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ABSTRACT

The purpose of this study was to investigate thsifglity of using Clinical Emotional Freedom Tedaures
(EFT) to treat Major Depressive Disorder in an agdpulation by way of a therapeutic group setting.
Adults were assigned to EFT group treatment foredod of eight weeks. Diagnostic assessment was
completed immediately pre and post treatment ugiegMini International Neuropsychiatric Intervieim.
addition to this, self-report assessments meassgngptomatic evidence of depression were compleyed
the participants before the treatment, after thattnent and at three month follow-up. Comparisoitis &
community group were made at pre and post intelmeratind three month follow-up. The results indidage
change in diagnosis in each of the participantgh wliata indicating an overall improvement for the
treatment group for depressive symptoms. Studyigabns and limitations are discussed.
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1. INTRODUCTION estimated that depression will be ranked as thadsig
health concern globally by the year 2030.

Approximately 20% of Australians between the ades o~ Depression has been found to have a high likelihood
16-85 experience mental illness in each twelve mont Of recurring throughout the lifetime once previgusl
period (ABS, 2009). Anxiety, depression and sulzstarse ~ €xperienced. According to Bolland and Keller (2002)
are the most frequently reported disorders anchafte single d_epressive episode will recur within a 12ntho
occur, due to anxiety possibly leading to depresswy ~ Period in 22% of the population. If three or more
substances being used to self-medicate. In eachatgh ~ €Pisodes of depression have been experienced, a 90%
period, of the 20% of Australians with mental iBsg8.5% chance of recurrence .has been .reported (BoIIand. and
have a minimum of two disorders (ABS, 2009). Morov KeIIIer, 2002). In add|t.|on. to this, whgr) depressive
while it has been reported that approximately 458 w e_p|sodes recur, the likelihood of suicide becomes
develop mental illness in their lifetime (ABS, 2009 higher (Bolland and Keller, 2002).
treatment is accessed by less than half of those wh1.1. The Diagnostic Features of Major

experience mental illness (CA, 2010; AIHW, 2007). Depressive Disorder
Depression is reportedly experienced by one inrseve ) ) .
Australians (ABS, 2009). Depression carries thedthi The Diagnostic and Statistical Manual of Mental

highest impact of disease (WHO, 2008) including Disorders, Fifth edition (DSM-5; APA, 2013) outlme
Australia (AIHW, 2007), measured by several factors Several diagnostic features an individual must rede
such as financial burden to the economy and deathdiagnosed with Major Depressive Disorder. The main
Depression has also been reported as the highesteso features of Major Depressive Disorder include a
of disability in Australia that does not lead toatte  depressed mood experienced almost every day,
(AIHW, 2007). According to the WHO (2008), it is diminished pleasure and difficulty sleeping. In iidd
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to this, feelings of worthlessness and difficulty standard treatment for depression, also used atteen
concentrating are frequently experienced. For thetherapies (Kesslegt al., 2001). However, only 19% of
individual to meet diagnosis for Major Depressive these with severe depression sought out an aleenat
Disorder, they must have experienced five or moretherapy provider (Kessleet al., 2001), indicating a
symptoms over a two week period, as listed in thepreference of for self-administration.

DSM 5 (APA, 2013). These symptoms must have Emotional Freedom Techniques (Clinical EFT) is an

caused distress or impairment in the individuaifé | ~ approach that uses a tapping technique to heal
and are not due to substance use or any other amledic emotional discomfort (Gallo, 2004). Clinical EFTsha
issue (APA, 2013). been found to be a fast and simple therapy tecleniqu

