25


[bookmark: _GoBack]

A case study of the challenges for an integrative practitioner learning a new psychological therapy


Abstract
Background: Many psychotherapy practitioners draw from several psychotherapeutic models in an effort to maximise the help they can give to individual patients. Such ‘integrative’ practice is promoted by training that typically encompasses multiple models but might impair practitioners’ ability to learn any single approach proficiently. 
Aims: One way to identify the influence of integrative practice on therapists’ ability to learn a new approach is by examining the challenges that arise when a psychotherapist, previously socialized into the integrative approach, tries to learn a new single approach. Here we describe the experience of the first author, a clinical psychologist being supervised by the last author, to make the transition from an integrative way of working to a single approach  Method: In a single case of post-qualification training, we aimed to identify the influence of the integrative approach to clinical practice by analysing the challenges that arose when one experienced clinical psychologist was supervised with the aim to reach competence in an unfamiliar psychotherapeutic model: Metacognitive Therapy.  The present paper is based on the experience of the training period, documented contemporaneously by the supervisee and supervisor and analysed subsequently in discussion amongst all authors. Results: The challenges included; learning to adhere to the model consistently, resisting previous habits of engaging with the content of patients’ distress, dismantling beliefs about the nature and importance of therapeutic relationship, and learning not to interpret patient improvement as indicating therapeutic competence. Conclusions: These challenges reflect fundamental weaknesses of the integrative approach that characterise current psychotherapy training in the USA and more generally and highlight implications for how training and supervision might be strengthened to ensure psychotherapists’ competence. 
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Introduction
Integrative practice in psychotherapy combines different therapeutic modalities within a single therapy case (Norcross, Karpiak, & Santoro, 2005). It is distinct from an eclectic approach, in which different therapeutic models are used with different patients (Hayes, 2000; Hollanders, 1999). Integrative practice has become the most common therapeutic approach of psychotherapists in the USA (Norcross & Goldfried, 2005), and is widely seen as underpinning psychotherapists’ ability to benefit from innovative ideas and new practices as the profession progresses. A Delphi poll of 70 experts in clinical psychology forecast continued growth in integrative practice (Norcross, Pfund, & Prochaska, 2013). Training in psychotherapy is dominated by the integrative approach, with 90% of training courses in the USA reporting that they teach psychotherapy integration (Boswell, Castonguay, & Pincus, 2009; Brown, 2010).
    	However, ensuring competency in integrative practice is a complex endeavour. In particular, Sotskova & Dosset (2017) argue that integrative practice can be intimidating and overwhelming for trainees, who have not yet learned the component skills or knowledge bases associated with specific therapies on which they need to draw to work integratively. A possible solution is the assimilative approach to integrative practice and its supervision (Boswell, Nelson, Nordberg, McAleavey, & Castonguay, 2010).   The assimilative approach is derived from the common factors perspective (Goldfried, 1980); the idea that there are change factors that are fundamental causal agents of change across all forms of psychotherapy. These change factors include fostering hope for improvement, developing a therapeutic alliance, increasing problem awareness, and problem mastery (Wampold, 2001). The assimilative model of integrative practice assumes that psychological interventions will be maximally effective when based on a specific theoretical model and treatment, but when they also incorporate treatment strategies from other approaches with the goal of overcoming the limitations of the core model (Sotskova, Carey, & Mak, 2016). However, this approach does not escape the criticism that integrative practice involves ‘blending’ techniques from several models and thereby creating an entirely new ‘hybrid’ form of therapy which has not been empirically evaluated (Beitman & Manring, 2009). Therefore, there remains no evidence that integrating aspects of different therapies augments efficacy (Babl et al., 2016). Perhaps more importantly, integration might prevent therapists from learning any single approach proficiently (Wells & Fisher, 2015).
     	One way to identify how integrative practice might influence individual therapists’ ability to learn a single therapeutic approach is by examining the challenges that arise when a psychotherapist, previously working integratively, tries to learn and implement a specific therapeutic model. Here we describe our experience of a clinical psychologist (the first author) making the transition from an integrative way of working to using a specific treatment – Metacognitive Therapy (MCT; Wells, 2009). As a highly manualised and distinctive form of therapy, which draws minimally on other therapeutic models, it offers an ideal opportunity to explore how a therapist moves from an integrative to a single approach.

