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ABSTRACT

Introduction The effectiveness of psychotherapy

in depression is subject of an ongoing debate. The
mechanisms of change are still underexplored. Research
tries to find influencing factors fostering the effect of
psychotherapy. In that context, the dose—response
relationship should receive more attention. Increasing the
frequency from one to two sessions per week seems to be
a promising start. Moreover, the concept of expectations
and its influence in depression can be another auspicious
approach. Dysfunctional expectations and the lack of

their modification are central in symptom maintenance.
Expectation focused psychological interventions (EFPI)
have been investigated, primarily in the field of depression.
The aim of this study is to compare cognitive behavioural
therapy (CBT) once a week with an intensified version of
CBT (two times a week) in depression as well as to include
a third proof-of-principle intervention group receiving a
condensed expectation focused CBT.

Methods and analysis Participants are recruited

through an outpatient clinic in Germany. A current major
depressive episode, diagnosed via structured clinical
interviews should present as the main diagnosis. The
planned randomised-controlled trial will allow comparisons
between the following treatment conditions: CBT (one
session/week), condensed CBT (two sessions/week) and
EFPI (two sessions/week). All treatment arms include a
total dose of 24 sessions. Depression severity applies

as the outcome variable (Beck Depression Inventory I,
Montgomery Asberg Depression Rating Scale). A sample
size of n=150 is intended.

Ethics and dissemination The local ethics committee of
the Department of Psychology, Philipps-University Marburg
approved the study (reference number 2020-68v). The
final research article including the study results is intended
to be published in international peer-reviewed journals.
Trial registration number German Clinical Trials Registry
(DRKS00023203).

THEORETICAL BACKGROUND

Major depression, as one form of mood
disorders, is one of the most common
mental disorders with a lifetime prevalence

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Practice-oriented randomised controlled design to
test the effectiveness of psychotherapy.

= The results will add important information to the
research body of structural conditions for psycho-
therapy, allowing further conclusions on how often
psychotherapy should be offered.

= First study that includes expectation focused psy-
chological interventions (EFPI) assuming dys-
functional expectations as main mechanisms of
symptom persistence and the lack of change.

= As this is a manualised psychotherapy study de-
signed for depression, the transfer to other disorders
may be limited.

= For economic reasons, it was opted against a 2x2
design, including only three treatment arms: cogni-
tive behavioural therapy (CBT) once weekly, CBT two
times a week, EFPI two times a week.

of 13% in Europe.' In the last decades,
research seemed to prove the effectiveness
of different treatments for depression.””
However, a meta-analysis reassessing the
effects of psychotherapy for adult depres-
sion with the aim to control methodological
biases in meta-analyses puts the effective-
ness into question again.”” The need to find
promising approaches to enhance effec-
tiveness seems obvious. However, treatment
research that compares the different psycho-
therapy procedures with different theoret-
ical backgrounds aiming to find the best
techniques might have reached its limits.®
A long line of research started to focus on
common or unspecific factors leading to
treatment success. Typical common factors
are therapeutic relationship or alliance,
treatment expectations, empathy and
congruence.9 10 Especially the concept of
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expectations is receiving more and more attention as an
important factor in psychopathology.'!

Furthermore, the consideration of common structural
variables such as the number of sessions, duration of
sessions or environmental factors was rather neglected.
It not only seems important to consider these factors to
augment positive treatment outcome, but also to define
an evidence-based professional policy of psychotherapy
in healthcare systems. Even in Germany, as one of the
few European countries where psychotherapy is paid
by health insurance, a length of 12 to 61-weekly 50 min
sessions for cognitive behavioural therapy (CBT) is the
default."” With exception of the duration, the frequency
of sessions per week seems to be rather randomly deter-
mined due to convenience and a lack of evidence.