Typical treatments for depression include Which can be self-administered, or taught by aahist
pharmacological, which has become the most populafWells et al., 2003). It has been found to be effective
form of treatment (Beardsleeet al., 2003), for many psychological disorders such as phobias
psychotherapy, counselling and specific intervergtio (Joneset al., 2011; Salaset al., 2011; Sezgin and
such as Cognitive Behavioural Therapy (CBT; WHO, Ozcan, 2009; Wellst al., 2003), anxiety (Rowe, 2005),
2004). CBTis considered a gold standard treatmentPosttraumatic Stress Disorder (PTSD) (Church, 20864
option and is a structured style of therapy requiri Stress (Church, 2008b).
direction from the clinician. It typically addresse Emotional freedom techniques. Emotional Freedom
dysfunctional emotions, maladaptive behaviours andTechniques (EFT or Clinical EFT) is based on Chenes
cognitive processes through behaviour modificagod medicine and the theory of acupuncture, using treegy
problem solving. CBT is thought to be effective fhe ~ Meridians of the body (Feinstein, 2008). EFT inelud
treatment of a variety of conditions, including rdpo €leéments of cognitive therapy (Beo#t al., 1979),
anxiety, personality, eating, substance abuse,atid exposure (Wolpe, 1969), mindfulness and systematic

psychotic disorders. However, research has fouad th deserrsitifjatlijonb(Wolp_e, 1958). Thfe proc%Ts of EET i
the skill of the therapist is directly related tbet compieted by becoming aware of a problem, using a

: setup statement to focus the mind on the issue and
outcomes of CBT (Strunkt al., 2010) and at times . : . . it
clients reportthey have felt under pressure to givetapplng on eight specific acupressure points o §

icul h vina CBT hat th while verbally stating the issue being addressee T
particular answers when receiving » or that thejsque s spoken as a short phrase while tapping.
therapy was not flexible enough to match clientdsee |njyiquals are initially asked to rate their désts on a

(Barneset al., 2013). While meta-analyses find CBT gypjective units of distress scale from zero tq\iBere
more effective than psychodynamic therapy and etqual zerg is no distress and 10 equals the most dijtesss
other therapies in treating anxiety and depressiongfter completing a round of each of the tappingmito
(Cuijpers et al., 2008; Tolin, 2010), psychodynamic re-rate their level of distress. They are then araged
therapy may provide better long-term outcomes (#ned  to continue the rounds until their emotion has oedi
2010). Regular attendance to therapy sessions may The procedure of EFT begins by the individual
also prove difficult, as researchers have found tha stating a difficulty they are experiencing, follosvby an
consistent attendance by depressed individualsbean opposing, but positive affirming statement. Forragie,
limited (Barneset al.,, 2003). Reasons for non- an individual may state “Even though | am overwgigh
attendance have been cited as difficulty dealinthwi deeply and completely love and accept myself’.
emotional issues and confusion regarding theResearchers have found that when positive and iwegat
therapeutic process (Barnes al., 2003). Therapies thoughts are combined, the individual experiences a
such as CBT require a commitment from participantsdecrease of the negative experience (Kazdin and
to attend so that client receives adequate treatmenwilcoxon, 1976). This combination of positive
According to Fordeet al. (2005), between five and eight affirmation and negative thoughts is typically used
treatment sessions has been found to be the optuim@ler ~ Systematic Desensitization, a behaviour modificatio
when treating depression. Therefore if clients dbattend  therapy (Kazdin and Wilcoxon, 1976).
regularly, treatment will be ineffective. The practise of Clinical EFT appears to have
The use of alternative treatments by depressedphysiological effects, with one randomised trial
individuals is increasing, with research findings4ised measuring cortisol levels related to depression and
some form of complementarys or alternative therlmpy  anxiety, before and after one of three treatment
treat depression in the United States (Kessteal., modalities: Clinical EFT, psychotherapy, or relémxat
2001). In addition to this, 66.7% of those recejvin (Churchet al., 2012). The findings were that the being
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activated by fear, brain frequencies were found towith participants being measured pre and post the
normalise after treatment (Churetal., 2012). program and also at 6- and 12- month follow-up.
Brain frequencies have also been found to be &fflect Findings indicated a significant improvement in doo
by Clinical EFT, where after being activated byrfea cravings, the subjective power of food and craving
brain frequencies were found to normalise after restraint when compared to waitlist controls (p$).0
treatment with Clinical EFT (Diepold and Goldstein, (Stapletonet al., 2011). In addition to this, the
2008). Researchers also found when participant® werimprovement in food cravings was maintained at 6-
asked to recall a traumatic memory, these freqesnci and 12- month follow-up, with a craving restraint
remained in the normal range (Diepold and Goldstein appearing to have increased effects after time and
2008). The amygdala has been found to be unafféted average weight loss at 12-months was 5.5 kg (11
stress after immediate use of Clinical EFT (Feinste pounds) (Stapletoet al., 2011).
2008) and the ratio of serotonin and dopamine le&n b . .
found) to balance after an individual has beeneeatith ~ 1-2- Clinical EFT and Depression

