. The aims of Study 3 were to (a) explore 

the characteristics of CE in the sample, (b) determine whether CE could predict 

reduction in depression severity at the end of therapy, and at four time points (6, 12, 

18, and 24 months) post-therapy, (c) determine whether CE could predict symptom 

reduction after controlling for the working alliance and therapist competence, (d) 

examine the relationship between the duration of segments in a session and the quality 

of CE of those segments, and (e) explore the characteristics of CE within sessions. 

Specific aims and hypotheses 

As a result of the adequate reliability attained with the CES in pilot testing, it 

was predicted that raters would continue to improve the reliability of their rating over 

the course of the 132 sessions rated in Study 3, and demonstrate good reliability 

overall. Based on the view in the literature that CE is a fundamental element of the 

change mechanism in CBT, or a key mediator of change, it was hypothesized that CE 

would predict reduction in depression severity at termination, and continue to do so at 

6, 12, 18, and 24 months post-therapy. It was further hypothesized that CE would 

predict change in depression severity beyond that accounted for by pre-therapy 

depression, the working alliance and general therapist competence. From the 

understanding that CE is a skill that takes time to acquire and to manifest in a session, 

it was hypothesized that longer segment durations would on average be related to 

higher segment CE scores. 
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Method 

Participants, Therapy Protocol, and Measures 

To avoid repetition of content, details of participants, therapists, and the 

therapy protocol are described in Chapter 6: Common Method Section for Empirical 

Studies 2 and 3. 

Raters 

Raters for Study 3 were drawn from two groups. Two raters were selected 

from the four Group 2 undergraduate raters in Pilot Studies A and B. These raters 

were chosen on the basis of the reliability of their rating, and their overall 

understanding of the CE construct. Another four undergraduate raters, designated 

Group 3, were recruited using the same procedure used to recruit the Group 2 raters. 

Group 3 raters had completed the same evidenced-based practice subject as the Group 

2 raters. This subject covered the cognitive model and fundamentals of CBT, the 

evidence base for CBT, and an introduction to clinical interventions. Training for 

Group 3 took place in a conference room at La Trobe University, and used the same 

materials and procedure used to train the Group 2 raters. Raters in Group 3 were 

trained to use the new Pre-segmented rating method tested in Pilot Study B. Group 3 

raters were given rating sheets with the start times of each segment filled in and 

required to select the correct CES item and use it to rate each segment for 

collaboration and empiricism. Raters in Group 3 benefitted from experience gained in 

training the raters in Groups 1 and 2. Training for Group 3 was completed in one day. 

Raters were judged to have attained an adequate standard of rating when their mean 

ICCs for empiricism and collaboration were at least .70. This was reached for Raters 

9 and 10 after two rating sessions. As in earlier training, Finn’s r was not used as an 

index of inter-rater reliability during training as no rapid method for calculating it was 
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available, and it was necessary to give raters immediate feedback on their reliability 

after each training rating. After training, raters were selected for rating in Study 3 

based on their reliability and familiarity with the concepts underpinning the scale. The 

final group of raters for Study 3 consisted of Raters 7 and 8 from Group 2 (from the 

Pilot Studies) and Raters 9 and 10 from Group 3. 

Procedure 

Each rater was randomly assigned 2 – 4 sessions to rate at a time. Raters 

worked on laptops in an office at La Trobe University. They used headphones to 

listen to digitized copies of the original audio recordings of therapy sessions and 

recorded their ratings directly into Word document rating sheets. Reliability was 

initially calculated after each rating and corrective feedback given to raters as 

required. Once it was clear that reliability was adequate, reliability was calculated 

after each group of four ratings was completed. 

Results 

Data Structure of the CES 

The base unit of data in the CES is the segment. In the process of rating, each 

session is divided into a series of contiguous segments. A segment is defined to be the 

duration of an individual focus of discussion. A focus of discussion is a discrete slice 

of therapy discourse in which the client and therapist are focused on a specific activity. 

Each focus of discussion belongs to a single segment, and each segment contains a 

single focus of discussion. Each segment is rated once for empiricism using the 

empirical item (A – F) matching the type of segment, and once for collaboration using 

the collaboration item (Item G). The CES thus provides a rating of empiricism and 

collaboration for each segment in a therapy session. Examples of focuses of 

discussion for a segment include setting an agenda, discussing an event from during 
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the week, deciding what to do for homework, and rating the degree of emotion 

associated with a thought. 

Segment and Session scores. 

The empiricism and collaboration scores for each segment are referred to as 

the segment empiricism and segment collaboration scores. The segment empiricism 

and segment collaboration scores were non-normally distributed, and consequently 

the median of the segment scores was the appropriate summary statistic to represent 

the segment scores per session. Accordingly, the median of the segment empiricism 

and collaboration scores for a particular session was used to represent the overall 

empiricism and collaboration scores for that session. The total CE score for a session 

was obtained by adding the session empiricism and session collaboration scores for 

that session. 

Preliminary Data Analysis 

All analyses were conducted using SPSS Version 21.0. Inferential statistics 

were evaluated against an alpha level of .05. The data were initially checked for errors, 

missing values, and outliers. There was one out of range value detected for the BDI. 

As the original BDI rating sheets were unavailable for consultation, and scores on the 

BDI for this client were normally distributed (M = 31.33, SD = 4.48), this value was 

replaced with the mean BDI score for this client (Tabachnick & Fidell, 2007).  

Missing Data. 

There were no missing values for any CES or BDI variables. There were three 

missing variables for the CTRS and three for the WAI. As no pattern could be 

detected in these missing values, and their number was small, they were deleted 

pairwise in all analyses (Tabachnick & Fidell, 2007). 
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Outliers. 

Outliers were defined in terms of the interquartile range (IQR) (i.e., the middle 

50% of scores) of the variable in question (Tukey, 1977). As the data were drawn 

from a clinical population, ‘mild outliers’ between 1.5 - 3 times the interquartile range 

were retained, as these values are likely to represent true variability in a clinical 

population. Cases with values three times the interquartile above or below the median 

(MEDIAN ± 3*(IQR)) were deemed to be ‘extreme outliers’ and were replaced with 

the value corresponding to either Q1 + 3×IQR or Q3 - 3×IQR respectively (Dawson, 

2011; Tabachnick & Fidell, 2007). 

Characteristics of the Independent and Dependent Variables Over Time 

Prior to investigating the relationship between CE and outcome, the 

characteristics of each independent and dependent variable over time were examined. 

Table 30 presents means (and standard deviations) for the CES, WAI, CTRS, and 

BDI at each time point, early, middle, and late (sessions 3, 9, and 15 respectively). 
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Table 30 

Means (and Standard Deviations) for CES, WAI, CTRS, and BDI at Sessions 3, 9, and 

15 

Variable Time point 

 Pre-

therapy 

Session 3 Session 9 Session 15 Post-

therapy 

CES Empiricism - 2.66 (0.50) 2.49 (0.54) 2.73 (0.42) - 

CES 

Collaboration 

- 3.56 (0.48) 3.74 (0.42) 3.53 (0.51) - 

CES Total - 6.22 (0.66) 6.23 (0.60) 6.26 (0.58) - 

WAI - 21.51 

(5.98) 

17.95 

(3.86) 

20.65 

(6.17) 

- 

CTRS - 49.67 

(5.62) 

47.06 

(7.52) 

44.94 

(5.67) 

- 

BDI 29.2 (6.3) 22.2 (9.0) 14.7 (9.8) 12.2 (9.3) 8.1 (7.3) 

 

As seen in Table 30, the working alliance (WAI) was lower at session 9, and 

therapist competence (CTRS) declined progressively over the course of therapy. BDI 

dropped steadily from a high at the beginning of therapy to a low at termination. 

Collaborative empiricism was stable across time points, whereas empiricism and 

collaboration varied reciprocally over time. 
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Response Range 

Figures 6, 7, and 8 show the frequency of responses across all segments in all 

session for Segment Empiricism, Segment Collaboration, and Segment CE 

respectively. 

 
 
Figure 6. Frequency of Segment Empiricism across all segments in all sessions. 

 
 
Figure 7. Frequency of Segment Collaboration across all segments in all sessions. 



  192 

 
 
Figure 8. Frequency of Segment Collaborative Empiricism across all segments in all 

sessions. 

As seen in Figures 6, 7, and 8, responses for Segment Empiricism, Segment 

Collaboration, and Segment Collaborative Empiricism had a restricted range. For 

Segment Empiricism, 87.9% of responses were either 2 or 3 (out of a range of 5), for 

Segment Collaboration, 87.9%4 of responses were either 3 or 4 (out of a range of 5), 

and for Segment CE, 82.9% of responses were either 5, 6, or 7 (out of a range of 10). 

Restricted range is likely to reduce the effect size of analyses involving regression or 

correlation (Lahey, Downey, & Saal, 1983; Sackett, Lievens, Berry, & Landers, 2007; 

Sackett & Yang, 2000; Vallis et al., 1986). Regression and correlation explain 

variability in one variable in terms of variability in another. If variability is restricted, 

it may be more difficult to identify statistically significant correlations, and observed 

correlations are likely to be lower than in reality (Kaplan & Saccuzzo, 2013). This can 

consequently impact on calculations of inter-rater reliability and correlations to 

determine concurrent validity (Tinsley & Weiss, 2000). 
                                                
4 Percentages were coincidentally the same for Segment Empiricism and Segment 

Collaboration. 
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Reliability 

Choice of reliability indices. 

Inter-rater reliability is a measure of the consistency of measurements made by 

several raters measuring the same construct. Reliability of ratings was calculated 

using intraclass correlation coefficients (ICCs: Shrout & Fleiss, 1979). Intraclass 

correlation coefficients are widely used in psychological research (McGraw & Wong, 

1996), and are recommended as the most appropriate measure of inter-rater reliability 

for ordinal and interval measurements (Tabachnick & Fidell, 2007; Tinsley & Weiss, 

2000). Intraclass correlation coefficients were calculated using the SPSS version 21 

two-way random effect, absolute agreement ICC (2, k) procedure, where k = number 

of raters. 

One disadvantage of ICCs is that they are likely to be reduced when variance 

between ratings is low (Fagot, 1991; Selvage, 1976; Whitehurst, 1984). In this case, it 

is recommended to use an alternative index of inter-rater reliability (Tinsley & Weiss, 

2000). Finn’s r is an index of inter-rater reliability developed for use when within-

rater variance is low (Finn, 1970; A. P. Jones, Johnson, Butler, & Main, 1983; Tinsley 

& Weiss, 2000; Whitehurst, 1984). In the present study, reliability will be calculated 

using both ICCs and Finn’s r. In the literature, inter-rater reliability is deemed 

adequate for ICCs above .70 and good for ICCs above .80 (Fleiss, 1986; Kline, 1999). 

Intraclass correlations coefficients above .75 have been recommended for scales in 

health research (Streiner & Norman, 1995). Finn’s r is considered good above .80 and 

excellent above .90 (Lombard, Snyder-Duch, & Bracken, 2002). 

Inter-rater reliability results. 

