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Ambivalence in Emotion-Focused Therapy for Depression: The Maintenance of 

Problematically Dominant Self-Narratives 

 

Abstract 

Ambivalence can be understood as a cyclical movement between an emerging narrative 

novelty-- an innovative moment (IM)--and a return to a problematically dominant self-

narrative. The return implies that the IM with its potential for change, is devalued right after 

its emergence. Return-to-the-Problem Markers (RPMs) signaling moments of such 

devaluation of IMs were coded in passages containing IMs in six clients with major 

depression treated with emotion-focused therapy: three good-outcome cases and three poor-

outcome cases.  The percentage of IMs with RPMs decreased across therapy in good-

outcome cases, whereas it remained unchanged and high in the poor-outcome cases. These 

results were consistent with the theoretical suggestion that therapeutic failure may be 

associated with failure to move beyond this form of ambivalence.  
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Ambivalence in Emotion-Focused Therapy for Depression: The Maintenance of 

Problematically Dominant Self-Narratives 

 

 We conceptualize ambivalence as a cyclical movement in which the emergence of 

novelties in a client's self-narrative, called Innovative Moments (IMs; Gonçalves, Matos, & 

Santos, 2009; Gonçalves, Ribeiro, Mendes, Matos, & Santos, 2011), is followed by a return 

to the client's problematically dominant self-narrative (usual way of understanding the 

world).  That is, a novelty emerges in the therapy dialogue, but the client quickly devalues its 

implications for change by, minimizing, trivializing or contradicting it. The present study on 

ambivalence in Emotion-Focused Therapy (EFT) for depression replicated a study by 

Gonçalves, Ribeiro, Stiles et al. (2011) that described how ambivalence developed in 

Narrative Therapy (NT) with women who were victims of intimate violence. Ambivalence 

was assessed using Return-to-the-Problem Markers (RPMs), which signal moments of such 

devaluation of IMs. In this study, we identified IMs followed by RPMs in six cases of major 

depression treated with EFT, three good outcome cases and three poor outcome cases. These 

cases had been previously analyzed with the Innovative Moments Coding System (IMCS; 

Gonçalves, Ribeiro, Mendes, et al., 2011) by Mendes et al. (2010), and we used those IMs 

codes as a starting point in the present study.  

 

Narrative and Multi-voiced Conceptualization of the Self: Innovative Moments as 

Expressions of Non-dominant Internal Voices 

We propose that people construct meaning from the ongoing flow of experiences in 

the form of self-narratives (Bruner, 1986; Hermans & Hermans-Jansen, 1995; Gonçalves et 

al., 2009; McAdams, 1993; Polkinghorne, 1988; Sarbin, 1986; White, 2007; White & Epston, 

1990) and that, simultaneously, these self-narratives work as implicit rules that constrain the 
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meaning constructed from the experience, shaping behavioral, cognitive, emotional, and 

interpersonal processes. Self-narratives are conceived as the result of the continuous dialogue 

between the multiple internal voices, which we view as ways of being in the world grounded 

in traces of the person's past experiences (Honos-Webb & Stiles, 1998; Stiles, 1999, 2011). 

Constellations of similar or related experiences become linked and thus assimilated to form a 

community of voices, which is experienced by the person as their usual sense of self.  

Self-narratives become problematic when they are too rigid and consistently exclude 

incongruent internal voices, that is voices representing experiences that are discrepant from 

how individuals typically perceive themselves (Ribeiro, Bento, Salgado, Stiles, & Gonçalves, 

2011). Typically, when clients present for psychotherapy, their dominant self-narrative is 

problematic in that it fails to  acknowledge  important  parts  of  the  client’s  life  experience.  

