
The relevance of research for psychotherapy began with the early approaches of psychoanalysis, humanistic and behavioural modalities. Psychoanalytic schools of therapy have historically viewed research as an internal idiographic process, closely related to, and rooted in the clinical experience of the therapist. Its source of research was based on in-depth case studies of individual clients and subjective clinical material rather than statistical evidence. Early practitioners such as Freud suggested that empirical, data-driven research could not capture the complex nature of human experience, particularly the unconscious, as effectively as clinical experience (Freud, 1925; Willemsen, Della Rosa and Kegerreis, 2017).
Behaviouralism has been historically central to the development of modern research practices particularly in the fields of psychology and therapy. It shifted the emphasis from Freudian individualistic case studies to empirical and objective investigation; the methods used were scientifically based and researcher bias was kept to a minimum. It emerged in the early 20th century with the work of Watson, Pavlov, and Skinner, rejecting introspection and subjectivism in favour of observable behaviour and controlled experimentation to achieve measurable data (Watson, 1913; Skinner, 1953). The emphasis on observation and quantification assisted psychology in becoming validated as a scientific discipline, which endures today. Research is still required to be quantifiable, replicable, and observable.
Humanist modalities took the middle ground in the developing debate around what research was valid and what research should look like. They were interested in scientific rigour, scientific investigation, and rational enquiry, suggesting that this was the most reliable method for understanding the universe and solving human problems (Maslow, 1962). The difference from behaviourism seems to relate to also valuing not just scientific research but research from literature, the arts, history, and philosophy to understand the human experience, meaning and ethical choices (Rogers, 1961).
Qualitative research traditions are both foundational and have transformed over time psychotherapeutic practise. They help to provide context, so why therapists need to examine how human beings relate and function in their world. They support real-world decisions and understanding of the “how” and “why” of social interventions and generic health, because qualitative research can explore people’s experiences, beliefs, preferences, behaviour, interactions, and social context (NICE, 2022). Qualitative methods are used to see if a particular intervention works; methods such as case studies, phenomenology and ethnography can elucidate how an investigation works, why it might fail, and include the subjective experiences of clients and practitioners. It provides a bridge between research and practice. Phenomenology focuses on the lived experiences of a client; it tends not to be based on numbers but on how a client perceives, for example, the therapeutic experience. Ethnography is an observational tool, watching the target population in its natural settings, used to document culturally specific behaviours. Narrative approaches use storytelling to understand subjective experiences; this is useful to chart a client’s journey around an issue. The integration of both evidence-based practice and qualitative research is recognised as essential to developing knowledge of the constantly changing landscape of human beings and their lived experiences; it can be used to explain change and explore anomalies in human nature (Gaglio et al., 2020).
However, with the growth of qualitative research, therapy saw the development of randomised controlled trials. These trials are considered the gold standard for effectiveness, particularly in reference to health care studies (Matthews, 2017). These studies randomly assign individuals and put them into groups, including a control group. This is then used to compare against an intervention; this is used to reduce any bias that may be present in the study whilst being able to show causality. In psychotherapy research, randomised controlled trials can also be strengthened when effectiveness and implementation are considered together, as this helps connect research findings with real-world therapeutic practice (Johnson et al., 2020). So randomised controlled trials offer effectiveness, qualitative research explains the context and experience, whilst practice-based evidence provides real world applications. It would appear no one methodology can fully represent the challenges of research around human emotions and expressions.
What does research offer therapy, particularly in reference to practice at the point a therapist meets a client, and how has evidence gathering changed as clients and issues have changed? The major and key move was from subjective evidence to qualitative evidence whilst strictly adhering to the structure of empirical evidence. Qualitative evidence does also allow for the integration of the client’s lived experience, and it has reduced the issues of therapist bias. However, there is still a strong link between research and the medical model, which is the model of choice for research and consequently has supported the move towards brief therapy and results-driven therapeutic interventions. Hence the popularity of cognitive behavioural therapy to address mental health issues such as depression, anxiety, PTSD, and addictions. This challenged research further, and two patterns have emerged. The first is practice-based evidence; this method uses evidence gathered from routine clinical settings to evaluate how interventions work, or do not work, in actual therapeutic practice (Holmqvist, Philips and Barkham, 2015). The second looks at the common factors within a therapy session that achieve results, not based only on the therapeutic modality of the therapist, but on the therapeutic relationship, the provision of a safe space and the core conditions, particularly empathy (Bailey and Ogles, 2023).
