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Processing is hypothesized to be a central mechanism of change
across psychotherapies, and exposure-based and other affectively
charged interventions are potent ways to facilitate this [1-3]. Pro-
cessing involves changing maladaptive associations between stim-
uli, responses, and meaning by activating this network of associa-
tions, introducing inconsistent information, and facilitating new
responses [4, 5]. Emotional arousal plus cognitive reflection, rather
than arousal alone, is associated with lasting changes [6], and cog-
nitive-emotional processing of adverse experiences provides more
benefit than avoidance [7]. Whereas exposure-based interventions
are considered highly effective in anxiety therapy, the application
of exposure principles to depression is in its infancy [8, 9].

Exposure-based cognitive therapy (EBCT) [8, 9] applies prin-
ciples of exposure and processing [10, 11] to the treatment of de-
pression. In this study, EBCT is a 20-session treatment that fa-
cilitates processing by helping patients to: (a) decrease avoidance
and rumination (phase 1; 5-6 sessions), (b) approach avoided
emotions and explore and disrupt depressive patterns (phase 2;
8-10 sessions), and (c) develop and strengthen more adaptive pat-
terns (phase 3; 5-6 sessions) [5, 12, 13]. In phase 2, therapists use
techniques akin to imaginal exposure, and patients gradually
confront and explore experiences related to their negative views
of self. Emotion-focused interventions, such as the two-chair and
empty-chair dialogue [3], help patients process these experiences
more deeply [8, 9].

In the first open trial of EBCT [8] with 29 depressed patients,
symptoms reduced significantly after 24 sessions (d = 2.32).
Growth curve analyses revealed a cubic trajectory of change (ini-
tial symptom decrease, increase during exposure, decrease again).
Peak levels of arousal and processing occurred during exposure,
which then predicted outcome.

The current study assessed the generalizability of EBCT in a
sample of depressed Swiss outpatients. We hypothesized (a) a de-
crease in depressive symptoms and avoidance, (b) a cubic shape
of change, (c) highest levels of arousal and processing in phase 2,
and (d) that processing in phase 2 would predict outcome.

After informed consent all patients were administered struc-
tured clinical interviews (SKID-I) [14]. Patients were eligible if
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they met criteria for a primary diagnosis of major depressive epi-
sode, were 18-65 years of age, did not meet criteria for the follow-
ing disorders: psychotic, bipolar, post-traumatic stress, obsessive-
compulsive, borderline personality, or substance dependence,
and did not report acute suicidality. Previously stable antidepres-
sant medication was permitted.

Twenty-four patients were included, and 21 patients completed
the study. Reasons for dropout were unrelated to the treatment.
Demographic data were as follows: 23 were Caucasian, 14 were fe-
males, mean age was 33 (20-52 years, SD = 9.7), 16 were singles, and
13 had at least a 12th grade education. This was the first episode of
depression for 5 patients; 8 had at least one comorbid disorder. Per-
sonality disorders were not routinely assessed. Sixteen patients did
not take psychiatric medication. Nine of 13 therapists were women,
all were Caucasian, and their mean age was 36 (30-47 years). Ther-
apists were experienced staff members (n = 5) or advanced masters-
level therapists in postgraduate psychotherapy training (n = 8). All
therapists had had previous postgraduate courses on cognitive-be-
havioral, process-experiential and resource-focused interventions
[15]. In addition, therapists had had a full workshop on EBCT and
met biweekly for supervision over the trial.

Depression symptoms were assessed on admission and after 20
sessions using the German Beck Depression Inventory (BDI-II),
which has satisfactory internal consistency, test-retest reliability,
convergent and discriminant validity, and sensitivity to change
[16]. Before each session, patients completed the 5-item WHO
Well-Being Index, which is also a highly sensitive and specific
measure of clinical depression with high internal consistency, va-
lidity and sensitivity to change [17]. The German Cognitive-Be-
havioral Avoidance Scale assessed avoidant behaviors and has
shown good factor structure, internal consistency, and test-retest
reliabilities [18, 19]. After every session, the Bern Post-Session Re-
port was rated by both patient and therapist to assess affective
engagement (e.g. T was very emotionally involved in today’s
session’/"Today I worked towards getting the patient emotionally
involved’) and cognitive-emotional processing (e.g. ‘T have the
feeling thatI got a better understanding of myself and my problems
today’/“Today I actively tried to help the patient see his/her prob-
lems in a new light’). The scales of the Bern Post-Session Report
have a sound factorial structure and internal consistencies [20].