In the last years psychotherapy researchers started
investigating the dose-response relationship.'*™”  As
‘dose’, different factors can be considered, for example,
total number of sessions, number of sessions per week or
the session duration. Howard and colleagues'® were one
of the first to look at the number of sessions needed to
reach symptom recovery by calculating a probit model
(dose-response model). After eight sessions, 50% of the
patients showed symptom improvement, whereas 75% of
the patients improved after 26 sessions. Further evidence
confirms the need of approximately 20 sessions to expect
a symptom recovery by over half to two-thirds of the
patients."* ' ' ' The change pattern seems to be nega-
tively accelerated, as a greater effect per session occurs
in earlier sessions, which then decreases in the later
sessions.' " %!

A meta-regression analysis showed no significant influ-
ence of the duration of the therapy, while replacing one
session per week by two sessions per week increased the
effect by a small to medium effect size.”* Some studies
already showed a positive effect of higher session
frequency leading to faster recovery.”* Erekson and
colleagues,” for example, showed in a naturalistic setting
that a counselling session every week compared with a
decreased frequency not only leads to a faster change,
but also to a higher likelihood of achieving recovery
and achieving it sooner. Moreover, these findings were
also supported by an randomized controlled trial (RCT)
comparing one versus two sessions per week, concluding
that twoweekly sessions in clinical practice could
improve treatment outcome in depression.”” A higher
session frequency seems to result in a faster recovery,
making it a promising variable to improve the efficiency
of psychotherapy.”

Only very few studies dealt with the comparison of
intensive and standard treatment regarding the duration
of one therapy session. Especially for anxiety disorders,
studies are indicating mixed results about the superi-
ority of intensive treatment forms, especially in the long
term.”*™ In conclusion, it seems more promising to
increase the frequency (ie, two single sessions weekly)
of psychotherapy instead of planning double length

sessions.

As mentioned above, the concept of expectation and
its role in psychopathology should be better consid-
ered. The concept of expectations in psychological
research leads back to action and decision-making theo-
ries.” " A consistent definition is still lacking.” Humans
learn through constant prediction updating based on
external input.**® Experiences lead to the develop-
ment of specific expectations towards future events
and proper behaviour.”™ * However, expectations are
not only unidirectionally formed by the external input
through experiences. They also influence the experience
in future situations beforehand, as it is well-observed in
the so-called placebo effects.”*™* Some studies analysed
the relationship between initial expectation change and
treatment outcome.” ™ As already mentioned above,
initial positive outcome expectations are associated to
a better treatment outcome, whereas inducing positive
outcome expectations or changing negative ones change
significantly the treatment outcome in a positive way.
Thus, expectations play a central role in psychotherapy,
regarding the therapy outcome* * or the therapeutic
relationship.*®*/

