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Abstract 

This study investigates three common factor mechanisms that could affect outcome in clinical 

practice: response expectancy, the affective expectation model and motivational concordance. 

Clients attending a Gestalt therapy clinic (30 clients), a Sophrology (therapeutic technique) 

clinic (33 clients) and a Homeopathy clinic (31 clients) completed measures of expectancy 

and PANAS before their first therapeutic session. After one month they completed PANAS 

and measures of intrinsic motivation, perceived effort and empowerment. Expectancy was 

not associated with better outcome and was no different between therapeutic treatments.  

Although some of the 54 clients who endorsed highest expectations showed substantial 

improvement, others did not: 19 had no change or deteriorated in positive affect and 18 had 

the same result for negative affect. Intrinsic motivation independently predicted changes in 

negative affect (β = -.23). Intrinsic motivation (β = .24), effort (β = .23) and empowerment (β 

= .20) independently predicted positive affect change. Expectancy (β = -.17) negatively 

affected changes in positive affect. Clients found Gestalt therapy and Sophrology training to 

be more intrinsically motivating, empowering and effortful compared to Homeopathy. 

Greater improvement in mood was found for Sophrology clients than for Gestalt and 

Homeopathy clients. These findings are inconsistent with response expectancy as a common 

factor mechanism in clinical practice. The results support motivational concordance (outcome 

influenced by the intrinsic enjoyment of the therapy) and the affective expectation model 

(high expectations can lead for some clients to disappointment and worse outcome). When 

expectancy correlates with outcome in some other studies, this may be due to confound 

between expectancy and intrinsic enjoyment. 

Key practitioner message 

 Common factors play an important role in outcome. 

 Intrinsic enjoyment of a therapeutic treatment is associated with better outcome. 
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 Active engagement with a therapeutic treatment improves outcome. 

 Unrealistic expectations about a therapeutic treatment can have a negative impact on 

outcome. 

 

Common factor mechanisms in clinical practice and their relationship with 

outcome 

 

Outcome in any therapeutic procedure can result from a combination of (a) factors specific to 

a therapy and (b) factors common to all therapies. While the relative contribution of these two 

sorts of factors is controversial, both within the field of psychotherapy (Wampold, 2001) and 

complementary medicine (Hyland, 2005), there is general agreement that some therapeutic 

factors  are common to all therapies . Frequently cited common factors include the 

therapeutic bond, response expectancy, and empowerment. The contribution of these 

common factors to therapeutic outcome can vary. For example, some therapists may achieve 

a better bond, or some therapies may be more empowering. 

  Three variables might influence the degree to which these common factors contribute 

to outcome: the therapy, the therapist and the patient. In clinical trials, patients are 

randomised to treatment so outcome is unlikely to be influenced by patient differences.  

However, in clinical practice patients often choose their therapy, even when the patient does 

not have to pay for it. Evidence suggests that therapy preference varies with dispositional 

characteristics of the patient (Whalley & Hyland, 2009).  If there are differences in common 

factors between different therapies, then these differences will interact with patient preference. 

Similarly, therapists are not randomly allocated to therapies. Therapists may choose therapies 

that are consistent with their dispositions. In sum, the strength of each of the common factors 
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on clinical outcomes will result from a complex interaction between therapy, therapist and 

patient. 

Common factor mechanisms 

Patients enter therapy with an expectation of outcome. The contribution of patients’ 

expectancies to treatment outcome has long been acknowledged in therapy research (see 

Greenberg, Constantino & Bruce, 2006 for a review). A well-established expectancy model 

of therapeutic change is response expectancy theory (Kirsch, 1985, 1999). Response 

expectancy theory claims that psychological and physiological variables follow cognitive 

expectations, such that patients´ expectations prior to therapy determine their therapeutic 

benefit. While there is substantial evidence supporting response expectancy in laboratory 

analogue studies (where expectancy consistently predicts outcome), the data in regard to 

clinical outcome is less consistent. Not only do some studies fail to show an association 

between expectancy (or equivalent measures) and outcome (Walach et al., 1997; Lewith, 

Hyland & Shaw, 2002), but a review of several types of placebo study suggests that 

motivational  mechanisms are more important in clinical practice where patients are 

motivated to improve their health (Hyland, 2011). Two different theories provide a rationale 

for why expectancy sometimes but does not invariably predict outcome: the affective 

expectation model and motivational concordance. 