The case: A clinical psychologist learning Metacognitive Therapy 
The professional and clinical context
On completion of her clinical psychology doctoral training in the UK, AB used an integrative approach. She drew particularly on cognitive-behavioral therapy (Beck, Rush, Shaw, & Emery, 1979), schema focused therapy (Young, 1994; Young, Klosko, & Weishaar, 2003), and aspects of psychodynamic psychotherapy (Freud, 1940; Safran, Muran, & Proskurov, 2009), particularly the ‘inner child’ concept (Capacchione, 1991) and ideas of transference and counter-transference (Jones, 2004). Drawing on different therapeutic models within a single session was also standard practice.  Simultaneously, she would adhere broadly to Rogerian principles, assuming a non-directive and empathic stance in monitoring a patient’s reaction to probing or to eliciting unpleasant feelings (Rogers, 1951). Using different therapeutic models was, therefore, a strategic response to patients’ needs, intended to help each patient to the greatest extent that her training allowed.
     	The clinical setting for this case study is a psycho-oncology service at a National Health (NHS) teaching hospital in North-West England, which accepts referrals of patients and carers affected by cancer.  The service had decided to explore the clinical utility of MCT in people affected by cancer who were experiencing psychological problems.  To develop the required competency in MCT before beginning to evaluate its potential effectiveness, the first author (AB) received intensive training in MCT from the last author, an expert in MCT (PF). The present paper is based on the experience of the training period, documented contemporaneously by both AB and PF and analysed subsequently in discussion amongst all authors.	Comment by Liddy Carver: Can you now include please

MCT and the metacognitive model
MCT is based on a specific theoretical metacognitive model of psychopathology, the Self-Regulatory Executive Function S-REF model (Wells & Matthews, 1994, 1996).  The S-REF model specifies how metacognitive beliefs and processes are responsible for how patients think about their psychological difficulties, rather than what they think. This contrasts with cognitive, or schema-based, approaches, which operate at the cognitive, or content, level. Typically, cognitive therapeutic approaches involve testing the reality of the content of negative thoughts with the intent to modify the schemas underlying that content.  In contrast, the S-REF model links distress to how a patient responds to a negative thought rather than to the content of a negative thought.  According to this model, patients become distressed because they respond to negative thoughts with maladaptive thinking styles such as worry, rumination and focusing attention on sources of threat.   For example, a patient with a cancer diagnosis might have the thought, ‘what if my cancer comes back?’ This might lead to further negative thoughts such as, ‘how will I cope?’ ‘how will my family cope’? This pattern of cognitive processing, or style of thinking, is called the Cognitive Attentional Syndrome (CAS) which, when activated, maintains and deepens distress. The CAS is activated by several metacognitive beliefs, which can be usefully separated into positive and negative metacognitive beliefs.
[bookmark: _Hlk511281337]Positive metacognitive beliefs concern the advantages of worry or rumination (for instance, ‘worrying helps me to be prepared, rumination helps me understand the cause of my low mood’). Negative metacognitive beliefs concern the uncontrollability of worry and rumination (for example, ‘I can’t stop worrying’), and their dangerous consequences (such as, ‘if I carry on worrying like this, I could lose my mind’). In summary, whereas the cognitive-behavioral model maintains that negative thoughts are central to psychological problems, and focuses on reality-testing these thoughts, the S-REF model states that negative thoughts are not important; instead, the patient’s response to thoughts is the crucial factor.  MCT aims to enable patients to respond to negative thoughts and feelings without engaging the CAS, and to modify the positive and negative metacognitive beliefs that maintain the CAS. MCT begins with a case formulation to enable the patient to understand how metacognitive beliefs and processes are maintaining distress. To help patients switch from treating their thoughts as meaningful cognitive events to recognising that a choice can be made about how to respond to them, strategies such as detached mindfulness and worry postponement are used (Wells & Matthews, 1994, 1996). These strategies help patients to disengage the CAS, and challenge patients’ negative metacognitive beliefs about the uncontrollability of worry and rumination. These negative metacognitive beliefs are modified before beginning to challenge positive metacognitive beliefs. The latter stages of MCT focus predominantly on reducing other aspects of the CAS and on relapse prevention strategies.  For further information on MCT see Fisher & Wells (2009). 