The medical model or positivist research culture is responsible for the direction that therapy has taken within research; it could be argued that it is still driving therapeutic research even now, with randomised controlled trials still viewed as pertinent and meta-analysis increasingly used to support claims about the validity and effectiveness of NHS talking therapies (Wakefield et al., 2021). It has given rise to CBT (cognitive behavioural therapy) being positioned strongly within NHS provision because it lends itself to standardisation, manualisation and outcome measurement, although this can be critiqued for privileging a medical-model view of psychotherapy over relational and contextual understandings of therapeutic change (Wampold and Imel, 2015). It has led to short-term, results-driven interventions and protocol-led responses to issues such as anxiety and depression.
There are several criticisms offered which elucidate the way in which this research culture has constrained psychotherapy. It reduces therapies that are relational, long term or individualised, suggesting that they are evidence poor, despite research indicating that therapeutic relationship, client factors, and individualised practice are central to positive outcomes (Cooper, 2008). It does not allow fully for subjective experience, so the impact of culture, context and emotion can be difficult to assess and quantify. It also runs the risk of pathologising human distress rather than understanding it as a response to power, threat, meaning and lived experience (Johnstone and Boyle, 2018).
The interpretivist research culture was a response to the science-based positivist research culture. The premise of interpretivism was that a client’s reality is created through language, meaning, and social context; therefore, understanding a client or a client’s response comes through interpreting lived experience rather than measuring variables (McLeod, 2011). It revealed the importance of the therapeutic alliance and of clients’ own experiences of their lives, identified by themselves rather than by scientific measurement. It helped validate the work of longer-term therapies because it placed clients’ experiences as central to this method of research. It returned to case studies and a more person-centred approach to research, and it began to understand distress as socially constructed rather than only biological (Berger and Luckmann, 1966).
Although it offered a different approach to research, interpretivism still constrained the development of psychotherapy. The research produces rich and meaningful results, but these can be difficult to generalise, which may make them harder to use in a wider policy context (Leung, 2015). This, in turn, makes it harder to create a policy response to the evidence, as highly individualistic information does not always fit national funding briefs in the same way as positivist evidence. However, this criticism can also be challenged, as case-study and qualitative research can still contribute to knowledge when its transferability, context and practical meaning are properly understood (Flyvbjerg, 2006).
 
[bookmark: _Int_NyMsl19r]Phenomenological research can, in some ways, be tied to interpretivism, but it has the goal of describing experience rather than trying to explain it or interpret it. It reintroduced the concept of personal experience, not in isolation but in relation to the wider social world, with phenomenology focusing on the lived world and the meaning of experience as it is encountered by the person (Finlay, 2011). It introduces the concept of self and how that interacts with the outside world, where the individual meets community and where relational connection to the wider world shapes human existence. Interpretative phenomenological analysis has also been influential in psychotherapy-related research because it examines how people make sense of significant life experiences, including distress, identity, and change (Smith, Flowers and Larkin, 2009).
As a research medium, phenomenology has issues with numbers, repeatability, and generalisability. It can be hard to revisit and repeat the research because the impact of the original inquiry may change the meaning of any later repetition, and qualitative research is often judged through criteria such as sensitivity to context, transparency, coherence and impact rather than through statistical replication alone (Yardley, 2000). The focus on depth also makes studies with large numbers difficult, and because current political and policy systems often base responses on generalisability, this type of research may not fit that political narrative. However, qualitative research in counselling psychology can still be evaluated through trustworthiness, reflexivity, adequacy of data and adequacy of interpretation, rather than being dismissed only because it does not produce large-scale numerical findings (Morrow, 2005).