The affective expectation model (Wilson & Klaaren, 1992) is based on the premise that 

patients enter therapy with expectations of outcome and where affect is one such outcome.  

Experience of a therapy will either coincide or differ from the expectations and associated 

affect. If expectancies coincide with outcome, then there is assimilation, such that outcome 

becomes more closely aligned with expectation. By contrast, if expectancies differ 

substantially from outcome and these are noticed, then there is contrast such that outcome 

shifts away from the direction of expectation. The latter case might occur if a patient has very 
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high expectations of benefit that are not met, in which case the effect of positive expectations 

would be to reduce benefit yet further. Correlations between expectancy and outcome occur 

when therapy outcomes tend more often to be consistent with expectations. Support for the 

affective expectation model has been found in several studies, but all studies have used 

student populations rather than real clinical populations (Geers & Lassiter, 2002, 2003, 2005; 

Guendolla, Brinkmann & Scheder, 2008; Hodges, Kristen &Wheatley, 2000; Patrick, 

Macinnis & Park, 2007; Wilson, Lisle, Kraft & Wetzel, 1989). 

Motivational concordance theory (Hyland, Geraghty, Joy, & Turner, 2006; Hyland, 

Whalley, & Geraghty, 2007) is based on the premise that therapeutic treatments have benefit 

to the extent that the context of the treatment is consistent with and satisfies the client’s 

significant intrinsic goals. Therapeutic treatments that are perceived as intrinsically satisfying 

tend to be rated as being more likely to be effective, so there is a confound between the 

expectancy of success and the intrinsic value of the treatment. Several studies have shown 

that motivational variables, namely, dispositional optimism (Geers et al., 2010), gratitude 

(Geragthy, Wood & Hyland, 2010) and the intrinsic satisfaction of the therapy and effort, are 

important contributors to outcome and that the effect of expectancy is mediated through these 

motivational variables (Gaitan-Sierra & Hyland, 2011; 2013). Previous studies demonstrating 

motivational concordance have not used clinical populations. Motivational concordance 

theory can be considered an application of self-determination theory (Deci & Ryan, 1985; 

Ryan & Deci, 2000) and self-concordance theory (Sheldon & Elliot, 1999) to clinical practice, 

both theories suggest that intrinsic goal satisfaction  improves health, including the goals of 

relatedness (relevant to the therapeutic bond) and the goals of autonomy and control (relevant 

to empowerment).  

One way to assess the effectiveness of a therapy is through its effects on the client’s 

regulation of emotions and affect (Rottenberg & Gross, 2007) and which can be assessed by 
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scales measuring mood. In line with this approach, previous studies have examined the 

impact of motivated behaviour on mood change by employing the Positive Affect and 

Negative Affect Schedule (PANAS) to measure global mood following therapeutic 

engagement (Gaitan-Sierra & Hyland, 2011; 2013). In the present research, we examine the 

effectiveness of therapeutic treatment using the PANAS, a scale that provides separate 

measures of positive and negative affect. 

The study reported here investigates the affective expectation model and motivational 

concordance in a clinical sample. There were two aims of this study. The first was to record 

clients’ expectations in clinical practice and to examine whether high expectations have 

adverse effects, as predicted by the affective expectation model. If that were the case, some 

(but not all) clients with high expectations of good outcome should be disappointed and 

therefore show low or no improvement. A second aim was to evaluate motivational 

concordance in contrast to response expectancy in a clinical population, and to examine the 

relationship between motivational variables on outcome. We studied three therapeutic 

modalities, Gestalt therapy (a form of humanistic psychotherapy), Sophrology (a therapeutic 

technique that includes relaxation) and Homeopathy (a pharmacologically inert substance 

prescribed on the basis of an extensive interview). We compared whether there were 

differences in common factors and outcome between these three therapeutic treatments in 

clinical practice. 