Ethical issues
As the first stage of an audit of the potential clinical utility of MCT for cancer survivors experiencing distress following the end of acute medical treatment (Project reference: Royal Liverpool and Broadgreen University Hospital Trust AC02660), six patients were recruited as training cases for AB to develop competence in MCT through weekly supervision by PF; this involved review of audio-recorded, hour-long weekly therapy sessions. Both AB and the patients consented to audio-recording. We illustrate the challenges faced by AB in learning MCT by reference to an individual patient. In doing so, we have ensured patient anonymity by changing or removing potentially identifying clinical or biographical information.

Illustrative patient
KD was a 21-year-old woman who reported experiencing symptoms of anxiety and depression for several years.  She felt that the symptoms were compromising her quality of life across multiple domains. She recalled being diagnosed with major depressive disorder in her late teens by a psychiatrist. KD had been on anti-depressant medication for several years but thought it had been of minimal benefit.  She described attending four counselling sessions in the year before her referral to the psycho-oncology service but had not continued with therapy because she thought it was not addressing her needs.   
Her current symptoms centred on intense worries that family members would develop cancer. She also experienced intrusive images of family members hanging themselves. At the time of referral, she described spending 3-4 hours daily worrying and ruminating. She reported panic attacks ‘every other day’.  At times, she would withdraw and ‘hide away’, avoiding contact with friends and family. KD completed two questionnaires before her first session. Her scores on the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983) indicated severe levels of anxiety and depression: 16 and 15, respectively. A self-report questionnaire, the Cognitive Attentional Syndrome-1 (CAS-1; Wells, 2009) was used to assess the strength of her positive and negative metacognitive beliefs on a scale of 0-100%. Two negative metacognitive beliefs were particularly strong: that ‘worrying is abnormal and harmful’ (90%) and that ‘worrying is uncontrollable’ (100%). Similarly, two positive metacognitive beliefs were very strong: that ‘worrying is helpful’ (90%) and that ‘worrying makes me care for my family’ (80%).   She was pessimistic about improving as she had ‘always been’ this way.  Her coping strategies were thought suppression, distraction and seeking reassurance, and were ineffective, exacerbating her low mood. Her social withdrawal included avoiding meeting other people and was jeopardising her employment.  
After attending 8 MCT sessions with AB, KD no longer believed that worry and rumination were uncontrollable and did not engage the CAS when she experienced negative thoughts. Worrying, rumination and the intrusive images of family members hanging themselves ceased, she rated all her negative and positive metacognitive beliefs at 0%, and she reported no symptoms of anxiety and depression on the HADS; scores for each were 1 at the end of treatment and 0 at 6-months follow-up.  Notwithstanding the ostensible ‘therapeutic success’ of AB’s work with KD, the case illustrated each of the challenges to learning MCT that we identified across the training cases.  
The challenges of learning MCT against a background of employing an integrative approach: analysis of the case
     	AB’s enthusiasm for being a ‘trainee’ again soon changed to intense discomfort and a feeling that her practice was being challenged in fundamental ways. Here we analyse the components of this challenge for AB specifically and identify the broader implications for clinical psychology and other professions that take an integrative approach to therapy. In delineating the main challenges, we illustrate them by reference to patient KD. 

1. Adopting a single therapeutic model 
Because MCT operates at the metacognitive rather than cognitive level, using an integrative approach such as that adopted by AB with an emphasis on engaging with the content of patients’ negative thoughts would mean working simultaneously in the cognitive and metacognitive modes (Wells 2000). However, the S-REF model suggests that this way of working would confuse patients, as well as therapists, by giving contradictory messages. Discussing cognitive content feeds the belief that worrying and ruminating about such content can be helpful, whereas the S-REF model states that continuing to analyse cognitive content maintains emotional distress. AB found this move to a single model very difficult. It conflicted with her having learned, throughout her training, to value drawing on different therapeutic models. 
	Illustration:   Initially, affected by the intensity of KD’s feelings as she described her fear that her father would die, AB wanted to deviate from the MCT protocol to take a ‘limited reparenting’ stance by listening attentively and helping KD question her beliefs, for example that she would not cope (Young et al., 2003).  Using schema-focused strategies, AB wanted to elicit schemas around KD’s fear of losing family members, suspecting the presence of fear of abandonment, dependence or enmeshment schemas. This would mean exploring KD’s childhood for the formation of such schemas.
      	Supervision encouraged AB, instead, to interject gently when KD began to describe her perseverative thinking, with questions such as ‘how do you feel when you spend time thinking about this?’, ‘how does thinking about the possibility help?’ This encouraged KD’s ‘socialisation’ to the MCT model; that is, where the practitioner and patient reach an agreed consensus as to the nature of the presenting problem, typically through both the formulation and the process of therapy (Roos & Wearden, 2009). Specifically, AB’s questions helped prompt KD’s realisation that engaging with negative thoughts is the cause of her distress. AB appreciated, in turn, that by learning to apply the MCT protocol, she could help KD without drawing on techniques from other therapeutic approaches. For example, the following dialogue arose in the second session, following supervision about the need to continue socialising the patient to a case formulation based on the generic metacognitive model (Wells, 2009).
AB 	Do you think worrying about your family becoming ill is helpful?
KD	Well, if I didn’t worry about my family it would mean that I didn’t care.
AB   	If you could stop worrying about your family, do you think you would also stop caring?
KD 	No, nothing could make me stop caring about them.
AB      So, is it possible to love and support them without worrying?
KD   	I suppose so.
AB      Would that affect your relationship with your family?
KD   	In some ways, it would be better, because they know that I worry about them, so they keep things from me, and that makes it worse.

