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The Ellesmere Centre / Year 4 (Year 3 Advanced) / Research Essay 

DEMONSTRATE HOW YOU HAVE USED RESEARCH LITERATURE TO INFORM YOUR PRACTICE 

INTRODUCTION 

In this essay I will consider this question and will structure it to follow the sub-questions 

posed in the handbook. I will consider my own therapy process in response to the research 

and show how my research has impacted on my clinical practice. 

I will add references where appropriate and a reference section is included at the end of the 

essay. Transactional Analysis will be written as TA from here on, for brevity, and all TA terms 

are italicised and referenced back to Clarke (2010) the first time they are mentioned. For all 

clients mentioned in this essay their names and details have been anonymised.  

I've chosen to answer this question because I used research at the start of a client contract 

and it has been interesting to reflect on that experience. I find research useful as 

development tool and I account (Clarke, 2010) for the fact that tools and models that are 

not backed up with research are no less efficacious, valuable, or relevant.   

 

IDENTIFY A CLINICAL ISSUE YOU HAVE WORKED WITH 

The clinical issue that sparked my interest in using research was with a client, called Steve, 

who had been diagnosed by his GP as having depression. The DSM-5 characterises Major 

Depressive Order as follows (I have shortened the diagnostic criteria for brevity): 
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A. Five or more of the following symptoms: 

 Depressed mood most of the day (Yes) 

 Markedly diminished interest in pleasure (Yes) 

 Significant weight loss or gain 

 Insomnia or hypersomnia (Yes) 

 Psychomotor agitation or retardation (Yes) 

 Fatigue or loss of energy (Yes) 

 Feelings of worthlessness, or excessive, or inappropriate guilt (Yes) 

 Diminished ability to think or concentrate (Yes) 

 Recurrent thoughts of death 

B. The symptoms cause clinically significant distress or impairment in social, 

occupational or other areas of functioning. (Yes) 

C. The episode is not attributable to the psychological effects of a substance or other 

medical condition. (Yes) 

D. The major depressive episode is not better explained by another disorder. (Yes) 

E. There has never been either a manic or a hypomanic episode. (Yes) 

Diagnostic criteria marked as ‘yes’ show which items applied to Steve when I first met him. 

To aid the narrative I will use the term ‘depression’ to cover the above diagnosis. 

 

WHAT LEAD YOU TO CONSULT THE LITERATURE? 
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Steve had made contact to seek therapy for his depression and we had initial discussions to 

make a gentle start and introduce each other. Although the time was productive, he was 

reluctant to commit to a clear start, as he didn’t feel ready. To me, this suggests a paradox 

with depression; that there can be an awareness of a therapeutic need and yet the disorder 

itself means that he was not in a position to commit energy to therapy. His girlfriend had 

nudged him to seek therapy and I invited him to take his time, talk to her and make contact 

again when he felt ready. Eventually he did and agreed to have six sessions as an initial 

starting point. Although my sense was that he would need more than six, and I was clear 

about this, he felt comfortable with a manageable commitment to begin with. As he talked 

and I listened I heard the conflict within him, which suggested a Type I Impasse (Clarke, 

2010), that I framed as follows (the words are my mine): 

 Parent (Clarke, 2010) – ‘Come on, you need to do something to break out of this 

depression!’ 

 Child (Clarke, 2010) – I’m frightened of making a big mistake! I don’t know anything 

about therapy, TA, want to reduce my medication and am scared to do so.’ 

He disclosed that he had been let down badly by a previous girlfriend and a business 

colleague and was clearly distrustful of people. He was only at the therapy session at the 

prompting of his current girlfriend. 

His professional background is as a senior engineer and he used ‘think’ a lot in his language, 

suggesting a Be Perfect Driver (Clarke, 2010). He also had a strong Please Others Driver 

(Clarke, 2010) and I was aware that he could be there to please his girlfriend, whilst at the 
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same time feeling confused as a result of trying to please other people who had taken 

advantage of him.  

I was curious about his possible confusion racket (Clarke, 2010) and his impasse and 

recognised that he wanted to make sense of things and to feel reassured that therapy would 

be productive. I will also own that I felt anxious about his slow approach to getting started 

and I wanted to increase my own potency here in terms of building a therapeutic alliance in 

a way that felt respectful of his concerns. My intrapsychic process was one of anxiety, driven 

by my tendency to want to ‘Hurry Up and Be Perfect’ (Clarke, 2010) and it felt to me that 

research would allow me to confront my fears with knowledge. This would create a positive 

parallel process (Clarke, 2010) between myself and Steve; namely that my research would 

allay my fears, and I would be in a more grounded position and able to share information 

with him to allay his fears.  

