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Abstract
Background: NHS Primary Care counselling treats common mental health problems (CMHPs) with a broad range of severity, but research into its efficacy to treat them is equivocal, waiting lists are long, drop-out rates are high, and the factors affecting this are unclear.
Aims: The authors (Baker, Henderson, & May, this paper) have created a new therapy to treat a broad range of mild-moderate CMHPs based on research into psychosocial factors, emotional regulation and processing, and wish to determine whether this new trial therapy facilitates emotional processing and the subsequent reduction in intrusive emotional symptoms.

Method: 55 participants referred from NHS primary care were administered measures of emotional processing (EPS-25), psychiatric symptoms (DSSI; Delusions-Symptoms-States Inventory), self-esteem (RSES; Rosenberg Self-Esteem Scale), general mental health (GHQ; General Health Questionnaire), and Work and Social Adjustment  (WASA; Work/Social Adjustment Scale) before and after attending the Emotional Processing Group [EPG].

Results: The analysis revealed significant reductions in experiential avoidance, anxiety and depression severity, and moderate gains in work and social adjustment, all indicated by moderate to high within-subjects effect sizes.

Conclusions:  This provides some evidence to suggest that the EPG may be a useful supplement or step-up to primary care..

Introduction
During recent years, common mental health problems (CMHP) such as anxiety and depression have been identified as the UK’s single greatest social burden (Layard, 2006). This, in part, informed the creation of the Improved Access to Psychological Therapies (IAPT) stepped-care scheme, where patients are given the simplest treatment required to treat their distress, and are stepped up to the more intensive interventions should the level of intervention be insufficient (Bower & Gilbody, 2005). Primary Care Counselling (PCC) is the first tier in the stepped-care system and the “point of first clinical contact” (Cahill, Potter, & Mullin, 2006, p. 42) for individuals with depression/anxiety triggered by a broad range of psychosocial factors (Gordon & Graham, 1996). 

Due to the stepped-care system, PCC receives GP referrals of mental health patients with a diverse array of presentations and degrees of severity (Cheisa, Fonagy, & Bateman, 2007; Gordon & Graham, 1996; White, 2008); but research on the efficacy of counselling to treat this broad range of presentations is equivocal. Some studies suggest that PCC may be effective at treating a broad range of clients irrespective of severity (Gibbard & Hanley, 2008), whereas others provide some evidence that PCC has problems facilitating therapeutic gains for clinically-significant cases (Saxon, , Ivey, & Young, 2008).
However, there may be contributing factors to the issue. For example, long waiting lists exceeding two months with an average of 17.5 weeks are associated with an increase in missed appointments (Connell, Grant, & Mullin, 2006; Trusler, Doherty, Mullin, Grant, & McBride, 2006; White, 2008), which is , in turn, associated with increased social deprivation (White 2008), and reduced therapeutic efficacy (Clarkin & Levy, 2004) – of which there is very little data to explain why (Gibbard & Hanley, 2008; Ladoucer, Gosselin, & Laberge, 2001).
Therefore, stable psychosocial factors (i.e. social deprivation, cultural and socio-economic factors) may exacerbate and maintain CMHP, which thus far, may be a factor in the high prevalence rates and the endurance of mental health problems. If social deprivation is a contributing factor, then it is suggested that a psycho-educational group (during waiting times) could reduce attrition rate and decrease the burdens on therapists (White, 2008).
To answer this need, Baker, Henderson & May (this paper) pilot a new trial therapy that could provide a low cost intervention that addresses general predictors of CMHP, yet in keeping with current trends in IAPT and PCC, will a) not be dependent on/specific to diagnosis, and b) may help prevent drop-out due to long waiting times by being run during the waiting-list period. It will have application in general hospitals (say for the ill) or to groups in the community who are suffering from subjective distress, but not psychiatric disorder. It may have the potential to decrease drop-out rates and increase therapeutic gains across a broad spectrum of mental-health difficulties by addressing psychological predictors of CMHPs. However, although psycho-educational groups may be a possible solution to the CMHP issue, the question remains: what general predictors of CMHPs should be addressed in these groups? 

It is widely agreed that maladaptive emotional regulation strategies are predictors and mediators of the development, maintenance, and treatment outcome of many mental health problems (APA, 2000; Berking, Wupperman, Reichardt, Pejic, Dippel, & Znoj, 2008; Crane, 2008; Hayes, 2004; Leahy, 2007). However, using knowledge of emotion regulation skills to improve existing interventions has proven problematic: emotion-regulation skills do not fully account for psychopathology in general (Leahy, 2007), and there are other dimensions to emotion, besides regulation, that affect mental health (Baker, 2007a). There is little or no research comparing which adaptive regulation skills are the strongest predictors of mental health, although there is evidence to suggest that acceptance and distress tolerance are strong general predictors of mental well-being (Berking, et al., 2008). Berking et al., (2008) also contend that distress tolerance, while being an emotion-regulation skill, is the end goal of every other regulation strategy. What is of interest to the authors here, then, is discovering which maladaptive regulation skills attenuate acceptance and distress tolerance, leading to general experiential avoidance and subsequent mental ill-health.

