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Background: Written and online information about cognitive-behavioral therapy (CBT) prioritizes the role of specific techniques (e.g., cognitive restructuring) and typically omits discussion of “common factors” (e.g., the working alliance, or therapist empathy). However, according to extensive psychotherapy process research the common factors may be important mediators of client improvement.

Objectives: This study aimed to assess lay opinions about the role of specific and common factors in CBT for depression. We also aimed to determine how different client disclosure processes might affect lay opinions about the relative importance of specific and common factors in CBT.

Methods: We conducted a web-based experiment involving a sample of US participants who had never undergone psychotherapy. All participants were presented with similar vignettes describing an individual suffering from depression whose doctor recommends CBT. Participants were randomized to read one of six vignettes created in a 2 × 3 factorial design that crossed client gender with type of informed consent (Standard CBT Disclosure vs. Common Factors and CBT Disclosure vs. No Disclosure).

Results: Disclosure type had a significant effect on participants' ratings of Common and Specific factors in psychotherapy. As compared to the CBT disclosure, participants allocated to the Common Factors disclosure rated Empathy and Positive Regard as significantly more important to treatment outcome, and rated the Specific factors of CBT as significantly less important to outcome. There were no significant differences between No Disclosure and Standard CBT Disclosure, and these participants rated Specific factors of CBT and the Working Alliance as more important components in treatment, and Empathy and Positive Regard as less important.

Conclusions: The content of information disclosures influences lay opinions about the importance of specific and common factors in CBT. Further research should investigate ethically acceptable disclosures to CBT and other forms of psychotherapy, including whether disclosure practices affect treatment outcome.
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INTRODUCTION

Cognitive behavioral psychotherapy (CBT) is the fastest growing and most widely used form of psychotherapy worldwide, practiced by a quarter of all therapists (Norcross et al., 2005). In 2007, the UK government invested £300 million with its Improved Access to Psychological Treatments' (IAPT) plan. The IAPT plan aimed to train 6,000 CBT therapists to improve access to psychotherapy for National Health Service clients in England (Clark, 2011). The effectiveness of CBT for depression is well-established, although there is ongoing discussion about whether CBT outperforms other versions of psychotherapy in the treatment of depression (Smith and Glass, 1977; Leichsenring et al., 2004; Fonagy et al., 2015). Meta-analyses show that around 80% of people who undergo any version of psychotherapy are better off than clients who receive no treatment (Cuijpers et al., 2008; Wampold and Imel, 2015). These effect sizes are comparable to antidepressants, but there is evidence that CBT for depression is a more enduring treatment than pharmacological interventions because it prevents relapse (Hollon et al., 2006). This paper focuses on a less investigated issue in clinical psychology and psychotherapy: the content of information provided to individuals about CBT during informal and formal information disclosure (Gaab et al., 2016; Trachsel and Gaab, 2016; Blease et al., 2018). In particular, we examine whether the content of written information provided to lay participants influences lay opinions about the effectiveness of CBT and how it works.

Informed Consent to Psychotherapy

Historically, there has been limited ethical (Johnson-Greene, 2007; Blease et al., 2016c) and empirical analysis of the process and content of informed consent in psychotherapy, though this has begun to change in recent years. Ethics codes of professional organizations such as the American Psychological Association (2010), American Medical Association (2006), the General Medical Council (2010) (in the UK), and the British Association for Counseling and Psychotherapy (2016) state that practitioners and therapists are duty bound to provide adequate informed consent to clients.

However, there is considerable latitude for interpretation, both in respect to what is conveyed to prospective clients and how consent is obtained. A limited number of qualitative and quantitative studies in the US and UK reveal variation among therapists and psychotherapy traditions in respect to the value they place on informed consent (Somberg et al., 1993; Croarkin et al., 2003; Goddard et al., 2008). These studies reveal that psychiatrists and practitioners of insight-oriented therapies are more skeptical about the feasibility and value of informed consent (e.g., Goddard et al., 2008). To date, there has been scant investigation of therapists' views about the disclosure of process research to clients, including whether providing such information is of value to clients. Against these uncertainties, it has been proposed that the importance of informed consent is likely to be underestimated by many therapists, perhaps on the grounds that disclosure and consent are necessarily procedural in nature and cannot be obtained via a one-time disclosure (Johnson-Greene, 2007). In response to this, healthcare ethicists have argued that even if aspects of understanding how psychotherapy works necessitate procedural and ongoing consent, adequate verbal, and written information should also be provided to prospective clients at the outset (Blease et al., 2018).