According to the underlying theoretical models,
the lack of expectation adaptation after expectation
violating information is defined as fundamental. This is
mainly explained through two mechanisms: the minimi-
sation of the importance of expectation-disconfirming
evidence and the search for or the production of
future expectation-confirming evidence.”! The ViolEx-
model," **°% adapted by Panitz and colleagues in 2021,
describes the different processes of expectation adapta-
tion or persistence and transfers it to psychopathology.
The model hypothesises that general expectations are
formed by the social environment, individual differences
(eg, personality traits) and past experiences. These
general expectations form situation-specific expecta-
tions. Furthermore, different anticipatory reactions are
described to highlight different processes influencing
the situational outcome (eg, attention steering to
expectation-confirming cues rather than to expectation-
disconfirming cues). A differentiation between internal
(ie, preparation to the situation) and external reac-
tions (ie, assimilation, or experimentation, approach,
or avoidance) are made. Assimilation is described as
the process of the attempt to confirm the expectation
whereby experimentation is defined as the process of
wanting to openly collect valid data to check the proper
expectation. Transferring this to psychopathology, assim-
ilation can include avoidant behaviour as is well-known
in anxiety disorders.”® °* Experimentation is a process
that is desired in psychotherapy to adapt dysfunctional
or unhelpful thoughts.”” °® If the expectation is violated
through an unexpected experience, the initial expecta-
tion should be adapted or at least questioned (ie, accom-
modation). This process is often blocked, especially in
patients with depression.”” The ViolEx raises a concept
called cognitive immunisation, which can lead to expecta-
tion persistence. The process of cognitive immunisation,
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that is, the reappraisal of disconfirming information in
order to maintain prior expectations, is demonstrated
in first experimental designs, especially in people with
depressive symptoms.””™ Depressed patients show
increased dysfunctional expectations and at the same
time a lack of ability to accommodate these dysfunctional
expectations after new expectation-disconfirming expe-
riences.” ® This was already described in the context of
learnt helplessness as a fundamental explanatory model
of depression.’’ Different processes seem to inhibit
expectation adaptation by expectation-inconsistent expe-
riences, leading to rigid expectations and thinking."
Integrating expectation focused psychological inter-
ventions (EFPI) into psychotherapy to directly address
processes leading to expectation persistence is the next
logical step.” ** Based on the presented theoretical back-
ground, mechanisms that lead to rigid thought patterns
(eg, anticipatory reactions or immunisation processes)
should be made salient, whereby a destabilisation or
change of psychopathological expectations and an exper-
imenting behaviour should be fostered. This entails the
possibility to integrate new (positive) experiences in
future expectations. Kolb and colleagues” emphasise
that individuals should make new experiences to learn. It
therefore seems crucial to support patients in making new
experiences and to facilitate learning processes that chal-
lenge problem-specific expectations. Moreover, making
information processing mechanisms (ie, not only assim-
ilation but also immunisation) salient in psychotherapy
allows the patients to not only change unhelpful expecta-
tions, but also learn to actively influence their processing
mechanisms. According to Rief and colleagues,’” effective
therapy needs to include successful expectation violations
to change dysfunctional expectations that are related
to the development and/or maintenance of psychopa-

thology (eg, negative expectations in depression® % 7).

Based on this rational, therapy resistance may be coun-

teracted by directly addressing immunisation processes

that are hypothesised to play a crucial role.”® " All these
processes described by the ViolEx model are usually not
directly addressed in psychotherapy. As major depres-
sion is one of the most prevalent mental disorders, this
study aims to find possible ways to foster psychotherapy
by first specifying the necessary frequency for an effective
psychotherapeutic treatment in depression and, second
prove the effectiveness of expectation focused CBT in
depression.

For this study, three concrete hypotheses are formulated:

1. A standard CBT protocol leads to a higher reduction
in depressive symptoms when applied two times a
week, compared with one session a week.

2. As apilot, an innovative CBT programme focusing and
providing EFPI, also applied two times a week, should
lead to a significant reduction in depressive symptoms
over time.

3. The EFPI condition approaching expectations as core
mechanisms with two sessions a week will show a supe-
riority over the CBT condition two times a week.

4. Dysfunctional expectations will have a higher impact
on the therapy outcome in the EFPI condition than in
the CBT condition.

METHODS

Ethics and dissemination

The local ethics committee of the Department of
Psychology, Philipps-University Marburg approved the
study (reference number 2020-68v), which was pre-
registered under drks.de. The final research article
including the study results is intended to be published in
an international peer-reviewed journal with the possibility
of open access.

Patient and public involvement

Patients were primarily involved in the preparation of the
study manuals (especially EFPI). Patients in treatment
due to depression were giving input and feedback about
the different interventions chosen and/or developed by
the study investigators. We intend to provide the main
results of the study to interested participants.