[bookmark: _Int_RFmg5Brt]Clearly, there is importance in research not just for learning from it, but also for being able to follow a client’s journey. Evidence-informed practice assists therapists to make informed decisions about the direction of a therapeutic relationship by integrating research evidence with clinical expertise and the client’s own preferences and circumstances (Sackett et al., 1996). It provides a backdrop to understanding the client and their issue; in some cases, it can provide a map for the therapist to follow in delivering the best help possible in a given situation. It also encourages reflexivity and reflection, which support both personal and professional development, particularly when practitioners use reflection-in-action to respond to the unique and uncertain nature of practice (Schön, 1983). Each of the research cultures provides valuable tools around measurement, meaning, and experience. Together, they make therapy a multidimensional and multidisciplinary field.
As a trainee practitioner and a student, the validity in my journey within training and my relationship with research cannot be overstated. Research provides students with knowledge in the field but also a wider concept of the profession and its position in society. It brings a sense of connection and provides a structure within the field. For trainees, research is important because it helps them understand what research is, why it matters, its historical and philosophical context, and how it can be used to evaluate both outcomes and the process of therapy (McLeod, 2013). It aids trainees by providing up-to-date information and often clear data about the position of the profession. It keeps the field informed but also produces new directions and more questions; it prevents the profession becoming stale and not current. Research also helps trainees and practitioners access evidence about therapeutic effectiveness and the factors associated with positive outcomes, supporting more informed and effective practice (Cooper, 2008).
[bookmark: _Int_9hURSgAe]Research is also important because government bodies, institutions, and employers use it to make decisions about, for example, how long therapy should last and which therapy provides the ‘best’ results. These bodies are figure driven, which is also resource driven; they need figures to compare and contrast with available resources. NICE guidance, for example, bases treatment recommendations on systematic reviews of the best available evidence alongside explicit consideration of cost effectiveness (Kendrick et al., 2022).
It is ethical and professional for me as a trainee to be aware of the diverse types of therapeutic intervention and how it works for each client and to be able to differentiate what is beneficial but also what could be harmful. Research provides the field with this information. The BACP Ethical Framework states that practitioners should work within their competence and keep their skills and knowledge up to date (British Association for Counselling and Psychotherapy, 2018). In addition, it is also useful to have key information about your practice if a client asks, client awareness of therapy has increased with the rise of social media platforms and AI (Artificial Intelligence). Therefore, it is good to have awareness that clients have not just innate awareness of themselves and their position in therapy from this information, but an awareness of therapist roles and responsibilities and the different forms of therapy available.
Research encourages questions which in turn makes the field more reflexive and reflective. When as therapists or trainees we see clients, change and learning follow. Research is challenging but beneficial but also necessary. It is not however all positive because research culture can also constrain therapy and its development. An example of this is how the medical model is still the model that informs, for example, government policy through the organisation NICE (National Institute for Health and Care Excellence). NICE guidance recommends a range of psychological interventions for depression, including cognitive behavioural approaches, and bases recommendations on systematic reviews of evidence and cost effectiveness (National Institute for Health and Care Excellence, 2022). This body has given approval for CBT as a main therapeutic response to key mental health issues such as depression, PTSD, and some addictions. CBT is data driven and short term in its delivery; it produces figures and results. It can be generalised across mental health issues which fits the narrative of NICE. This concerns me as it is very directive and can also skew clients’ needs. As I mentioned before, today’s clients are better informed and can access information about therapeutic modalities and make informed choices. However, if that information is skewed one way or another, clearly the client will make the decision based on what is considered best, not what may offer them a source of potential change and growth. This concern is supported by arguments that evidence-based practice can become incomplete or misleading if it focuses only on specific treatment models and does not sufficiently include the therapy relationship, client preferences and responsiveness to the individual person (Norcross and Wampold, 2011).