The excluded, non-dominant voices may be avoided or warded off, but they do not 

disappear. Instead, when they are addressed by external life events, they may emerge and 

express themselves. When they do, they typically cause distress, but they also constitute an 

IM. Change in psychotherapy occurs as clients move from a dominant self-narrative that 

excludes important internal voices to a more functional self-narrative that incorporates the 

previously excluded voices. We have proposed that this process occurs through the 

emergence, accumulation and articulation of IMs. When non-dominant voices express 

themselves during IMs, the current community of voices, organized according to the 

currently problematically dominant self-narrative, is disrupted, at least temporarily, and an 

opportunity for assimilating the excluded voices emerges.   
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Ambivalence as a Reaction to Innovative Moments 

 Although the emergence of IMs opens the possibility for change, allowing the novelty 

to be expanded in therapy, it also destabilizes a  person’s  usual  way  of  understanding  and  

experiencing, thus creating unpredictability and uncontrollability, threatening clients' sense of 

self-stability (Ribeiro & Gonçalves, 2010). Whether or not IMs develop into a new self-

narrative depends on the way this threat is managed: An IM can be amplified, or its meaning 

may be devaluated by the client, thus reducing its potential to produce change. Amplification 

refers to the expansion of a given meaning present in an IM, creating an opportunity for 

development to occur, as in the following example. 

Agoraphobic client: Today, I confronted my fears and went out [IM], and this made 

feel stronger and hopeful [IM amplification]. 

Conversely, devaluation refers to the minimization, depreciation or trivialization of a 

particular meaning present in an IM, resulting in the maintenance of the old problematic 

patterns, as in the following example. 

Agoraphobic client: Today, I confronted my fears and went out [IM],  but  I’m  sure  

tomorrow  I’ll  feel  miserable  and  weak  again! [IM devaluation] 

We have previously reported that in poor-outcome cases, as well as in initial and 

middle phases of good-outcome cases, clients tend to devalue IMs by bypassing, minimizing, 

depreciating, or trivializing their meaning, and quickly returning to the problematic self-

narrative, promoting stability (Gonçalves, Ribeiro, Stiles, et al., 2011; Ribeiro et al., 2011; 

Santos et al., 2010). For instance, in the beginning of therapy, when Jan (a good-outcome 

case of EFT from the York I Depression Study; Greenberg & Watson, 1998; Honos-Webb, 

Surko, Stiles, & Greenberg, 1999; Leiman & Stiles, 2001) expressed feelings of dependency 

or weakness (non-dominant voice)--that is, when she experienced IMs--she frequently 

restated the need of being strong and independent (dominant voice), thus returning to the 



Ambivalence in Emotion-Focused Therapy  
 

6 

problematic self-narrative (Figure 1). This sort of ambivalence is also illustrated by the 

reactions that emerge when clients hesitantly begin to face fears, saying, in effect:  “I  had  

enough of my fears and limitations. I will free myself from my fears, no matter what the 

implications  are  (IM)…  but  I’m  too  weak  for  this.”  (Return  to  the  problematically dominant 

self-narrative). 

Thus, IMs and the problematically dominant self-narrative can act as opposite self-

positions in a negative feedback loop relation. In this repetitive process, the client oscillates, 

first elaborating the IM, which temporarily disrupts the dominant self-narrative (briefly 

freeing the client from its oppression), then returning to the dominant self-narrative, reducing 

the discrepancy created by the innovation along with the associated anxiety.  

Ambivalence may thus result in a form of stability, which may be understood as two 

opposing parts of the self that keep feeding into each other, dominating the self alternately, 

producing distress as it does so.  This conceptualization is congruent with other theoretical 

accounts of ambivalence.  Engle and collaborators (Engle & Arkovitz, 2008; Engle & 

Holiman, 2002) have emphasized, from a humanistic-experiential perspective, that 

psychological changes introduce discrepancy or inner contradiction. This discrepancy may be 

experienced as a threat, evoking a self-protective response in which the discrepant experience 

is  “distorted,  denied,  or  inadequately  symbolized”  (Engle  &  Arkovitz,  2008,  p.  391),  keeping  

clients safe from anxiety, as they respond to changing from something familiar into 

something unknown. From a dialogical point of view (Valsiner, 2002; see also Hermans, 

1996), the client performs a cyclical movement between a voice (IM) and a counter-voice 

(problematically dominant self-narrative) that interferes with further development, leading to 

an “impasse  or  a  state  of  ‘stuckness’  (cf.  Perls,  1969)”  (Honos-Webb & Stiles, 1998, p. 28).  