Method 

Participants and recruitment 

Clients, aged 18 years or more, who were attending clinics in Mexico for the first time were 

invited to take part in an evaluation study of the outcome of their therapy. A total of 140 

clients volunteered to take part, 45 from a Gestalt clinic, 42 from a Sophrology clinic, and 53 

from a Homeopathy clinic. Thirty clients from the Gestalt, 33 from the Sophrology and 31 
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clients from the Homeopathy clinic completed the follow-up assessments. Demographic 

characteristics of clients are provided in Table 1. 

Therapeutic treatments 

We selected three therapeutic treatments that vary widely in the levels of effort and 

engagement they require from the client. Gestalt therapy is a talking-based therapy that 

demands active engagement from the client. Sophrology instead emphasises the importance 

of leaning physical and mental techniques, and demands more physical activity than Gestalt 

therapy. Homeopathy on the other hand, demands very little engagement of any kind from the 

client, beyond that of taking a ‘remedy’ (drops or pills) on a daily basis. Gestalt, Homeopathy, 

and Sophrology are representative of three distinct types of therapeutic modalities, where 

Gestalt therapy represents a psychotherapy, Homeopathy represents a therapeutic treatment, 

and Sophrology represents a therapeutic technique. 

We chose a range of therapeutic treatments (a) because this should enable us to 

generalise our findings with regard to the relationship between common factors and outcome 

to a variety of therapeutic treatments, and (b) because this enables us to test for differences 

between therapeutic treatments that naturally differ in the effort and engagement they require 

of the client. The therapeutic treatments are described in more detail below. 

Gestalt therapy 

Gestalt therapy is a humanistic psychotherapy that focuses on insight and awareness of the 

present experience. Specific techniques involve relaxation through guided imagery, which is 

used to promote self-awareness, and the ‘empty chair’ technique (Ginger, 2007) where clients 

imagine holding a conversation with a significant other. Clients may be given exercises to 

carry out at home. Gestalt therapy is an effective therapy (Greenberg et al, 1994; Bretz, 

Heekerens & Smith, 1994; Strümpfel, 2004), and in this clinic therapy was provided by six 

qualified therapists (training course of 36 months). Clients attended weekly sessions (four 
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between baseline and follow-up), with the first session lasting approximately 70 minutes and 

subsequent weekly sessions between 45 to 60 minutes. The cost for the client varies from 21-

43 US dollars per session depending on the client’s ability to pay.  

Sophrology 

Sophrology is a therapeutic technique based on mind-body exercises that promote self-

awareness and relaxation (Caycedo, 1964), and are taught by a Sophrology trainer. 

Techniques include yoga, and various types of guided imagery and meditation, including 

focused breathing. None of the techniques are unique to Sophrology. Clients are encouraged 

to practice Sophrology techniques at home and include them in their daily activities. 

Evaluations of Sophrology are limited, but the technique is shown to produce therapeutic 

benefit (Pandey, 2009). In the Sophrology clinic, the therapeutic technique was provided by 

five qualified sophrologists (length of training 24 months). Clients attended weekly sessions 

(four between baseline and follow-up), with each session lasting 45-60 minutes. The cost for 

the patient is $17 US dollars per session. 

Homeopathy 

Homeopathic prescriptions consist of ‘remedies’ in which the original biological substance 

has been diluted such that no molecules of the substance remain. Drops of the ‘ultra-diluted’ 

remedy are then added to sucrose globules to be consumed by the patient (Hahneman, 1999). 

Evidence suggests that the homeopathic globules have no pharmacological effect and 

therefore act as a placebo (Ernst, 2002; Shang et al., 2005). Homeopaths select and prescribe 

remedies (over 2000 are available) on the basis of a homeopathic interview that requires the 

patient to engage in self-reflection. The self-reflection component of treatment is not 

designed to treat a client’s psychological condition, but simply to encourage the patient to 

discuss their health condition, general wellbeing, emotional state and lifestyle preferences. 
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In the Homeopathy clinic, therapeutic treatment was provided by six qualified 

homeopaths (training course of 24 months). Clients attended an initial session that lasted 

approximately 60-90 minutes, collected the remedy globules from the clinic the following 

day, and returned for a second 45 minute session with the homeopath one month later (2 

sessions between baseline and follow-up). Cost to the client is $19 US dollars per 

appointment, which includes globules.  