In terms of treatment planning I was aware that Clarkson’s first stage is to establish a 

working relationship (Petruska Clarkson, ref Spenceley 2011) and as a way to do this I 

decided to make contact with Steve’s ‘inner engineer’ and research therapy itself, in terms 

of medication, success factors, the efficacy of TA and links with depression. 

 

WHICH ARTICLES/RESEARCH DID YOU CONSULT? 

WHAT DID YOU LEARN FROM THE LITERATURE? 
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I will answer these two question concurrently in order to aid the narrative flow. The first 

thing I looked into was the relationship between medication and therapy. Steve had been 

prescribed medication by his GP and he was unsure how therapy could enable him to 

reduce his medication. His GP hadn’t prescribed therapy to him, so there was a need for him 

to feel secure with therapy as a legitimate route to improvement.  

My investigation lead me to the book ‘Cracked’ (Davies, 2013) which describes the research 

of Professor Irving Kirsch. The author is an NHS psychotherapist and was interested in the 

efficacy of antidepressants. In 2011 Kirsch did a meta-analysis of 38 clinical trials of the 

effects of antidepressants compared to the effect of placebos on depressed patients and 

non-medicated therapy patients. Professor Kirsch expected to find: 

 ‘That people who took the antidepressant would do far better than people taking 

the placebo.’ 

What he actually found is summarised in the table below: 



Essay 2 / Research / Year 4 / 05.02.21 

6 
 

 

Meta-Analysis of 38 Clinical Trials Showing The Scale Of Improvement 
Reported On Depressed Patients (Kirsch) 

1.8         
1.7         
1.6         
1.5         
1.4         
1.3         
1.2         
1.1         
1.0         
0.9         
0.8         
0.7         
0.6         
0.5         
0.4         
0.3         
0.2         
0.1         
0.0  Drug  Psychotherapy  Placebo  No Treatment 

 

The scale shows relativity between the four categories and the book does not reference the 

maths behind the numbers. 

Kirsch was surprised that placebo had a more significant effect than expected, that 

psychotherapy has a marginally greater effect than drugs and that no treatment had a more 

significant effect than was anticipated. What I took from this is that antidepressants are one 
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option for a client and therapy can lead to the reduced use of drugs, given its efficacy in 

producing improvements for depressed clients.  

The second piece of research literature I consulted is an excellent summary of the 

efficaciousness of therapies for depression (Cooper, 2008). This includes the following 

research outcomes: 

 ‘The therapeutic approach most clearly demonstrated to be efficacious with 

depression is Cognitive Behavioural Therapy (CBT). Approximately 50 high quality 

trials show that cognitive therapy has a large effect size against controls or placebo 

groups, with remission rates of around 50%, an efficacy equivalent to anti-

depressants.’ (Gloaguen et al, 1998; Hollon and Beck, 2004; Ref Cooper 2008). 

 ‘Amount of evidence should not be confused with evidence of superiority and 

experimental studies which have directly compared CBT against other bona fide 

therapies have generally found them to be of about equivalent efficacy.’ (e.g. 

Watson et al, 2003; Ref Cooper 2008) 

TA is not mentioned directly in any of this research, however it can be inferred that as a 

bone fide therapy it would follow from Watson et al that it has a significant degree of 

efficacy, in line with other therapies. This is further supported by Kings et al (2000) who 

compared accredited counsellors using bona fide non-directive approaches with CBT 

delivered by psychologists. They found that after four months the BDI (Beck Depression 

Inventory) score for clients lacked any meaningful statistical difference for either approach, 

having reduced from 25 to 27 down to 11 to 12.  
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Clearly there is compelling evidence for the efficacy of CTB and in order to understand the 

relationship between CBT and TA I researched the work of Widdowson. I did this as a way of 

identifying the efficacy of TA as a therapy mode for the treatment of depression. 

Widdowson (2011) compares CBT and TA and names several key equivalencies between the 

two such as: 

 ‘The Racket (Script) System (Erskine and Zalcman, 1979) and Frame of Reference 

(Schiff et al, 1975) correspond to the CBT concept of schema.’ 

 Life Script and Script Beliefs (Berne, 1972), Contaminations (Berne, 1961) and 

Discounting (Mellor and Schiff, 1975) match CBT concepts relating to attributional 

style and precipitating and perpetuating factors in depression.’ 