Clinical EFT (Feinsteirt al., 2005). Two Randomised Controlled Trials (RCT) found
Neutral plasticity has been noted as a contributingcjinical EFT to be an effective treatment when tirea
factor to the effects of Clinical EFT (Mollon, 2007  symptoms of depression. After completing an eigbékv
According to Naderet al. (2000), when an individual  gnline Clinical EFT course, 36 fibromyalgia patent
recalls an emotion inducing image, the memory b&om receiving treatment for PTSD were found to have a
fluid and further information may be added to the significant reduction of depressive symptoms (B,
memory. Mollon (2007) states that this is the ofipasf  2008). The second RCT focussed on 59 war veterans
avoidance, where memories are shunned and neWyho were experiencing clinical levels of depression
information cannot be added. When tapping occursigu  (Churchet al., 2013). After six sessions of Clinical EFT,
memory recall, it appears to allow the emotionaktien  there was a significant change in their deprestvels
to be reset, due to this opening of the memorygzses. which decreased to a subclinical level. These
Clinical EFT has been found to be effective for jmprovements were also maintained at three and six
treating anxiety. In a study that took place ovéda/ear month follow-up (Churclet al., 2013).
period Andrade and Feinstein (2004) measured 5000 A randomised control trial was completed comparing
individuals, from 11 clinics in South America, bgin Eye Movement Desensitisation and Reprocessing
treated for anxiety. The design was double blind an (EMDR) with EFT in 46 participants (Karatzias al.,
randomised. Two groups were allocated for the study 2011). Both of these interventions were found to
the control group and the experimental group. Theeffectively treat PTSD after four sessions, leadinga
control group was treated with both Cognitive full reduction of symptoms (Karatziaet al., 2011).
Behavioural Therapy (CBT) and medication, while the When specifically reviewing the symptoms of
experimental group was treated with Clinical EFheT  depression, both therapies were found to be equally
findings were that 90% of the symptoms experiermed  successful, utilising the same amount of time tprivwe
the Clinical EFT treatment group were reduced a#fth7  symptoms (Karatziagt al., 2011).
of the group were reported to no longer experience EFT has been found to be effective when treating
symptoms of anxiety. The group receiving CBT was students with depression. A randomised control wies
found to have a 63% reduction in symptoms, with 51% conducted on 238 college students with depressibio,
of the group found to no longer experience symptoms each participated in four 90 min group sessions of
Although both the CBT plus medication and the Chi  EFT (Churchet al., 2012). When compared to a non-
EFT treatments were effective, the Clinical EFTugro  treatment control group, the EFT group had
required only three sessions to achieve thesetsesul significantly less depressive symptoms than the
whereas the CBT and Medication group required 15control group (Churclet al., 2012). Limitations to this
sessions. At twelve month follow-up, the CBT group study include; the EFT sessions were not admirgster
members were found to be more likely to experiencepy a trained professional, a small number of sessio
relapse than the Clinical EFT group. were utilised and no formal diagnosis was madehef t
Clinical EFT has been found to be effective when participants (Churclet al., 2012). It was proposed that
treating food cravings in a randomised clinicaldstu  a larger number of treatment sessions, administeyed