Population

Participant recruitment is planned between October 2020
and December 2023. Participants will mainly be recruited
at the psychotherapy outpatient clinic (Psychotherapie
Ambulanz Marburg) of the Philipps-University Marburg.
If a current major depression episode is suspected in the
initial interview, the patient will be informed about this
study. The following inclusion criteria should be met:
participants should be at least 18 years, have a sufficient
knowledge of German, have a major depression episode
according to Diagnostic and Statistical Manual of Mental
Disorders, fourth edition (DSM-IV) as the main diagnosis
and should fulfil a total Beck Depression Inventory II
(BDI-II) score over 13 (mild depression). Patients were
excluded if they have had a psychotic disorder (now or
in the past) or are addicted to substances such as alcohol,
drugs, medication. Moreover, if psychopharmacological
drugs are prescribed, the intake dose must be stable over
the last 4 weeks and not be changed during the treatment
and first follow-up phase. In accordance to Bruijniks and
colleagues,"” a total sample size of 150 participants is
planned (with a supposed small effect size of 0.25 and
an alpha of 0.05, a power of 0.92 can be reached with
a sample size of 150 by considering repeated measures,
within—between interaction).

Study design and procedure

Patients who are interested in study participation undergo
a short telephone interview on the inclusion criteria and
are then invited to a diagnostic appointment. The inclu-
sion and exclusion criteria are then thoroughly checked.
If the inclusion criteria are met, the study procedure is
explained, and an informed consent (see online supple-
mental appendix Al) form is signed. The patients are
randomly assigned by one study leader following simple
randomisation (computerised random numbers) to one
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Figure 1
TAU, treatment as usual.

of the three groups and assigned to a study therapist.
A coding list is maintained by one of the study leaders
during the ongoing study and is going to be deleted
after study completion. The first six sessions are used as
a run-in phase for assessments and establishing a thera-
peutic relationship, as well as the collection of further
questionnaires and clinical history to confirm the diag-
nosis. The run-in phase is 6 weeks, frequency and content
are independent of the treatment condition. They consist
out of anamnesis (eg, with the help of lifeline) and infor-
mation gathering to draw a micro and macro functional
analysis.68 There are no interventions allowed during the
run-in phase. Subsequently, the 24 therapy sessions start.
Twenty-four sessions are chosen to match the German
healthcare plan of a short-term therapy and is in line with
the literature presented in the introduction about the
number of sessions needed to expectrecovery. Depending
on the treatment condition, one respectively two therapy
sessions take place per week. For those having appoint-
ments two times a week, the last four therapy sessions are
spread over 10 weeks (see figure 1 & figure 2). Moreover,
a diagnostic interview is conducted after the 20th and
24th session. After the end of 24 sessions, a first follow-up
diagnostic interview takes place after 3 months of the last
(24th) session. During that time, no therapeutic sessions
are allowed, and antidepressant medication should be
kept stable. Afterwards, further sessions can be conducted
if necessary (eg, for the treatment of secondary diagnosis
or uncovered symptoms). A second follow-up diagnostic

diagnostics week 1-10

randomization

week 11-20

Study procedure. CBT, cognitive behavioural therapy; EFPI, expectation focused psychotherapeutic intervention;

interview is planned 2years after the end of study treat-
ment (see figure 2).

Diagnostic assessments

Psychotherapists in post gradual training conduct the
diagnostic interviews and are blinded to the condition.
In the case of unblinding, the following diagnostic assess-
ments will be conducted by another, still blinded, diag-
nostician. The diagnostic interviews are supervised by
licensed therapists and supervisors. The first diagnostic
interview consists of the study information, the informed
consent, the implementation of the German version
of the Structural Clinical Interview for DSM-IV (SCID-
1V),” and the BDII” by the client and the Montgomery
Asberg Depression Rating Scale (MADRS)71 by the diag-
nostician. In the following diagnostic interviews, only the
major depression section of the SCID-IV is conducted to
rate the MADRS. These external assessments by the diag-
nosticians take place at baseline, after the 20th and 24th
therapy session, as well as after 3months and 2years after
therapy completion. All self-rating questionnaires are
answered after the sessions on a tablet using SoScisurvey.72

Type of treatments

All therapists conducting the study therapy are psycho-
therapists in training and receive regular supervision
(after every fourth therapy session). The first cohort of
study therapists receives a workshop on the different
treatment conditions and the study flow. The workshop

week 21-24 End/ Pause 2 years

Therapy end/

I'e \ \
TAU CBT 6 weeks > 10 sessions / ‘

10 sessions X“
[

Pause

\ Therapy (
4 sessions pa | = .