Research tends to be in the form of large scale trials, using control groups and normalisation 

to validate the results, which has been used to validate CBT as an approach. To further 

validate TA as a suitable therapy for depression Widdowson (2018) took an alternative 

route, which involved three systemic case studies using a specific therapy approach, ‘as 

suggested by Chambess and Hollow’ (Widdowson, 2018). Widdowson’s 2013 research found 

that a TA approach was valid. Further research using quantitative methodologies, by other 

TA practitioners, also supported his findings. He notes that the cumulative effect of these 

studies supports the hypothesis that: 

 ‘TA therapy and TA group therapy can be effective for depression, anxiety and 

general psychological distress.’ 
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As a result of doing this research, in terms of working with Steve, I was also struck by the 

need to notice and address perfectionism as a specific trait. Widdowson (2016) notes that: 

 ‘Perfectionism is a character trait which is highly correlated with increased risk of 

depression and anxiety and is strongly associated with increased levels of self-

criticism’ (Enns and Cox, 1999). 

Tis is supported by Blatt (1995 and 1998) who found that: 

 ‘One of the most robust predictors of therapeutic outcomes was clients’ levels of 

perfectionism. Research also indicates that clients with perfectionism may have 

poorer therapeutic alliances.’ 

The research points out that clients with perfectionist tendencies can set high standards for 

themselves and then become disillusioned with their therapist and the treatment process 

and consider themselves to have failed as a client. This suggested to me that I needed to 

establish small goals and stroke (Clarke, 2010) small successes, in order for Steve to make 

gentle incremental progress and feel supported.  

Finally, in terms of developing a successful treatment plan for Steve I paid attention to the 

work of Asser and Lambert (1999) who looked at the variance in therapeutic outcomes to 

see what was actually making a difference to the improvement in the client. Their results 

are shown in the diagram below: 
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Percentage Improvement Factors (Assay & 
Lambert, 1999)

Technique Client Variables Therapeutic Reationship Expectancy

 

The diagram is not intended to be taken as absolute numbers, rather it shows estimated 

improvement factors. The four main categories are as follows: 

 15% - Technique and model factors, such as the specific therapy modality used. 

 40% - Client variables and extra-therapeutic events. These can include the client’s 

social setting, journal keeping, or ongoing self-reflection, for example. 

 30% - Therapeutic relationship.  

 15% - Expectancy and placebo effects, including the desire of the client to improve 

and the nature of the therapeutic setting. Supporting this, Heine and Trosman (1960) 

found that 67% of clients who saw themselves as playing an active role in therapy 

continued their sessions beyond six weeks, compared with 28% of clients who placed 

responsibility for the outcomes solely in the hands of the therapist. 
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The results are not condition specific so I am mindful that they provide a useful guide and an 

opportunity to account (Clarke, 2010) for a variety of interactions; the success of these will 

vary across clients and conditions. The study did not comment on specifics, such as what 

makes the therapeutic relationship more or less effective. For me it also highlighted the 

value of an integrative approach to therapy, namely that I need to account for the whole 

therapy environment and draw on a range of modes and not rely solely on TA. When I 

started my therapist training journey I was very much focussed on TA and I now allow space 

for relational and existential ways of working as well, for example.   

At a meta-level there is a body of research that further supports an integrative approach, 

suggesting what has been called ‘the dodo bird verdict’ (Cooper, 2008) which concludes 

that: 

 ‘Bona fide therapies are about equivalent in their efficacy and effectiveness.’ 

(Cooper, 2008) 

In Alice in Wonderland the dodo bird judged the results of a race and decided that 

‘everyone has won and so all must have prizes’ (Cooper, 2008). Whilst a whimsical name, it 

does further support the use of an integrated therapeutic approach, in that there is no one 

clear winner and so there is value in drawing on a spectrum of approaches. 

From a personal and professional development perspective my research lead to the 

following outcomes, in addition to those mentioned above: 



Essay 2 / Research / Year 4 / 05.02.21 

12 
 

 I feel more confident in using an integrative approach because I understand now 

that many therapies have value and that there is not one best solution. I feel at ease 

with allowing space for different modalities in my work. 

 I have been challenged, by Steve, and other clients in terms of ‘I'm on 

antidepressants already, so what can therapy do for me’ and the Kirsch results have 

enabled me to offer a useful answer. Therapy has real efficacy and is not to be 

underestimated and can provide a platform for the eventual reduction of drug 

dosage (when a client consults over this with their GP).  

 I have really taken note of the Assay and Lambert factors because they make it clear 

that therapy is a complex and dynamic environment. I cannot simply reply on TA 

theory to frame interventions (which is very much where I started) and instead I now 

account for the relationship and the client motivation as essential parts of the work. 