(Stapletonet al., 2011). Ninety-six overweight or obese a trained Clinical EFT professional may provide
individuals completed a four week treatment program further effects (Churckt al., 2012).
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Clinical EFT has also been found to be an effective depression have been found to improve when other
treatment when self-administered. A study of 216 psychological conditions have been treated with EFT
health care professionals using Clinical EFT taatre (Brattberg, 2008; Churcht al., 2011), no study has
Major Depressive Disorder and anxiety used computermeasured the effect of EFT solely on Major
based interventions where the participant was requi Depressive Disorder in an adult population, using a
to follow directions, rather than being taught by a diagnostic tool as evidence for treatment effetse
Clinical EFT professional in person (Church and current study aimed to develop an eight week Céihic
Brooks, 2010). This study found that post treatmant EFT program and test its effectiveness in treating
significant decrease in pains, cravings, emotionaladults with diagnosed Major Depressive Disorder.
instability and traumatic memories was reported Each of the 120 minute Clinical EFT treatment
(p<0.001) (Church and Brooks, 2010). sessions would be conducted by a trained Clinical

Large group intervention has also been found to beEFT professional. A formal DSM-IV (APA, 1994)
effective with 102 participants in a three day EFT diagnosis of Major Depressive Disorder would be
workshop being measured at the beginning and end ofssessed prior to the commencement of treatment and
the workshop, as well as at one month and six monthreassessed at the conclusion of treatment. Self-
follow-up (Rowe, 2005). A significant decrease in reported symptomatic levels of depression and any c
symptoms such as anxiety, depression, phobiasmorbid conditions would be measured at the
somatization, hostility, paranoia and interpersonal commencement of treatment and again at the
sensitivity occurred, as measured by a self-regorte conclusion of treatment and three month follow-up.
symptom checklist (Rowe, 2005). These changes were |t was hypothesised that Clinical EFT would prowe t
maintained at three and six month follow-up (Ro2895). be a successful treatment modality in this fedsitstudy

While Clinical EFT has been found to be an effeztiv for reducing Major Depressive Disorder in an adult
treatment modality for many disorders (Brattber@Q& sample, as measured by the Mini International
Church 2008c; Stapletost al., 2011), its limitations  Neuropsychiatric Interview (MINI; Sheehahal., 1998),
include small sample sizes, lack of professional Beck Depression Inventory Il (BDI-Il; Beodt al., 1961)
instruction and lack of formal diagnosis (Churthal., and the Depression, Anxiety and Stress Scale 21@AS
2012). The benefits of using Clinical EFT includet 21; Lovibondet al., 1993). It was also hypothesised that
simplicity of administration (Church and Brooks, 120 Clinical EFT would have sustained benefits at the 3
and the reduced financial costs due to the reducednonth follow-up period.
number of treatment sessions required (Wellsal.,

2003). Once taught the tapping points and procedfire 2. MATERIALSAND METHODS
administration, Clinical EFT can be self-administer
Previous studies have found self-administratio@lofical
EFT to be a successful form of therapy (Brattb26§)8), Eleven adults were recruited using Face book pages,
with effects noted after minimal sessions such amgle university notice boards, word of mouth and comrtyuni
session when treating phobias (Welisl, 2003), or four ~ classified pages in both local newspapers and en th
sessions for successful treatment of PTSD (Ch@@t0). internet. The criteria to participate in the trintluded
Thus, Clinical EFT is a simple therapy, which may b being over 18 years of age and having a diagnasis o
administered at anytime. As depression is a growingprobable diagnosis of Major Depressive Disorder.
concern amongst the population and current theispy Volunteer participants were required to contact the
not universally effective, this may be an altermati researcher and an appointment was made to contpéete
therapy for those who are unmotivated, fatigued andMINI (Sheehanet al., 1998). The MINI was used to
experiencing financial hardship. confirm diagnosis of Major Depressive Disorder.

The significance of this study is its exploratiditte ~ Participants’ were given the option to either me#h
use of Clinical EFT in the clinical setting for tiiest ~ the researcher to complete the MINI at the Univgrsi
time with adults suffering Major Depressive Disarde where the study was held, or complete the MINI dtier
Clinical EFT has been shown to be effective in the telephone. Each adult was emailed contact detdils o
treatment of stress (Church, 2008b), anxiety (Rowe,alternative services, such as Lifeline, to be u$etey
2005), phobias (Joneg al., 2011; Wellset al., 2003) became distressed by completing the MINI, or ifyttel
and PTSD (Church, 2010). While symptoms of not meet criteria for Major Depressive Disorder.