Numerous studies into CMHPs (e.g. anxiety and depression) have demonstrated that deficits in emotional awareness and regulation have a negative effect on the expression of emotional experience (Luminet, Bagby, & Taylor, 2001; Rude & McCarthy, 2003), and can often manifest via an increase in rumination, further experiential avoidance, and maladaptive coping strategies (Gross, 1998; Gross & Munoz, 1995; Hughes, Alloy, & Cogswell, 2008; Mennin, Heimberg, Turk, & Fresco, 2002). This can lead to increased - and often maintained – depression, anxiety, intrusions, and serious emotional problems (Campbell-Sills & Barlow, 2007; Crane, 2008; Hayes, 2004; Sayar, Kose, Grabe, & Topbas, 2005; Stone 2006; Wegner & Erber, 1992). Examples of these problematic regulation strategies are suppression - both emotional (Baker, 2007a) and expressive (Gross, 2004); avoidance – cognitive-emotional (Fletcher & Hayes, 2005; Hayes, 2004) and situational (Baker, 2007a; Veale, 2008); and ruminative self-focus (conceptual-evaluative; Watkins, 2004; see also, Leahy 2007).

In non-clinical experimental samples, suppression in general has been shown to increase the intensity (Cioffi & Holloway, 1993; Sullivan, Rouse, Bishop & Johnston, 1997) and frequency (Clark, Ball, & Pape, 1991) of negative experience.  Regulation strategies, such as expressive suppression, have been shown to increase sympathetic nervous system activation (e.g. elevated cardiovascular activity; Richards & Gross, 1999) and negative affect (Gross & Levenson, 1997). The increased cognitive load due to effortful suppression of these responses can impair incidental memory for the events during suppression episode (Richards & Gross, 1999, 2000; Gross and Levenson, 1997), and impair social functioning (Gross & John, 2003; Richards, Butler, & Gross, 2003). 

Baker et al., (2004) discovered that panic sufferers typically used suppression strategies to control their emotional reactions to extreme degrees, and this was thought to relate to their panic symptoms. In clinically depressed individuals, it has been shown that emotional suppression can increase the duration and severity of depressive episodes (Roemer & Borkovec, 1994; Liverant, Brown, Barlow, & Roemer, 2008), whereas an attitude/approach of acceptance, rather than of avoidance, can facilitate processing of the emotional experience (Hunt, 1998; cf. Berking et al., 2008), allowing a quicker recovery (Liverant et al., 2008). Similarly, situational avoidance has been known to exacerbate negative affect in depression (Veale, 2008), and can lead to a lack of experiential awareness of ruminative cognitive cycles, which, in turn, predicts depressive relapse (Crane, 2008; Segal, Williams, & Teasdale, 2002).

These findings suggest that a chronic suppressing and/or avoidant style of maladaptive emotional regulation can lead to the worsening of mood, performance, and social adjustment. This cycle, if left unchecked, can lead to mental ill-health.  It is likely that addressing these problematic styles and teaching more adaptive regulation strategies and approaches/attitudes to emotional experience may improve mental well-being and prevent the escalation and maintenance of CMHPs. It is in this context Berking et al., (2008) demonstrated that applying emotion-regulation skills-training pre-CBT (e.g. mindfulness, awareness, relaxation training) improved treatment outcome (greater decrease in depression scores) compared to CBT clients who did not receive prior skills training. 

To a degree, emotion-regulation skills-training has already been applied in the third-wave therapy movement (Hayes, 2004; Segal, Williams, & Teasdale, 2002; Teasdale, Segal, & Williams, 2003), and even to second-wave such as CBT for Generalised Anxiety Disorder (GAD; Borkovec & Sharpless, 2004), but to the best of our knowledge, these therapies are designed for complex cases. Thus, the authors contend that addressing general predictors of mental ill-health will decrease the load on complex therapies by acting as a preventative measure against cases becoming complex and over-burdening (cf. White, 2008) – this is the goal of Baker and colleagues’ trial therapy. 

As stated earlier, combining the research efforts of several emotion disciplines has proven problematic (see Berking et al., 2008), and thus far, research into emotional control, awareness, and psychiatric symptoms/mental ill-health has been conducted relatively independently, with comparatively little resources devoted to the relationship between each of these research areas (Baker et al., submitted). Consequently, there has been little research unifying these clinically relevant emotional dimensions and predictors all under one model in an attempt to account for much of the symptomatology from a broad range of mental health problems – until recently (Baker, 2001; Baker, P.W. Thomas, S. Thomas, & Owens, 2007; Baker, Owens, Whittlesea, Abbey, P.W. Thomas, Gower, S. Thomas, & Tosunlar, submitted). In these papers, Baker and colleagues argue that emotion regulation difficulties as predictors and maintainers of mental ill-health are part of a larger issue: emotional processing.
Emotional processing

The concept of emotional processing was first suggested by Rachman (1980), who asserted that emotional processing occurs when “…emotional disturbances are absorbed and decline to the extent that other experiences and behaviour can proceed without disruption” (p.51). Baker et al., (submitted) argue that “…emotional processing can be seen as a basic psychological mechanism involved in the development and maintenance of many different psychological disorders” (p.xx). These conceptualisations share distinct commonalities with a clinical approach to mental disorder, where criteria for a disorder, while important, are only clinically relevant when their presence disrupts ‘normal’ socio-occupational functioning (American Psychiatric Association, 2000). It is in this sense that psychiatric symptoms such as depression, the anxiety disorders, ruminative thoughts, and deficits in emotional regulation affect an individual’s work and social adjustment - thus negatively affecting their quality of life. Consequently, it has been argued that increased emotional processing is a fundamental factor in therapeutic change (Hunt, 1998; Whelton, 2004), and has consistently predicted greater therapeutic gains (Baker et al., submitted; Castonguay, Goldfried, Wiser, & Hayes, 1996; Greenberg & Safran, 1987; Orlinsky & Howard, 1986; Watson & Bedard, 2006)
. 