/!

.

( \ \ N
=p| Condensed ‘ 6 weeks 20 sessions ). J
cBT /
/ L J 4

\

\

—

Condensed ) .
EFPI ‘ 6 weeks ‘ 20 sessions ] ‘
- ) 15 1%

1/ 3 months

Possibility of
therapy 1'
continuation

Therapy
pause for 2
months more

Therapy End/ start
therapy pause (1
month)

Baseline T1

1 T2 FU1 FU

Figure 2 Study design. CBT, cognitive behavioural therapy; EFPI, expectation focused psychotherapeutic treatment; FU,

follow-up; T, measurement timepoint.
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is recorded to easily train new study therapists when
needed. All therapists will receive a standardised training
and are scheduled to deliver treatment in all three condi-
tions at least once to balance out therapist effects.

In total, the study includes three treatment samples (see
online supplemental appendix A2). First, the treatment-
as-usual (TAU) group consists of one CBT session per
week (TAU CBT). The second group receives a more
condensed CBT version with two CBT sessions per week
during the main parts of treatment (CBT condensed).
The third group also receives two sessions per week, but
the CBT approach is based on EFPI (condensed). For
the second and third condition, the last four sessions are
spread over 10 weeks. After 24 sessions, the treatment
according to study protocol is completed. As mentioned
above, continuation of therapy, is possible after the
3-month follow-up if necessary. After 2years, a second
follow-up measurement will take place to estimate long-
term therapy effectiveness.

CBT manual

The manual is based on the most common CBT manuals,
which are already implemented in practice.m’75 It first
includes a description of the attitude and behaviour of a
CBT therapist.”® The manual is modularised and enables
personalisation by a selection of up to three out of seven
possible, problem-specific CBT modules. The first session
deals with psychoeducation on depression. Typical symp-
toms are collected, and an individual case concept is
developed including cognitions, feelings and behaviour.
The seven modules include inactivity, cognitive work,
relaxation, problem solving, emotion regulation, inter-
personal difficulties and self-esteem. Every module starts
with a psychoeducational part linking the patient’s own
problems with the respective module. Further on, work-
sheets are presented, which were designed according to
suggestions of different CBT-manuals for depression.m’78
The manual closes in session 24 with relapse prevention.

EFPI manual

Even though the EFPI manual is based on cognitive-
behavioural interventions, it was decided to test the
manual for feasibility first. Therefore, two therapists in
training executed the manualised therapy with two volun-
tary patients and constantly consulted with the super-
visor and the patient. The manual was slightly updated
based on the comments of the therapists, supervisor and
patients.

In the first six sessions, psychoeducation on the link
between expectations and depressive symptoms is deliv-
ered. Participants should acquire knowledge about
expectations as a specific form of thoughts and how
expectations regulate human behaviour. The advan-
tages (eg, fast behaviour planning) and disadvantages
(eg, reduced flexibility) of forming expectations are
elaborated. The negative consequences of very rigid
expectations are discussed. Through self-observation,
personal expectations should be made salient. Explicit

expectations concerning the therapy are addressed.
Further on, the link between the patient’s biography and
the origin of their expectations is drawn. An introduction
to behavioural experiments as an important tool to test,
break, and change dysfunctional expectations is intro-
duced. Cognitive immunisation, as a mechanism of reap-
praising new information to fit into prior expectations
and to prevent expectation change despite contradicting
experiences, is explained, and introduced based on the
patient’s personal examples.