2. Resisting engagement with the content of patients’ distress
Like most clinical psychologists, AB’s previous experience as a therapist involved challenging the content of patients’ cognitions. By contrast, developing skills as an MCT therapist involves learning to work at the metacognitive level.  For example, when patients have a negative thought, such as ‘I’m a failure’, the CBT therapist might ask ‘what evidence do you have that you’re ‘a failure’?  The MCT therapist would ask, instead, ‘when you have a thought about being a failure what do you go on to think about?’ or ‘what is the benefit of worrying about being a failure?’  That is, whereas the CBT therapist would engage the patient in challenging the validity of the negative thought, the MCT therapist helps the patient to recognise that further analysing or questioning the thought is at the heart of the problem.  Even after AB learned to recognise the ‘metacognitive’ level, supervision identified that she still engaged with the content of patients’ negative thoughts. It went ‘against the grain’ for her to disregard the content of what patients told her. She had become used to accepting the common denominator across the therapies she had learned: that the psychotherapist’s job is to help patients by engaging with the content of their negative thoughts, whether by helping them reality-test these thoughts, by interpreting them or helping patients to understanding their origins, or just by empathising with the thoughts. AB empathised with the psychological and interpersonal problems that a diagnosis of cancer can trigger or expose. It felt natural that she should be a ‘sounding board’ for the patient and that she should, in psychodynamic terms, help patients ‘contain’ what they were feeling.
	Illustration: Being reluctant to relinquish her belief that allowing a patient to retell her ‘story’ enabled therapeutic change, AB would empathise with KD’s distress, and reality-test her thoughts in the attempt to help her. At one point, KD discussed her concerns at being diagnosed with depression several years earlier; she feared she would always be depressed.  AB initially reality-tested this belief, asking ‘have you ever experienced feeling happy since you received that diagnosis?’ KD replied that, although she had experienced happy moments, generally she felt depressed. This ‘therapist drift’ allowed KD to dwell on her distressing thoughts and contradicted AB’s attempt to socialise her to understand that dwelling on her negative thoughts was maintaining her depression. 