There are therapists who are challenging the dominance of the medical model, raising concerns that it may be pathologising distress rather than understanding it. The argument is that the medical model is reductionist; it reduces human distress to symptoms and eventually categories. The Power Threat Meaning Framework offers an alternative to psychiatric diagnosis by understanding distress in relation to power, threat, meaning and survival responses, rather than reducing it to symptoms alone (Johnstone and Boyle, 2018). This goes against ethical principles, and, for me personally, the one that relates most strongly is autonomy: if our client’s distress is reduced to symptoms, are we really offering autonomy? To a degree, it can sacrifice our ability to create relational depth; we begin to look for symptoms and causes rather than offering the client a safe space to explore their distress. Safe space is created by empathy and unconditional positive regard; if a therapist is focused truly on the client, are we looking for symptoms or are we seeing the person? Rogers argued that therapeutic change depends on relational conditions such as empathy, congruence, and unconditional positive regard, which places the person rather than the diagnosis at the centre of therapy (Rogers, 1957). In conclusion, there should be informed research, but it needs to come in an anti-establishment way: a broader, more encompassing journey with the client, not just the symptoms.
As I was asking questions about how NICE made decisions in relation to which type of therapy produces the ‘best’ results in relation to specific types of client issues, I wanted to review a paper looking at CBT and its results with PTSD. NICE guidance for PTSD recommends trauma-focused CBT and EMDR as evidence-based psychological interventions for adults, while also stating that care should take account of the individual needs, preferences and values of the person using the service (National Institute for Health and Care Excellence, 2018).
Structure of the paper and Research design 
This study is based on collated data from evidence-based practice. It uses evidence collected over an eleven-year period for patients in London visiting an NHS Talking Therapies outpatient clinic. It was targeted at adults with PTSD. The aim of the study was to look in depth at what both CBT and EMDR achieved with adults with PTSD symptoms. The purpose of the study was to gain a better understanding of the relative effectiveness of trauma-informed CBT and EMDR as provided by this particular service in the geographical area of London. Belli et al. (2025) describe this as a service evaluation of trauma-focused CBT and EMDR outcomes for PTSD in a London NHS Talking Therapies outpatient service over 11 years, using a sample of 1,580 adults. The study aimed to allow for a better-informed clinical and treatment pathway for individuals with trauma problems in a talking therapies service and to contribute to the wider research on trauma interventions within CBT and NHS frameworks. Its main aim was to determine overall recovery rates for PTSD in this service and how these might have changed over time. The introduction is well structured for the purposes of the investigation as it mentions other studies, including meta-analysis studies.
It accesses both past and present data available on the topic and uses it to inform the outcome of this study it follows the the medical model theory whilst accessing practice-based data from an interface called IAPTUS all information collected over an eleven-year period from 2012 to 2023. This system used a questionnaire type system to illicit the answers from clients about their outcomes. The study outlines the data was achieved by retrospectively analysing routinely collected data. The data was comprehensive the individuals concerned completed weekly measures of depressive or anxious symptoms using PHQ-9 and GAD-7 questionnaires they also completed a PTSD checklist for DSM -5 or the Impact of Event Scale-Revised (IES-R), the PLC-5. These were used to classify the results for the purpose of this study. The sample size was originally 1696 but some were excluded due to a change in their status and symptoms analysis, the eventual number included was 1580. It included a statement outlining strengths and limitations, engaged with what could be drawn from the study in terms of key practice points. 
The paper firmly places both CBT and EMDR as key actors in recovery from PTSD. However, critically observing the paper from a person-centred perspective, it lacks the client’s perspective; the reason for this is that it is very much data based and data driven, and none of the questionnaires allow for full exploration of emotions from the clients’ perspective. McLeod argues that qualitative research in counselling and psychotherapy is valuable because it can allow the experiences of therapy participants, particularly clients, to be heard in ways that quantitative measurement may not fully capture (McLeod, 2011). The clients’ words about their own experiences are missing; structured questionnaires obtain structured answers. To obtain this data in a form that fits the government narrative and the NICE narrative of effective therapeutic engagement, it may have missed an important client story. This fits the medical research agenda, so its validity can be questioned. A recent qualitative meta-analysis of client-identified psychotherapy outcomes also suggests that clients value changes beyond symptom reduction, including self-understanding, agency, emotional functioning, and social engagement, which may be overlooked when outcomes are measured mainly through symptom questionnaires (Ladmanová et al., 2025).