Thus far, out of Rachman’s (1980, 2001) conceptualisation of emotional processing, several paradigms have emerged. For example, Foa’s emotional processing theory has been applied to anxiety and depression (Foa & Kozak, 1986), and post-traumatic stress disorder (Foa, Hembree, & Rothbaum, 2007; Feeny, Zoellner, & Foa, 2002; Foa, 2006; Rauch & Foa, 2006).  However, Foa’s excellent, and efficacious, exposure-based intervention is focused primarily on a reduction in anxiety response and the reconstruction of fear-based memory structures (Foa & Kozak, 1986) and thus far, has not lead to a definitive, generally applicable model of the emotional processing construct. Conversely, Gross’s empirically strong and elaborate process model of emotion (Gross, John, & Richards, 2000; John & Gross, 2004), has, to our knowledge, no therapeutic application. However, Baker and colleagues have attempted to take the strengths of both paradigms and construct a model, a validated assessment tool, and a new trial therapy.

The authors argue (in line with Berking et al., 2008) that a course addressing emotional processing styles and healthy/unhealthy emotional regulation is needed to further facilitate therapeutic changes, and act as a preventative measure in individuals suffering from (or are at risk of) mild-moderate mental ill-health. Recent papers have already demonstrated that positive changes in emotional processing styles are moderate-highly correlated with the amelioration of psychiatric symptoms (Baker, et al., 2012). In the context of IAPT’s stepped-care scheme (Layard, 2006), Baker’s (2007a) model and psychometric scale may lessen the burden and increase the efficacy of NHS primary care counselling or second and third tier IAPT services. Thus far, Baker’s (2007a) emotional processing model and supplementary assessment tool (the EPS) have been applied to panic attacks (Baker, Holloway, P.W. Thomas, S. Thomas & Owens, 2004), anxiety, depression, and adjustment disorder (Baker, et al., submitted). An emotional processing course has also been created (Baker, Henderson, & May, this paper). Figure 1 and the ensuing paragraphs provide an exegesis of the model.
The Emotional Processing Model (Baker, 2007a; Baker et al., 2007; Baker et al., 2012).

In Baker’s (2007a) model, the onset of an emotional experience starts with a precipitating input event. This event has to be registered, either consciously, or unconsciously.  This event may be a minor event (e.g. an unwanted, and very pushy sales call on the home telephone), or a major traumatic event such as a road-traffic accident, or an ongoing stressful event (e.g. rapidly deteriorating health). In this model, the cognitive appraisal (that is, what the event means to the ‘experiencer’) is what determines the emotion experienced. Several factors affect processing at this stage – for example: failure to register the event (whether one is conscious of the event, or not); misinterpretation of the event due to incorrect appraisal, or appraisal influenced by past memories of similar ‘aversive’ experiences; or active avoidance of any potentially threatening event (such as avoiding thinking about, or being in the presence of, the ‘aversive’ trigger).

After the input event, the individual experiences the emotion elicited by the appraisal of the precipitating event. However, the use of experiential avoidance through suppression (the excessive control of the emotional experience itself) and avoidance (re-directing attention from the ‘aversive’ emotional response, or from stimuli/situations that can elicit that response) can attenuate a fully integrated emotional experience. Deficits in emotional experience include: the failure to experience the emotion as a psychological whole; deficits in the awareness of emotional experience; and difficulties in labelling the emotion, which can make it difficult to link the emotion to the triggering event. 

During, and after the emotion is experienced, the emotion is often expressed. Difficulties that arise in emotion expression are over-control by the suppression of expression, or the failure to regulate emotions (unregulated); this failure to regulate emotions (e.g. the urge to punch one’s overbearing, unsympathetic boss) is often a sign of unprocessed emotional experiences.
According to Rachman’s (1980, 2001) conceptual framework, unprocessed emotional experiences can be indexed by the presence of persistent and intrusive emotional experiences. An unprocessed emotional experience may manifest as “…obsessions, flashbacks, nightmares, pressure of talk, inappropriate expressions or experiences of emotions that are out of context… [or] …proportion…” (Rachman, 2001, p.165).
Maladaptive emotional control mechanisms (such as avoidance and suppression), deficits in control (unregulated), emotional experience (impoverished emotional experience), and signs of incomplete processing (signs of unprocessed emotion), are factors measured in the most recent and final version of the Emotional Processing Scale [EPS-25]. Figure 1 depicts how these factors on the EPS-25 map onto the emotional processing model.

FIGURE 01 HERE
The most recent edition of the EPS (Baker, S. Thomas, P.W. Thomas, & Owens, 2007) is a 25-item self-report scale devised primarily to measure the status and change of emotional processing styles and deficits before, during, and after, therapy, and also predict the role of emotional processing in physical and psychological disorders.  It incorporates Rachman’s (1980, 2001) original view of emotional processing and mechanisms related to the input, experience, expression, and control of emotion. 