Standard Web-Based Information on CBT

Web-based information provided by leading health authorities in the US and UK provides one source of information about what is disclosed to clients about psychotherapy. For example, web-based resources provided by the NIMH explain that “[In CBT] [t]he therapist helps the client to learn how to identify distorted or unhelpful thinking patterns, recognize and change inaccurate beliefs, relate to others in more positive ways, and change behaviors accordingly” (NIMH, 2014). In the UK, the NHS's ‘Health A-Z' website states that “You and your therapist will analyse your thoughts, feelings and behaviors to work out if they're unrealistic or unhelpful and to determine the effect they have on each other and on you. Your therapist will be able to help you work out how to change unhelpful thoughts and behaviors” (2016). The UK's (National Institute for Clinical Excellence (NICE), 2009) Guidelines and the Royal College of Psychiatrists (2018) provide similar advice. In all cases, the resources focus on the specific techniques of CBT. In the case of depression, the core theoretical view of CBT (with its origins in the work of Aaron Beck) proposes that depression is the result of cognitive distortions. On this view, the specific techniques of CBT help the client to identify and to challenge the validity of maladaptive depressive thoughts, and to adopt (what Beck refers to as) more realistic thinking patterns and behaviors (Beck, 1979).

Common Factors and CBT

In psychotherapy research there is continued debate about the relative efficacy of specific treatment factors. The so-called “Dodo bird verdict” is the claim that different versions of psychotherapy are equally effective. In support of this theory, some researchers have recently argued that while randomized controlled trials (RCTs) in psychotherapy show that CBT is effective for depression, a broad range of psychological treatments (including behavioral, cognitive, and interpersonal therapies) are also helpful in treating depression (Cuijpers et al., 2008); this research therefore challenges the idea that specific treatment techniques are the most important factors precipitating successful outcome (Wampold and Imel, 2015). The common factors hypothesis is one theory that supports the Dodo bird verdict; this hypothesis claims that it is the factors that are common across different versions of psychotherapy which principally explain their therapeutic benefits. These factors include therapist empathy, therapist positive regard, a good working alliance between client and therapist, and positive expectations on the part of both the client and the therapist.

Such common factors do not happen in a vacuum: they depend on the employment of the specific treatment techniques associated with the particular form of psychotherapy being practiced. In other words, a presumption associated with common factors is the use of some form of credible, treatment technique—as opposed to any particular specific treatment techniques per se. This is because common factors (such as working alliance, and therapist and client expectations) are dependent on the scaffolding of a psychotherapy theory replete with a rationale and techniques (Wampold and Imel, 2015).

In light of the limitations of RCTs in yielding evidence of the causal efficacy of specific factors, process studies in psychotherapy research probe the correlation between components of psychotherapy and treatment outcome, and robust findings from this research domain show that the “common factors” appear to account for a significantly higher percentage of variability in outcomes compared to specific CBT techniques (Lambert and Barley, 2001; Huppert et al., 2006; Crits-Christoph et al., 2011; Wampold et al., 2017). However, process studies should also be interpreted cautiously since correlation does not necessarily imply causation. Moreover, the Dodo bird verdict and the common factors hypothesis remain somewhat controversial among psychotherapy researchers (Beutler, 2002; Marcus et al., 2014; Cuijpers, 2016).

In summary, the common factors are associated with therapeutic outcome even if—similar to specific factors—there is no direct evidence that these factors causally mediate change. It is worth highlighting that among leading proponents of CBT both the treatment's highly specific techniques and common factors are asserted to be causally relevant to the therapeutic process (Beck, 1979, 2011).

The Medical Model vs. the Contextual Model

It is worth drawing attention to a distinction in psychotherapy literature proposed by Wampold (Wampold, 2015; Wampold and Imel, 2015). Wampold characterizes the debate about evidence in psychotherapy as a clash between two kinds of explanatory model. The dominant explanatory model in psychotherapy practice—which he dubs the “Medical Model”—interprets the specific treatment techniques of psychotherapy as critical to the success of treatment. On this perspective, certain psychotherapy modalities are expected to be superior to others, and the role of the common factors, including therapist-client relationship, are thought to be much less important to treatment outcome (Wampold and Imel, 2015). Wampold differentiates this from what he describes as the “Contextual Model” of psychotherapy: this framework embraces and builds on the common factors hypothesis to explain outcomes research. Wampold argues that findings (such as the Dodo bird verdict) are explained by a constellation of fundamental, interrelated ingredients in therapy; ingredients include: “treatments with a cogent rationale that is accepted by the client, administered by a therapist who believes in the treatment and who the client believes understands the client and has the expertise to help, and contain therapeutic actions that lead to some health-promoting change will be effective” (Wampold and Imel, 2015, p. 79). Importantly, according to the Contextual Model, the context behind the particular implementation of specific factors, including the quality of the client-therapist relationship, is considered to have the most impact on outcome. Decisions about which model best fits the evidence have implications for informed consent processes, including what is ethically disclosed to individuals (Blease et al., 2016c; Gaab et al., 2016).