Brinegar et al. (2006) used the term rapid cross-fire to describe this oscillation between the 

overt expressions of two contradictory internal voices. As each voice triggers contradiction 
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by  the  other,  they  seem  “to  fight  for  possession  of  the  floor”  (Brinegar  et  al.,  2006,  p.  170).   

EFT (Greenberg, Rice, & Elliot, 1993) uses the term conflict splits to describe this sense of 

struggle between two opposite aspects of the self that pull the person in different directions. 

In each of these characterizations of conflicting internal self-positions, the dialogue maintains 

the  person’s  status quo and, when extended over time, can be conceptualized as forms of 

resistance to change.  

Not all cases remain stuck in ambivalence, however. In some cases, clients move from 

rapid cross-fire toward an inclusive system of meaning in which opposite internal voices 

respectfully listen to each other and engage in joint action (see Brinegar et al., 2006). 

Measurement of Ambivalence 

 To measure the sort of ambivalence in which an IM emerges and is immediately 

followed by a return to the problematically dominant self-narrative, we have proposed a 

system for coding Return-to-the-Problem Markers (RPMs; Gonçalves, Ribeiro, Stiles, et al., 

2011). The following example was drawn from the case of George, a poor- outcome case of 

EFT from the York I Depression Study; Greenberg & Watson (1998; Honos-Webb, Stiles, 

Greenberg, & Goldman, 1998), whose depression was related to his feelings of inadequacy 

and inability to provide for his family. This view of himself as a failure permeated his 

relationships with significant others, particularly with his mother, with whom he had a distant 

relationship. When George experienced IMs, they were usually followed by a RPM, as in the 

following excerpt: 

Session 5 

C: I don't feel so depressed about it [referring to his low income] as I had been in 

the past (IM) but it's frustrating that I still have to go through the anguish of the 

problem as far as the money is concerned. (RPM) 
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In this example, George described an IM – “I don't feel so depressed about it as I had 

been  in  the  past” – and then returned to the problematically dominant self-narrative by 

saying  “but it's frustrating that I still have to go through the anguish of the problem as far as 

the  money  is  concerned.” This clause introduced by the word but, represented opposition or 

negation towards what was being said and hence constitutes a RPM. 

The results obtained in the study of narrative therapy with women who were victims of 

intimate violence (N = 10; Gonçalves, Ribeiro, Stiles, et al., 2011) showed that IMs were 

much more likely to be followed by a RPM in the poor-outcome cases than in the good-

outcome cases. The good- and poor-outcome cases had similar levels of symptom severity at 

intake, but the poor-outcome cases showed dramatically higher percentages of RPMs in the 

later parts of therapy. This observation is consistent with the theoretical suggestion that 

ambivalence between IMs and the problematically dominant self-narrative can interfere with 

the therapeutic progress.  

Hypothesis 

In this study we extended our method for coding RPMs to another type of therapy – 

EFT. We hypothesized that the probability of IMs containing RPMs decreases across 

treatment in good-outcome cases, as the novelties are expanded and assimilated, but not in 

poor-outcome cases.  

Method 

Data, including IMs codes, were drawn from the Mendes et al. (2010) study of IMs in 

EFT.  Relevant  parts  of  that  study’s  method  are  summarized  here;;  please  see  Mendes  et  al.  

(2010) for additional details. 