After the psychoeducation phase, behavioural experi-
ments are to be planned and conducted with the aim to
test dysfunctional expectations considering the patient’s
immunisation strategies. In contrast to the possible
performed behavioural experiments in the CBT condi-
tion, the focus in the EFPI condition lies on the under-
standing of the information processing mechanisms and,
consequently, taking control over these by the possibility
to actively influence them. The behavioural experiments
in the EFPI condition are a new information processing
strategy learnt by the patients, rather than a strategy to
change the content of expectations. The manual gives
examples on behavioural experiments for different
depression specific problems (parallel to modules CBT
manual). The therapists are supposed to be very flexible
in planning behavioural experiments. It is obligatory to
carry out at least one behaviour experiment between
(or within) each session. For relapse prevention, which
is addressed in the 24th session, the prior expecta-
tions towards therapy are reviewed, learnt strategies are
collected, and future plans are elaborated.

Assessments
The timepoints of the different assessments used are
summarised in table 1.

Demographic variables

Different variables about the participants will be assessed
including gender, age, nationality, mother language,
education and occupation.

Primary outcome

To analyse symptom reduction the selfrating scale
BDI-II—German Version is used, as well as the expert
rating scale MADRS.”" The MADRS is a 10-item ques-
tionnaire for clinicians to rate depressive symptoms on
a seven-rating scale while the patient is interviewed by
them. Again, a higher sum-score indicates a more severe
depression. A sum score of 0-7 means no depression,
7-19 indicates a mild depression, 20-34 moderate and a
sum score over 34 is noted as severe depression.

Secondary outcome

Dysfunctional expectations are assessed with the Depres-
sive Expectations Scale.”’ To assess the general symptom
burden, the revised German version of the Symptom
Checklist (SCL—9O)79 is used. With 90 items, different
symptoms are assessed that are grouped into following
subscales:  somatisation, compulsivity, depression,
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Table 1 Overview of the study instruments and the survey timepoints
Inclusion Probatory (6 FU 1 after 3 FU 2

Domain Instrument diagnostic sessions) T10 T20 T24 months after 2 years
Demographic and Demographics X
amnestic information
Depressive symptom BDI-II X X X X X X
severity

MADRS X X X X

SCID-IV X
General symptoms SCL-90 X X
Therapeutic alliance HAQ
Expectations and CEQ X X
immunisation

DES

Analogue scales about  Self-formulated  x
homework, engagement, items

actual impairment,

actual expectation

towards treatment,

negative expectations

Analogue scales are assessed for every therapeutic session as momentary assessment.

BDI-Il, Beck Depression Inventiory; CEQ, Credibility and Expectancy Questionnaire; DES, Depressive Expectation Scale; HAQ, Helping
Alliance Questionnaire; IMS, Immunisation Scale; MADRS, Montgomery Asperg Rating Scale; SCID-IV, Structural Clinical Interview for
Diagnostic and Statistical Manual of Mental Disorders, fourth edition; SCL-90, Symptom Checklist.

insecurity in social contact, anxiety, aggression, phobia,
paranoia, psychoticism. Using 25 items, dysfunctional
expectations about social rejection, social support, mood
regulation and ability to perform are assessed. The thera-
peutic alliance is assessed with the Helping Alliance Ques-
tionnaire® integrating two 1l-item questionnaires, one
for the patient and one for the clinician asking about the
therapeutic relationship. To assess specific expectations
towards the treatment, the six-item credibility/expec-
tancy questionnaire CEQ® is used.

To test for acceptance, drop-out rates will be compared
between the three conditions. Treatment adherence will
be controlled by analyses of the recorded sessions by study
independent raters.

Every-session monitoring

In every therapy session, patients are supposed to answer
questions regarding homework completion, engagement
(‘From the last session to this one, my commitment to
therapy was’: extremely low to extremely high 0-100),
depressive symptoms82 and their own :f:xpectations81 to
monitor treatment progress. The questions were adapted
by the authors for the progress diagnostics.