Objectives of the Study

Web-based information about CBT provided by leading health authorities does not explicitly refer to the common factors in psychotherapy. By ignoring the importance of common factors, such as those related to the client-therapist relationship, this information appears consistent with the Medical Model of psychotherapy. We suggest, in light of psychotherapy research, that the question of whether common factors might usefully be included in disclosure information is pertinent in helping to address the ethical debate about what should be communicated to clients (Blease, 2015; Blease et al., 2018); hence our research question: Does information disclosure about common factors affect lay opinions about the relative importance of common and specific factors in treatment outcome? We aimed to discover whether standard information disclosures about CBT might usefully be expanded to reflect both professional attitudes and evidence from psychotherapy research, on the relevance of these factors as either mediators of change, or (at the least) significantly correlated with successful treatment outcome.

Specifically, our goal was to investigate opinions about how CBT works when laypersons are given ecologically valid information disclosures encompassing descriptions not just of the specific factors of CBT but also of the common factors. We use the term “opinions” because we assume that the lay public does not have fixed or stable attitudes about CBT. We conducted an experiment by randomizing lay participants to one of three different disclosure manipulations: No Disclosure, Standard CBT Disclosure, and Common Factors Disclosure (the latter, as emphasized above, also encompassing some information about the specific factors of CBT).

Our aim was to assess how participants ranked the therapeutic importance of various common factors in comparison to the specific techniques of CBT, and to test whether disclosures influenced opinions about the effectiveness of CBT. We predicted that participants provided with Standard CBT Disclosure would rate the specific techniques of psychotherapy more highly than participants allocated to the Common Factors disclosure. We also predicted that participants assigned to the Common Factors Disclosure would rate the common factors of psychotherapy more highly than those assigned to the Standard CBT Disclosure.

While the extent of information disclosure remains unclear across different psychotherapy modalities, it is conceivable that some referring physicians and therapists do not disclose detailed information about the nature of treatment during informed consent processes. Therefore, we also decided to include a No Disclosure condition. Our aim was to assess what difference, if any, this made to participants' opinions about how CBT works. A further reason for including this condition was to investigate the adequacy of possible justifications for omissions in disclosures. For example, some therapists may consider disclosure of both specific and common factors to be redundant on the grounds that prospective clients will intuitively grasp these factors as relevant to the success of treatment. We therefore included a No Disclosure condition to explore the rationale for any such claims: our aim was to investigate how participants' responses would differ from their response to the CBT and Common Factors Disclosures.

In light of limited, as well as mixed, findings about the effects of the gender of clients and psychotherapists on treatment outcome, we were also curious whether participants' gender would make a difference in opinions about how CBT works, and whether participants would perceive gender to be an influential factor in clients' opinions about the treatment (Parker et al., 2011; Staczan et al., 2017). Against these inconsistent and therefore inconclusive findings on gender and psychotherapy, we had no clear prediction about whether gender would make a difference to participants' responses. Finally, we also investigated whether prior knowledge of CBT influenced opinions about how CBT works.

We know of no other studies that have aimed to examine whether the content of information provided in psychotherapy (or its omission) influences lay views about psychological treatments.

METHODS

Participants

We used the crowdsourcing tool Amazon Mechanical Turk (http://www.mturk.com) to recruit participants for an online study lasting an average of 8.25 min and paying $3.64 per hour on average. Inclusion criteria were that the participants had to be U.S. citizens, aged 18 years or older, and they could not have been treated previously with psychotherapy. All study procedures were approved by the Ethics Research Committee at University College Dublin, and all participants provided online informed consent.

Procedure and Measures

All study procedures were carried out using the Qualtrics online survey platform (http://www.qualtrics.com). Participants were first asked a series of demographic questions, including age, gender, race, education, and employment status. They were then randomized to one of six scenarios that were constructed according to a 2 × 3 factorial design, which crossed the sex of the client in the scenario (male vs. female) with the type of consent provided (explanation of the specific factors in CBT vs. explanation of the Common Factors across psychotherapies vs. No Disclosure at all). The scenarios for the three types of consent with a female client are shown in Appendix A in Supplementary Material. Aside from client gender, the three scenarios with male clients were identical. On practical grounds we restricted the description in the Common Factors disclosure to those factors with the greatest reported effect size across aggregated meta-analyses (these were: working alliance, empathy, and positive regard) (Greenberg et al., 2001; Horvath et al., 2011; Wampold and Imel, 2015). The Common Factors Disclosure also included a brief description of the specific factors in CBT to preserve the ecological validity of the disclosure (shown in Appendix A in Supplementary Material).