Purpose and Findings 
This study using its own collected data had the purpose of tracking the recovery rates over 11 years of PTSD suffers who visited an outpatient talking therapies service in London. The main purpose was to identify the effectiveness of both CBT and EMDR on PTSD patients. To compare recovery rates and symptom changes of individuals with PTSD and to decide whether there are any definable differences between the recovery rates of either CBT or EMDR. It does raise questions of validity in the sense of was it providing any new insights into that data. Did it lead to further research, this study appears to be more of a validation exercise the outcomes it sought were skewed to the purpose of the study. This is evidenced in the key practice points the first one stating that there was no difference in recovery rates between CBT and EMDR. The conclusion being to continue to offer both and let the client choose. So effectively the study perfectly answered its question. Later in the key points the study then reveals gaps in the study showing there should be further audits of the service to consider cultural backgrounds, men and those who are non-binary. Effectively offering a glimpse into research bias and how the study may accomplish delivery of the service to wider sections of society and how culture affects clients, as does status, age, sexual identity. However, it then talks about using the findings from this study to inform its future outreach work with these target groups. Whilst indicating it needs more auditing in these groups. Which may indicate further studies are needed before they apply the findings to the planned outreach work.

Effectiveness of claims 
This study sets out to infer that both CBT and EMDR work with PTSD clients using service data collected over an eleven-year period. So effectively it was constructed to fit that purpose. Although the authors acknowledge that further research is required, they defend the purpose of this by writing a paragraph based on key practice points which reiterates the initial introduction and why they are conducting the research. It is an evaluation of effectiveness of both the modalities they use in this service and supports the continued use of both, finding no differences in outcomes between them. This is consistent with practice-based evidence approaches, which use routinely collected clinical data to evaluate therapeutic outcomes in real-world services, while also raising questions about the limits of such evidence when it is used to support existing models of provision (Holmqvist, Philips and Barkham, 2015). It is not strictly a comparative study although it is set out as one. It only compares the collected data, not any other outside data. This method of course creates the results they are looking for, as naturalistic service evaluations can demonstrate effectiveness in routine settings but do not offer the same control over allocation, comparison groups, or causality as randomised controlled trials (Matthews, 2017).
Given that the study was conducted using the evidence collected from numerous questionnaires given to clients at varying stages of the process of either EMDR or CBT, it provides figures to the facts and as such the results are empirical and make the study easy to replicate. As to whether the data provides a true picture of the client experience could be debated, as questionnaires may standardise the client’s response but can also shape how symptoms are understood and reported within psychotherapy research (Truijens et al., 2022). Are questionnaires the most effective way to gain access to the client's journey? Would it have produced different results had they done, say, a focus group of people who received the service and one of people receiving the service? Qualitative psychotherapy research suggests that clients often identify outcomes beyond symptom reduction, including self-understanding, agency, emotional functioning, and social engagement, which may not be fully captured by routine symptom measures (Ladmanová et al., 2025). Would the results have been different if they did a truly comparative study by using a study about the same presenting issue but using, say, person-centred therapy or existential therapy as the comparison? Instead, the authors choose to use collected data from the service to state its effectiveness; it also forgoes the need to collect and collate any new or emerging data. In its favour, it is longitudinal, covers a long-time span and defended its hypothesis. It has also tried to show some growth by suggesting they need further study on their outreach project, but despite this they will use the findings from this study to inform the outreach work and continue to use the current models within the service. It is a study that could be replicated and the results being figure-based would lend itself to the researchers being able to generalise to any current or future service user in terms of service provision. Overall, it elucidates what the service does and the results it achieves.