Measures 

Expectancy was measured using a single 7-point scale item: “At this point in time, do you 

expect the [Gestalt/Sophrology/Homeopathic] [therapy/technique/treatment] to help you?”  

Expectancy ratings range from -3 (unlikely it will help) to 3 (definitely it will help). 

Intrinsic motivation was measured using 3 items based on content suggested by existing 

theory in intrinsic motivation (e.g., Csikszentmilhalyi, 1990; Deci & Ryan, 1985; Waterman 

et al., 2003). The items followed (1) ‘I am enjoying the [Gestalt/Sophrology/Homeopathic] 

[therapy/technique/treatment]’, (2) ‘I think the [Gestalt/Sophrology/Homeopathic] 

[therapy/technique/treatment] is interesting’, and (3) ‘I have been learning new things about 

myself throughout the [Gestalt/Sophrology/Homeopathic] [therapy/technique/treatment]’. 

Responses were made on a 7-point scale ranging from 1 (strongly disagree) to 7 (strongly 

agree). An index of intrinsic motivation was created by summing participants’ ratings for the 

three items, where high scores indicate greater intrinsic motivation. The internal consistency 

reliability of the intrinsic motivation scale was acceptable (Cronbach’s α=.88) 

A measure of perceived effort was based on previous research (Hutchinson & 

Tenembaum, 2006) and was derived from the aggregate of three items, (1) ‘How well have 

you persisted with the effort required by the intervention?’, (2) ‘How much effort have you 

put into the intervention?’, and  (3) ‘How effortful would you describe the intervention as a 

whole?’. Participants rated each question on a scale ranging from 0 (none/not at all) to 5 
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(very much/very well). An index of effort was created by summing participants’ ratings for 

the three items, where high scores indicating greater effort. The internal consistency 

reliability of the scale was acceptable (Cronbach’s α=.90). 

Empowerment. Empowerment was measured indirectly. One single item was used to 

assess participants’ perceptions of their ability to take part in new activities. The item 

followed: When you left the therapist, to what extent you feel you would be successful if you 

engage in new activities. Clients responded on a scale ranging from 0 (no difference from 

before) to 3 (I have felt very encouraged). This question was designed to measure a 

consequence of empowerment, namely a feeling of self-efficacy: the belief that future activity 

is successful (Bandura, 1977). We reasoned that therapists who empowered their clients 

would enable clients to feel more efficacious in their lives. 

Mood was assessed using the Spanish translation of the Positive and Negative Affect 

Schedule (PANAS). The Spanish translation of the scale has been validated in a range of 

Hispanic countries, including Mexico (Robles & Paez, 2003) and exhibits high levels of 

internal consistency reliability of scale items (positive affect scale, Cronbach’s α range = 

0.85-0.90; negative affect scale, Cronbach’s α range = 0.81-0.85), and  test-retest reliability, 

showing similar psychometric properties to its English counterpart (Watson, Clark & 

Tellegen,1988). This scale provides independent measures of positive and negative affect, 

and comprises 10 adjectives to describe positive and negative feelings and emotions 

respectively. Each item is rated on a 5-point scale ranging from 1(very slightly or not at all) 

to 5 (extremely), high scores indicating high positive or negative affect. 

Procedure 

Ethical approval for the study was obtained from the Plymouth University ethics committee 

and with agreement from the supervisors of the three clinics. Upon arrival for their first 

scheduled session, clients were approached by a receptionist in each one of the clinics, and 
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provided signed informed consent for a study evaluating their experience of therapeutic 

treatment. Clients were reminded of the confidentiality of their data contribution. Clients 

completed the expectancy question and PANAS before their first session and returned the 

completed questionnaires to the receptionist in a numbered (not named) sealed envelope. One 

month after their first session, receptionists of the clinics approached the clients after they 

had finished their sessions and asked them to complete the PANAS scale and intrinsic 

motivation, perceived effort and empowerment items. Questionnaires were again returned to 

the receptionists in sealed and numbered envelopes.  All common factor mechanisms being 

investigated have been shown to have had an effect in less than one month. 