To assess participants' opinions regarding the relative importance of various components of psychotherapy we created five statements about factors that might be important to the success of psychotherapy. In light of meta-analyses of process research, it would also have been possible to expand the number of common factors in the study (Wampold and Imel, 2015). For example, we might also have chosen to include therapist congruence/genuineness, and to differentiate goal consensus and patient-therapist alliance. However, we decided to restrict the study to four common factors statements: three of which were mentioned in the Common Factors Disclosure, and one of which was not. As shown in Appendix B in Supplementary Material, one statement describes some of the specific components of CBT, and four of the statements reflect common factors (empathy, working alliance, and positive regard). In addition, we included in our list of statements Positive Expectations about treatment as an additional common factor in order to gauge whether patients might perceive expectancy (or placebo effects) as a relatively effective component in successful treatment outcome (Blease et al., 2016b; Trachsel and Gaab, 2016).

After reading the scenario, participants were presented with a series of 10 questions that asked them to choose which of two statements they considered the more important in treating the client. The 10 pairs of statements represented all possible combinations of the five statements, and both the order of the questions, and the order of the two answer choices were randomized. We then used Thurstone's method of paired comparisons to determine for each participant a rank ordering of their preferences for the five statements (Thurstone, 1927). This method produces for each statement a value that ranges from 0 to 4, where zero means that the statement was rated as more important than none of other four statements, and four means that the statement was rated as more important that all four other statements.

Next, participants were asked to arrange the five statements in order from most to least important for treatment of the client. This method also produced a value ranging from 0 to 4, where 0 means that the statement was ranked least important, and 4 means the statement was ranked most important. By asking participants to produce a rank ordering of the five statements in two distinctly different ways, we were able to assess the degree to which they produced consistent rank orderings, which we considered a proxy for attention to the task. We chose to exclude participants for whom the Spearman correlation between these two measures was < 0.30.

The methods used were evaluative and not merely a test of participants' memory and attention to the task since, while the disclosure statements varied in content, no statement informed respondents about which factors to consider as most important. As noted, the No Disclosure condition included a statement about patient expectations; and while the Standard CBT Disclosure only provided information about specific factors and not common factors, we assumed that participants would also have intuitive opinions about the value of various patient and therapist factors in psychotherapy that could not be determined a priori.

Finally, if the correlations between the two rank ordering methods were sufficiently high (i.e., >0.50), we planned to average across the two measures to produce a single index of participants' beliefs regarding the relative importance of the five components of psychotherapy described in the statements.

RESULTS

Participants

Initially, 805 persons consented to participate. However, 4 dropped out immediately after providing consent, 110 were excluded because they had previously been in psychotherapy, 7 were excluded because they were not U.S. citizens, and 79 were excluded because they did not provide responses for any of the dependent variables. This left 605 participants who met inclusion criteria and completed the study. To check that they were paying attention during the study, for each participant we computed the Spearman correlation between the two methods that were used to rank order participant preferences for the five factors in psychotherapy. This correlation indexes the degree to which each participant produced a consistent ordering of the factors. We excluded the 98 participants who had a correlation below 0.30, presuming that such low correlations suggested a substantial lack of attention to the task. After these exclusions, the final sample size for all reported analyses was 507.

The sample was 55% female, 80% Caucasian, and the mean age was 38 (SD = 13, range 18–76). The sample was well-educated—all participants had at least a high school diploma or GED, and 63% had graduated from college. Seventy-four percent of the sample was employed. Eleven percent of the sample had been diagnosed with depression at some point in their lives. Since we deliberately chose participants who had never had any form of psychotherapy, prior knowledge of CBT was low—only 28% had ever heard of CBT.

Reliability and Descriptive Statistics for the Rank Ordering Measures

The Spearman correlations between the two methods for assessing participants' rank ordering of the five factors ranged from 0.60 to 0.84. Given these relatively high correlations, we averaged across the two measures to produce a single composite measure of preference for each factor. Reliabilities (Cronbach's alpha) for these measures were good, and ranged from 0.77 to 0.92. See Table 1 for descriptive statistics on the five composite measures of participants' ratings of the relative importance of the five factors to treatment outcome.