The reliability of ratings was assessed by calculating inter-rater reliability 

between raters and the criterion rating for each session (rated by the student 
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researcher). Intraclass correlation coefficients and Finn’s r for ratings of empiricism 

and collaboration across all ratings are presented in Table 31. Table 32 presents ICCs 

and Finn’s r for each Item (A – F) and Table 33 presents ICCs and Finn’s r for each 

rater. 

Table 31 

Intraclass Correlation Coefficients (ICCs) and Finn’s r for Empiricism and 

Collaboration Across all Ratings 

 ICCs ICC 95% CI Finn’s r 

Empiricism .77 [.77, .79] .958 

Collaboration .79  [.77, .81 ] .952 

Note. N = 1774. 

Table 32 

Intraclass Correlation Coefficients (ICCs) and Finn’s r for Empiricism and 

Collaboration for Each Item (A – F) 

 n ICCs ICC 95%CI Finn’s r 

Item A     

 Empiricism  247 .76  [.746, .770] .952 

 Collaboration 247 .77 [.759, .783] .947 

Item C     

 Empiricism  1472 .75 [.744, .754] .959 

 Collaboration 1472 .76 [.757, .768] .953 

Item D     

 Empiricism  53 .79 [.759, .820] .964 

 Collaboration 53 .75 [.713, .757] .967 

Note. For Item B and Item E, n = 1; For Item F, n  = 0. 
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Table 33 

Intraclass Correlation Coefficients (ICCs) and Finn’s r for Empiricism and 

Collaboration for Each Rater 

 n ICCs ICC 95%CI Finn’s r 

Rater 7     

      Empiricism  293 .77  [.758, .781] .958 

      

Collaboration 

293 .75 [.735, .760] .953 

Rater 8     

      Empiricism  813 .74 [.732, .745] .952 

      

Collaboration 

813 .76 [.752, .765] .953 

Rater 9     

      Empiricism  251 .74 [.743, .771] .951 

      

Collaboration 

251 .73 [.724, .742] .950 

Rater 10     

      Empiricism  417 .76 [.750, .769] .956 

      

Collaboration 

417 .80 [.790, .810] .968 

 

As seen in Table 31, Finn’s r was above .95, for both empiricism and 

collaboration, across all ratings, and ICCs were above 0.75. Tables 32 and 33 show 

that both Finn’s r and ICCs maintained this standard across all scale items and all 
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raters. All 95% Confidence intervals for ICCs were small, indicating that point 

estimates of reliability could be held with a high degree of confidence. 

Concurrent Validity 

Predicted Correlations with the CTRS. 

Correlations with CES Empiricism. 

In order to evaluate concurrent validity for the CES, correlations were 

examined with the CTRS. From the descriptions attached to the CTRS item anchor 

points, and the rating instructions in the CTRS manual, it was hypothesized that items 

8, 9, and 10 on the CTRS would be most likely to correlate highly with CES 

Empiricism. Items 8, 9, and 10 focus on the implementation of cognitive-behavioural 

techniques. Cognitive-behavioural techniques on the CTRS are defined as techniques 

such as the thought record and behavioural experiment, identifying shifts in mood, 

and ascertaining the meaning of an event for the client (J. E. Young & Beck, 1980b). 

All of these techniques are related strongly to exploring cognitions or examining 

evidence, and should therefore involve empiricism. Item 8 (‘Focusing on key 

cognitions or behaviours’) measures the therapist’s skill at eliciting and focusing on 

key thoughts, assumptions, behaviours, etc. that are highly relevant to the client’s 

problems and offer good promise for progress. Item 9 (‘Strategy for change’) is 

operationalized as the therapist following a consistent strategy that seems promising 

and ‘incorporates the most appropriate cognitive-behavioural techniques’. Item 10 

(‘Application of cognitive-behavioural techniques’) focuses on the therapist’s skill in 

employing cognitive-behavioural techniques. It also seems likely that Item 1 and Item 

6 on the CTRS may correlate with empiricism. Item 1 measures the quality of agenda 

setting, and Item 6 measures the pacing and efficient use of time. Setting an agenda 

that focuses on key problems and then efficiently using session time to explore these 
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problems should facilitate empiricism, and as a result moderately correlate with CES 

Empiricism. It was thought possible that the CTRS Item 7 (Guided Discovery) may 

correlate with the CES Empiricism score because one of the four anchor points in 

Item 7 focuses on ‘examining evidence, and considering alternatives’, but due to the 

focus on the therapist’s skills in CTRS Item 7 this prediction was considered 

speculative. 

It was hypothesized that Item 3 ‘Understanding’ (a measure of the therapist’s 

empathy and listening skills); Item 4 ‘Interpersonal Effectiveness’ (a measure of the 

therapist’s warmth, concern, confidence, genuineness, and professionalism); and Item 

5 ‘Collaboration’ (a measure of the ‘therapist’s ability to collaborate with the patient’) 

would differentially show low correlations with CES Empiricism as these items have 

little content focused on empiricism. 

Correlations with CES Collaboration. 

The CES and the CTRS conceptualize collaboration differently. The CES 

focuses on the quality of shared work and mutual engagement of the dyad, whereas 

the CTRS focuses on the therapist’s attempts at collaboration with the client. For 

example, feedback on the CTRS is focused on the therapist’s ability to elicit the 

client’s reactions to the session. Feedback on the CES focuses on whether either the 

client or therapist seek clarification or confirmation about any aspect of the session. 

If, for example, the therapist is unilaterally directing the session, but also seeks 

feedback periodically regarding the client’s reactions to the therapist’s agenda, this 

would score highly on the CTRS but poorly on CES Collaboration. Similarly, 

collaboration on the CTRS is weighted towards the therapist’s ‘attempts to set up 

collaboration with the patient’, whereas collaboration on the CES focuses on the 

quality of actively shared therapeutic work. A therapist who frequently sought 
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agreement with the client regarding goals or tasks of therapy, but did not allow the 

client time to actively contribute to the design and evaluation of therapeutic 

interventions, could score highly on the CTRS, but would score low on CES 

Collaboration. Accordingly, it was hypothesized that CES Collaboration and CTRS 

Item 2 (Feedback) and CTRS Item 5 (Collaboration) would not be significantly 

correlated. 

Table 34 presents Pearson product-moment correlation coefficients for 

correlations between CES Empiricism and CES Collaboration and each item on the 

CTRS. 

Table 34 

Correlations Between CES Empiricism and CES Collaboration and Items on the 

CTRS 

 CTRS Items (Pearson’s r, p) 

CES  1 2 3 4 5 6 7 8 9 10 11 

Emp 

p 

.418 

.005* 

.275 

.074 

.181 

.246 

-

.022 

.887 

.194 

.212 

.318 

.038* 

.258 

.095 

.494 

.001* 

.395 

.009* 

.399 

.008* 

.286 

.063 

Col 

p 

-.310 

.041* 

-.344 

.024* 

-

.115 

.464 

.145 

.353 

-

.043 

.782 

-.316 

.039* 

-

.099 

.526 

-.286 

.063 

-.349 

.022* 

-.258 

.095 

-

.208 

.181 

Note. * = p < .05. Emp = CES Empiricism; Col = CES Collaboration. 

As seen in Table 34, the hypothesized pattern of differential correlations was 

observed. CES Empiricism was moderately correlated with CTRS Items 8, 9, 10, 1, 

and 6, and these correlations were statistically significant. CES Empiricism was not 

correlated with CTRS Items 3, 4, and 5. 
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Also as hypothesized, CES Collaboration was not correlated with CTRS Item 

5 (Collaboration); however, contrary to prediction, CES Collaboration was correlated 

with CTRS Item 2 (Feedback). Unexpectedly, the correlation with CTRS Item 2 was 

negative, indicating that as Feedback on the CTRS increased, CES Collaboration was 

on average decreased. 

Collaborative Empiricism as a Predictor of Reduction in Depression Post-

Therapy 

A primary aim of the present research was to investigate whether CE could 

predict depression severity, after controlling for pre-therapy depression, the working 

alliance, and therapist competence. A linear mixed effects model (Singer & Willet, 

2003) was used to examine the relationship between CE and symptom reduction over 

five post-therapy time points (0, 6, 12, 18, and 24 months post-therapy). Linear mixed 

effects models explicitly model change over time, offer flexibility in the covariance 

structure of repeated measures, generalize to non-normal data, and are robust to 

missing data (Tabachnick & Fidell, 2007; West, Welch, & Galecki, 2007). For 

comparison purposes, a hierarchical linear regression analysis of the same relationship 

is presented in Appendix K. The linear mixed model has the advantage that it 

accounts in a single analysis for the relationship between CE and depression across 

the five time points post-therapy (0, 6, 12, 18, and 24 months), whereas the 

hierarchical linear regression is restricted to 0 months post-therapy only. The linear 

regression has the advantage that it provides an effect size format (ΔR2) that is readily 

compared with effect sizes for other processes variables in the literature. The results 

of the two analyses are in close agreement. 
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Session sampling strategy. 

The session sampling strategy refers to the choice of sessions from the sample 

to represent CE in the whole sample. In investigating the relationship between a 

dependent variable such as symptom reduction and a process construct of interest, 

such as CE, studies have frequently sampled a single session to represent the 

construct of interest across a course of therapy (McCabe & Priebe, 2004). Single 

session studies have frequently sampled session three (e.g., Derisley & Reynolds, 

2000; Krupnick et al., 1996; Levin, Henderson, & Ehrenreich-May, 2012). A rationale 

given for this is that by session three the alliance and other relationship based 

constructs will have stabilized to a level representative of the therapy overall 

(Lambert, 2004). The utility of single session sampling is called into question by 

research showing that the alliance is a fluid construct that changes between sessions 

and within a single session (Arnkoff, 2000; Leahy, 2008; Safran et al., 2011). Further, 

CE is a skill that is understood to develop with instruction and practice over a course 

of therapy (J. S. Beck, 1995, 2011). The common dictum in CBT that the client 

should ‘become their own therapist’ by the end of treatment (e.g., Ayers, 2007) also 

reflects an understanding of the therapy as, in part, a process of skill acquisition. This 

suggests that the assumption that a single session is representative of the overall 

therapy may be less likely to hold for CE because, as a skill based construct, it is 

purposefully developed over the course of therapy using a combination of 

psychoeducation, in session practice, and homework.  

Recent research has taken a broader sample of the available sessions to best 

represent a course of therapy. For example, in a study of the relationship between 

therapist adherence and competence in CBT and symptom reduction, Boswell and 

colleagues used a random 15% of sessions in the sample to represent the course of 
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therapy (Boswell et al., in press). Following this approach, the present study used the 

average amount of CE that each client and therapist experienced across the three 

sessions sampled, represented by the mean of the CES scores across all three time 

points. The average CES score across all sessions sampled has the advantage that it 

draws from three times the data compared with a single time point. It is also less 

sensitive to variations related to a specific time point. Accordingly, the average CES 

score across all sessions was used to represent CE in the sample. In the present data, 

the mean CES score was stable across time (session 3 M = 6.216, SD = .659; session 9 

M = 6.227, SD = .605; session 15 M = 6.261, SD = .576), indicating that the mean 

CES score did not obscure mean differences between time points. 