The Emotional Processing Course (Baker, Henderson, & May, this paper).

The theoretical basis for Baker, Henderson and May’s supplementary trial therapy, the Emotional Processing Course, is in this emotional processing theory described by Rachman (1980, 2001) and the model developed by Baker (2007a) in the context of counselling and psychotherapy (Baker, 2001), and panic disorder (Baker, et al., 2004). The therapy was intended to act as a first referral from GPs in a similar fashion to NHS primary care, or act as a step-up service to NHS primary care counselling.

The course was designed for patients with common distress/mental health problems (and no specific diagnosis) to help them understand, accept, and express emotions more constructively, to identify dysfunctional/problematic styles of emotional processing, and encourage more satisfying (and ultimately more adaptive) emotional processing styles. The course aimed to train patients to develop a positive philosophy of emotions and a healthy style of processing that generalizes to their entire life, normalising emotions, and enabling people to experience a more ‘gestalt’ emotional life. This could make individuals more receptive to therapy.

In this study, we piloted seven courses of the six-session emotional processing group (from 2006-2008), and used outcome measures of emotional processing (Emotional Processing Scale [EPS-25]; Baker et al., 2007), psychiatric symptom severity (Delusions-Symptoms-States Inventory [DSSI]; Bedford and Foulds, 1978), general health and work/social adjustment (General Health Questionnaire [GHQ]; Goldberg, 1992), and self-esteem (Rosenberg Self-Esteem Scale [RSES]; Rosenberg, 1965).

The authors hypothesise that increasing awareness of patients’ emotional processing styles by a) outlining didactically the areas of control, experience, and expression of emotion, and b), utilizing experiential exercises such as emotion focusing (Gendlin, 1981) via the Emotional Processing Group (EPG); will facilitate processing of negative memories of emotional events. This will present as a significant decrease in EP scores across all EPS-25 subscales, but with more marked decreases on the control subscales. Furthermore, the authors hypothesise that psychiatric symptoms (specifically, anxiety, phobias, and unipolar depression) will decrease significantly, and work/social adjustment and self-esteem will significantly improve as a result of this new intervention.

Method

Participants 

All participants (N = 55) were patients referred from NHS primary care counselling service to The Department of Psychological Therapies. A clinical psychologist, counsellor, or social worker assessed all patients for suitability for inclusion into the study. The inclusion criteria were: depression, anxiety, relationship difficulties, adverse life events, adjustment disorder, psychosomatic conditions, personality problems, problems in understanding emotions, and desires to understand emotions. Exclusion criteria were: borderline personality disorder, self-harming behaviour and suicide attempts, substance abuse, psychosis, and violent behaviour (including a primary anger management problem).

Fifty-five participants were initially included in the EPG (mean age = 41.6; SD = 11 yrs, age range = 21 - 67 yrs; 18 male, 37 female).  Of these participants, 35 completed the EPS-25, pre and post Group, 33 completed the EPS-25 and DSSI (including RSES) pre and post EP Group, and 18 completed the GHQ/Work and Social Adjustment scale pre and post EP Group. 
Therapists

The three therapists who gave the course were two accredited primary care counsellors, and a consultant clinical psychologist – all employed by the NHS. All had many years of clinical practice. The counsellors were primarily of a person-centred orientation and the clinical psychologist a cognitive-behavioural-psychotherapy approach.
Measures / Apparatus

The Emotional Processing Scale (EPS-25; Baker, 2007b):  The EPS-25 is a 25-item self-report questionnaire that measures emotional processing styles and deficits over the preceding week, using a 10-point Likert-type interval scale, where higher scores index greater emotional processing impairments. Emotional processing styles are measured across five subscales collapsed into three facets of Baker’s (2007a) EP model: control (suppression and avoidance), experience (impoverished and unprocessed), and expression (unregulated). The EPS-25 has also demonstrated promising internal consistency (Cronbach’s ά = .92; Baker, S. Thomas, P.W. Thomas, Gower, & Whittlesea, 2007), and is moderately positively correlated with the mood severity subscales of the DSSI (Baker, et al., 2007).

The Delusions Symptoms States Inventory (DSSI; Bedford and Foulds, 1978) and the Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965): The DSSI is a 49-item, seven subscale self-report questionnaire that measures the severity and frequency of psychiatric mood states, and psychiatric symptoms over the preceding two-three weeks. This study utilized a modified version of the DSSI, excluding two levels (integrated, and disintegrated delusions), but including the neurotic subscales (somatisation, obsession, rumination, phobia, and dissociation), and the mood subscales (depression, and anxiety), and also excluding the frequency scale. The DSSI has demonstrated validity and sensitivity to change (Baker, et al., 1998). The RSES was included at the end of the DSSI to assess self-esteem pre and post EP Group. It has demonstrated good validity and reliability (Rosenberg, 1965).
The General Health Questionnaire (GHQ; Goldberg, 1992): The GHQ is a 12-item self-report questionnaire that measures mental well-being using a four-point scale. Included at the end of the questionnaire is a brief 5-item questionnaire used to assess work and social adjustment (WASA) pre and post EP Group. This was based on Baker (2007a).
The Emotional Processing Group (EPG): The EPG was a standardized course of six 105-minute sessions, run by the clinical psychologist and two counsellors, seven times from February 2006 to July 2008. It was held at weekly interviews for the first four sessions and then spacing out session five and six.  Patient feedback from the first two cohorts led us to introduce a two-month follow up and talk about the impact of the course on a long-term basis. After reviews by the facilitators, some practical modifications were made during the first three cohorts as approaches were refined; materials improved, and scaled down.
The six sessions each mapped onto a specific area of the emotional processing model, as shown in Figure 1.  The philosophical stance of the group is based on Baker (2007a) and centres on the wonder, diversity, complexity and value of emotions in defining humanity and its relationships.  The model of emotional processing is described to participants and throughout the various sessions references are made to the model to aid understanding of each session.