Given that 40% of the improvement factors may be outside of the therapy room I am 

now much more inquisitive about what happens for the client when they leave. I am 

curious about their external environment, social interactions and leisure activities 

and so on. I often ask clients what they will be reflecting on between ‘now’ and ‘our 

next session’ as a friendly invitation to them to do/think/feel something during the 

interval. When I started clinical work I was focused on the person in the room and 

now I am focussed on the person in the room and very inquisitive about the people 

not in the room. 

 I have had clients ask about TA in relation to previous CBT work. As I've noted above, 

Widdowson makes a compelling case for the similarities and overlaps between the 

two and I feel more secure in my own use of TA as a result. I used to feel that TA had 
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a poorer image in the world because it wasn’t an NHS treatment and somehow 

wasn’t quite ‘good enough’. Me liking TA is a different place to me knowing that TA 

is efficacious and so now I feel more potent when discussing what TA is and how it 

can be useful. 

 I have incorporated the research findings into my treatment planning process. I have 

found that it has made treatment planning two-dimensional for me. For example 

when I first learned about Erskine’s ‘6 Stages of Treatment’ (Erskine 1973, ref 

Spenceley, 2011) I struggled to operationalise it as it felt like a one-dimensional path 

to follow. A treatment plan that accounts for the value of other therapies, the 

relationship itself, client motivation, placebo effects and external environment feels 

more two-dimensional and more flexible. I can both follow a path and move left and 

right to explore as needed. I have found that this has impacted on my interpsychic 

process as I now much more fully account for all my Ego Stages, for example using 

Child to Child transactions (Clarke, 20010) to build rapport, and on my intrapsychic 

process in accepting that my Little Professor (Clarke, 2010) and his intuition has 

value.  I feel more autonomous (Clarke, 2010) as a therapist, which has enabled me 

to be much more present in the relationship and in the moment. 

 

HOW DID YOU APPLY THAT IN YOUR CLINICAL WORK? 

WHAT WAS THE OUTCOME OF THE APPLICATION? 
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I will consider these two questions together and go back to my client Steve.  Having 

completed my research I offered to share some of my findings with Steve, who was 

interested to learn more. We discussed the overall efficacy of therapy, the nature of TA as a 

relevant approach and the fact that therapy and antidepressants both have value and are 

not mutually exclusive. 

I also maintained an ethical and intrapsychic awareness when considering the application of 

research. I had noticed that when Steve first starting talking about his use of 

antidepressants I felt myself judging him. I have no personal experience of being on such 

medication and at the start of this contract, limited knowledge of them. I was also aware, 

that his sense of perfectionism may be inviting transference and that this sense of 

judgement could be countertransference. I was careful not be judgemental in my use of 

language and held onto my feelings. When I was researching, particularly the Kirsch work, I 

felt that the new information was a validation of antidepressants and also of therapy too. 

There is clearly a need for medication and this research enabled me to feel at ease with 

myself and I did not experience a judgemental countertransference again. 

Also I tune in to all my Ego States (Clarke, 2010) when considering research. My Child 

(Clarke, 2010) is aware that research can be beguiling, my Parent (Clarke, 2010) is wary of 

possible implied ulteriors that may suggest ‘if this is true for the research then I should 

accept this as a universal truth’ (which of course would be to extrapolate too far from the 

confines of the original research). My Adult (Clarke, 2010) attends to the given facts and 

asks questions and holds the boundaries for me, to ensure that I account for the research 

findings as they are and not as I would like them to be. 
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Steve had a clear need for facts and information and with thinking as his Contact Door 

(Clarke, 2010) my research gave me an opportunity to share and invite thinking. As I noted 

earlier, I wanted to make contact with his ‘inner-engineer’ and the research was an 

excellent way to do this. Knowing the facts increased my confidence and Steve moved from 

wariness to engagement as a result of our discussion. Engineers, in my experience, like 

tangible things and research findings are tangible and rigorous. Steve and I were able to talk 

about therapy in a language that made sense to him and was therefore, comforting.  

To begin with also I noticed that Steve was very dismissive of colleagues whom he thought 

were intellectually inferior and not as professional as he was. I did not experience him trying 

to please me (I also accounted for his Please Others driver style) because he was more 

searching in his questions to me and not in a hurry to commit to therapy until he had 

understood the therapeutic landscape for himself. Being able to share research findings I 

believe had an impact on the placebo effect, namely that I looked and sounded like a 

knowledgeable professional, at a point where he didn’t know if that was actually the case. 