Research has demonstrated that the working alliance and therapist competence 

fluctuate between sessions and within a single session (Castonguay et al., 2006; 

Safran et al., 2011; Stiles et al., 2004). Accordingly, to represent competence and 

alliance across the sample, and avoid undue influence of localized fluctuations, the 

working alliance was represented in the regression model by the mean value of the 

WAI for each client across all time points. Therapist competence was similarly 

represented by the mean value of the CTRS for each client across all time points. 

The relationship between CE and depression severity over time post-

therapy. 

As a first step in the analysis of the relationship between CE and depression 

severity, the relationship between CE and depression severity over time post-therapy 

(0, 6, 12, 18, and 24 months) was examined visually. Figure 9 depicts the relationship 

between mean BDI over time post-therapy.  
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Figure 9 Mean BDI over time post-therapy. 

 Figure 9 suggests that mean BDI does not vary significantly in the 24 months 

post-therapy. Figure 10 plots the mean BDI against CES levels for each time point (0, 

6, 12, 18, 24 months) post-therapy, and Figure 11 plots the mean BDI across time for 

each CES level in the sample. 
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Figure 10. Mean BDI versus CES levels for each time point post-therapy. 
 
 

 
 
Figure 11. Mean BDI versus time. Each graph represents a CES level in the sample. 
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Figure 10 shows that (a) for each time point post-therapy, BDI levels on 

average decrease linearly as CES levels increase, and (b) this relationship between 

BDI and CES is similar at each time point. Figure 11 shows the effect of CES on the 

relationship between BDI and time post-therapy. For the highest level of CES scored 

(CES = 7), BDI was low at termination (0 months) and stayed low. Conversely, for 

each step CES level was lower, BDI was generally higher at termination and stayed 

higher across the following 24 months. 

Analysis of the relationship between CE and depression severity over time. 

A linear mixed effects model was used to examine the relationship between 

CE and depression severity at 5 time points (0, 6, 12, 18, and 24 months) post-

therapy. The model is described by Equation 1: 

𝐵𝐷𝐼!" =   𝛽! +   𝛽!𝑇𝑖𝑚𝑒!" + 𝛽!𝑃𝑟𝑒𝐵𝐷𝐼! + 𝛽!𝑊𝐴𝐼! + 𝛽!𝐶𝑇𝑅𝑆! + 𝛽!𝐶𝐸𝑆! +

𝛽!𝑃𝑟𝑒𝐵𝐷𝐼!×𝑇𝑖𝑚𝑒!" + 𝛽!𝑊𝐴𝐼!×𝑇𝑖𝑚𝑒!" + 𝛽!𝐶𝑇𝑅𝑆!×𝑇𝑖𝑚𝑒!" + 𝛽!𝐶𝐸𝑆!×𝑇𝑖𝑚𝑒!" +

𝜀!"               (1)                                                                                       

In Equation 1, i (= 1, 2, 3, 4, 5) represents each six month time point post 

therapy (0, 6, 12, 18, and 24 months) and j represents the jth client (j = 1, 2, …, 44). 

Time is a continuous variable that represents the value of time. The 𝑃𝑟𝑒𝐵𝐷𝐼! term 

represents the pre-treatment BDI score for each client minus the mean pre-treatment 

BDI score (i.e. PreBDI centred around the mean). Similarly, the 𝑊𝐴𝐼! term represents 

the WAI score for each client centred around the mean, the 𝐶𝑇𝑅𝑆! term represents the 

CTRS score for each client centred around the mean, and the CESij represents the CES 

score for each client centred around the mean. The PreBDI × Time term represents the 

interaction between pre-treatment BDI level and time. Similarly, the WAI × Time term 

represents the interaction between WAI level and time, the CTRS × Time term 

represents the interaction between CTRS level and time, and the CES × Time term 
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represents the interaction between CES level and time. The parameters β0 – β9 

represent the fixed effects in the model. The parameter β0 represents the mean BDI 

when all other parameters in the model are equal to zero, that is, the initial BDI level 

(i.e. Timeij = 0 months post-therapy) for clients with mean CES and mean PreBDI 

levels. The parameter β1 represents the effect of time on the mean BDI level for 

clients j with mean pre-treatment BDI level and mean CES level. The parameter β2 

represents the change in the initial post-therapy BDI level when PreBDI increases by 

1 unit, keeping parameter β3 , β4, and β5 levels fixed. Similarly, the parameters β3 , β4, 

and β5 represent the change in the initial post-therapy BDI level when WAI, CTRS, 

and CES increase by 1 unit respectively. Parameters β6 , β7 , β8, and β9 represent the 

interaction effects between time and pre-treatment BDI levels, time and WAI levels, 

time and CTRS levels, and CES levels respectively. Parameter β9 allows the model to 

determine whether the relationship between CES and post-treatment BDI significantly 

changes over time. The model assumes that the distribution of the vector of residuals 

for client j is multivariate normal with mean 0 and unstructured covariance matrix 

(R). The unstructured covariance matrix means that the variance of the post-therapy 

BDI levels for each client can differ at each time point post-therapy, and the 

covariance between each pair of post-therapy BDI scores can also differ. 

The SPSS Version 21.0 MIXED procedure was used to compute the linear 

mixed effects model given in Equation 1 above. The fixed effects for each parameter 

in the model are presented in Table 35. 
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Table 35 

Fixed Effects for the Linear Mixed Effects Model of PreBDI, WAI, CTRS, CES, and 

BDI Post-Therapy 

Parameter  Coefficient  95% CI p 

Intercept 8.0   [6.40, 9.59] .000 

Time 0.064   [-0.0002, 0.128] .051 

PreBDI 0.20      [-0.067, -0.469] .137 

WAI 0.53 [-0.014, 1.065] .056 

CTRS 0.12      [-0.321, 0.569] .576 

CES -4.23 [-8.05, -0.469] .029 

Time * PreBDI 0.0066     [-0.0047, 0.018] .243 

Time * WAI 0.019      [-0.0026, 0.040] .084 

Time * CTRS 0.0024      [-0.015, 0.20] .777 

Time * CES -0.53 [-0.204, 0.097] .477 

 

As seen in Table 35, CES was the only statistically significant predictor of 

BDI in the model. The results indicate that for a 1 point improvement in CE, 

depression severity dropped by 4.23 points, after accounting for the effect of pre-

therapy depression, the working alliance, and therapist competence. 

Table 35 also shows no effect for time in the model. This indicates that the 

relationship between CE and depression severity at 0 months post-therapy did not 

change significantly over the following 24 months. It is noted that for the Time 

parameter p = .051; however, the parameter coefficient was 0.064, indicating that 

even if an effect of time was considered in the model due to the marginal p value, the 

effect would be very small. The interaction terms with time were also all non-



  207 

significant, indicating that the relationships between pre-therapy depression, working 

alliance, therapist competence, and CE with post-therapy BDI did not change 

significantly over time. 

Assumption testing of the linear mixed effects model. 

The linear mixed effects model assumes that the distribution of the vector of 

residuals associated with client j is multivariate normal, with mean 0 and an 

unstructured covariance matrix (R) (Tabachnick & Fidell, 2007; West et al., 2007). 

Inspection of histograms showed that the assumption of normality of residuals was 

satisfied at each time point. The residual covariance matrix (R) for the linear mixed 

effects model of CES and BDI post-therapy is presented in Table 36. 

Table 36 

Residual Covariance Matrix (R) for the Linear Mixed Effects Model of PreBDI, WAI, 

CTRS, CES and BDI Post-Therapy 

 Time (months) post-therapy 

Time 

(months) 

0 6 12 18 24 

0 40.69 25.12 18.57 21.24 36.27 

6  38.44 25.52 23.53 36.90 

12   38.56 24.28 22.18 

18    41.04 32.87 

24     66.01 

 

Table 36 shows that the variability of BDI levels is not constant over time 

post-therapy, and the correlations between each pair of BDI scores varies. This 

justifies the use of an unstructured covariance matrix for residuals (R).  
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Collaborative empiricism as a predictor of depression in the next session. 

To examine the proximate effect of CE on depression, hierarchical linear 

regression was used to examine whether CE and depression severity at each time 

point (early, middle, late) could predict depression severity at the next session. At 

each time point, inspection of the normal probability plot of standardized residuals 

and the scatterplot of standardized residuals against standardized predicted values 

indicated that the assumptions of normality, linearity, and homoscedasticity of 

residuals were met. Similarly, at each time point, the Mahalanobis distance did not 

exceed the critical χ2 for df = 2 (at α = .001) of 13.816, indicating that multivariate 

outliers were not a concern. All predictors in each model had tolerances greater than 

.933, indicating that multicollinearity would not affect the interpretability of the 

regression analysis. 

Three hierarchical linear regressions were conducted, one at each time point 

(early, middle, late). In each regression, depression and CE at the predictor session 

(e.g., session 3) were used to predict depression at the next session (i.e., session 4). At 

session 3, in step 1 of the hierarchical regression, depression at session 3 accounted 

for a statistically significant 42.8% of the variance in depression at session 4, R2 = 

.428, adjusted R2 = .414, F (1, 41) = 30.627, p = .000. In step 2, CE accounted for an 

additional, non-significant, 6.0% of the variance in depression at session 4, ΔR2 = 

.006, ΔF (1, 40) = 0.434, p = .514. The full model of two predictors explained a 

statistically significant 43.4% of the variance in depression at session 4, R2 = .434, 

adjusted R2 = .405, F (2, 40) = 15.319, p = .000. Regression coefficients and part 

correlations (sr2) for each predictor in the session 3 model are presented in Table 37. 

 

 



  209 

Table 37 

Unstandardized (B) and Standardized (β) Regression Coefficients, and Squared Semi-

Partial Correlations for the Session 3 Model Predicting Depression at Session 4 

Predictor B [95% CI] β sr2 p 

Step 1     

    Session 3 depression 0.693 [0.440, 0.946] .654 .654 .000 

Step 2     

    Session 3 depression 0.694 [0.439, 0.948] .654 .654 .000 

    Collaborative 

empiricism 

-1.132 [-4.604, 

2.340] 

-0.078 -.078 .514 

 

As seen in Table 37, both the Step 1 and Step 2 models were significant 

predictors of depression at session 4; however, depression at session 3 was the only 

significant predictor in either model. This indicates that CE at session 3 did not 

significantly explain more variance in depression at session 4 than that explained by 

depression at session 3. As can be seen in Table 37, the B coefficient for depression at 

session 3 was 0.694. This indicates that for a 1 point increase in depression at session 

3, depression at session 4 was predicted to rise by 0.694 points. These results indicate 

that depression at session 3 was a good predictor of depression at session 4, whereas 

CE at session three was not. This pattern of results was similar at sessions 9 and 15. 

Analyses for sessions 9 and 15 are presented in Appendix G. These results indicate 

that CE did not predict depression severity in the next session. 

Segment Level Data Analyses 

The CES provides data on the start time of each segment in a session and 

scores for empiricism and collaboration for each segment. The number of segments 
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per session is a measure of the number of focuses of discussion in that session. 

Analysis of the number of segments enables examination of the relationship between 

the quality of CE in a session and the number of separate focuses of discussion in that 

session. It was hypothesized that there would be a non-linear relationship between the 

quality of CE in a session and the average number of focuses of discussion in that 

session. Specifically, it was hypothesized that doing too many things in a session, 

indicated by a high number of segments, would reduce the overall quality of CE for 

that session. 