Conclusion and overall value of the work 
[bookmark: _Int_Deacjs4j]Overall if I judge this research from the point of view of a student it is clear, concise and provides tables and figures that can be used to provide information about how EMDR and CBT work well for PTSD. It offers a structured response to an increasing issue as people begin to differentiate between issues like depression or addiction and PTSD. Individuals presenting with PTSD is on the rise; some of this may be attributable to the Covid pandemic, although it may also reflect better diagnostic tools and more accurate recognition of PTSD. This is supported by research showing that pandemic-related trauma and stressor symptoms became a significant public health concern, while diagnostic interviews can produce more precise estimates than screening measures alone (Scott et al., 2023). This study points to the increase relating to better diagnostic tools and more precision in diagnosis and response. The debate for me is not its practical use as a paper about PTSD and the types of therapy that work with it, but what impact it makes for the field at large. I feel that research should challenge the status quo; it should impact the field, increase learning and lead to additional research. This piece mentions other research it could do but retains the status quo. Its findings reveal merely that the current therapies work for some clients, but what about the clients it does not work for? Should that not be the goal of the field: to move with the clients and keep on challenging the status quo? For me as a therapist I am duty bound to challenge myself and my learning so I can deliver the best me into the relationship with the client. Did this study give the field greater understanding? In my view, no. I think, in fact, it limited the field to just one or two ways of addressing clients’ needs. If one way works, should we stop trying to examine others and just do that one way? For me, that limits rather than extends our practical efficiency, especially when psychotherapy research also emphasises common factors such as the therapeutic alliance, therapist effects, expectations, and empathy rather than treatment technique alone (Wampold and Imel, 2015).
[bookmark: _Int_Ie0ze3Va]Bessel Van Der Kolk (2015) states that our brains, minds, and bodies are geared totally to collaboration; it is a technique for survival, and we have created social systems that meet this need. It is this very collaboration breaking down that creates mental suffering. Research needs to examine this break down, to unravel it with empathy and unconditional positive regard, but also to challenge this mental suffering. The difficulty is that to be validated in the current epistemological framework of the medical model of mental suffering, research must prove its validity, accountability and transparency within a system that is still operating in a positivist way. Research must be repeatable and accurate, but not necessarily relatable. In research, we are chasing facts and figures, information which comes from the type of questions we ask rather than from ourselves or in a genuine way from our clients’ explorations. This is important because client-centred psychotherapy research suggests that clients often identify meaningful outcomes beyond symptom reduction, including self-understanding, agency, emotional functioning, and social engagement (Ladmanová et al., 2025).
This piece of research, from my view, exemplifies the problematic aspects of the relationship between research and therapy, with its directive nature and the way it targeted its findings to reiterate its position in the treatment of PTSD. For example, it used pre-collected data, some of which was eleven years old, with no follow-up questionnaire asking how those individuals were now, where they were in their journey with PTSD, or how many of them had needed more therapy. They conducted a longitudinal study but without the kind of follow-up that most longitudinal studies use when revisiting participants. This was not the case for all participants but was relevant to a number of them. This study, for me, appears to have had one purpose: to consolidate the successes of the project. The information analysed was chosen to represent the project’s success; it did not use all information available and eliminated questionnaires from, for example, people with both depression and PTSD. The questionnaire was structured and did not allow for the subjects to ask questions, which is why it blocked client autonomy. Structured questionnaires are designed to elicit an exact response, not to help a client explore, and research suggests that questionnaires can shape how symptoms are experienced and reported within psychotherapy research (Truijens et al., 2022). CBT operates very much as an exact science, much like behaviourism, so certain behaviours elicit certain responses; it misses that core that makes us human. Whilst some of our behaviours can be predicted as such, there is always a client who will engage differently. A client may indeed present with a similar, if not the same, dilemma, but what will be different is the response because we are all affected in diverse ways by events. Clients arrive to therapy with their own unique responses to situations; it is where resilience comes from, as we all experience the world from our own unique perspective. This study does not see individual uniqueness or elicit the subject’s uniqueness; this would have needed a different type of study, such as qualitative inquiry, which can allow the experiences of clients and therapy participants to be heard in a way that controlled measurement may not fully capture (McLeod, 2011). Did it deliver what it stated in the abstract? Yes, so from that point of view it was a good study. However, it left, from my perspective, a lot of unanswered questions, which made it problematic for me both as a student and a practitioner. This is particularly important in PTSD research, where systematic reviews support trauma-focused CBT and EMDR as effective treatments but also point to the need for shared decision-making and attention to what matters to the individual client, rather than relying only on manualised symptom outcomes (Lewis et al., 2020).
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