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1. Introduction

This is an exciting time to do research on focusing, first because our theoretical and practical
undeerstanding has grown enormously since the early research in the 1960s, and secondly because the
absence of experimental research gives the prospective researcher an open field in which to make
important new discoveries. For those considering researching some aspect of focusing, this is a brief
overview of the current research and of the most important research questions.

After a period of considerable research in the 1960s and 70s, outcome research on focusing declined
following the cognitive revolution in the 1980s, which focused most research attention onto cognitive
behavior therapy. Thus, just as focusing has been considered indispensable by growing numbers of
clinicians, it has been largely ignored by researchers, particularly those with the resources to conduct
randomized controlled trials.

The research on focusing has been summarized in Klein et al., 1970 and 1986; Hendricks, 2002; Krycka
and lkemi, 2016; and Parker, 2014. There are case studies showing how focusing has contributed to
positive outcomes in psychotherapy, studies showing the process of focusing oriented therapy with
considerable depth and precision, and correlational studies showing how attitudes and behavior related to
focusing are related to numerous other psychological and behavioral variables indicative of psychological
health and positive functioning. Particularly important in this research is the Focusing Manner Scale (Aoki
and lkemi, 2014), which measures “the degree to which focusing attitudes are present” and has the
advantage that it can be easily administered to large numbers of people.

Taken together, these correlational and observational studies show a consistent pattern suggesting that
focusing is helpful in psychotherapy and in a variety of other human endeavors, and how and why that
might be true. But there are no RCT outcome studies showing that it actually is true.

A second line of research relevant to focusing consists of studies that have used the Experiencing (EXP)
Scale (Klein et al. 1970; Klein et al., 1986), a seven point scale measuring the extent to which clients
interact with their felt experience. The EXP scale was developed in the 1960s as part of the same
research that led to focusing (Klein et al., 1970; Klein et al., 1986), but in recent years it has been used
primarily by researchers interested in Emotion Focused Therapy (EFT) and Process Experiential Therapy
(PET); summaries of this research can be found in Elliot et al. (2013) and Pascual-Leone, A., &
Yeryomenko, N. (2017). Although this research tends to be of very high quality, the use of the EXP scale
has tended to be problematic in ways that tell us some important things about about the nature of
focusing, and also suggest some interesting directions for future research.

Il. Measuring focusing

The EXP scale was developed when focusing was quite new and arguably not as well understood as it is
today. As noted above, Klein et al. designed the scale to measure the extent to which therapy clients refer
directly to their immediate experiencing during therapy. They imagined this EXP variable as a continuum,
divided into seven levels, with objective third person description at the lowest level, and basic and
advanced focusing at the two highest levels.

The EXP Scale (Klein et al., 1969, pp 56-63)

Level Description

1 The content is not about the speaker. The speaker tells a story, describes other people or events in which he or she is
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not involved or presents a generalized or detached account of ideas.

2 Either the speaker is the central character in the narrative or his or her interest is clear. Comments and reactions serve
to get the story across but do not refer to the speaker's feelings.

3 The content is a narrative about the speaker in external or behavioral terms with added comments on feelings or
private experiences. These remarks are limited to the situations described, giving the narrative a personal touch
without describing the speaker more generally.

4 Feelings or the experience of events, rather than the events themselves, are the subject of the discourse. The client
tries to attend to and hold onto the direct inner reference of experiencing and make it the basic datum of
communications.

5 The content is a purposeful exploration of the speaker's feelings and experiencing. The speaker pose[s] or define[s] a
problem or proposition about self explicitly in terms of feelings.... [and] explore[s] or work[s] with the problem in a
personal way. The client now can focus on the vague, implicitly meaningful aspects of experiencing and struggle to
elaborate it.

6 The subject matter concerns the speaker's present, emergent experience. A sense of active, immediate involvement in
an experientially anchored issue is conveyed with evidence of its resolution or acceptance. The feelings themselves
change or shift.

7 Experiencing at stage seven is expansive, unfolding. The speaker readily uses a fresh way of knowing the self to
expand experiencing further. The experiential perspective is now a trusted and reliable source of self-awareness and
is steadily carried forward and employed as the primary referent for thought and action.

Over the years, two problems have emerged from this approach. First, the seven level scale requires the
rater to make many fine discriminations, which makes it difficult to learn and time-consuming to score.