Segment characteristics. 

Number of segments per session. 

The characteristics of the sample were first explored. In total, 1774 segments 

were rated across the 132 sessions in the sample. Each segment was rated for both 

empiricism and collaboration, giving a total of 3548 segment ratings. The number of 

segments per session ranged from 6 – 25 (M = 14.6, SD = 4.0). Kolmogorov-Smirnov 

tests showed that the number of segments per session was normally distributed at each 

time point: early, D(44) = 0.110, p > .200, middle D(44) = 0.076, p > .200, and late 

D(44) = 0.098, p > .200. Figure 12 shows the distribution of the frequency of 

segments per session across item types (A – F).  



  211 

 
Figure 12. Frequency of segments per session by item type (A – F) 

 
 

Segment duration. 

Segment duration ranged from 2 – 1880 seconds (M = 204.40 sec, SD = 

210.91 sec). The means and standard deviations of segment duration (in seconds) for 

each empirical item (A – F) are presented in Table 38. 
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Table 38 

Means (and Standard Deviations) of Segment Duration for Empirical Items (A – F) 

Scale item (A – F) Segment duration (seconds) M (SD) 

A. Selecting 48.7 (65.4) 

B. Rating the degree of emotion or 

belief 

46.0 

C. Exploring 229.4 (216.0) 

D. Developing an alternative 

interpretation 

241.5 (204.7) 

E. Developing an empirical test 45.0 

F. Evaluating an empirical test - 

Note. For Items B and E, n = 1. 

As seen in Table 38, the mean duration of segments corresponding to Item C 

(‘Exploring’) and Item D (‘Developing an alternative interpretation’) were 

approximately equivalent in duration and had large standard deviations. Segments 

corresponding to Items C and D were both four times longer on average than 

segments corresponding to Item A (‘Selecting’). Segments matching Item A tended to 

be brief (<1 minute). Typically, the content of Item A segments related to choosing 

agenda items for the session, or consisted of the therapist suggesting a focus of 

discussion (e.g., reviewing homework), and rhetorically asking whether the client 

agreed (e.g., T: ‘How about we review your homework?’ C: ‘Ok’). These types of 

interactions scored low for empiricism and collaboration. 

Segment empiricism and collaboration. 

 Table 39 shows the frequency and percentage of segments matching each 

empirical item (A – F). 
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Table 39 

Frequency and Percentage of Segments Matching Each Empirical Item (A – F) 

Item Type Frequency Percentage 

A. Selecting 247 13.9 

B. Rating emotion or belief 1 0.1 

C. Exploring 1472 83.0 

D. Developing an alternative 

interpretation 
53 3.0 

E. Developing an empirical test 1 0.1 

F. Evaluating an empirical test 0 0 

Total 1774 100.0 

 

As seen in Table 39, Item C (‘Exploring’) was the most commonly rated item. 

This was expected as Item C covers the widest range of behaviours. It is notable that 

Items B, E, and F were essentially missing from the sample. Means (and standard 

deviations) for segment empiricism, segment collaboration, and segment CE are 

presented in Table 40. 
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Table 40 

Means (and Standard Deviations) for Segment Empiricism, Segment Collaboration, 

and Segment Collaborative Empiricism Scores by Item Type (A – F) 

  Segment scores 

Item n Empiricism Collaboration CE 

A 247 2.21 (0.68) 2.51 (1.12) 4.72 (1.62) 

B 1 2 3 5 

C 1472 2.65 (0.69) 3.55 (0.62) 6.20 (0.99) 

D 53 3.36 (.62) 3.47 (0.58) 6.83 (0.87) 

E 1 2 3 5 

F 0 - - - 

Note. Raw scores are reported for Items B and E as n = 1 for both items. 

As seen in Table 40, segments corresponding to Item A scored lowest for 

empiricism, Item C scored higher, and Item D highest. Item A was lower for 

collaboration, whereas Items C and D were comparable. Segment CE scores were 

lowest for Item A, higher for Item C, and highest for Item D. These results show that 

‘selecting a focus of discussion’ (Item A) was lowest in both empiricism and 

collaboration. Segments matching Item A characteristically involved quick choices of 

what to discuss next. These were typically led by the therapist, with little or only 

moderate input from the client (e.g., the client was invited to agree with the therapists 

choice of topic). In contrast, segments rated with Item C (‘Exploring’) involved more 

empiricism and were much more collaborative, and segments rated with Item D 

(‘Developing an alternative explanation’) were highest overall in CE. 
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Segment duration and collaborative empiricism. 

Figure 13 shows a scatterplot of segment CE scores versus segment duration, 

for each time point (early, middle, late). 

 
Figure 13. Segment CE scores versus segment duration (in seconds), for each time 

point (early, middle, late). 

As seen in Figure 13, segment CE scores appear to be in a logarithmic 

relationship with segment duration. Figure 13 shows that, on average, CE scores rise 

quickly with longer segment durations, and the rate of rise tapers off as segment 

durations increase. 

A fixed effects model was used to further examine the relationship between 

CE and segment duration within sessions. The model uses ordinary least squares 

regression to model the relationship between segment CE and segment duration. The 

assumption for ordinary least squares of equal variance across all error terms is met in 
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the model because the variances of the error terms 𝜀!" −   𝜀! are approximately 

constant and covariances approach zero (Kennedy, 2008; Tabachnick & Fidell, 2007). 

The model is described by Equation 2: 

𝐶𝐸𝑆!"   −   𝐶𝐸𝑆!   =   𝛽!(𝐷𝑈𝑅!" −   𝐷𝑈𝑅!)+   𝛽!(𝐷𝑈𝑅!" −   𝐷𝑈𝑅!)!   + 𝜀!" −   𝜀!        

(2)                                                                     

In Equation 2, i (= 1, 2, 3, … , Tj) represents the ith segment, Tj represents the 

number of segments per client j, and j represents the jth client (j = 1, 2, …, 44). The 

CESij  term represents the CES score for the ith segment for the jth client . The 𝐶𝐸𝑆! 

term represents the mean CES score for each client j averaged over each segment for 

that client. The 𝐶𝐸𝑆!"   −   𝐶𝐸𝑆! term therefore represents the CES score for segment i 

for client j, centred around the mean of the segment CES scores for that client. 

Similarly, the (𝐷𝑈𝑅!"   −   𝐷𝑈𝑅!) term represents the duration of the ith segment for 

client j, centred around the mean of the segment durations for that client, and the 

(𝐷𝑈𝑅!"   −   𝐷𝑈𝑅!)2 term represents the quadratic effect of duration on CES. This term 

was included because the logarithmic relationship between segment CES and segment 

duration revealed in Figure 13 above suggests a quadratic relationship between 

segment duration and segment CES. The 𝜀!" −   𝜀! term represents the error term for 

segment i for client j, centred around the mean of the error terms for that client. The 

parameter β1 represents the change in mean centred CES when mean centred duration 

increases by 1 unit. The parameter β2 represents the quadratic effect of mean centred 

duration on mean centred CES. 

To investigate the relationship between segment CE and segment duration, the 

SPSS Version 21.0 REGRESSION procedure was used to compute the fixed effects 

model given in Equation 2 above. The overall model accounted for a statistically 

significant 25.9% of the variance in segment CE, R2 = .259, F (2, 629) = 109.986, p = 
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.000. Inspection of the normal probability plot of standardized residuals and the 

scatterplot of standardized predicted values against standardized residuals indicated 

that the assumptions of normality and homoscedasticity of residuals were met. The 

Mahalanobis distance exceeded the critical χ2 for df = 2 of 13.82 (at α = .001) for 9 of 

the 632 cases (0.014%), indicating that these cases were multivariate outliers. The 

analysis was repeated with these cases removed, with no changes in statistical 

significance and only very minor adjustments to parameters. Accordingly, as these 

were clinical data, these cases were retained unchanged. Fixed effects for each 

parameter in the model are presented in Table 41. 

Table 41 

Fixed Effects for the Model of Segment CES and Segment Duration Within Sessions 

Parameter Coefficient  95% CI p 

Intercept .152   [0.56, 0.247] .002 

Segment Duration mean centred 0.276      [0.238, 0.314] .000 

Segment Duration mean centred 

Squared 
-0.016 [-0.020,-0.011] .000 

 

As seen in Table 41, both segment duration and segment duration squared 

were significant predictors of segment CES. This confirms the logarithmic nature of 

the relationship between segment duration and segment CES seen in Figure 13 above. 

Characteristics of Collaborative Empiricism Within Sessions 

It was also of interest to explore the characteristics of CE within sessions. 

Figures 14 and 15 show scatterplots of each rating of empiricism and collaboration 

respectively, by Item (A – F), within all sessions. Figure 16 shows a scatterplot of 

each rating of collaborative empiricism, by Item (A – F), within all sessions. 



  218 

 
Figure 14. Scatterplot of each rating of empiricism, by Item (A – F), within all 

sessions. 
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Figure 15. Scatterplot of each rating of collaboration, by Item (A – F), within all 

sessions. 

 

 
Figure 16. Scatterplot of each rating of collaborative empiricism, by Item (A – F), 

within all sessions. 
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Figure 14 shows differences in the pattern and range of scores within sessions 

for segments matching different types of empirical events. Segments matching Item A 

(‘Selecting a Focus of Discussion’) show many ratings of ‘1’ for empiricism, 

indicating that the client’s experience was not mentioned during the segment. 

Segments matching Item A also show few ratings of ‘4’ and none of ‘5’ for 

empiricism. This shows that selecting a focus of discussion was in general low in 

empiricism and that frequent selections were made with no reference to the client’s 

experience at all. In contrast, segments matching Item D (‘Developing an Alternative 

Explanation’) showed no scores of ‘1’ and only three scores of ‘2’ for empiricism, 

indicating that this activity was generally moderate to high in empiricism. Segments 

matching Item C (‘Exploring the Focus of Discussion’) were overall between scores 

for segments matching Item A and Item C. 

Figure 15 shows that collaboration was more evenly distributed across item 

types, although the pattern for empiricism was also observed here. Several segments 

matching Item A (‘Selecting’) showed poor collaboration (score of ‘1’), whereas only 

two of the segments focused on Item D (‘Developing an Alternative Explanation’) 

scored lower than 3. The patterns revealed for empiricism in Figure 14 and 

collaboration in Figure 15 are carried over to CE in Figure 16. 

Discussion 

The main aims of Study 3 were to determine if the CES could be reliably rated 

in a larger sample, assess concurrent validity, and use the measure to examine 

whether CE predicts reduction in depression in a sample of CBT for depression. A 

secondary aim was to explore the process of CE within a session. 
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Psychometric Evaluation 

Reliability. 

The hypothesis that a measure of CE could be reliably rated was supported. 

Finn’s r, a measure of reliability that is robust to restricted variability of ratings, was 

above .95 across all ratings, and this level was maintained across each scale item, and 

each rater. Intraclass correlation coefficients were also good across all ratings, and for 

each scale item, and each rater, indicating consistently good reliability and confirming 

Finn’s r. These results demonstrate the reliability of the CES for this sample. 