3. Re-assessing the therapeutic relationship as a mechanism for therapeutic change
AB saw the therapeutic relationship as central to psychotherapy, believing that the therapist’s ‘limited reparenting’ stance allowed the patient to progress therapeutically by feeling accepted and valued (Young, 1994; Young et al., 2003). She thereby shared a belief that is widespread across psychotherapeutic professions, anchored in Rogerian principles of empathy and trust and supported by evidence that the strength of the therapeutic relationship is the best predictor of psychotherapy outcome (Martin, Garske, & Davis, 2000; Safran et al., 2009). Therefore, AB actively fostered a therapeutic relationship before starting therapy, even making this the focus of initial sessions consistent with the view, widespread across different therapies, that the therapist should develop the relationship in parallel to delivering therapy. In MCT, however, the therapeutic relationship is viewed as a component of therapy but not the predominant mechanism of change (Wells, 2009). A therapeutic relationship is formed collaboratively as the patient becomes ‘socialised’ to the metacognitive model and achieves therapeutic goals (Roos & Wearden, 2009). AB initially found this approach uncomfortable, fearing that following a prescriptive therapeutic protocol, with limited attention to the familiar components of a therapeutic relationship, would risk patients discontinuing therapy. However, in supervision, AB learned that a therapeutic relationship developed as patients witness their own progress, and that this relationship does not need to be explicitly addressed beyond working in a collaborative and Socratic manner.
	Illustration: Witnessing KD’s distress while adhering prescriptively to the MCT protocol made AB anxious that she would not build a therapeutic relationship with KD, and that KD might not return. For instance, KD often referred to therapy as ‘challenging’, particularly after metacognitively-focused behavioral experiments that are an integral component of the treatment protocol. KD’s most distressing intrusive image was of her sister hanging, which triggered a ‘thought event fusion’ belief (Wells, 1997). Thought event fusion (TEF) is the belief that that the occurrence of an intrusion can cause events to happen or can mean that events have happened.  In KD’s case her TEF belief was ‘having this image means my sister might have hanged herself’.  When KD was asked to bring the image to mind in the context of a behavioural experiment she initially refused, asking why AB would be so ‘cruel’.  This elicited AB’s own fears that KD would stop therapy. Supervision highlighted that AB needed to focus on continuing to socialise KD to the aims of MCT and, in this instance, to help her recognise that, if she no longer believed that thoughts about her sister hanging meant the event may have happened, she would not need to worry. Fostering greater awareness of the metacognitive processes that were maintaining her distress enabled KD to engage more readily in behavioural experiments and fostered AB’s confidence that KD would continue attending. 

4. Distinguishing skill acquisition from therapeutic success
At first, AB regarded patient improvement as evidence that she was acquiring the skills of MCT. She thereby reflected a broader tendency in therapeutic professions to regard patients’ progress as vindicating therapists’ skill. However, patients can improve for reasons other than therapists’ technical skill, including ‘spontaneous remission’ (Whiteford et al., 2013) or non-specific factors (Lilienfeld, Ritschel, Lynn, Cautin, & Latzman, 2013; Wilkins, 1985). Supervision highlighted that the primary goal of training was adherence to the model of MCT, rather than to see patients improve; that is, the therapy was being scrutinised regardless of patient outcomes.  Consequently, while all six training cases made rapid and substantial progress, AB needed to learn not to take premature reassurance from this progress, and not to let it blind her to the need to continue focusing on becoming more competent at MCT.
	Illustration: Reflecting her assumption that patients’ progress indicated her therapeutic skill, AB initially regarded reduction in KD’s HADS scores as evidence that she had learned to apply MCT successfully. However, when the supervisor asked her to describe progress in terms of KD’s socialisation into the model and ability to engage in the specified treatment components, it became clear that KD’s improvement belied the limitations in AB’s application of MCT described above. The supervisor reminded AB that his concern with clinical competence meant primarily scrutinising AB’s adherence to the MCT protocol, not KD’s therapeutic outcome.
	
Discussion
The primary goal in describing this case was to explore the difficulties experienced by a therapist moving from an integrative approach to a single therapeutic model and therapy.  We identified several difficulties with potentially broader implications for psychotherapy training.

Constraints of an integrative approach
For AB, learning to apply MCT necessitated questioning her pre-existing beliefs about what constitutes good therapeutic practice. However, these beliefs were not idiosyncratic, and reflect beliefs that are widely held amongst psychotherapy practitioners (Boswell et al., 2009).  Indeed, it seemed that being ‘experienced’ in psychotherapy hindered AB’s learning; that is, becoming proficient in MCT required unlearning previous ways of working. The overriding need for ‘unlearning’ concerned allegiance to the integrative approach that AB shared with the broader profession. 
     Supervision directed AB not to be ‘side-tracked’ from learning the MCT model by concerns over therapeutic progress. When KD presented intense distress, or hostility to in-session experiments, AB’s goal to become competent in MCT required her to learn not to draw on the Rogerian or other models that had previously guided her response to patients’ discomfort. That is, by learning to adhere to a single model in the face of therapeutic challenges, a psychotherapist can acquire a more sophisticated understanding of that model than would otherwise be possible.  By contrast, continued commitment to working integratively, and specifically, to changing models when patients do not progress, might inadvertently prevent a psychotherapist from acquiring full competence in any one.