Results 

The Relationship between Common Factors and Outcome 

Fifty four (59%) of patients checked the highest rating for expectancy (i.e., +3). Despite 

paying for the treatment, 15 people (16%) were unsure (rated zero) and a small minority 

believed that the treatment would not help them (3 patients rated less than zero). Expectancy 

was not significantly different between therapeutic treatments, F (2, 91) p = 0.32. Table 2 

provides the means and standard deviations for all variables (expectancy, intrinsic motivation, 

perceived effort, positive and negative affect, empowerment) for each of the three therapeutic 

treatments before intervention and 1-month following intervention. Table 3 provides the 

number of participants who improved, “improvers,” (defined by improvement in at least one 

point on the scale, i.e., minimal improvement or more) or did not improve, “non-improvers,” 

(either no change or deterioration) in positive and negative affect post-intervention as a 

function of level of expectancy. There were significantly greater proportions of improvers 

than non-improvers at zero and higher levels of expectancy for positive affect, but only 

among the highest level of expectancy for negative affect, see Table 3. A chi square test 

comparing the frequency of those improving versus not improving as a function of high 
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expectations (expectancy = +3) versus modest expectations (expectancy = +1 and +2) 

revealed a marginally significant effect for positive affect, χ
2 

(1, 76) = 3.53, p = .060, but a 

non-significant effect for negative affect, χ
2 

(1, 76) = 0.70, p = .403. These results reveal that 

a substantial proportion of clients with high expectations did not improve in positive affect, 

negative affect, or neither, and that there was a marginal tendency for those with high 

expectations to have a greater frequency of non-improvement than those with moderate 

expectations, though these data should be treated with caution because of the smaller number 

of clients with moderate expectations. 

However, having a high expectation does not prevent a good outcome. Of the 13 clients 

who showed the greatest improvement in positive affect (a change of +19 points or more), 

four provided a maximum expectancy score of +3 (3 from Gestalt therapy and 1 from 

Sophrology). Of the 14 clients who had the greatest improvement in negative affect (a change 

of -19 points or more), seven rated expectancy with a maximum score of +3 (3 from Gestalt 

therapy, 3 from Sophrology and 1 from Homeopathy).  

Table 4 provides the correlations between the common factors and change in positive 

and negative affect. Expectancy did not correlate significantly with any of the other common 

factors, nor did it correlate with mood change. However, intrinsic motivation, empowerment 

and effort were all inter-correlated. We conducted two multiple regressions to examine the 

independent contribution of expectancy, intrinsic motivation, effort and empowerment to 

change in positive and negative affect. Intrinsic motivation was the only significant predictor 

of change in negative affect. All four predictor variables independently predicted positive 

affect change, see Table 5.  Note that the negative β for expectancy indicates that, when 

controlling for other factors, clients with higher expectancy improved less for positive affect. 

Differences between the Therapeutic Treatments 
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There were significant differences between therapeutic treatments for effort F(2, 91) = 7.56, 

p< .001, ŋ
2
 = .143, intrinsic motivation F(2, 91) = 3.53, p = .033, ŋ

2
 = .072, and 

empowerment F(2, 91) = 8.92, p< .001, ŋ
2
 = .164. Pairwise comparisons revealed that 

Homeopathy was significantly lower (p< .05) for all three of these variables compared to 

Gestalt therapy and Sophrology, but there was no difference between Gestalt therapy and 

Sophrology. 

To test for differences between therapeutic treatments for change in affect, we 

conducted a two-way mixed analysis of variance (ANOVA) separately on clients’ positive 

and negative affect scores. Therapeutic treatment (Gestalt, Sophrology and Homeopathy) was 

included as the between subject factor, and session (baseline affect scores and post-

intervention affect scores) was entered as the repeated measure. For positive affect, the 

analysis revealed a significant effect of session, indicating that across therapeutic treatments 

clients’ positive affect scores were higher at follow-up compared to baseline, F(1, 91) = 

57.91, p< .001 ŋ
2 

= .389. 

Positive affects scores were highest overall for the Sophrology clients (M = 33.18), 

followed by Homeopathy clients (M = 30.87), and Gestalt clients (M = 27.95), indicated by a 

significant effect of therapeutic treatment, F(2, 91) = 4.08, p =.020 ŋ
2
= .082. Post hoc LSD 

comparisons confirmed that positive affect scores at baseline where significantly higher for 

the Homeopathy clients (M = 29.22) than Gestalt clients (M = 23.77; p = .018) and 

marginally significantly higher than for Sophrology clients (M = 28.18; p = .051). There was 

no significant difference between the Homeopathy and Sophrology clients (p = .638). 