The teaching methods used included:

1) Short talks using visual materials

2) Group discussions around a vignette or counsellor – psychologist role play

3) Experiential exercises.  This included Eugene Gendlin’s ‘Focusing’, Gendin (1997) and a new technique based loosely on personal construct theory called ‘the red carpet’

4) Disclosure from Psychologist/counsellor

5) Small group for discussion (2 or 3 people) brought back to the larger group.

6) Homework and discussion for homework.

7) Some individual explanation and advice in the group setting.

8) Tea and coffee

9) ‘Emotional processing; healing through feeling’ a recommended reading.

The aims of the course were:
1) To identify problematic emotional processing styles

2) To develop healthy emotionally, styles of coping with life events.

3) In passing, to help individuals to process difficult events within ones life, though the emphasis was on changing the emotional processing style rather than help specific emotional issues.  This could be seen as a training approach, helping patients to develop a positive philosophy of emotions and a style of processing which they can carry into many life situations beyond the group.

4) To normalise emotions.

Session 1 (Understanding emotions), is designed to help participants identify emotions, label them correctly, and understand the role that cognitive appraisal plays in shaping emotional experience. The six reasons given to patients for running the course were 1) emotions are an important source of information about the world; 2), to listen to feelings and understand them better; 3) identify blockages to emotional life; 4), face emotions, not avoid; 6), learn to express feelings better; and 6), find the right balance in expressing emotions. 

Two vignettes of fictional emotional situations were described and used to elicit discussion. The first vignette concerned a withered reaction to the unjust treatment of her son at school and the second vignette, a conflict situation between good friends.  The discussion illustrated the complexity of emotions, emotions as a mix of positive and negative elements, the constantly changing nature of feelings, the importance of our way of viewing the world and unhelpful rumination of our negative aspects of meaning. An introduction to considering “what are normal feelings?” is made, to be developed in later sessions. This session is followed by the homework questions “What’s the positive emotion you feel most often?” and “What’s the negative emotion you feel most often?”

Session 2 (Are emotions our friends or enemies?), is designed to help participants identify their attitudes towards emotions, to normalise emotion and show the value of emotions. It covers confusion over emotions, dislike or fear of emotions, and somatisation of emotions. This session addresses questions such as “what would life be like without emotions?” and “what would life be like if we could only experience happiness?” The importance of emotions in ‘allowing us to understand ourselves and relate to others’ is emphasised. The experiential “red carpet” exercise is included: a length of red carpet is laid on the floor with one end representing acceptance of an emotion (e.g. anger) and the other representing rejection. The person would stand at the point that represents their attitude. This opens up discussion about nuances of the emotion with the person shifting position as they consider different scenarios. This session is followed by the homework questions “Think of an animal that explains your emotional life” and “Think of a film/TV character that has the same approach to emotions as you do”.

Session 3 (What does out emotion rule book say?), is designed to elucidate unconscious personal, cultural, and familial beliefs and rules concerning emotional experience, expression (e.g. touch, tears, temper), and health. By sharing in pairs and then with the group, the person begins to see connections between current styles of emotional experiencing and familial/cultural influences, which may have shaped their “rule book”. This session is followed by the homework task “Think more about your rules for tears, temper, and touch, and add more details”.

Session 4 (Bottling up emotions or facing them), was designed to enable participants to understand how to control their emotions, and understand to what degree they try to control their emotional experience, in an attempt to move to a position of accepting and fully emotional experience. A simplified version of Gendlin’s “Emotion Focusing” is used starting with the question “What is life like for you at the moment?” Participants are warned that this exercise can lead to powerful emotional experiences and insights. The end of this session involves an emotion-focusing task (Gendlin, 1981), and was followed by the homework task “What did you discover after the emotion focusing exercise? Write it all down.”

And session 5 (Looking emotion in the eye), was designed to explore how participants currently express various emotions and suggest ways to regulate emotion between over and under-expression. This involved an extended discussion of what they experienced during the focusing exercise and the effect it had on their life. The second half of the session turns to the expression of emotion and to what degree we should “let it rip, or not”. The right balance between suppressing emotional expression and openly expressing hostility is explored. Participants were then encouraged to talk to an appropriate person about their experience or write it down.

Session 6 (Tying it all together), takes session 5’s discussion of “balance” further. As this course is based on the emotional processing model, this session also focused on integrating the previous sessions into one; this included feedback on assignments, and further work on regulating emotional expression. More assignments were given. Farewells and debriefings were made. Patients sometimes arrange to meet informally. Post treatment assessments (EPS-25, DSSI, GHQ RSES, WASA) are given at this point, and every participant is given an individual assessment session with the counsellor or psychologist to discuss the outcome and consider whether any onward referral to counselling or CBT is needed. They are also asked to complete a written open-ended critique on how the course has affected them and how it could be improved.