Concurrent validity. 

CES Empiricism. 

The concurrent validity of the CES was assessed by examining correlations 

between CES Empiricism and CES Collaboration and selected items of the CTRS. 

The hypothesis that CES Empiricism would be moderately correlated with CTRS 

Items 8, 9, 10, 1, and 6 was supported. The hypothesis that CES Empiricism would 

not correlate with CTRS Items 3, 4, and 5 was also supported. The speculative 

hypothesis that CES Empiricism would correlate with CTRS Item 7 was not 

supported. Although CES Empiricism was correlated with CTRS Item 7 at .258, this 

correlation was not statistically significant, p = .095. 

CTRS Items 8, 9, 10 focus on the implementation of cognitive-behavioural 

techniques, including identifying key cognitions and using empirically based 

interventions such as the thought record and the behavioural experiment to explore 

these cognitions. CTRS Items 1 and 6 focus on structuring the session to focus on the 

most important cognitions and allow sufficient time to work on them productively. 

These items are the most related to empiricism on the CTRS. The moderate 

correlation between CES Empiricism and each of these items indicates that CES 
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Empiricism is tapping into these empirically loaded items, but is distinct from the 

specific competencies captured by them. CTRS Items 3, 4, and 5 focus on the 

therapist’s ‘understanding’, ‘interpersonal effectiveness’, and ‘collaboration’ 

respectively. These attributes are low in empiricism. The lack of correlation between 

CES Empiricism and these CTRS items indicates that CES Empiricism is not tapping 

into these concepts. This pattern of differential correlations between CES Empiricism 

and the CTRS supports the concurrent validity of the CES. 

CES Collaboration. 

The hypothesis that CES Collaboration would not be correlated with the 

CTRS collaboration item (Item 5) was supported. Collaboration on the CES and the 

CTRS are very different constructs. For example, a frequently observed situation in 

the present sample consisted of high consensus but low shared work. High consensus 

in a session will score high on the CTRS collaboration item, but will score low on 

CES Collaboration unless there is shared work involving active involvement, 

balanced contributions, and shared decision making. The lack of correlation between 

CES Collaboration and the CTRS collaboration item supports the  divergent validity 

of the CES. 

CES Collaboration was unexpectedly correlated with CTRS Item 2 

(Feedback). The direction of this correlation was negative, indicating that, on average, 

CES Collaboration was higher when CTRS Feedback was lower. This finding may be 

due to different operalizations of feedback on the CES and the CTRS. On the CTRS, 

feedback is focused solely on the therapist’s ability to elicit the client’s ‘reactions to 

the session’ and adjust his or her responses accordingly. On the CES, feedback 

focuses on whether either the client or therapist seek clarification or confirmation 

about any aspect of the session. If, for example, the therapist is unilaterally directing 
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the session, but also seeks feedback periodically regarding the client’s reactions by 

seeking acknowledgement of the client’s agreement, this would score highly on the 

CTRS Item 2 (Feedback) but poorly on CES Collaboration. This may explain the 

negative correlation observed. It is also possible that the restricted response range on 

the CES may have effected the size and direction of the observed correlations (Lahey 

et al., 1983; Sackett et al., 2007; Sackett & Yang, 2000; Vallis et al., 1986). 

The Relationship Between Collaborative Empiricism and Depression Severity 

Post-Therapy 

The hypothesis that CE would predict reduction in depression severity above 

that explained by pre-therapy depression, the working alliance, and therapist 

competence was supported. A one point increase in CE significantly predicted a 4.23 

point reduction in depression severity post-therapy. This result shows that a difference 

in CE scores the size of the range of CES scores in this sample (1.83 points), would 

predict a decrease in depression severity on the BDI of 7.74 points. Using the 

standard clinical interpretation of scores on the BDI, the difference between mild 

depression (below 19 points) and severe depression (above 29 points) is 10 points. 

The range of CE in this sample is therefore associated with an improvement in 

depression equivalent to a reduction from the low severe range on the BDI to two 

points above mild depression, a clinically significant improvement. The clinical 

significance of this result may be further increased due to the importance and 

difficulty of treating depression (Ferguson, 2009; Thompson, 2002). 

The hypothesis that CE would continue to predict depression severity across 

the 24 months post-therapy was supported. The relationship between CE and 

depression severity remained constant across the 24 months post-therapy. This result 

is consistent with previous findings of the so called ‘prophylactic effect’ of CBT, in 
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which CBT is associated with a reduction in relapse rates post-therapy (Cuijpers et al., 

2013; Evans et al., 1992; S. D. Hollon et al., 2005).  

The results obtained here demonstrate empirically, for the first time, the 

importance of CE as a psychotherapy process. These results support the fundamental 

importance ascribed to CE in the seminal CBT literature of the past 40 years (A. T. 

Beck et al., 1979; J. S. Beck, 2005, 2011; Kuyken et al., 2009; Persons, 2008; van 

Oppen, 2004). 

Collaborative empiricism as a predictor of depression in the next session. 

Collaborative empiricism was not found to predict depression in the next 

session. This may be due to the sensitivity of depression to session-by-session 

fluctuations in process variables. Previous research has found evidence for such 

fluctuations in treatment (e.g., ‘sudden gains’) (DeRubeis et al., 2005; Tang & 

DeRubeis, 1999; Tang, DeRubeis, Beberman, & Pham, 2005; Thomas & Persons, 

2013). A second explanation relates to session sampling. Collaborative empiricism 

was sampled at three time points across the course of therapy. The nature of CE as a 

skill that develops across therapy suggests that sampling every session may have 

revealed a trend in the relationship between CE and depression that was not seen by 

sampling three sessions. A related point concerns the assessment timeframe of the 

BDI. The BDI-I is a self-report measure of depression over the past week. A week 

between ratings of depression allows for potentially many other effects on the client’s 

mood. These effects may confound or obscure the effect of a process variable, such as 

CE, on BDI. 

Lack of relationship between of therapist competence and outcome. 

No relationship was found between therapist competence and outcomes in this 

sample. Variability in the relationship between therapist competence and outcome has 
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been observed in previous research (e.g., Boswell et al., in press; Webb, DeRubeis, & 

Barber, 2010; Webb et al., 2012), and the effect of therapist competence on outcome 

has been found to depend on client characteristics such as degree of anxiety and 

chronicity of depression (Strunk, Brotman, DeRubeis, & Hollon, 2010). More 

specifically, the lack of relationship between competence and outcomes in this sample 

may be due to a close focus in the original study on the adherence of therapists to the 

therapy protocol (Jacobson et al., 1996). Therapists in the original Jacobson et al. 

study received training for a year on the therapy protocol and were closely monitored 

during the trial, with good results for adherence, suggesting that the focus on 

adherence was a success. Although a distinct construct, adherence overlaps with 

competence (Jacques P. Barber, Crits-Christoph, & Luborsky, 1996). A consequence 

of the close focus on adherence, is that therapists’ competence may have been 

restricted in range by the need to closely adhere to the protocol. Restriction in range 

may be responsible for the lack of statistical association between competence and 

outcomes (Lahey et al., 1983; LeBreton, Burgess, Kaiser, Atchley, & James, 2003; 

Tinsley & Weiss, 2000). The focus on adherence in this sample may limit the external 

validity of the present data, a common problem for clinical research (Finger & Rand, 

2008; K. H. Morrison, Bradley, & Westen, 2003). 

Collaborative Empiricism Within Sessions 

Segment duration and CE. 

A further aim was to examine CE within individual therapy sessions. The 

finding of a positive logarithmic relationship between segment duration and CE 

within each client-therapist dyad shows that segments of very short duration have 

generally poor CE, and that CE increases quickly with duration and then increases 

more slowly for segments of very long duration. This demonstrates that CE will on 
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average be maximized in a session by concentrating effort on a smaller number of 

separate focuses of discussion, and conversely, that CE is likely to be less than 

optimal if there are too many separate focuses of discussion in a session. This is 

consistent with clinical recommendations in training to avoid attempting too much in 

a single session (e.g., J. S. Beck, 2011). 

Characteristic differences in CE between types of session activities. 

Different types of in-session activities were characteristically associated in this 

sample with different patterns of empiricism and collaboration. Activities involving 

selecting (Item A) were in general low in empiricism and collaboration, activities 

involving exploring an issue or cognition (Item C) were higher, and activities 

involving developing an alternative interpretation (Item D) were highest in CE. It 

makes sense that an activity in which the client is encouraged to develop an 

alternative interpretation of a thought or belief (Item D) would be generally highest in 

empiricism, followed by the less structured and more general activity in exploring 

issues (Item C). Also, therapists are generally trained specifically to be collaborative 

and empirical when developing alternative interpretations in thought records, by 

eliciting alternatives from the client (J. S. Beck, 1995, 2005, 2011; Padesky & 

Greenberger, 1995). The results obtained reflect this pattern, further supporting the 

validity of the CES.  

Implications for Research 

The therapeutic relationship in CBT. 

The results obtained here raise the question of how the relationship in CBT is 

defined, and how it is differentiated from the working alliance. The working alliance 

is the most frequently employed account of the therapeutic alliance in psychotherapy 

process research (Horvath, 2001; Horvath & Greenberg, 1989, 1994; Horvath & 
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Luborsky, 1993; Horvath & Symonds, 1991; Martin et al., 2000). It has been regarded 

as an important psychotherapy process variable (Horvath, 1994; Horvath & 

Greenberg, 1994; Horvath & Luborsky, 1993; Horvath & Symonds, 1991), perhaps 

the most important (Lambert & Barley, 2001; Lambert & Ogles, 2004), because it has 

been reliably associated in meta-analyses with between 4 – 7% of the variance in 

psychotherapy outcomes (Horvath et al., 2011; Martin et al., 2000; Shirk & Karver, 

2003; G. S. Tryon, Blackwell, & Hammel, 2007, 2008). The hierarchical linear 

regression reported in Appendix K allows ready comparison of an effect size for CE 

as a predictor of reduction in depression severity with published effect sizes for the 

working alliance and other process variables in the literature. The effect size obtained 

in the present sample for CE as a predictor of reduction in depression (8.8%), is at 

least comparable with that of the working alliance (4 – 7%), and at best double in 

size. The effect size obtained for CE is also comparable with effect sizes reported in 

meta-analyses of other relationship attributes as predictors of outcome, including 

empathy (9.6%) (Elliott, Bohart, Watson, & Greenberg, 2011), cohesion in group 

therapy (6.25%) (Burlingame, McClendon, & Alonso, 2011), and positive regard 

(7.3%) (Farber & Doolin, 2011). That the effect size obtained for CE here is 

equivalent to other predictors of outcome suggests that the list of evidence-based 

relationship attributes may not be complete, and that CE is of comparable importance 

to those previously studied. 

The working alliance. 