Table 1. Descriptive statistics for main outcome measures.
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Primary Tests of Hypotheses

For the main analyses, we performed 2 × 3 factorial analyses of variance for each of the five dependent variables, with client gender and disclosure type as the independent variables. Since we conducted five separate tests, we used a Bonferroni correction to protect against inflation of Type I error. Thus, we considered significant only those p-values that were below.01. The interaction terms were all non-significant (p > 0.50 for all tests). The main effect for client sex was significant only for the Specific variable, F(1, 501) = 4.35, p = 0.04. In particular, there was a small, but statistically significant tendency for raters to report that the Specific factor was more important when the client was male as compared to female. However, the effect size was small, accounting for only one percent of the variance (ηp2 = 0.01).

As shown in Table 2 and illustrated in Figure 1, the main effect for disclosure type was statistically significant for four of the five dependent variables. As predicted, Tukey post-hoc tests revealed that the Common Factors and CBT disclosure conditions differed from each other in systematic ways. As compared to the CBT condition, participants in the Common Factors condition rated the Empathy and Positive Regard factors as significantly more important to treatment outcome (p < 0.001, d = 0.66; and p = 0.001, d = 0.38, respectively), and they rated the Specific components of CBT as significantly less important to outcome (p < 0.001, d = 0.62). Expectancy was rated very low for both conditions, but the Expectancy ratings for the Common Factors condition were significantly lower than the CBT condition (p < 0.001, d = 0.47). The Working Alliance was rated high in both conditions, with no significant difference between the Common Factors and CBT conditions.


Table 2. Tests of main effects of disclosure condition.
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FIGURE 1. Rater preferences for each factor by disclosure type.



Interestingly, there were no significant differences between the No Disclosure and the CBT conditions. In the absence of any disclosure, participants rated the five factors in a manner that was very similar to the CBT disclosure. In particular, they rated the Working Alliance and CBT factors as more important to treatment outcome, and they rated Empathy, Expectancy, and Positive Regard as less important to outcome.

The majority of participants in all three conditions agreed that they would undergo CBT treatment if it were recommended to them by their doctor (89% of participants allocated to CBT disclosure; 82% in Common Factors, and 78% in the No Disclosure group). However, those in the CBT disclosure were significantly more likely to agree to undergo CBT than those allocated to the Common Factors [[image: image] = 3.88, p = 0.049] or No Disclosure [[image: image] = 8.76, p = 0.003] conditions.

A little more than a quarter of the participants (28.4%) had previously heard of CBT. To determine whether prior knowledge of CBT affected the study results, we added a covariate that indicated whether the participant had prior knowledge of CBT. This covariate had no significant effect on our analyses of four of the five dependent variables. There was a significant effect for the Specific Factors variable (p = 0.04), but the effect size was small—partial eta-squared was 0.008, indicating that a little < 1% of the variance in participants' ratings of the Specific Factors variable could be accounted for by whether or not they had prior knowledge of CBT.

We unpacked this effect by conducting an independent samples t-test within each of the three disclosure conditions in which we compared the ratings of the Specific Factor by participants who had previous knowledge of CBT against the ratings of those who did not have prior knowledge of CBT. The result was significant in the No Disclosure condition (2.92 vs. 2.35, respectively, p = 0.003), but not significant in the Standard CBT or Common Factors conditions. These results indicate that prior knowledge of CBT yielded somewhat higher ratings of the Specific Factors, but only in the No Disclosure condition.

DISCUSSION

Summary of Main Findings

As predicted, the Common Factors disclosure (as compared to the Specific Factors disclosure) increased participants' ratings of the relative importance of Empathy and Positive Regard to treatment outcome, and decreased ratings of the Specific Factors of CBT. Although Expectancy was rated very low in both conditions, participants in the Common Factors condition rated Expectancy as significantly less important to outcome, than the participants in the Standard CBT condition. The Working Alliance was rated highly in both conditions, with no significant differences between the Common Factors and the Standard CBT disclosures.

These results can be interpreted in the light of the content of the Common Factors and Standard CBT disclosures. The Common Factors disclosure specifically references Empathy and Positive Regard as important to treatment outcome; and as compared to the Standard CBT disclosure, it places less emphasis on the Specific Factors of CBT. Neither disclosure mentions Positive Expectations and the ratings for this factor were correspondingly low in both conditions, albeit lower for the Common Factors condition than the Standard CBT condition. Despite the fact that the Working Alliance factor was specifically mentioned in the Common Factors disclosure and not mentioned in the Standard CBT disclosure, it was rated highly in both conditions. This factor was also highly rated in the No Disclosure condition, which suggests that laypersons intuitively consider a good working alliance as important, and that a ceiling effect may have been present.