Type of therapeutic treatment interacted with session, F(2, 91) = 4.58, p =.013 ŋ
2 

= .091. 

Follow-up paired comparisons indicated that largest benefits of treatment were for 

Sophrology clients (baseline = 28.18, post intervention = 38.18; t(32) = 6.48, p< .001), 

followed by Gestalt clients (baseline = 23.77, post intervention = 32.13; t(29) = 4.41, p<.001), 
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and were smallest for Homeopathy clients (baseline = 29.22, post intervention = 32.51; t(30) 

= 2.22, p = .034). 

For negative affect, there was no significant overall effect of therapeutic treatment F(2, 

91) =1.69, p =.19, but a significant interaction between therapeutic treatment and session F(2, 

91) = 8.58, p< .001 ŋ
2 

=.16. Post hoc LSD tests revealed that negative affects scores were 

higher at baseline for Gestalt clients (M = 28.33) than for Homeopathy clients (M = 22.19; p 

= .008), and were higher for Sophrology clients (M = 26.64) than for Homeopathy clients (p 

= .048), but did not differ between Gestalt and Sophrology groups (p = .449). Follow-up 

comparisons comparing baseline and post-intervention scores for each therapeutic treatment 

revealed that negative affect scored reduced significantly for Sophrology t(32) = -6.71, 

p< .001 and Gestalt t(29) = -3.85, p<.001 clients, but not for Homeopathy clients t(30) = -.87, 

p =.39.  

Discussion 

The aim of this study was to examine the contribution of three common factor mechanisms 

that might occur in clinical practice: response expectancy, affect expectation model and 

motivational concordance. We found no evidence in support of response expectancy theory. 

Baseline expectancy did not predict outcome, nor was it correlated with intrinsic motivation. 

Previous research has shown that expectancy correlates with outcome when outcome also 

correlates with intrinsic motivation;  however, expectancy fails to correlate with outcome 

when the description of the therapy so  limited such that expectations cannot be based on 

anticipated intrinsic goal satisfaction (Hyland et al., 2008). A possible interpretation of our 

results is that in this clinical context, clients evaluated the intrinsic value of the therapy only 

after taking part. Expectancy failed to predict outcome at baseline because, at that time, 

expectations were not based on knowledge about the motivational context of the therapeutic 

treatment. 



15 
Common factors 

We found evidence supporting the affective expectation model. Some of the clients 

who had the highest expectations of outcome went on to have excellent outcomes, both for 

positive and negative affect. However, others did not: Of the 54 clients who had the highest 

expectation of outcome 19 either had no improvement or deteriorated in positive effect, and 

18 showed no improvement in negative affect. 

We found evidence in support of motivational concordance. Intrinsic motivation was 

the only independent predictor of negative affect change. However, for positive affect, 

intrinsic motivation, effort, and empowerment were independent predictors of change. These 

findings indicate the importance of motivation as part of the common factors (Hyland, 2011). 

The finding that empowerment and effort predicted outcome in positive but not negative 

affect is consistent with the broaden and build hypothesis (Frederickson, 1998, 2001, 2004) 

that positive affect has a specific function in enhancing novel activities.  

Greater improvement in mood was found for Sophrology clients than for Gestalt and 

Homeopathy clients, but our study design did not enable us to tell whether this difference was 

due to specific factors, differences in common factors between the therapeutic treatments or 

due to the clients. Sophrology uses therapeutic exercises for developing positive thinking 

skills (Perreaut-Pierre, 2000), which promote positive thoughts, sensations, and images, and, 

if there were a genuine treatment effect this may explain why improvements in positive affect 

were largest among Sophrology clients. This interpretation would be consistent with the 

significant effects that positive psychological interventions have on positive affect, well-

being and health (for a review see Seligman, 2008; Sin & Lyubomirsky, 2009). Gestalt 

therapy also encourages positive thinking and positive emotions. However, Gestalt clients 

must first develop self-awareness and acceptance of personal responsibility before they can 

attain a positive mental state (Yontef, 1993). Thus, during the therapeutic process clients have 

to face their current problems, which inevitably can evoke negative emotions and thoughts. 
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Therefore, differences between Sophrology and Gestalt treatments in terms of positive affect 

may have been due to more positive experiences and emotions elicited during Sophrology 

than in Gestalt therapy.    