This also enabled Steve and myself to build our relationship as ‘two professionals talking’ 

which overcame his wariness about ‘being done to.’ 

I also account for the potential to appear grandiose (Clarke, 2010) when my own Be Perfect 

Driver is engaged with a client and make a sweeping statement such as ‘research shows 

therapy is effective.’ Instead, when asked I say (for example) ‘research suggests that therapy 

has a part to play and given how complex humans are there many factors at play.’  
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I had a client recently, called Amy, who wanted to know her part in the therapy process and 

I was able to frame suitable questions, based on the research detailed above that would not 

have occurred to me before. These included: 

 ‘How motivated are you to be here and to make an improvement?’ 

 ‘What could get in the way of your commitment to therapy?’ 

 ‘Who are we not talking about?’ 

 

Steve made steady, gentle progress and part of my treatment plan was to introduce him to 

yoga as a practical way to become less self-critical and more relaxed. This was prompted as 

a result of the Assay and Lambert model of outcomes. Steve responded well to this and 

yoga became his first change to his daily routine. After a few weeks of therapy, my research 

also highlighted to me a key issue with his home life. He was under pressure from his 

girlfriend to ‘get up’ or ‘find a job’ (he had been out of work for nearly a year when we 

started). She was an early riser and was resentful of him not being able to do anything in the 

morning at all, such as eat food, or that he would spend the afternoon on the sofa and still 

go to bed tired. I added her into my treatment plan, inasmuch as I gently explored with him 

how he could have a conversation with her about his depression; that it was a clinical 

diagnosis, that despite her good intentions her comments were counterproductive and that 

she could mitigate his self-judgement by accounting for him as depressed, rather than ‘lazy.’  

This eventually lead Steve to talk to his girlfriend, who herself was genuinely trying to be 

supportive and she agreed to change her language and approach. Steve reported that his 
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home life was much less stressful and that she was happy to let him find a pace and rhythm 

for things, which suited Steve. This greatly eased his sense of failure and was a key part of 

his path to recovery. He has been back at work now for six months and when he feels 

fatigued he contracts with his girlfriend to have one day resting at the weekend, whereas 

before his Please Others Driver would engage him to work all weekend on DIY tasks. He also 

contracts for non-DIY weekends, where they enjoy just being, rather than always doing. 

Steve has also now stopped taking antidepressants, after a GP approved tail-off period. He 

was able to discuss with his GP the impact of therapy and he was really accounting of the 

fact that therapy interventions and outcomes meant he was still being supported through 

the tail-off period.  

His girlfriend, her support and her willingness to change, has contributed a lot to Steve’s 

recovery and I am both mindful of that and feel proud of that as an outcome of my own 

professional development: In our sessions I account for the 1 hour a week Steve is with me 

and the 167 hours when he is not. I would not have been so mindful of that if I had not had 

the research experience described in this essay.  

 

CONCLUSION 

To provide a thoughtful framework in terms of concluding I will make reference to the TA 

Training Pentagon (Barker, 2017): 

Interpersonal – My research has had an impact on my client relationships in two key ways: 
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 I feel so much more confident in discussing the nature of TA and therapy with clients 

and feel more potent in my sharing of information. 

 I use a wider variety of therapeutic approaches and styles of interacting, most 

importantly to me, of being in the relationship.  

Intrapersonal – As noted earlier, I have shifted from ‘I'm a TA person’ to ‘I'm an integrative 

therapist who uses TA.’ In practice this means I am more aware of holding a meta-

perspective and catching my feelings in the moment, as I am aware of just how valuable the 

relationship is to client outcomes. I notice myself noticing myself; for example I was working 

with Amy recently and caught a question before I asked it and explained to her that I was 

reframing a question, so she could comprehend why I had gone to speak and then said 

nothing and was thoughtful instead.  

Professional – I account for the value of research in understanding at a technical level what 

makes therapy effective for the client. My research was focussed primarily around 

depression and it has given me an insight into how both therapy and antidepressants can 

have value and that placebo is also a potent force for good.  

Skills – I account much more now for the whole of the client’s world, than when I started 

with clinical work. It has also helped me to understand why we need to focus on the 

relationship, which has opened the door for me to use existentialist approaches in my work.  

Knowledge – I love to learn from my clients and my work with Steve lead directly to me 

engaging in research, a process that I thoroughly enjoyed. This helped me to overcome an 
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old racket that ‘research is for academics and not for me.’ I have read interesting papers and 

books and found them to be accessible, relevant and directly applicable to my client work.  
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