Design

This study used a mixed design with measure (EPS-25, DSSI with RSES, and GHQ) and time (pre-post EPG measurement using the four measures) as within-subjects variables and age, gender, and diagnosis as between-groups factors.  The dependent variable (DV) was therapeutic change, as indexed by the five measures.

Procedure

Patients referred to the emotional processing group from the NHS primary care counselling service interview were posted a questionnaire pack prior to taking the course. The pack contained an information sheet, the EPS, DSSI with RSES, GHQ, and WASA. The information sheet explained issues such as confidentiality, purpose and the voluntary nature of the study.  Participants were asked to complete the pack and return it. They were then admitted to the EPG. After the EPG, participants were invited to complete the time 2 questionnaire battery. Out of the participants on the EPG who completed the time 1 administrations, the following percentages also completed the time 2 administrations as well: only 35 (69%) returned the EPS time 2; 33 (69%) the DSSI; 21 (75%) the GHQ; 29 (62%) the RSES; and 18 (72%) the WASA.

Statistical Analyses

Descriptive, exploratory, and inferential analyses were conducted on SPSS (v.17.0) with an a priori 2-tailed alpha-level of .05 for all inferential tests. Because this is a mixed design with interval data, a One-Way repeated measure Analysis of Co-variance (ANCOVA) with several categorical between-subjects factors [1) age; 2) gender; 3) diagnosis] was employed for group on each measure instead of conducting a multivariate test for all measures and their associated subscales. For the between-groups comparisons, the pre-treatment measurements for all measures were used as covariates to partial out existing individual differences in emotional processing deficits (EPS-25), general mental health and work/social adjustment (GHQ / WASA), self esteem (RSES), and psychiatric symptoms (DSSI). For comparisons within-subjects (pre and post EPG), paired-samples t-tests (and Cohen’s d measure of effect size) were employed for the time 1 and time 2 administrations of all measures and associated subscales. In cases where the data distribution was significantly skewed or non-normally distributed, a non-parametric Wilcoxon Signed Ranks Test was used. Two-tailed Pearson’s correlation coefficients were also conducted to further assess the convergent and concurrent validity of the EPS-25 with the DSSI.

Results

Confounding variables such as age and gender were also analysed using a Univariate ANCOVA with two fixed factors (age banded by decade, e.g. 20-29; and gender) and one covariate (the pre treatment scores for each measure) for each subscale on each measure. Using ANCOVA, it was demonstrated that after controlling for individual differences in emotional processing scores (that is, using their pre-treatment scores as co-variates) there was no significant effect of age or gender on treatment outcome during the EPG (see Table 1).
Do scores on the DSSI, EPS-25, GHQ and RSES decrease significantly after the EPG?
The Emotional Processing Scale: Applying the Shapiro-Wilk test to check for adherence to the normality assumption suggested that data conforms to a normal distribution although unregulated-post [Shapiro-Wilk (35) = .91, p = .009], and avoidance-post [Shapiro-Wilk (35) = .923, p = .017], differed significantly from a normal distribution. Therefore, the Wilcoxon Signed Ranks test is used to test avoidance (pre-post) and unregulated (pre-post). Visual checking of the distributions with Normal Q-Q / box plots indicated this is due to outliers that divert from the distribution. However, a box plot indicated that unregulated-post and avoidance-post were significantly positively tailed in skewness, whereas the other subscales are negatively tailed with negligible variability between them. 
Paired-samples t-tests were used to assess the degree of difference pre-post therapy for each EPS-25 subscale. They revealed significant decreases in EPS scores after the EP group for the total score [t (34) = 4.27, p < .001, d = 1.04]; the control subscales, suppression [t (34) = 4.69, p < .001, d = 1.13] and avoidance [z = -2.62, p = .009, two-tailed]; the expression subscale, unregulated [z = -2.87, p = .009, two-tailed]; and the unprocessed factor [t (34) = 3.93, p < .001, d = .94] from the experience subscales. However, the pre-post differences for the impoverished subscale were non-significant [t (34) = 0.99, p > .05, d = .24]. Figure 2 depicts these differences:

Post-hoc visual analysis of the raw data for our sample revealed a data trend where several participants presented with increased EP scores post EP group across all subscales and other a decreased score, but more markedly for the impoverished subscale. The pre-post scores for the impoverished subscale were re-analysed while 1) controlling for negative mean differences [t (22) = 7.31, p = .00, d = 2.22], revealing a significant decrease in EP scores; and 2), controlling for positive mean differences [t (12) = -4.75, p = .00], revealing a significant increase in EP scores.  This suggests that there may be a confounding factor in our sample that is a partial predictor of treatment outcome.


The Delusions-Symptoms-States Inventory: Applying the Shapiro-Wilk test to check for adherence to the normality assumption suggested that the pre-post data conforms to a normal distribution although Depression Severity (pre-treatment) [Shapiro-Wilk (18) = .89, p = .048], approached significance, suggesting that it may not be normally distributed. However, visual checking of the distributions with Normal Q-Q / box plots suggested the presence of negative-tailed skews on all subscales due partially to outliers that divert from the distribution. 
A set of paired-samples t-tests were conducted on all seven symptom severity subscales, and total score of the DSSI; the Anxiety [t (32) = 2.88, p < .01, d = .72], Depression [t (31) = 2.48, p < .02, d = .56], Phobia [t (32) = 2.56, p < .02, d = .63], and total score [t (32) = 2.8, p < .01, d = .66] subscales demonstrated highly significant reductions in scores, and moderate effect sizes after the Group. All other subscales were non-significant. This indicates that the EPG may have been moderately successful in reducing the severity of some psychological symptoms.