Clients 

We studied six clients who received EFT as participants in the York I Depression 

Study (Greenberg & Watson, 1998), a project designed to assess and compare EFT (then 
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known as process-experiential therapy) with client-centered therapy for major depression 

(diagnosed according to the DSM-III-R, APA, 1987). The treatment in both conditions 

entailed 16 to 20 sessions of individual psychotherapy once a week. These six cases (3 good 

and 3 poor outcome cases) were previously chosen from the 17 clients who received EFT in 

the York I study for intensive process analyses. Four were women and two were men (age 

range = 27-63 years, M=45.50, SD = 13.78). Five of the clients were married, and one was 

divorced.  

Therapists and Therapy 

EFT incorporates the client-centered relational conditions (empathy, unconditional 

positive regard, and genuineness; Rogers, 1957) and adds experiential and gestalt 

interventions to facilitate the resolution of maladaptive affective-cognitive processing. These 

EFT interventions included focusing (Gendlin, 1981) at a marker of an unclear felt sense, 

systematic evocative unfolding for problematic reactions, two-chair dialogue for self-

evaluative and self-interruptive conflict splits, and empty-chair dialogue for unfinished 

business with a significant other (Elliott, Watson, & Greenberg, 2004; Greenberg et al., 1993; 

Greenberg & Watson, 2006). 

Five therapists (four women, one man) conducted the individual therapy for the six 

clients analyzed in this study (two of the poor-outcome clients, numbers 4 and 6, were treated 

by the same therapist). Their levels of education varied from advanced doctoral students in 

clinical psychology to PhD clinical psychologists. Four therapists were Caucasian and one 

was Indian. All therapists received 24 weeks of training according to the York I Depression 

Study manual (Greenberg et al., 1993): eight weeks of client-centered therapy training, six 

weeks of systematic evocative unfolding training, six weeks of two-chair dialogue training, 

and four weeks of empty-chair dialogue training. 

Measures  
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 Beck Depression Inventory (BDI). The BDI is a 21-item self-report instrument 

assessing symptoms of depression (Beck, Steer, & Garbin, 1988; Beck, Ward, Mendelson, 

Mock, & Erbaugh, 1961). The items are rated on a 4-point Likert scale, from 0 to 3, with total 

scores ranging from 0 to 63. Internal consistency in this sample was a α .92.  

Innovative Moments Coding System (IMCS). The IMCS tracks IMs, that is, moments 

in which the problematically dominant self-narrative is challenged (Gonçalves, Ribeiro, 

Mendes et al., 2011). Coders consensually distinguish facets of each client's problematically 

dominant self-narrative (e.g. lack of assertiveness, sense of inability) and then identify 

independently the moments in which these facets are challenged (e.g. moments of 

assertiveness, sense of empowerment). In previous studies, the IMCS has proved to be 

reliable; the average inter-judge percentage of agreement on overall IMs salience (the 

proportion of session occupied by each IM) ranged from 84% to 94% (calculated as the 

overlapping of the salience identified by both judges divided by the total salience identified 

by either judge; Gonçalves, Ribeiro, Mendes et al., 2011).  

Return-to-the-Problem Coding System (RPCS). As described in the Return-to-the-

Problem Coding System manual (Gonçalves, Ribeiro, Santos, Gonçalves, & Conde, 2009), 

this qualitative system analyses the re-emergence of the problematically dominant self-

narrative (through RPMs)  immediately  after  the  emergence  of  an  IM  or  within  the  client’s  

first  speaking  turn  after  the  therapist’s  first  intervention  following  the  IM  narration.  

Gonçalves, Ribeiro et al., (2011) reported very good agreement between judges on coding 

RPMs, with a Cohen’s  k of .93. 

Procedure 

IMs coding and reliability. Mendes et al. (2010) applied the IMCS to all session 

transcripts of the six selected EFT cases. Two judges participated; both were PhD students in 

psychology. One judge coded the entire sample and another judge independently coded 50% 
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of the sessions of the sample (n = 53). Reliability indexes were computed on the 50% of 

sessions coded by both judges. The percentage of agreement on overall IMs salience was 

88.7%.  