More importantly, because it was impractical to score an entire course of therapy, it became common to
score random samples of the therapy, for example three 20 minute periods randomly selected from the
beginning, middle, and the end of therapy. This is a problem because in the decades since the EXP
scale was developed, clinical experience has shown that focusing, i.e., levels six and seven, is much less
frequent but much more important for therapeutic change, than the other EXP levels.

Studies going all the way back to Klein et al. (1970) have found that clients do not focus continuously
throughout all of their therapy sessions. Most therapy time is spent describing events, situations, and
feelings, without focusing. An experienced focuser with a focusing oriented therapist, might focus a
quarter of the time; but if neither the client nor the therapist know focusing, then a client might focus for
five minutes, three or four times over 12 hours of therapy. In either case, three randomly selected 20
minute segments are unlikely to detect all of the focusing that goes on, and might not detect any focusing
at all.

The problem is made even worse by the common practice of calculating an average EXP level over a
given period of time (Klein et al. 1970; Klein et al., 1986). Because levels one through five are likely to
occur much more frequently than levels six and seven, the average EXP is likely to be a low number that
that hides any of the focusing that did happen to be detected.

The problem is evident in two studies. First, Pascal Leon et al. (2016) performed a meta-analysis of EXP
studies and found at EXP was only a small to medium predictor of therapy outcome, although it appeared
to be a common factor across diverse forms of therapy. This is what we would expect, given our current
understanding of focusing and EXP. Imagine that you want to predict the date by which various Canadian
cities are completely free of snow, and you suspect it might have something to do with temperature. So
you randomly select one hour in February, one in April, and one in June, and you measure the highest
temperature during each of those three hours (or worse, the average temperature for all three hours). Do
that across several cities, and you might get a weak correlation between snowmelt and temperature, if
you were lucky. This is because because the temperatures below freezing don’t matter, only
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temperatures above freezing will predict snowmelt. With such limited sampling, most of your data would
be noise, and much of the critical data — temperatures above freezing — would be lost. Similarly, because
of the way the EXP scale is typically used, Pascal Leon’s results tell us more about the EXP scale than
about the relationship between focusing and therapy outcome.

After another interesting study is by Watson and Bedard (Watson & Bedard, 2006; Parker, 2014), who
used data From a larger study of treatment outcomes in two kinds of therapy, CBT and PET. From the
total sample in the larger study, Watson and Bedard selected the 10 clients with the best outcomes and
the 10 clients with the worst outcomes, for each of the two kinds of therapy (i.e., four groups of 10
subjects each = 40 subjects total).

For each subject they took 20 minutes of recorded therapy interaction from the beginning, middle, and
end of therapy (therefore, one hour of therapy recording or each subject). They then scored the modal
EXP level for each client statement (defined as everything the client says between therapist statements).
Then, taking each group as a whole (good outcome and poor outcome for PET and CBT) they showed
the percentage of modal EXP ratings for each group, in the following table:

Table 3
Means and Standard Deviations of the Percentages of Modal EXP Ratings
Level 2 Level 3 Level 4 Level 5 Level 6
Group M SD M SD M SD M SD M SD
PET
Total 40.75 15.05 41.42 9.37 9.77 8.61 5.93 7.53 2.13 4.36

Good outcome 3798 18.05 41.10 NG 771 10.73 9.13 7.07 _4.05 5.60

Poor outcome 43.53 11.65 41.75 10.04  11.80 568 273 684 _020 0.64
CBT

Total 58.80 1621 3266  11.81 5:59 4.91 1.82  3.31 .13 3.90

Good outcome 52.60 1472  36.67 12.02 4.90 313 365 397 _2.18 544

Poor outcome 64.99 1589  28.65 10.68 6.2 6.32 0.00 000 _0.08 0.25
Combined therapy

Total 49.78 17.94  37.04 11.42 7.68 723 388 610 1.63 4.13

Good outcome 4529  17.70  38.88 10.66 6.33 7.83 639 625 3.12 546

Poor outcome 5426 1747 3520  12.13 9.03 6.50 136 491 0.14 048

Note. EXP = Experiencing Scale, PET = process-experiential therapy, CBT = cognitive behavioral therapy.

From this table, a number of interesting observations can be made:

1. A cursory glance at the data shows, as we would expect, that the correlation between average EXP
and therapy outcome is very low, because levels 2, 3, and 4 account for over 90% of the speech
samples in both CBT and PET.