As discussed in earlier chapters, collaboration is characterized in the working 

alliance and the WAI as consensus on the goals of therapy and agreement on the tasks 

required to achieve those goals. As such, the working alliance does not capture 

collaboration as the active sharing of creative therapeutic work in CE, nor the 
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empiricism that is central to the CE construct. The CES was specifically designed to 

measure empiricism, and those aspects of collaboration in CE that are not captured by 

the working alliance. The result that CE significantly predicts depression post-

therapy, with a clinically significant effect size, after accounting for pre-therapy 

depression, the working alliance, and therapist competence, suggests that our 

understanding of the therapeutic relationship in CBT needs to be expanded to account 

for CE. Previous research has frequently assumed that the therapeutic relationship has 

been adequately accounted for by the working alliance. The results obtained here 

suggest that this assumption may be unwarranted. If so, it is possible that accounting 

for the effect of CE on outcomes, beyond that of the working alliance, may alter the 

conclusions of previous research. 

The APA Task Force on Evidence-Based Therapy Relationships. 

The results obtained here are also relevant for the findings of the APA Task 

Force on Evidence-Based Therapy Relationships (Norcross, 2001; Norcross & 

Lambert, 2011). The Task Force conducted a series of meta-analyses of 

psychotherapy outcome research studies, to identify evidence-based attributes of the 

therapeutic relationship. Based on the evidence available at the time, the Task Force 

concluded that (a) the therapy relationship accounts for psychotherapy outcomes at 

least as much as particular treatment methods, and (b) not including the relationship 

in efforts to promote evidenced-based practice is “seriously incomplete and 

potentially misleading” (Norcross & Wampold, 2011, p. 98). The Task Force 

recommended that future research should review the Task Force’s findings and 

include new elements of the psychotherapy relationship (Norcross & Wampold, 

2011). The present research has taken up the Task Force’s recommendation to 

investigate new elements of the relationship in CBT. 
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From the data available to it, the Task Force found empirical support for three 

aspects of collaboration in psychotherapy: ‘collecting client feedback’, ‘goal 

consensus’, and ‘collaboration’. As discussed in Chapter 2 of this thesis, the studies 

reviewed by the Task Force operationalized collaboration and goal consensus in terms 

of the agreement or compliance of the client with the agreed upon goals of therapy, 

and the tasks needed to reach these goals. Also, ‘collecting client feedback’ was 

operationalized as the therapist collecting outcome data from symptom measures for 

the purpose of evaluating the effectiveness of interventions. These conceptions of 

collaboration do not capture the active sharing of the work, and wide-ranging concept 

of feedback, that distinguish collaboration in CE. As a result, the findings reported 

here, of a relationship between CE and therapy outcome, relate to different aspects of 

collaboration (and also empiricism), and are distinct from the Task Force’s findings. 

The Core Competencies Framework. 

The UK Core Competences Framework (Roth & Pilling, 2008) is a set of 

clinical practice guidelines designed to specify the competencies required to deliver 

effective CBT for people with depression and anxiety disorders. The Framework has 

been endorsed by the UK National Health Service as a reference for the specific 

activities required to carry out CBT in accordance with best practice (Roth & Pilling, 

2007). The Framework has also been frequently recognized in the literature as 

providing a ‘comprehensive definition of CBT competence’ (Muse & McManus, 

2013). It is notable in this context that empiricism and active collaboration as defined 

in CE are both absent from the Framework. The Framework lists examples of basic 

CBT competencies related to collaboration (e.g., sharing responsibility for session 

structure), and has a section focusing on Socratic Dialogue and guided discovery; 

however, empiricism is almost completely absent. Empiricism is implicit in several of 
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the therapist behaviours described (e.g., ‘the ability to use thought records’, 

‘identifying key cognitions’) but these behaviours need not be empirical, and the issue 

of the quality, or even presence, of empiricism as an independent construct in these or 

other behaviours is not discussed. In particular, the specific behaviours captured by 

several of the CES empirical items, such as rating beliefs and developing or 

evaluating empirical tests, are absent. It is also notable that the case examples given to 

illustrate the Competencies Framework would probably score highly on the Cognitive 

Therapy Rating Scale, and yet empiricism is ignored in them. The Task Force’s 

recommendation to explicitly address competencies that promote evidence-based 

attributes of the therapeutic relationship suggests that the Core Competencies 

Framework may be usefully updated with reference to CE. 

Collaborative Empiricism as a Mediator of Skill Acquisition and use in CBT. 

Previous research has examined the relationship between the client’s use of 

therapy skills and therapy outcomes. The use early in therapy of CBT techniques 

involving concrete skills, such as identifying negative automatic thoughts, has been 

shown to predict reduction in depression, whereas more abstract techniques such as 

psychoeducation regarding the CBT model have not (DeRubeis & Feeley, 1990; 

Feeley, DeRubeis, & Gelfand, 1999). The degree to which clients are able to learn 

and implement CBT skills in session has also been related to reduction in depression 

severity post-therapy (Barber & DeRubeis, 1992, 2001), and reduction in relapse rates 

at 12 months post-therapy (Strunk, DeRubeis, Chiu, & Alvarez, 2007). 

What is not clear from this research is what contributes to the development 

and implementation of these therapy skills. The theoretical model of CE proposed in 

Chapter 1 suggests that CE increases intrinsic motivation for change by meeting the 

basic needs for autonomy, competence, and relatedness described by Self-
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Determination Theory. The model proposes that CE does this via actively shared 

work with the client’s intrinsic data. This actively shared work takes precisely the 

form of the concrete skills involved in the collection and evaluation of empirical data 

(e.g., identifying negative automatic thoughts, developing alternative interpretations 

of events) described in the research above. The finding here that CE predicts 

reduction in depression post-therapy suggests that CE may mediate the acquisition 

and employment of concrete skills in CBT. 

Implications for Practice 

The APA Task Force recommended that guidelines for practice should 

explicitly address therapist competencies that promote evidence-based attributes of 

the therapeutic relationship, and provide competency based training in elements of the 

relationship found to be demonstratively effective (Norcross & Wampold, 2011). The 

results reported here provide the first empirical confirmation of CE as an evidence-

based attribute of the therapeutic relationship. This suggests that CE may be an 

important therapist competency for inclusion in future training and clinical guidelines. 

A review of the audio of segments matching Item A (‘Selecting’) revealed that 

these segments were generally low in CE because therapists were highly directive, 

made unilateral decisions, and did not give the client time to contribute. This suggests 

that clinical training may usefully review skills with collaboration and empiricism 

when applied to the activity of selection, for example of goals, interventions, or 

agenda items for the session. 

It was found that Items B, E, and F were essentially missing from the sample, 

indicating that although clients and therapists did thought record work, and developed 

alternative explanations for thoughts, they did not rate the degree of emotion 

associated with thoughts, or develop empirical tests of the thoughts examined. This 
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was surprising as these behaviours are consistently identified as core aspects of CE in 

the seminal literature (e.g., A. T. Beck et al., 1985; A. T. Beck et al., 1979; J. S. Beck, 

2005, 2011) and these items were scored very highly for content validity in the expert 

review of the scale. The absence of the development and evaluation of empirical tests 

is particularly surprising as these are frequently described elements of core CBT 

techniques such as cognitive restructuring and testing cognitions in homework 

assignments (Bennett-Levy et al., 2004; Kazantzis, Deane, & Ronan, 2000; Kazantzis 

et al., 2005). The lack of these core aspects of CE in the sample suggests that it may 

be helpful for clinical training to evaluate whether key components of CE are present 

in practice. In addition, the lack of core aspects of CBT practice in the sample 

suggests that the restricted range of scores on the CES is an accurate reflection of 

characteristics of the sample, rather than a failure of raters to use the full response 

range of the scale.  

Limitations. 

A limitation of the present research was the restricted variance in CE scores in 

the sample. As discussed above, it seems reasonable to conclude that the low variance 

in CE scores reflects the CE skills and training of the therapists in the sample. 

Nevertheless, the restricted range of CE scores may have reduced the size of 

correlations in analyses (Tabachnick & Fidell, 2007; Tinsley & Weiss, 2000). A 

reduction in the size of correlations will result in an underestimation of the size of the 

relationship between CE and outcomes, potentially obscuring a greater role for CE in 

the reduction of depression severity. A second effect of restricted variance is that 

assessing concurrent validity via correlations of the CES with other process measures 

is made more difficult. The pattern of differential correlations obtained for the CES 

with items from the CTRS may have looked different with less restricted variance. 
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Another limitation was the sampling of CE at three time points across the 

course of therapy. Although three time points is a significant improvement compared 

with single session sampling, rating CE at every session would enable a more fine 

grained analysis of the construct, for example, in understanding the proximal effect of 

CE on depression and on sudden gains in therapy. A related difficulty encountered in 

this study was the absence of other process measures at the session level. This meant 

that segment level data had to be aggregated to the session level in order to analyse 

the relationship between CE and other process constructs. For example, the data 

revealed differences between therapists use of CE within sessions, but this could not 

be related to measures of client mood or the therapeutic relationship at the segment 

level. Future research may benefit from more fine grain measures of process 

constructs. 

Future research. 

As the first empirical study of CE, it will be important for future research to 

replicate the study and extend it into wider contexts, and to address the limitation of 

restricted response range in the present sample. It would be useful to examine the 

relationship between client characteristics, such as suitability for short term CBT and 

comorbid anxiety, and the relationship between CE and therapeutic outcomes. 

Assessment of client characteristics would aid the analysis of the effectiveness of CE 

in more diverse clinical contexts. Future research could also usefully examine clinical 

trainees’ capacity to segment therapy sessions into empirical events, and evaluate 

whether this ability differentiates skills on other relationship attributes, such as 

therapist competency. Previous research showing that concrete CBT skills are related 

to therapeutic outcomes suggests that future research could also examine the role of 

CE as a mediator of the use of skills in CBT. 
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Conclusion 

This study used the CES to rate sessions of CBT for depression. The CES was 

found to have good to excellent reliability in this sample. Concurrent validity was 

demonstrated in a predicted pattern of differential correlations with the CTRS. 

Collaborative empiricism was found to predict reduction in depression severity post-

therapy, to a statistically and clinically significant degree, after accounting for the 

effect of pre-therapy depression, working alliance, and therapist competence. The 

effect of CE on outcomes was maintained for 24 months post-therapy, and was 

comparable or greater in size to that reported in the literature for the working alliance 

and other relationship constructs. Different types of in-session activities were 

characteristically associated with different patterns of CE, further supporting the 

validity of the CES. These results suggest that our current understanding of the 

therapeutic relationship in CBT should be revised to include CE, and that accounting 

for the effect of CE may alter the results of previous alliance research. It is suggested 

that future research could usefully examine the effect of client characteristics on CE, 

clinical trainees competency in CE in relation to other competencies, and the role of 

CE as a change process, for example, as a mediator of the effect of CBT skills on 

therapeutic outcome.
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 

  



  

 

241 

Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix A: The Collaborative Empiricism Scale (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 

  



  

 

251 

Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 

  



  

 

253 

Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix B: Tee and Kazantzis (2011) (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix C: Expert Feedback Questionnaire (cont.) 
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Appendix D: Participant Information Sheet 

 
School of Psychological Science 

 

The Development And Evaluation Of A Measure Of Collaborative Empiricism In Cognitive 

Therapy 

 

Researcher:   John Tee. email: jmtee@students.latrobe.edu.au. Tel. 9479 2543 
Course of Study: Doctorate in Clinical Psychology 
Project Supervisor: Dr. Nikolaos Kazantzis. email n.kazantzis@latrobe.edu.au Tel. 9479 

3670 
 
 
The aim of this study is to develop and evaluate a measure of collaborative empiricism. 
Collaborative empiricism is the basic form of interaction underlying the client-therapist 
relationship in cognitive behavioural therapy. It involves the client and therapist working 
collaboratively to understand and evaluate the client’s beliefs and thoughts, and the relation 
between thoughts, feelings, and behaviours. Collaborative empiricism is frequently referred 
to as an essential component of Cognitive Behavioural Therapy. Developing a measure will 
allow researchers better understand how collaborative empiricism functions in cognitive 
therapy. 
 