 Two steps in this process of coding IMs are relevant to the present analysis: (1) 

consensual definition of the facets of the problematically dominant self-narrative by the two 

coders and  (2) identification of each IM, defining its beginning and end.  

 The first step of the process of coding therapy sessions involved a careful reading of all 

transcripts. Coders then independently  listed  the  clients’  problems  (or  facets of the 

problematically dominant self-narrative) and met to discuss their understanding of what 

comprised  each  client’s  problematically dominant self-narrative. The problems were 

identified  and  consensually  defined  (as  close  as  possible  to  the  client’s  discourse).  To  make  

this procedure clearer, we give the following example of problematically dominant self-

narrative identified in the case of Lisa, a well-known EFT client from the York I Depression 

Study sample (‘‘The  Case  of  Lisa,’’  2008;;  Gonçalves,  Mendes,  et  al.,  2010).  One  of  Lisa’s  

problematic self-narrative themes  was  ‘‘resentment  and  difficulty  in  expressing  her  own  

feelings’’: 

L:  Maybe  that’s  why  I  don’t  tell  him  how  I  really  feel  inside  (sniff)  ...  yeah,  

there’s,  or  um,  even  though  I  express  it,  it’s  just  kind  of  laughed  at. 

As we already stated, an IM is, by definition, an exception to this theme: 

  L:  .  .  .but  then  my  feelings  are  my  feelings  and  I’m  entitled  to  them. 

To allow coders to track what were identified as IMs within the client discourse, the 

sessions were independently coded in chronological order. When client started to talk about 

any content that constituted an exception to the previously identified problematically 

dominant self-narrative, coders identified IM onset and offset.  
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RPM coding and reliability. The same two judges participated in the RPM coding 

procedure as participated in the IMCS coding. This coding was done two years after the 

IMCS coding had been completed. Training for RPM coding began with reading the Manual 

for the RPCS (Gonçalves, Ribeiro, et al., 2009). Next, the two judges coded RPMs in a 

workbook that included transcripts of all IMs from one psychotherapy case. This step was 

followed by a discussion of discrepancies with a group of other RPM judges in training 

and/or with a skilled RPM judge. After this discussion, they coded a second workbook that 

included transcripts of all IMs from a second psychotherapy case. Their codes were then 

compared with the codes of expert judges. Judges were considered reliable if they achieve a 

Cohen’s  k higher than .75, which was the case.  

RPMs coding comprised two sequential steps: (1) independent coding and (2) 

resolving disagreements through consensus. Both judges coded the entire sample (1260 IMs), 

analyzing IMs coded by Mendes et al. (2010) for the presence of RPMs, following the RPCS 

manual. The sessions were coded from the transcripts in the order they occurred. Reliability 

of identifying RPMs, assessed by Cohen’s  k, was .85, based on the initial independent coding 

of a sample size of 1260 IMs. Throughout the coding process, the two judges met after 

coding each session and noted differences in their perspectives of the problems and in their 

RPM coding. When differences were detected, they were resolved through consensual 

discussion. During the collaborative meetings, the judges discussed the strengths of each 

other’s  coding  and  the  criteria  used  to  achieve  them. Through this interactive procedure, the 

judges  were  able  to  integrate  each  other’s  strengths,  which  facilitated  the  coding  of  

subsequent sessions (cf. Brinegar et al., 2006). The analysis was then based on the consensus 

between the two judges.  