We had no specific hypotheses about how the No Disclosure condition would affect participants' ratings, but instead, we included the condition as a control. It appears that in the absence of any disclosure, laypersons rate the five factors in a very similar manner to the Standard CBT disclosure. In particular, they rate the Working Alliance and the Specific Factors of CBT as more important to treatment outcome, and rate Expectations, Empathy, and Positive Regard as less important. However, given research indicating that these three common factors are correlated with treatment outcome (Lambert and Barley, 2001; Crits-Christoph et al., 2011; Wampold and Imel, 2015), this finding suggests that disclosing the importance of these common factors may be an important component of the informed consent process.

The common factors of psychotherapy can be viewed as the “softer” components of treatment since they relate to the qualities of the interpersonal relationship between client and clinician. In contrast, the specific factors can be thought of as the “harder” components of treatment in that they involve the technical aspects of treatment. Our results suggest that laypersons may intuitively consider that the interpersonal relationship is of less importance for treatment outcome in CBT than the proficiency of the clinician in carrying out the technical aspects of psychotherapy. However, this interpretation might be criticized because the participants in the No Disclosure condition rated the Working Alliance factor as important, and the working alliance is considered to be one of the common factors. We would counter this by noting that the working alliance concept is the least relational of all the common factors in that it focuses attention on the professional aspects of the relationship, as exemplified by its focus on agreement between client and clinician on the goals and tasks of psychotherapy, and by inclusion of the modifier “working” in the construct's name.

These findings for psychotherapy are reminiscent of patient preferences in regard to surgeons. In the trade-off between technical expertise and bedside manner, most patients report that they can accept that a surgeon who has poor interpersonal skills, so long as he or she has excellent surgical skills (Fung et al., 2005). Such trade-offs are unfortunate in that a poor interpersonal relationship may impede communication between patient and physician, potentially resulting in misdiagnoses when the physician fails to elicit important, relevant information, and poor compliance with treatment recommendations when the physician fails to adequately communicate the treatment plan to the client (Hojat et al., 2011; Derksen et al., 2013; Kelley et al., 2014). Of course, the problems associated with a relatively poor client-clinician relationship are magnified in the case of psychotherapy where the treatment itself is delivered through the interpersonal relationship.

While the majority of participants agreed that they would undergo CBT if it was recommended to them, significantly more participants allocated to a Standard CBT disclosure were willing to undergo the treatment than those in the Common Factors and No Disclosure conditions. This may not be surprising given that the Standard CBT disclosure emphasized the specific treatment techniques of CBT; moreover, while the Common Factors disclosure did include a brief description of specific CBT techniques, these were not conveyed in the same detail as the Standard CBT disclosure. In future studies (including both empirical and ethical research), it will be important to investigate how psychological treatments are conceptualized or labeled, and the consequences of such descriptive labeling as well as information disclosures, in influencing patients' willingness to undergo such treatments.

Finally, only 28% of participants had previously heard of CBT. This was surprising given that CBT is the most widely used form of psychotherapy worldwide. Individuals who had previously heard of CBT rated the specific factors slightly higher—but only in the No Disclosure condition. When no information was forthcoming, prior knowledge likely primed participants to rank specific factors higher than the other listed factors; curiously, however, this foreknowledge did not appear to bias participants' opinions in the Standard CBT disclosure. One possible explanation for this finding is that those who had previously heard of CBT may have already been predisposed to rate the specific factors as more important than the common factors, and the CBT disclosure may not have been able boost that bias any further.

Interestingly, our findings were not modified by the gender of the clients in the scenarios. Against this experimental finding, it should be pointed out that there is some evidence that gender may implicitly influence level of perceived therapist empathy in clinical practice, with some evidence suggesting female practitioners may be more effective at displaying empathic behavior (Gleichgerrcht and Decety, 2013; Howick et al., 2017).

Strengths and Limitations

Ethical and practical constraints limit investigation of what is disclosed to clients during psychotherapy sessions, and how this information influences clients' attitudes about treatment, as well as treatment outcomes. Our study therefore focused on the opinions of psychotherapy-naive individuals about the effective components of CBT in light of various disclosure conditions. Our aim was restricted to examining how initial disclosures might influence prospective clients' attitudes about CBT in light of widely accessible information—what we described as “standard disclosures,” such as that found on the NHS Choices website—information which may be read or recommended by doctors prior to individuals commencing psychotherapy (NHS, 2016). In this way, our investigation yields some insight about how the content of typical CBT information, and non-disclosure of any information, may influence psychotherapy-naive participants' opinions about how this psychological treatment works.