The General Health Questionnaire: The Shapiro-Wilk test to check for adherence to the normality assumption suggested that these data conform to a normal distribution, although the GHQ pre-treatment scores were significantly different from a normal distribution [Shapiro-Wilk (18) = .89, p = .048]. For this reason, a Wilcoxon Signed Ranks test was used. The data showed that the groups’ general health was worse before the group [M = 20.11, SD = 7.32], and better after the group [M = 14.94, SD = 7.66] and revealed a significant decrease in general health scores [z = -3.07, p = .002, two-tailed]. This suggests, in concurrence with the DSSI, that the EPG has been successful in eliciting moderate decreases in mental ill-health.
The Shapiro-Wilk test revealed that the work and social adjustment scale data distribution was normal both pre [Shapiro-Wilk (18) = .92, p = .12], and post [Shapiro-Wilk (18) = .95, p = .40]. The means show that work and social adjustment was worse before the group [M = 19.83, SD = 7.73], and better after the group [M = 17.33, SD = 7.82]. The t-test revealed that there was a significant difference in scores for work and social adjustment [t (18) = 2.17, p = .04, d = .72], suggesting a small but strong effect of the EPG on work and social adjustment.


The Rosenberg Self-Esteem Scale: A Shapiro-Wilk test and visual inspection of the raw data revealed that the self-esteem data did conform to a normal distribution both pre [Shapiro-Wilk (29) = .94, p = .09], and post [Shapiro-Wilk (29) = .96, p = .41]. The means indicate that there were no significant changes between the scores before the group [M = 23.14, SD = 7.7], or after the group [M = 22.52, SD = 7.38]. A paired-samples t-test showed that there was no significant difference in self-esteem after the EPG [t (28) = .55, p = .59, d = .14], indicating that self-image was not affected as a result of the EPG.
.

Does evidence of emotional processing change also predict a change in psychiatric symptom severity?

In order to assess whether the EPS-25 measures degree of change, and the type of change, mean differences between pre, and post, EP group were calculated for the EPS-25 and the DSSI (our criterion measure for change in psychiatric symptom severity), and their associated subscales. We ran a Pearson’s correlation analysis on the DSSI and EPS-25 subscales and totals. The results are depicted in the table.
The strongest and most statistically significant correlations occur between the unprocessed experience and unregulated expression subscales of the EPS-25 and a) the anxiety and depression severity subscales, on the states section of DSSI, and b) the rumination and dissociation subscales from the symptoms severity section of DSSI. This suggests that the degree of change in psychiatric symptom severity measured in the DSSI (notably in anxiety, depression, and rumination), is reflected in the change evident in EPS-25 subscales that index cognitive-emotional intrusions characteristic of anxiety and depression, and unregulated expression.  

Discussion

Results Overview

In general, the group attendees presented with significant decreases in scores on all  EPS-25 subscales after the EPG. In particular, there were especially significant changes (and high effect sizes) on the emotional control subscales suppression and signs of unprocessed emotion. This suggests that the EPG, by educating attendees in emotional processing and using experiential exercises, may well decrease a tendency towards experiential avoidance, thus facilitating a modest degree of emotional processing. This provide some evidence for our hypothesis, that the EPG will significantly reduce maladaptive coping strategies and facilitate emotional processing of difficult emotions as indexed by a decrease in suppression and signs of unprocessed emotion.  

However, during the first analysis, there was no significant change in the impoverished emotional experience subscale. This was shown to be due to two subsets of participants in the group, one of which after another analysis, revealed that one group experienced apparent significant decreases in impoverished emotional experience, and the other, apparent significant increases in impoverished emotional experience. 
The EPG attendees also demonstrated marked significant decreases and moderate effect sizes in anxiety, phobia, and depression on the DSSI, but no significant decreases in any other subscale. It is worth noting that, on the DSSI, the significant changes in symptom severity occurred on lowest level (psychiatric mood state) but no significant change was found for higher cognitive levels and pervasive thought patterns in the neurotic level (Somatisation, Obsession, Dissociation, and Rumination) except for Phobia. Our data suggested that the EPG was less effective at changing higher-order symptoms that are associated with cognitive psychopathology (i.e. rumination and obsession) which are arguably characterised by chronic and/or pervasive meta-cognition, which as recommended by NICE (2004, 2005) guidelines, requires high-intensity CBT treatment. However, these findings are consistent with the aims and goals of the EPG, in that it is designed as a preventative measure against the escalation of mental health difficulties, and as a step-up to primary care – not as a high-intensity treatment. This may also indicate that EPG is moderately effective at improving mood state through the education of emotional processing and through confronting feelings during the experiential exercises. 