Good and poor outcome cases. Clients were previously classified by Greenberg & 

Watson (1998) as having good or poor outcome based on a Reliable Change Index (RCI, 
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Jacobson & Truax, 1991) analysis of the BDI (Beck, Steer, & Garbin, 1988; Beck, Ward, 

Mendelson, Mock, & Erbaugh, 1961) pre therapy score (assessment interview) and BDI post 

therapy score (last session). Based on a BDI cutoff score of 11.08 and RCI criteria, three 

clients  were  identified  as  ‘‘recovered’’  (i.e.  with  a  good  outcome)  and  three  were  classified  as  

‘‘unchanged’’  (i.e.  with  a  poor  outcome)  at  treatment  termination.  BDI  scores  declined 

dramatically from pretest to posttest for the three good outcome cases but change little for the 

poor outcome cases (see Table 1). 

No significant differences between the good outcome and poor outcome cases were 

found for number of sessions. The level of symptom severity on the pretreatment BDI was 

significantly different between the two outcome groups, with good outcome clients scoring 

significantly higher (greater severity) than poor outcome clients. Mendes et al. (2010) 

reported that the global salience of IMs (proportion of session transcript involving IMs) was 

higher in the good outcome group than in the poor outcome group.  

 

Results 

Table 1 shows the percentage of IMs that were followed by RPMs along with the 

frequencies of IMs and RPMs in each of the six cases.  There was a good deal of variation 

from case to case but no significant difference between good- (M=21.70; SD = 2.92) and poor 

outcome cases (M = 29.77; SD = 10.38; Mann-Whitney U = 6,00, p=.51) in the percentage of 

IMs followed by RPMs.  

To test our hypothesis that the probability of IMs containing RPMs decreases across 

treatment in good outcome but not in poor outcome cases, we modeled the probability of IMs 

containing RPMs using a Generalized Linear Model (GLM). The GLM analysis allowed us 

to construct a longitudinal regression model of the probability of RPMs as a linear function of 

therapy outcome (good vs. poor outcome) and time (from session 1 to 20) – explanatory 
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variables – through the logit link function (this function allows outcomes vary between 0 and 

1) (McCullagh & Nelder, 1989). We included a subject specific random effect to take 

variability among individuals into account given that we expected that measurements (RPMs) 

from the same client would be correlated.  

The results are presented in Figure 2, in which the y axis represents the probability of 

RPM occurring and the x axis therapy sessions over time. The estimated probability of RPMs 

at baseline was 35.9% for poor outcome and 48.7% for good outcome. Results indicated that 

these probabilities were statistically different (p = .013). With respect to the estimated 

probability of RPMs at the last session, the poor outcome group presented 31.4%, whereas 

the good-outcome group presented 4.5%. Again, these probabilities were statistically 

different (p < .0001).  

Moreover, the effect of interaction between time and outcome was statistically 

significant (p < .001). This means that the slopes of two outcomes were significantly 

different: the probability of RPM decreased in the good outcome group, whereas it remained 

unchanged in the poor outcome group, as hypothesized.  

 

 

Discussion 

 Our results showed that RPMs emerge in both groups, which is consistent with the 

theoretical suggestion that ambivalence--oscillation between novelty and problematically 

dominant self-narrative—might be an integral part of the change process (cf. Mahoney, 2003l 

Engle & Holiman, 2002). Whereas Gonçalves, Ribeiro et al. (2011) found that IMs were 

much more likely to be followed by a RPM in the poor-outcome cases than in the good-

outcome cases of narrative therapy;), the good and poor outcome cases of EFT had similar 

overall proportion of IMs containing RPMs.  This could reflect sample variation (numbers of 
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clients in both studies were small) or different selection criteria operating in what clients 

entered these studies.  