Negative affect decreased for the Sophrology and Gestalt clients, but not for 

Homeopathy clients.  Sophrology clients showed the greatest reductions in negative affect 

perhaps due to non-specific mechanisms and use of exercises. Research has shown that 

techniques such as mindful breathing (Feldman, Greeson, & Senville, 2010), relaxation, 

meditation (Jain et al., 2007) and guided imagery (Alves & Kolcaba, 2009), which are part of 

Sophrology, can improve negative emotions, and reduce symptoms of stress and anxiety. 

Sophrology also aims at boosting the client’s confidence, although without directly tackling 

psychological concerns as with Gestalt therapy, and thus it may be that Sophrology client’s 

experience treatment more positively than Gestalt clients. Research has shown that 

interventions that evoke positive emotions can also reduce negative emotions and symptoms 

(Frederickson, Cohn, Coffey, Pek, & Finkel, 2008). The style of interaction between 

homeopaths and their clients during consultation promotes empathy, hopefulness and patient 

enablement (Eyles, Leydon, Lewith, & Brien, 2011; Mercer, 2005). It is possible, however, 

that compared to Sophrology and Gestalt clients, Homeopathy clients reported less benefit 

because Homeopathy does not focus on psychological exercises of positivity. Whether or not 

the observed differences between therapeutic treatments is due to the treatments themselves, 

it is not known, but the possibilities outlined above lend themselves to further research. 

Limitations 

The current study has several limitations. First, clients were not randomly assigned to the 

therapeutic treatments, so differences between treatments are at best indicative. Second, we 

did not ask clients the reasons for them attending treatment, nor about their financial 

circumstances and did not collect information about their presenting symptoms. All these 
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factors might have affected the results independently of the type of therapeutic treatment 

selected. Third, we collected data from clients over a relatively short period (one month). 

However, dose-effect therapy research has reported significant treatment effects with few 

sessions, and that initial therapeutic response predicts long term outcome (Barkham, Shapiro, 

Hardy, & Rees, 1999; Kopta, 2003). Finally, while we identified motivational factors that 

appeared to explain treatment effects on mood and empowerment, it is possible that there 

were other non-specific effects involved in treatment, such as the health care setting. 

Conclusions  

Whereas response expectancy has been demonstrated as a placebo mechanism in laboratory 

analogue studies, this study confirms the conclusion of a review (Hyland, 2011) that its 

contribution to real clinical situations has been overstated.  In this study, we found evidence 

for motivational concordance and for the affective expectation model as contributors to 

common factors effects. 
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Tables 

 

Table 1. Demographic characteristics of clients in each therapeutic treatment 

 Homeopathy 

N=31 

Sophrology 

N=33 

Gestalt 

N=30 



24 
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Gender (%) 

Females  

Males 

 

23 (74.2) 

  8 (25.8) 

 

22 (66.7) 

11 (33.3) 

 

23 (76.7) 

 7  (23.3) 

Age  

Mean (SD) 

Range 

 

46.87 (16.88) 

18-68 

 

40.00 (12.21) 

18-65 

 

32.10 (8.87) 

18-50 

Occupation (%) 

Student 

Employee 

Unemployed 

Housewife 

Retired 

 

4 (12.9) 

12 (38.7) 

        0 

14 (45.2) 

1 (3.2) 

 

3 (9.1) 

23 (69.7) 

1 (3.0) 

 5 (15.2) 

1 (3.0) 

 

5 (16.7) 

19 (63.3) 

2 (6.7) 

 4 (13.3) 

       0 

 

 

 

 

 

 

Table 2. Means and standard deviations for all variables between therapies 

 

Condition and variable 

Before intervention After 1-month of intervention 

Mean SD Mean SD 
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Common factors 

Expectancy 

   Homeopathy 

   Sophrology 

   Gestalt 

 