You will be asked to complete a brief email survey of proposed items to be used in the 
measure. The survey will take approximately 5 – 10 minutes. You will be asked to rate each 
test item on a 5 point scale, and note any specific comments at the end of the survey.  
 
Participation in the survey will be taken as consent for the researchers to use aggregate and 
de-identified results from the survey in order to analyse the measure of collaborative 
empiricism being developed. All information collected in the study will remain strictly 
confidential. No identifying information will be placed on data records. Data records will be 
kept in a locked storage room, and computer files will be password protected. It will not be 
possible for survey data to be withdrawn subsequently because it is not identified. 
Data from the research will be kept for possible future use for another project, performed by 
the same student or supervisor. Collated results of the study, without information that could 
identify any individual participant, will appear in a doctoral thesis and may be presented at 
conferences and published in scientific journals. 
 
You are free to withdraw consent and discontinue participation in the study at any time, 
without adverse consequence or disadvantage. 
 
You may receive a summary of the outcome of this research upon request. 
 
Any questions regarding this study can be directed to the principle researcher, John Tee, or 
the research supervisor, Dr. Kazantzis, on the email or telephone numbers above. 
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Appendix D: Participant Information Sheet (cont.) 

 
In the event that you have any complaint about the way you have been treated during the 
study, or have a query that the supervisor has been unable to satisfy, you may contact The 
Secretary, Human Ethics, Faculty of Science, Technology and Engineering, La Trobe 
University, Bundoora, 3086 (ph: 03 9479 3698, e-mail: fstehumanethics@latrobe.edu.au). 
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Appendix E: Recruitment Emails for Expert Feedback 

INVITATION	  EMAIL	  

Subject:	  Collaborative	  Empiricism	  in	  CBT	  

[DATE],	  2011	  	  

Dear	  Dr.	  [NAME]	  

	  We	  are	  writing	  to	  you	  today,	  as	  a	  clinical	  researcher	  who	  has	  recently	  published	  data	  on	  
important	  processes	  or	  outcomes	  of	  Cognitive	  Therapy,	  commonly	  referred	  to	  as	  Cognitive	  
Behaviour	  Therapy	  (CBT).	  

	  We	  are	  currently	  working	  on	  an	  innovative	  research	  project,	  designed	  to	  further	  the	  
community’s	  understanding	  of	  Collaborative	  Empiricism	  –	  the	  specific	  therapeutic	  
relationship	  element	  in	  CBT.	  The	  research	  team	  comprises	  John	  Tee	  (Doctoral	  Candidate),	  
Drs.	  Nikolaos	  Kazantzis	  and	  Art	  Stukas	  (Supervisory	  Team),	  and	  our	  chief	  collaborator	  is	  Dr.	  
Keith	  Dobson	  (University	  of	  Calgary,	  Canada).	  

	  We	  have	  designed	  a	  new	  measure	  of	  Collaborative	  Empiricism,	  and	  we	  thought	  you	  would	  
be	  interested	  to	  provide	  expert	  feedback	  on	  its	  content	  and	  structure.	  	  

	  Out	  of	  respect	  for	  your	  busy	  schedule,	  and	  your	  valued	  expertise,	  we	  are	  only	  seeking	  your	  
response	  to	  a	  limited	  number	  of	  feedback	  questions	  on	  face	  validity.	  We	  have	  constructed	  a	  
very	  brief	  on-‐line	  questionnaire,	  which	  can	  be	  accessed	  via	  the	  weblink:	  	  

http://latrobepsy.qualtrics.com/SE/?SID=SV_a4ALvUYoC1ouXoE	  

	  We	  thought	  that	  you	  would	  be	  eminently	  placed	  to	  contribute	  expert	  feedback	  on	  our	  
scale.	  We	  recognize	  that	  you	  are	  extremely	  busy,	  and	  like	  the	  other	  colleagues	  who	  have	  
published	  in	  premier	  clinical	  psychology	  outlet	  we	  have	  invited	  to	  participate	  in	  this	  
questionnaire,	  have	  limited	  time	  to	  take	  on	  new	  tasks.	  However,	  we	  hope	  that	  the	  merits	  of	  
this	  research	  make	  this	  an	  appealing	  opportunity.	  

	  In	  case	  you	  have	  not	  seen	  it	  already,	  we	  thought	  you	  would	  appreciate	  a	  PDF	  reprint	  of	  our	  
2010	  article	  appearing	  in	  Clinical	  Psychology:	  Science	  and	  Practice,	  which	  conveys	  much	  of	  
the	  thinking	  behind	  the	  scale.	  	  

This	  expert	  questionnaire	  has	  been	  approved	  by	  a	  La	  Trobe	  University	  Human	  Ethics	  
Committee.	  All	  responses	  will	  be	  anonymous.	  Further	  detail	  on	  the	  ethical	  conditions	  for	  
this	  expert	  feedback	  questionnaire	  is	  included	  below.	  

	  We	  hope	  that	  you	  will	  accept	  this	  invitation,	  and	  we	  look	  forward	  to	  your	  feedback	  on	  our	  
collaborative	  empiricism	  scale.	  

	  Sincerely,	  

John	  Tee	  
Doctoral	  Candidate	  
School	  of	  Psychological	  Science	  
La	  Trobe	  University	  
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Appendix E: Recruitment Emails for Expert Feedback (cont.) 
 

	  
Dr.	  Nikolaos	  Kazantzis	  and	  Dr.	  Art	  Stukas	  
Supervisory	  Team	  
School	  of	  Psychological	  Science	  
La	  Trobe	  University,	  Australia	  
	  
Dr.	  Keith	  S.	  Dobson	  
Collaborator	  
Department	  of	  Psychology	  
University	  of	  Calgary,	  Canada	  
	  	  

Attachment:	  CPSP	  Reprint	  

-‐-‐	  

	  Ethical	  Conditions	  for	  the	  Expert	  Feedback	  Questionnaire	  

	  Responses	  will	  be	  automatically	  de-‐identified	  by	  the	  software	  and	  no	  identifying	  
information	  will	  be	  placed	  on	  data	  records.	  Data	  records	  will	  be	  kept	  in	  a	  locked	  storage	  
room,	  and	  computer	  files	  will	  be	  password	  protected.	  It	  will	  not	  be	  possible	  for	  individual	  
questionnaire	  data	  to	  be	  withdrawn	  subsequently	  because	  responses	  will	  be	  anonymous.	  At	  
the	  end	  of	  the	  questionnaire	  you	  may	  choose	  to	  receive	  the	  results	  of	  the	  questionnaire	  by	  
email.	  In	  this	  case,	  your	  email	  address	  will	  kept	  on	  file	  until	  the	  aggregated	  results	  are	  sent,	  
after	  which	  it	  will	  be	  deleted.	  

	  

REMINDER	  #1	  

Subject:	  Collaborative	  Empiricism	  in	  CBT	  

[DATE],	  2011	  	  

Dear	  Dr.	  [NAME]	  

If	  you	  have	  not	  done	  so	  already,	  we	  are	  writing	  to	  invite	  you	  to	  provide	  expert	  feedback	  on	  a	  
new	  measure	  on	  the	  therapeutic	  relationship	  in	  Cognitive	  Therapy,	  commonly	  referred	  to	  as	  
Cognitive-‐Behavioural	  Therapy	  (CBT).	  If	  you	  have	  already	  provided	  your	  feedback,	  we	  are	  
grateful	  for	  your	  feedback,	  and	  we	  hope	  you	  found	  the	  process	  to	  be	  an	  interesting	  and	  
informative	  one.	  

If	  you	  have	  not	  provided	  comment,	  we	  are	  writing	  again	  to	  seek	  your	  input	  and	  comment.	  
Your	  participation	  is	  needed	  in	  order	  to	  provide	  rich	  data	  for	  this	  study.	  As	  you	  know,	  there	  
is	  significant	  research	  on	  the	  therapeutic	  ‘alliance’,	  a	  concept	  that	  misses	  a	  great	  deal	  of	  the	  
richness	  in	  the	  therapeutic	  encounter	  intended	  in	  Beckian	  CBT.	  It	  is	  hoped	  that	  the	  scale	  we	  
have	  developed	  will	  provide	  researchers,	  supervisors,	  and	  practitioners	  with	  a	  more	  
theoretically	  meaningful	  means	  of	  gauging	  therapeutic	  process	  in	  CBT.	  
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Appendix E: Recruitment Emails for Expert Feedback (cont.) 

 

Out	  of	  respect	  for	  your	  busy	  schedule,	  and	  your	  valued	  expertise,	  we	  are	  only	  seeking	  your	  
response	  to	  a	  limited	  number	  of	  feedback	  questions	  on	  face	  validity.	  We	  have	  constructed	  a	  
very	  brief	  on-‐line	  questionnaire,	  which	  can	  be	  accessed	  via	  the	  weblink:	  

http://latrobepsy.qualtrics.com/SE/?SID=SV_a4ALvUYoC1ouXoE	  

In	  case	  you	  have	  not	  seen	  it	  already,	  we	  thought	  you	  would	  appreciate	  a	  PDF	  reprint	  of	  our	  
2010	  article	  appearing	  in	  Clinical	  Psychology:	  Science	  and	  Practice,	  which	  conveys	  much	  of	  
the	  thinking	  behind	  the	  scale.	  

This	  expert	  questionnaire	  has	  been	  approved	  by	  a	  La	  Trobe	  University	  Human	  Ethics	  
Committee.	  All	  responses	  will	  be	  anonymous.	  Further	  detail	  on	  the	  ethical	  conditions	  for	  
this	  expert	  feedback	  questionnaire	  are	  included	  below.	  

We	  hope	  that	  you	  will	  accept	  this	  invitation,	  and	  we	  look	  forward	  to	  your	  feedback	  on	  our	  
collaborative	  empiricism	  scale.	  