Replicating, the finding that good and poor outcome groups followed different 

trajectories across treatment was consistent with the theoretical suggestion that therapeutic 

progress involves overcoming ambivalence. The probability of RPMs decreased in the good- 

outcome group, whereas it remained high in the poor outcome group (Figure 2). These results 

are  congruent  with  EFT’s  dialectical constructivist view of the self in which the awareness 

and  “confrontation  between  two  opposing  prior  self-organizations”,  facilitated,  for  instance,  

by chair work, (Greenberg & Watson, 2006, p. 40), facilitates integration between discrepant 

parts of self and the construction and consolidation of new meanings into a new self-

organization (Greenberg & Watson, 2006; Elliott et al., 2004). That is, it is plausible that the 

declining pattern of RPMs in the good outcome cases reflected clients attaining a sense of 

integration between the innovative voice and the voice of the problematically dominant self-

narrative. In contrast, the poor-outcome group's probability of RPMs remained high until the 

end, suggesting that clients did not resolve the conflicts between the two parts of the self. 

 

Limitations and Conclusion 

Characteristics of our sample, such as its small size, restriction to depression, and the 

requirement of willingness to participate in research restrict generalizing results of the 

hypotheses tested. Also, the fact that the same therapist followed 2 out of 3 poor outcome 

cases emphasizes the nonrandom selection of cases and hence uncertain representativeness of 

our sample. Our design does not, of course, admit any causal claims. 

Nevertheless in a Bayesean sense, our observations in this study add a little 

confidence to the theory that: 1) Ambivalence might be a rather frequent process both good 

and poor outcome cases due to potential disruptive nature of IMs; and 2) Ambivalence tends 
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to decrease across treatment in good outcome cases but not in poor outcome cases. Clinically, 

overcoming ambivalence reflects therapeutic progress whereas the persistence of 

ambivalence in later stages of therapy may reflect a lack of therapeutic progress. Further, 

RPMs may offer an opportunity. They may indicate readiness for change in the sense that 

intruding and dominant voices are responding to each other.  A therapist who can listen and 

respond to their separate expressions may be able to facilitate a successful negotiation 

between them. 

This study's success corroborates the applicability of our method for coding RPMs to 

different therapeutic models (EFT) and to different problems (depression). It helps build 

confidence in RPCS coding as a transtheoretical method for identifying ambivalence in 

psychotherapy.  

 We have cast ambivalence as a kind of stuck conversation in which two competing 

voices are pulling in different directions. As the study and other studies (e.g., Brinegar et al., 

2006) have shown, however, sometimes such ambivalence can be overcome. Future work 

might profitably investigate therapeutic strategies for addressing and overcoming 

ambivalence (cf. Ribeiro et al., in press.)  
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Table 1 

Pre to Post BDI scores, Total of IMs, Total of RPMs and Percentage of IMs followed by 

RPMs 

 

Case Pre-Post 

BDI 

Total IMs Total 

RPMs 

% IMs 

followed by 

RPMs 

1 25-3 305 84 27.54 

2 30-5 355 68 19.15 

3 35-4 214 33 15,42 

4 15-13 187 66 35,29 

5 23-22 140 27 19,29 

6 24-18 125 59 47,2 

 Note: Cases 1, 2 and 3 belong to the good outcome group and cases 4, 5 and 6 constitute the poor outcome group. 
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Figure Captions 

 

Figure 1. Avoiding self-discrepancy by returning to the problematically dominant self-

narrative: The case of Jan (session 1) 

Figure 2. The evolution of RPMs in good- and poor-outcome groups 
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Figure 1  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

But then I feel guilty  

(Return to the problematically 
dominant self-narrative) 

  

 

I've been cutting lately, I've been cutting back on some of it 

 (IM) 

Over the years, I have this image of myself as 
superwoman  (…)  to  be  able  to  do  everything  and  
hold down a full- time job, a part-time job and look 
after all the housework and the cleaning and the 
cooking and everything else and doing a lot of 
volunteer work in our church at the same time 

(Dominant self-narrative) 

Well, if I have been like right now not doing that 
much and if I want to sit down and say, well I'm 
going to read a book and enjoy myself, I don't really 
enjoy it as much. My mind starts wondering to the 
things   that   I   should   be   doing   (…)   or   I   could   be  
doing too, so I guess I'm not really relaxing and 
enjoying it 
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