One potential criticism of this study is that it should come as no surprise that individuals presented with vignettes about common factors in CBT also report these as more important, and vice versa for specific factors. There are two responses to this. First, we are happy to bite the bullet: the aim of the study is expressly to investigate informed consent, and we hoped that the information contained in the vignettes would make a difference to lay opinions about how therapy works. Of course, it is also important to note that in clinical contexts retention of information may be even lower for patients as compared to individuals participating in an experiment. Notwithstanding these limitations, our study indicates that for individuals who are naïve to psychotherapy, providing no information disclosure has similar consequences as providing a standard CBT disclosure. Second, as mentioned previously, the disclosure statements were still open to interpretation among participants: it was left open to individuals to evaluate the importance of the various common and specific factors since no hierarchical ordering was provided in any disclosure. The results clearly showed that omission or inclusion of information in disclosures influenced participants' opinions about how CBT works.

By using random allocation of participants to different disclosure scenarios, we were able to compare the effects of the information provided on participants' opinions about specific and common factors in CBT. A particular strength of the study was the use of both Thurstone's method of paired comparisons and the rank ordering of statements about specific and common factors, which allowed us to assess the degree to which participants made similar judgments across different rating tasks—a proxy for attention to the task. We then excluded participants who were inconsistent in their ratings and were presumably inattentive or confused by the task. Another important strength was that the majority of participants (84%) were consistent across both methods in how they ranked the factors provided. However, one weakness of these methods of assessment was that participants were not allowed to rate two factors as equally important to treatment outcome. One strategy to get around this potential problem would have been to request that participants separately rate each factor on using a scale measure. Given that these participants were naïve to psychotherapy, we were concerned that many participants might be tempted to provide the same ratings for all factors as a default answer when confronted with a difficult choice. Indeed, findings suggests that, when offered neutral options, research participants may invest less effort in their responses (Krosnick et al., 2002). Thus, the methods we chose have the practical advantage of forcing participants to make decisions about the relative effectiveness of the five factors.

A further limitation was the uneven representation of the “common” (n = 4) vs. “specific” (n = 1) factors. Indeed, had participants responded randomly, there would be an 80% chance that one of the common factors would be the “most important” and only a 20% chance that the specific factor would be ranked “most important.” One possible response might have been to provide a list of alternative yet synonymous descriptors of specific factors to provide an even number of factors. While we acknowledge this shortcoming, it is noteworthy that the specific factor was ranked highest in the CBT Disclosure condition and second highest in the No Disclosure condition.

Another potential criticism is the disclosure scenarios (Appendix A in Supplementary Material) and statements about common and specific factors (Appendix B in Supplementary Material) which purport to describe “how CBT works.” It might be argued that there is not sufficient evidence to support the claim that common or specific factors accurately describe how CBT works—that RCTs and process research in psychotherapy have not identified the causal factors responsible for change in CBT, and the most we can claim is that specific techniques of CBT and common factors are correlated with treatment outcome. In response we would counter that standard disclosures to CBT are equally unambiguous in advising prospective clients that the various techniques in CBT are causal mechanisms which mediate therapeutic change; therefore, this criticism might also be leveled at standard information about CBT (Blease, 2015). While we concede that more truthful disclosure statements might have included more elaborate and accurate qualifications about CBT, we decided that overcomplicating the disclosures may have had the consequence of confusing participants by overloading them with information.

Future studies might investigate whether clients' opinions about the effective factors in CBT are likely to change as a result of procedural knowledge gained through participation in the process of CBT, and indeed, whether a one-off disclosure is sufficient to establish changes in clients' knowledge about how therapy works. Future research might be aimed at determining if and when information disclosures lead to more enduring attitude changes in opinions about treatments, including whether revisiting disclosures about therapy is necessary to provide meaningful, ongoing client consent. Follow up studies might also usefully investigate whether disclosures influence individuals' decisions on whether to embark on psychological treatment, on what factors to consider when choosing a therapist, and whether the type of disclosure influences clients' level of trust in their therapists.

CONCLUSIONS AND RECOMMENDATIONS

CBT is a form of psychotherapy in widespread use in the UK, the US, and worldwide; it has the potential to benefit patients suffering from a range of mental disorders and conditions, including depression. When disclosures emphasize a “Medical Model” of CBT by focusing exclusively on the specific techniques of the treatment, our study suggests that prospective clients may undervalue the interpersonal expertise of therapists (in particular, empathy, and positive regard). Interestingly, No Disclosure was similar to the Standard CBT Disclosure: in both cases, clients infer that the working alliance and the specific factors of CBT are most important to outcome.