2. The small percentage of time spent focusing (Level 6) would be lost when averaged in with the much
larger amounts of time spent doing other things.
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3. But, again as we would expect, almost all of the focusing in the four groups was done by the clients
who had good outcomes; and this was true both in the PET and the CBT groups. This can be shown
graphically when, for each EXP level, we divide the percentage of time spent by the good outcome
group divided by the percentage of time spent by the poor outcome group:
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Figure 1

Mean percentage of statements at each EXP level, for good outcome clients divided by poor
outcome clients. (Note: For CBT Level 5, poor outcome was changed from 0% to 1% to avoid
division by zero

This strongly suggests that EXP level six (focusing) probably has something to do with therapy
outcomes. And this result was replicated in two independent samples, with the two different forms of
therapy.

4. Watson and Bedard reported that the difference in level VI activity between good and poor outcome
groups, was not significant for the individual treatment groups, but was significant (p < .05) for the
combined therapy groups. A glance at the standard deviations shows the reason before this: the good
outcome groups had much higher standard deviations at level VI than the low outcome groups. But
why would this be?

Obviously, for clients who don't focus, random sampling should produce a consistent result (no
focusing) and thus a low standard deviation. But the clients who do focus, would only focus
sometimes, and random sampling might find them focusing and might not. Therefore, their standard
deviation should of course be higher.

I1l. Conclusions and future directions

Thus, a close examination of Watson and Bedard’s (2006) study, combined with the other data reported



here, leads to the following conclusions:

1.

A considerable amount of diverse data suggests that focusing is strongly related to therapy
outcomes.

Fact that this isn’t reflected in the literature can be attributed to a number of factors, including the
cultural change in the research community after the cognitive revolution, the inherent difficulties in
using the EXP scale (many subtle distinctions requiring much time to learn and also to score) which
make research on focusing more difficult, and finally the way in which the EXP scale has been used
(sampling EXP behavior and averaging EXP scores) which has probably obscured the relationship
between focusing and therapy outcome, thus producing less powerful experiments and more type Il
error.

It is therefore worth noting here that a group at The International Focusing Institute is currently
addressing the problems with the EXP scale by creating a new version that is shorter, easier to learn
and easier to score. The new EXP Il scale is explicitly an ordinal scale for which averaging levels will
be inappropriate. The sampling problem is being addressed by making the scale much faster score,
and developing a sampling procedure that targets focusing. In short, we expect EXP Il to be both
easier to use and more sensitive, resulting in research designs that are both more powerful and also
easier to implement.

Many research opportunities are available. First, testing the new EXP scale for reliability and validity.
Then, using EXP 1l to test the effects of focusing in many settings such as psychotherapy.

The operational procedure focusing could also be researched without using any scale at all.

For example, research suggests that focusing works in very specific ways to help students improve
their school performance. In a series of 12 experiments, Zimring found that college students who
used focusing did significantly better than control groups on a number of cognitive tasks related to
academic performance (Zimring, 1983, 1985; Zimring & Katz, 1988). First, he found that they did
significantly better on the Stroop test, which required them to ignore distractions created by previously
learned habits of thinking (Zimring, 1983). In another experiment, he found that students were also
able to perform complex mental arithmetic more quickly after focusing (Zimring, 1983). Exploring the
reasons why focusing improved performance on mental arithmetic, Zimring (1985) found that focusing
improved recall of the internally generated stimuli necessary for that task. Exploring this further, he
demonstrated that focusing increases recall by enriching the network of associations around new
information. Students who used focusing not only formed more associations between new information
and pre-existing ideas, they also formed completely new associations to the new information (Zimring
& Katz, 1988). The increased associations, of course, resulted in increased learning.

There are many procedures for teaching focusing, and it would be both interesting and important to
learn which of these are more or less effective

In view of the evidence that psychotherapy clients with good outcomes appear much more likely to
focus during therapy than clients with poor outcomes, it would be interesting to look at focusing ability
as a personality characteristic, and to ask how stable this characteristic is, i.e., how long does it take
a non-focuser to learn focusing, and what other characteristics are associated with focusing ability?
Findings reported by Gendlin, Beebe, Cassens, Klein & Oberlander (1968) suggest that focusing
ability correlates positively with which Witkin’s construct of psychological differentiation. If confirmed,
this finding would have some surprising implications, for example that people in the “hard” sciences
such as mathematicians and physicists should learn focusing more easily than people in the
humanities and “soft sciences” such as artists and psychotherapists.

Although the International Focusing Institute is not in a position to conduct research itself, we could assist
any researcher with learning or teaching focusing, learning or using the EXP or EXP Il scales, and we
could advise on promising avenues for research. We also offer a limited number of research grants every
year.
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