 

1.97 

1.97 

2.20 

 

1.28 

1.47 

1.16 

 

- 

- 

- 

 

- 

- 

- 

Intrinsic motivation 

     Homeopathy 

     Sophrology 

     Gestalt 

 

- 

- 

- 

 

- 

- 

- 

 

 

18.03 

19.90 

19.50 

 

3.67 

2.91 

1.98 

Perceived effort 

     Homeopathy 

     Sophrology 

     Gestalt 

 

 

- 

- 

- 

 

- 

- 

- 

 

11.00 

12.84 

12.07 

 

1.67 

1.58 

2.40 

Positive affect 

     Homeopathy 

     Sophrology 

     Gestalt 

 

 

29.22 

28.18 

23.77 

 

8.27 

9.77 

8.30 

 

32.51 

38.18 

32.13 

 

8.96 

7.79 

8.26 

Negative affect 

     Homeopathy 

     Sophrology 

     Gestalt 

 

 

22.19 

26.64 

28.33 

 

6.92 

9.32 

9.99 

 

21.13 

16.63 

20.63 

 

8.73 

5.91 

8.08 

Empowerment 

Homeopathy 

Sophrology 

Gestalt 

 

- 

- 

- 

 

- 

- 

- 

 

1.54 

2.39 

2.17 

 

.89 

.79 

.80 

 

Table 3. Change in positive and negative affect post-intervention as a function of level of 

expectancy (N = 94) 
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Common factors 

Level of 

expectancy 

(No. of 

clients) 

No. clients with no 

change or decreases 

in positive affect 

(No. clients with 

increases in positive 

affect) 

Mean 

positive 

affect 

change from 

baseline 

(SD) 

No. clients with no 

change or increases 

in negative affect 

(No. clients with 

decreases in negative 

affect) 

Mean 

negative 

affect change 

from baseline 

(SD) 

-3(0) 0(0) - 0(0) - 

-2(1) 0(1) 29 0(1) -19  

-1(2) 0(2) 8.50 (7.78) 0(2) -18 (5.65) 

0(15) 3(12)* 7.13 (8.75) 4(11) -6.5 (9.55) 

1(10) 1(9)* 9.30 (10.65) 4(6) -4.10 (7.46) 

2(12) 2(10)* 8.66 (11.43) 6(6) -6.9 (11.55) 

3(54) 19(35)* 4.98 (9.12) 18(36)* -5.80 (9.35) 

Note. *indicates a significant chi-square test at p<.05 
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Common factors 

Table 4.Correlations between predictor and outcome variables 

Measure    1   2   3  4   5   6  7 

1. Expectancy     -       

2. Intrinsic motivation
 

.16   -      

3. Perceived effort
 

-.13 .37**    -     

4. Empowerment
 

 .05 .43**  .41**   -    

5. Positive affect 
baseline 

 .11 .15 -.03 .15   -   

6. Positive affect 
change

 -.20 .27**  .42** .36** .54**   -  

7. Negativeaffect 
baseline

 -.06 .07  .09 .08 -.31** .31**   - 

8.Negative affect 
change

  .11 -.30** -.31** -.29** -.24* -.45** -.65** 

*p < .05, **p < .01 
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Common factors 

 

Table 5. Multiple regressions with expectancy, intrinsic motivation, effort and empowerment 

as predictors variables and  negative affect and positive affect at follow-up as dependent 

variables 

Dependent variables Predictor variables B β 

Negative affect 
follow-up   

 

 

 

Negative affect 
baseline 

Expectancy 

Intrinsic motivation 

Perceived effort 

Empowerment 

 

.35 

.57 

-.60 

-.67 

-.71 

 

      .41*** 

.10 

-.23* 

            -.17 

            -.08 

 R
2
= .29, (5,93), p<.001 

Positive affect 
follow-up          

  

Positive affect 
baseline 

Expectancy 

Intrinsic motivation 

Perceived effort 

Empowerment 

 

.37 

-1.15 

.69 

1.01 

2.00 

 

    .38*** 

-.17* 

  .24** 

  .23** 

.20* 

 R 
2
= .48, (5,93), p< .001 

*p <.05, **p < .01, ***p < .001 