As stated in the literature review, there is evidence to support that the amelioration of psychiatric symptoms is related to the degree of emotional processing (Baker et al., 2012). It is for this reason that we calculated correlations between measures of emotional processing and psychiatric symptoms. The analysis demonstrated that the EPS-25 is detecting therapeutic change that is reflected in conceptually related measures. This is in line with our previous research (Baker et al., 2012). Our findings show that decreases in psychiatric symptom severity are moderately positively correlated with decreases in unprocessed emotional experience and unregulated emotion. This provides support for Baker’s (2007a) emotional processing model, which theorizes that psychiatric symptoms/intrusions are indicators, or consequences, of unprocessed aversive experiences (c.f. Baker at al., 2007; Rachman, 1980, 2001). However, the lack of high correlations also lend support to previous research stating that deficits in emotional-regulation does not fully account for the occurrence of mental health problems (Baker, 2007a; Leahy, 2007).
Modest decreases in scores on the GHQ were elicited as a result of the course. This concurs with the results of the DSSI, as there was a general decrease in subjective perception of severity in anxiety and depression.

Interestingly, there were also significant increases (and moderate-high effect sizes) for work and social adjustment after the EPG. This provides some support for our hypothesis that our intervention will facilitate the course of emotional processing, which is strongly related to the amelioration of specific psychiatric symptoms, which will allow for the improvement of greater work and social adjustment.

Limitations of study and future directions

Thus far, we lack a control group with Time 1 and Time 2 measurements of emotional processing, psychiatric symptom severity etc.,  therefore, we have no way of knowing if the EPG is truly effective at improving emotional processing, or whether the authors are merely reporting a statistical regression artefact or just general amelioration of difficulties over time. This oversight, with the lack of random assignment, is a significant methodological flaw. The authors suggest that one or both of the following methodologies is implemented: 1) That a waiting-list control group is used, and compared to the EPG group, where time 1 measurements that index baseline differences are partialed out using ANCOVA, or 2) randomised controlled trial (RCT) is used to compare individuals on a waiting list for primary care, and randomise them to one of two/three therapies (i.e. Counselling, CBT, EPG). If this group is intended to be a step-up to primary care counselling, then the authors suggest conducting an RCT where people are randomised to EPG/no EPG before admission to primary care counselling and when controlling for diagnoses etc, see if there is a significant difference in gains after primary care counselling. However, if we use a control group from PCC, it will not necessarily provide evidence for change etc as the group was not run concurrently with treatment group. 

Implications

The fact that the attendees appeared to make significant gains in emotional processing after taking the course, facilitating less avoidant, and more open/explorative attitudes towards their emotions imply that the EPG may be a useful and complementary step-up to NHS Primary Care, where their mental health difficulties can be explored. Note also that the group is for 8-10 people so easier/cheaper to run, may have the potential to facilitate change and prepare clients for counselling while on the waiting list while counteracting feelings of social deprivation related to enduring mental health problems and drop-out risk (see White, 2008). If general outcome measures are used and clients move below a clinically, and empirically supported cut-off, then this may indicate that counselling may no longer be necessary. 
Conclusions

Overall, our data provide some limited support for our hypothesis that that the Emotional Processing Group may be effective at engendering modest but significant increases in emotional processing and significant decreases in experiential avoidance and associated psychiatric symptoms, resulting in a modest improvement in work and social adjustment. This may have the potential to increase gains during counselling if the client is stepped-up. However, several more studies need to be conducted that a) utilize more stringent experimental designs (e.g. control groups and a larger sample) to confirm whether this trial therapy is truly effective, and b) assess whether, like Berking et al., (2008), emotional regulation skills training in the context of emotional processing will prove to be a useful augment to traditional counselling and therapy. Nevertheless, this therapy could provide an answer to the burden placed on NHS Primary Care Counselling service.
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Analysis of Confounding Variables using ANCOVA
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Age EPS Total Time 1F (1, 35) = 1.9, p = .18 F (4, 35) = 1.19, p = .33 OK

EPS Supp Time 1F (1, 35) = 5.58, p = .03F (4, 35) = 0.88, p = .49 OK

EPS UnproTime 1F (1, 35) = 0.61, p = .44F (4, 35) = 1.50, p = .23 NOT OK

EPS UnregTime 1F (1, 35) = 8.39, p < .01F (4, 35) = 0.97,  p = .44 OK

EPS Avoid Time 1F (1, 35) = 8.07, p < .01F (4, 35) = 0.48, p = .75 OK

EPS Imp Time 1F (1, 35) = 2.91, p < .10F (4, 35) = 0.78, p = .55 OK

Gender EPS Total Time 1F (1, 35) = 2.6, p = .12 F (1, 35) = 0.21, p = .65 OK

EPS Supp Time 1F (1, 35) = 9.66, p < .01F (1, 35) = 0.12, p = .73 OK

EPS UnproTime 1F (1, 35) = 1.67, p = .21F (1, 35) = 0.04, p = .84 OK

EPS UnregTime 1F (1, 35) = 8.21, p < .01F (1, 35) = 0.52, p = .48 OK

EPS Avoid Time 1F (1, 35) = 8.98, p < .01F (1, 35) = 0.21, p = .65 OK

EPS Imp Time 1F (1, 35) = 2.20, p = .15F (1, 35) - 0.13, p = .72 NOT OK


NB. The above analysis does not include an interaction term in the model

� A full review of the emotional processing literature is beyond the scope of this paper. However, for more comprehensive reviews see Baker, S. Thomas, P.W. Thomas, & Owens (2007). Alternatively, visit the website for the emotional processing research program, www.emotionalprocessing.org.
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