Statistical analysis

The complete anonymous dataset including all important
subject data is regularly supplemented during the
ongoing study (a.o., demographics, protocol violations,
completed questionnaires). Intention-to-treat analyses
are planned. At first, missing values and dropouts will be
analysed regarding their distribution. Due to clustered

data as well as a certain estimated amount of missing
data and a continuous time variable, mixed models for
repeated measures shall be calculated.”” In accordance
with the study of Bruijniks and colleagues,” multilevel
analyses will be calculated to analyse the frequency condi-
tion (once vs two times a week), as well as the interven-
tion form (CBT vs EFPI) on depressive symptoms (BDI-II
scores and MADRS scores) over the treatment time first
including the interaction terms timexfrequency and
timextreatment. To analyse if the frequency effect will
differ between therapy forms, a second model with the
interaction term timexfrequencyxintervention will be
calculated. Significance levels will be set at p<0.05. The
same models will be used for secondary outcomes and
moderator analyses. Further on, effect sizes (Cohen’s d)
will be calculated.

DISCUSSION

This study will analyse the influence of session frequency,
as well as the influence of specific expectations on psycho-
therapy effectiveness. Strengths and limitations are
discussed in the following.

Limitations

To standardise the treatment groups, a CBT manual
as well as an EFPI manual were written. Depression is
known as a highly comorbid disorder,** * the manual
might not be flexible enough. To counteract the limita-
tion, the CBT manual was modularised, so the therapists
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have the possibility to choose personalised modules. For
the EFPI manual, only the psychoeducation sessions are
completely predefined, whereas the chosen topics in
therapy are mutually defined by patients and therapists.
The only specification by the protocol is that at least
one behavioural experiment must be conducted in/
between every session. In that sense, the authors support
the increasing idea of tailoring psychotherapy to the
person.*® As the EFPI treatment is still in its pilot phase
and as to avoid underpowered samples, we opted against
a 2x2 design, and for the neglect of an EFPI once weekly
condition.

Strengths

This study has a well-structured randomised controlled
design, whereas the execution of the study is very
practice oriented and naturalistic. The study directly
addresses the structure of care, allowing people with
mental health problems to be helped quickly. The study
therapists are all in their psychotherapist training,
whereby differences in psychotherapeutic experience
and other therapeutic differences are tried to be kept
low, as it is done by the randomisation. They are all
supervised by CBT or EFPI supervisors. Moreover, the
innovative expectation focused therapy manual can be
compared directly to a well-established and evidence-
based psychotherapy form. We will also evaluate one
treatment arm focusing on the maintenance and
change of problem-specific expectations. Such a focus
promises powerful efficacy, because of its close relation
to brain functions, central treatment mechanisms and
mechanisms of change.

Expected benefit
Important implications for therapy session frequency
can be drawn to create optimal learning conditions. We
address the practical execution of psychotherapy and may
suggest a certain guideline concerning the frequency of
psychotherapy sessions per week. If we confirm existing
literature, psychotherapy should be implemented in
a shorter time with a two-sessions-per-week-dose. This
would especially contribute to reduced waiting time for
psychotherapy. In Germany, the waiting time amounted
to 20 weeks in 2018,%” whereas during the COVID-19
pandemic the time is estimated to increase constantly.*®
Further on, this study will be the first one delivering
information on the feasibility of an expectation focused
therapy manual in depression. Well-established question-
naires measuring dysfunctional expectations as well as
immunisation are not available yet, whereas first attempts
to operationalise the concepts have been made.” Further
research should foster valid instruments assessing and
validating the constructs of the ViolEx-model. The EFPI
intervention promises to be a theory-driven interven-
tion, based on the ViolEx model considering disorder-
unspecific common factors, with a clear treatment focus
that can result in very powerful effects.*!
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