These findings have ethical implications for informed consent processes and may influence individuals' initial decisions about whether to embark on psychotherapy, or how to select therapists (Gaab et al., 2016; Blease et al., 2018). For example, it may be that when clients place a premium on the specific techniques of CBT and undervalue the common factors, this may affect their perception of successful progress within psychotherapy. It has also been argued that some clients who discontinue psychotherapy may come away with a potentially false impression that “CBT is not for me” rather than the plausible alternative perception that (for example) other factors such as those associated with therapist empathy and demeanor may have influenced their outcome (Blease, 2015). It is conceivable that adequate information about both specific and common factors in psychotherapy may help foster a trusting relationship by demystifying psychotherapy for clients, and by increasing a sense of autonomy and personal responsibility for the process (Beahrs and Gutheil, 2001; Fisher and Oransky, 2008; Trachsel et al., 2015). A recent meta-analysis has concluded that a higher level of trust in medical professionals correlates with enhanced health outcomes (Birkhäuer et al., 2017).

Our study suggests that Common Factors disclosures may elicit more accurate, evidence-based opinions about how CBT works than standard—or indeed, no—information provided about CBT. This finding is important, since it challenges the suggestion that disclosure about common factors is unnecessary and therefore unwarranted. While it is unclear whether such a stance is widespread among therapists, conceivably a laissez-faire approach to common factors disclosure might be prevalent, and defended on three grounds. First, some therapists might consider disclosure of these factors redundant on the basis that prospective clients intuitively view these as relevant to the success of therapy. Our findings suggest, however, that this cannot be taken as a given. Second, practitioners may consider disclosure of the information about therapist or client factors as tricky or awkward, and perhaps as posing a risk to the quality of the client-practitioner relationship during the first encounter. While our research does not address whether disclosure about common factors augments or diminishes the therapeutic alliance, as noted, there are reasons to believe that transparency and honesty may, in fact, build trust, possibly facilitating improved outcomes (e.g., Birkhäuer et al., 2017). Third, some may consider disclosure of common factors inappropriate on the grounds that it is the job of a good therapist to discern whether (for example) the therapeutic alliance is on track. We argue that such a standpoint neglects the duty of therapists to respect the autonomy of potential clients by providing a more comprehensive, evidence-based disclosure (Blease, 2015; Gaab et al., 2016; Blease et al., 2018).

Although our findings are exploratory and confined to an experimental set-up, they hint at valuable clinical recommendations which might easily be incorporated into routine practice. To begin, referring physicians and psychotherapists might usefully emphasize common factors (as well as specific treatment techniques) within information disclosures. Descriptions of common factors might be given in brief, accessible language, in ways that do not cause the client or the therapist to experience undue discomfort during initial therapy sessions. An example of such a disclosure might be:

“During these sessions it is important that you feel comfortable talking to me. You should also feel supported and understood, and feel like you can readily get on board with the work we will do together in the CBT sessions. If for any reason you feel uncomfortable about the progress we are making, it is important that we talk about that. We can try to work through these problems, but it may be that a different version of psychotherapy or a different therapist may work better for you. While I do not expect this to happen, in some cases another kind of psychotherapy or therapist might be more suitable for you and that is nobody's fault.” (Adapted from Blease et al., 2018).

An additional recommendation flows from our finding that individuals with foreknowledge of CBT tended to prioritize the value of specific factors in the No Disclosure condition. In clinical contexts, it is certainly possible that if individuals are asked whether they have heard of CBT, and answer affirmatively, that such persons are less likely to be furnished with a full informational disclosure. Our research is at least suggestive that this response would be a mistake, and that adequate disclosure must be provided to all prospective clients, regardless of whether their familiarity with CBT has been established.

In closing, we emphasize that future studies should investigate whether these findings in this study translate to clients, including if disclosure statements, and disclosure processes affect clients' willingness to undergo CBT and other psychological treatments. Larger scale research might also investigate whether disclosure practices, including the disclosure of common factors enhance or undermine client outcomes across different versions of psychotherapy. Additionally, future research might usefully investigate the possibility of augmenting placebo or positive expectancy effects among clients in an open and ethical way (Blease et al., 2016a). Finally, it is also conceivable that current disclosure practices may undermine treatment outcomes for some clients with certain conditions, and this too requires further investigation (Geraghty and Blease, 2016). Our study provides only a preliminary contribution to the overlooked question about how to improve patient resources, and disclosure processes to psychological treatments.
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