Sincerely,	  
	  
John	  Tee	  
Doctoral	  Candidate	  
School	  of	  Psychological	  Science	  
La	  Trobe	  University	  
	  
Dr.	  Nikolaos	  Kazantzis	  and	  Dr.	  Art	  Stukas	  
Supervisory	  Team	  
School	  of	  Psychological	  Science	  
La	  Trobe	  University,	  Australia	  
	  
Dr.	  Keith	  S.	  Dobson	  
Collaborator	  
Department	  of	  Psychology	  
University	  of	  Calgary,	  Canada	  
	  

Attachment:	  CPSP	  Reprint	  

-‐-‐	  Ethical	  Conditions	  for	  the	  Expert	  Feedback	  Questionnaire	  

Responses	  will	  be	  automatically	  de-‐identified	  by	  the	  software	  and	  no	  identifying	  
information	  will	  be	  placed	  on	  data	  records.	  Data	  records	  will	  be	  kept	  in	  a	  locked	  storage	  
room,	  and	  computer	  files	  will	  be	  password	  protected.	  It	  will	  not	  be	  possible	  for	  individual	  

questionnaire	  data	  to	  be	  withdrawn	  subsequently	  because	  responses	  will	  be	  anonymous.	  At	  
the	  end	  of	  the	  questionnaire	  you	  may	  choose	  to	  receive	  the	  results	  of	  the	  questionnaire	  by	  
email.	  In	  this	  case,	  your	  email	  address	  will	  kept	  on	  file	  until	  the	  aggregated	  results	  are	  sent,	   
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Vague, general, 

ambiguous, 

misinterpreted, sourced 

from the therapist. 

Not related 

Relationship clear, 

only minor 

problems 

FoD related back to 

client’s experience 

Appendix F: Relationship Between CE and the Focus of Discussion 

 

 

 

 

 

  

 

Focus of 

Discussion  

Client’s Experience 
 
(1) NOT USED / NOT 
MENTIONED 

 
 

 
 
 
(2) MENTIONED, but NOT 
USED to explore the focus of 
discussion 

 
 
 
 
 
 
 
3) EXPLICITLY USED to 
explore the FoD, but 
PROBLEMS WITH 
EMPIRICISM: e.g., Vague, 
General, Ambiguous, 
Misinterpreted, Sourced, 
From Therapist 
 
 
 
 
(4) EXPLICITLY USED in 
SPECIFIC WAY to explore 
the FoD. Only MINOR 
PROBLEMS: e.g., Variable 
focus on tasks, Rushed, A 
concern remained unadressed 
 
 
 
 
 
(5) EXPERIENCE is 
FOCUS and METHOD of 
exploring FoD. FEEDBACK 
given/requested. NO 
PROBLEMS or 
PROBLEMS RESOLVED 

 

Client’s Experience Focus of Discussion 

Focus of 

Discussion 

Focus of 

Discussion 

Focus of 

Discussion 

Focus of 

Discussion 



  

 

278 

Appendix G: Collaborative empiricism as a predictor of depression in the next session: 

Regression analyses for Sessions 9 and 15 

At session 9, in step 1 of the hierarchical regression, depression at session 9 accounted 

for a statistically significant 49.5% of the variance in depression at session 10, R2 = .495, 

adjusted R2 = .483, F (1, 42) = 41.227, p = .000. In step 2, CE accounted for an additional, 

non-significant, 5.0% of the variance in depression at session 10, ΔR2 = .005, ΔF (1, 41) = 

0.427, p = .517. The full model of two predictors explained a statistically significant 50.1% 

of the variance in depression at session 10, R2 = .501, adjusted R2 = .476, F (2, 41) = 20.546, 

p = .000. Regression coefficients and part correlations (sr2) for each predictor in the session 9 

model are presented in Table G1. 

Table G1 

Unstandardized (B) and Standardized (β) Regression Coefficients, and Squared Semi-Partial 

Correlations for the Session 9 Model Predicting Depression at Session 10 

Predictor B [95% CI] β sr2 p 

Step 1     

    Session 9 depression 0.761 [0.522, 1.000] .704 .704 .000 

Step 2     

    Session 9 depression 0.782 [0.533, 1.032] .723 .698 .000 

    Collaborative empiricism 1.313 [-2.744, 5.371] .075 .072 .517 

 

As with the session 3 model, both models at session 9 were statistically significant but 

depression at session 9 in each model was the only significant predictor of depression at 

session 10. 

The results at session 15 were similar. In step 1 of the hierarchical regression, 

depression at session 15 accounted for a statistically significant 78.8% of the variance in 
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depression at session 16, R2 = .788, adjusted R2 = .782, F (1, 37) = 137.444, p = .000. In step 

2, CE accounted for an additional, non-significant, 3.0% of the variance in depression at 

session 16, ΔR2 = .003, ΔF (1, 41) = 0.477, p = .494. The full model of two predictors 

explained a statistically significant 79.1% of the variance in depression at session 16, R2 = 

.791, adjusted R2 = .779, F (2, 41) = 67.988, p = .000. Regression coefficients and part 

correlations (sr2) for each predictor in the session 15 model are presented in Table G2. 

Table G2 

Unstandardized (B) and Standardized (β) Regression Coefficients, and Squared Semi-Partial 

Correlations for the Session 15 Model Predicting Depression at Session 16 

Predictor B [95% CI] β sr2 p 

Step 1     

    Session 15 depression 0.843 [0.697, 0.989] .888 .888 .000 

Step 2     

    Session 15 depression 0.850 [0.701, 0.998] .894 .887 .000 

    Collaborative empiricism .818 [-1.585, 3.221] .053 .053 .494 

 

Both models were statistically significant but depression at session 15 was the only 

significant predictor in each model. These three models indicate that CE did not predict 

depression severity in the next session.  

A similar pattern was observed when working alliance and therapist competence were added 

into the regression model as step 2, and CE was moved to step 3. At each time point (session 

3, 9, 15) depression at the start of the current session was the only significant predictor of 

depression at the next session. 
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Appendix H: Working Alliance Inventory –  Short Revised (Client Version) 

Goal Scale 

1. ___and I are working towards mutually agreed upon goals.  

2. We agree on what is important for me to work on. 

 3. ___and I collaborate on setting goals for my therapy.  

4. We have established a good understanding of the kind of changes that would be good for 
me. 

Task Scale 

5. What I am doing in therapy gives me new ways of looking at my problem.  

6. I feel that the things I do in therapy will help me to accomplish the changes that I want. 

7. As a result of these sessions I am clearer as to how I might be able to change.  

8. I believe the way we are working with my problem is correct. 

Bond Scale 

9. I believe___likes me. 

 10. ___and I respect each other. 

 11. I feel that___appreciates me.  

12. I feel___cares about me even when I do things that he/she does not approve of. 
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Appendix I: Data Access and Publication Agreement 
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Appendix I: Data Access and Publication Agreement (cont.) 
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Appendix J: Rater Training PowerPoint 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.) 
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Appendix J: Rater Training PowerPoint (cont.)
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Appendix K: Regression of CES on BDI, controlling for PreBDI, WAI, and CTRS 

This appendix reports the results of a hierarchical linear regression analysis of CE as a 

predictor of depression at 0 months post-therapy, controlling for the effect of pre-therapy 

depression, the working alliance, and therapist competence. The linear regression analysis is 

presented as a more frequently used alternative to the linear mixed model presented in Study 

3. The linear mixed model has the advantage that it accounts in a single analysis for CE as a 

predictor of depression at the five time points post-therapy, whereas the linear regression is 

restricted to an analysis of CE as a predictor of depression at 0 months post-therapy only. The 

linear regression has the advantage that it provides an effect size in a format (ΔR2) that is 

readily compared with effect sizes for other processes variables in the literature, such as the 

working alliance (WAI) and therapist competence (CTRS). The results of the linear 

regression analysis presented here are in close agreement with the results of the linear mixed 

model reported in Chapter 8. 

The assumptions of hierarchical regression were tested before interpreting the output 

of analyses. Univariate outliers were treated during preliminary data analysis. Inspection of 

the normal probability plot of standardized residuals and the scatterplot of standardized 

residuals against standardized predicted values indicated that the assumptions of normality, 

linearity, and homoscedasticity of residuals were met. One case had a Mahalanobis distance 

marginally exceeding the critical χ2 for df = 4 (at α = .001) of 18.467, indicating that this case 

was a multivariate outlier. Cook’s distance for this case was 0.062, indicating that this case 

had only a very small influence on the regression model as a whole. Accordingly, this case 

was retained unchanged. As an additional check, re-running the regression analysis with this 

case deleted did not change the statistical significance of any predictor. Finally, all predictors 

in the model had tolerances greater than .927, indicating that multicollinearity would not 

affect the interpretability of the regression analysis. 
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To investigate the individual contribution of each therapy process variable as a 

predictor of depression severity post-therapy, the hierarchical regression was conducted in 

four steps. Step 1 regressed BDI onto pre-therapy BDI, to control for the effect of initial 

depression. Step 2 added working alliance (WAI) to the regression, step 3 added therapist 

competence (CTRS), and step 4 added collaborative empiricism (CES). The results showed 

that in step 1, pre-therapy depression accounted for a non-significant 4.7% of the variance in 

post-therapy depression, R2 = .047, adjusted R2 = .024, F (1, 42) = 2.051, p = .159. In step 2, 

working alliance accounted for an additional, statistically significant, 9.3% of the variance in 

post-therapy depression, ΔR2 = .093, ΔF (1, 41) = 4.415, p = .042. In step 3, therapist 

competence accounted for an additional, but not statistically significant, 0.8% of the variance 

in post-therapy depression, ΔR2 = .008, ΔF (1, 40) = 0.358, p = .553. In step 4, the CES 

accounted for an additional, and statistically significant, 8.8% of the variance in post-therapy 

depression, ΔR2 = .088, ΔF (1, 39) = 4.499, p = .030. This indicates that CE explained 8.8% 

of unique variance in post-therapy depression, beyond that explained by other predictors in 

the model. The full (step 4) model of four predictors explained a statistically significant 

23.5% of the variance in BDI post-therapy, R2 = .235, adjusted R2 = .157, F (4, 39) = 2.940, p 

= .030. This shows that the full model was a statistically significant predictor of depression 

severity post-therapy. Regression coefficients and squared semi-partial correlations (sr2) for 

each predictor in the model are presented in Table K1. 
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Table K1 

Unstandardized (B) and Standardized (β) Regression Coefficients, and Squared Semi-Partial 

Correlations for Each Predictor in a Regression Model Predicting Depression Severity  

Predictor B [95% CI] β sr2 p 

Step 1     

    Pre-therapy depression 0.253 [-0.103, 0.609] .216 .047 .159 

Step 2     

    Pre-therapy depression 0.222 [-0.122, 0.566] .189 .036 .200 

    Working alliance 0.619 [0.024, 1.213]* .306 .092 .042 

Step 3     

    Pre-therapy depression 0.242 [-0.112, 0.595] .206 .041 .175 

    Working alliance 0.736 [0.017, 1.454]* .363 .091 .045 

    Therapist competence 0.177 [-0.421, 0.775] .107 .008 .553 

Step 4     

    Pre-therapy depression 0.272 [-0.068, 0.613] .219 .051 .114 

    Working alliance 0.628 [-0.069, 1.325] .250 .065 .076 

    Therapist competence 0.227 [-0.348, 0.803] .097 .013 .429 

    Collaborative empiricism -5.141 [-10.044, -.238]* -.306 .088 .040 

Note. N = 44. * = p < .05. 

As seen in Table K1, in the step 2 model, working alliance was a significant predictor 

of post-therapy depression. Collaborative empiricism was the only significant predictor in the 

full (step 4) model. The results indicate that an increase of 1 point on the CES was associated 

with a decrease of 5.141 points post-therapy on the BDI, after controlling for the effect of 

working alliance and therapist competence.  
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