Pre- to posttreatment changes in symptoms of depression and
avoidance were examined by conducting MANOVAs on BDI-II
scores and avoidance for the intent-to-treat (n = 24) and complet-
er samples (n = 21). Both scores decreased significantly (table 1),
and effect sizes are similar to those of the original EBCT trial [1]
and to benchmark effects [21]. Sixteen patients (76%) demonstrat-
ed clinically significant change (pre-post difference minimum 8
points, BDI-II,,s <20) [16], 15 (71%) were treatment responders
(BDI-II <20), and 12 (57.1%) remitted (BDI-II <10). Hierarchical
linear modeling, using orthonormalized polynomial coefficients
as time-based predictors [22], yielded significant linear and cubic
patterns of change [intercept: Boo = 12.97, SE = 0.94, t(19) = 13.86,
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Table 1. Pretreatment to posttreatment changes in depression and avoidance behavior

Pretreatment Posttreatment ~ Pre-to-post Effect size

(mean * SD)  (mean * SD)  difference Cohen’s d

F(l) 23)/P(1’ 20) (SDpooled)
Depression BDI-II intent-to-treat (n = 24) 21.63+6.91 9.83%£5.78 42.36%* 1.85
completers (n = 21) 22.57+6.86 9.05%5.75 58.76%* 2.14
Avoidance behavior = CBAS/KBVS intent-to-treat (n = 24) 2.46+0.58 2.09 £0.55 11.79* 0.65
completers (n = 21) 2.53+0.57 2.10+0.56 12.64* 0.74

Results of post hoc univariate tests from MANOVA (significant omnibus F, p < 0.05). CBAS = Cognitive-Behavioral Avoidance
Scale (KBVS = German version). MANOVAs were conducted to compare pretreatment to posttreatment differences for each variable.

*p < 0.01;** p < 0.001.

p <0.001; linear: 3,9 = 5.84, SE = 1.52, t(19) = 3.84, p < 0.001; qua-
dratic: B,9 = -0.97, SE = 1.37, t(19) = -0.71, n.s.; cubic: B3y = 2.19,
SE =1.01, t(19) = 2.17, p < 0.05]. Average affective engagement and
processing ratings for both patient and therapist were higher in
phase 2 than in phase 1 [affective engagement: F(1, 20) = 24.96,
p < 0.001, d = 1.01 (patient); F(1, 20) = 56.74, p < 0.001, d = 2.41
(therapist); processing: F(1, 20) = 16.26, p<0.01, d = 0.61 (patient);
F(1, 20) = 33.05, p < 0.001, d = 1.69 (therapist)]. Controlling for
admission levels of depression, processing in phase 2 predicted
change in BDI-II (partial r = —-0.45, p < 0.05), whereas processing
in phase 1 did not (partial r = 0.01, n.s.). Findings are consistent
with each of our hypotheses.

Limitations include the small sample size, lack of ethnic diver-
sity, naturalistic design, no control condition, self-reported symp-
tom assessment, no follow-up, diagnoses only on admission, no
SKID reliability, no assessment of personality disorders, and ad-
herence/treatment integrity ratings only by therapists.

We present initial evidence for the generalizability of EBCT to
a different language and culture and using different assessment
methods. A cubic change pattern seems to be an important char-
acteristic of emotionally challenging therapies [23], and cogni-
tive-emotional processing was again an important predictor of
change in the treatment of depression [8, 9], as it is in anxiety dis-
orders. In an ongoing randomized-controlled trial comparing
EBCT with cognitive-behavioral therapy, we will examine the ef-
ficacy of EBCT, long-term outcomes, as well as potential differen-
tial change processes.
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