Implications for training
Widespread professional commitment to the integrative model may stem from psychotherapy training in the USA and more generally, in which students are typically exposed to a range of models. However, the complexity of exposure to multiple, divergent models and associated clinical procedures might undermine the ability of a therapist to achieve competency in any one, particularly given the length of training and supervision typically needed to achieve competence in any single therapy (Fairburn & Cooper, 2011).  Not learning any model properly may also mean insufficient foundation for thinking about the compatibility or incompatibility between models; and it may encourage the belief that training in depth is not important, (Sharpless & Barber, 2009). Whereas some qualified psychotherapists seek further training to specialise in a specific therapeutic model, this is not considered mandatory in clinical psychology and other psychotherapy professions. Instead, ‘specialisation’ normally signifies becoming experienced in a ‘specialty’ or patient group (Perepletchikova, Treat, & Kazdin, 2007). Arguably, post-qualification training should also target competence in one or more specific therapeutic models and treatments (Barlow, Levitt & Bufka, 1999).

Implications for supervision
AB had followed common practice in clinical psychology supervision in focusing on cases that felt ‘challenging’, rather than focusing on extending her understanding of a specific therapeutic model. There was an implicit assumption, reinforced by patients’ therapeutic progress that being ‘qualified’ meant that she already understood the therapeutic model in play. Our experience bears out the need, described by several recent critics, to subject the processes and aims of supervision in clinical psychology specifically, and psychotherapy more generally, to more scrutiny than it has received (Falender, 2014; Falender, Shafranske, & Ofek, 2014; Milne, Sheikh, Pattison, & Wilkinson, 2011). Lilienfeld and colleagues (2013) argued that, as in other scientific disciplines, psychotherapy knowledge advances by subjecting cherished claims to informed criticism; for most psychotherapists, supervision is the main opportunity for such challenge. However, different therapeutic models provide different explanatory frameworks for understanding the same problems.  Therefore, switching in supervision from one explanatory framework to another, for example when a patient becomes ‘stuck’ or shows ‘resistance’, prevents the therapist from learning to apply any model fully (Herschell, Kolko, Baumann, & Davis, 2010). That is, unless therapists and supervisors adhere to a single therapeutic model with any patient it is not possible to understand why therapy progresses or stalls.

Conclusion
The integrative approach to psychotherapy practice assumes that therapists have the necessary knowledge base for the models they are ‘integrating’ and using this approach for a specific patient normally indicates an assumption that a single model has not worked and is not well-suited to the patient’s needs. Our experience of post-qualification training in MCT has pointed to the need to question the integrative approach. It suggests that a more accurate reason why a single model has not worked in any instance may be that the therapist has not learned to work competently with that model. Despite recent suggestions that components of MCT might be incorporated into integrative practice of CBT for cancer patients (Temple, 2017), we found a tension between integrative practice and adherence to the MCT model such that continued commitment to integrative working prevented the therapist from acquiring competence in the MCT model.  A fundamental reason for the tension is that therapeutic strategies used in MCT are theoretically and clinically incompatible with those used with CBT and other models that require therapists’ engagement with the content of patients’ distress.  For example, a core strategy in CBT is to help the patient to identify and evaluate the validity of negative automatic thoughts (NATs).   Evaluation of NATs is often accomplished using a thought record, which typically requires the patient to generate evidence for and against the NAT.  In MCT, a NAT is not subjected to reality testing, because that would involve conceptual processing in the form of further analysis of the meaning and significance of thoughts, which is the antithesis of the objectives of MCT.  Our findings suggest the need for further studies that explore in detail how experience in integrative practice influences psychotherapists’ competence in other specific models. It may be that developing skills in MCT against a clinical background of integrative practice is a particularly difficult challenge due to the distinctive features of MCT and its emphasis on modifying metacognitive beliefs and processes.
     Therapist competence in specific models and treatments has been a cornerstone of psychotherapy practice and of the evaluation of psychotherapy interventions.  A recent meta-analysis demonstrated the steady and linear decline in efficacy of CBT for depression since the late 1970’s (Johnsen & Friborg, 2015). One reason proposed for the decline was reduced therapist competence over time, associated with reduced adherence to treatment manuals. We argue that, to ensure future psychotherapists’ competence, psychotherapy training and supervision will need to replace practices shaped by adherence to the value of integration by ones shaped by the need to ensure competence in specific therapeutic models.
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