2.1. Participants
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After completing the MINI, it was found that ten of The Clinical EFT instruction was provided by a
the eleven participants met criteria for Major certified professional EFT practitioner who actesl a
Depressive Disorder (additional diagnoses can begroup facilitator and a student researcher acted as
viewed inTable 5). The additional participant did not support facilitator. The group intervention toolag# at
meet diagnostic criteria for either Major Depressiv the Bond University Psychology Clinic.

Disorder, or an alternate disorder, however, was The Clinical EFT program was developed by the
accepted into the treatment group due to self-mepgo  supervising and student researcher and two cedtifie
depressive symptoms. Once the participants had meEFT therapists, was based on standard Clinical EFT
diagnostic criteria for Major Depressive Disorder, protocols as outlined in the EFT manual (Craig, @01
they completed an online questionnaire packageand was then peer reviewed. In addition, this paogr
including demographic questions such as age rangewas modelled on a previous EFT food craving
gender, education level, number of people inprogram developed by the supervising researcher
household, current education level, as well as the(Stapletonet al., 2011). The program included a

Beck Depression Inventory Il (BDI-II; Beckt al.,  treatment fidelity plan, requiring completion of an
1996) and the Depression, Anxiety and Stress Scal@ntervention checklist after each treatment groyp b
21(DASS 21; Lovibonat al., 1993). the treatment professional and the co-facilitator.

The final depressed sample consisted of two males The EFT program was designed to increase
and nine females who participated voluntarily after participants’ understanding of Major Depressive
providing informed consent (s@able 1). Of the males,  Disorder, as well as provide instruction regarding
one was in the 25-29 year old age range and ondnwas thoughts and their effects on feelings, the besedit
the over 55 age range. Of the female participahtee increased activity levels, psycho-education regaydi
were in the 18-24 year old age range, one waseirBth EFT and its associated tapping points, how to
35 year old age range, two were in the 40-45 yéér o construct appropriate EFT statements and to
age range, one was in the 46-49 year old age rande experience the effects of using EFT.
two were in the 50 and over age range. The process of Clinical EFT involves thinking of

A comparison community sample of non-depressedadistressing event, emotion, or memory, ratings its
adults was recruited through Facebook pages,intensity, initiating a setup statement, then coetipg
university noticeboards and community classified the tapping process on a sequence of 7 specifictpoi
pages in both local newspapers and on the internetOn the upper body (Brattberg, 2008). The setup gghra
The community sample consisted of 34 individuals, focuses on the difficulty being experienced and is
sevenmales and 27 females each of whom participate§Pken aloud, adding a voiced statement of
voluntarily after providing informed consenTd4ble acceptance. For example, if anxiety is experieneed,

2). Of the males, one was in the 30-35 year old agesetup phrase could be "Even though | have this

range, one was in the 40-45 year old age range a”‘igzﬂety’hlr::eeipslyszﬂg dcsvrﬂﬁéetzly ﬁ]ccz?tthgytshe;;g h
five were in the 50+ age range. Of the female bp bping

. in the 18-24 Id chop” point below the little finger of either hanak, a
participants, two were in the 18-24 year old ageges specific area on the chest below the collar bone,

one was in the 25-29 year old age range, three Were o meq the sore spot in EFT protocols (Craig, 2010)
the 30-45 year old age range, two were in the 36-39er repeating the setup phrase three times, the
year old age range, eight were in the 40-45 yedr ol tapping process is followed, using a shortenedigars
age range, three were in the 46-49 year old aggeran of the setup phrase. In the example above a phrase
and eight were in the 50 and over age range. such as “All this anxiety” would be appropriate and
would be voiced while each point is tapped
approximately seven times each. Acupressure pdints
This study was reviewed for human subject to 7 (Craig and Fowlie, 1995) were taught to each
protection by the Bond University Research Ethics participant to use when self-administering EFT. Jéhe
Committee (BUHREC). Protocol Number: RO1518 and points are the inner eyebrow, the side of the eye,
was registered with The Australian New Zealand under the eye, under the nose, the chin, the cbtdae
Clinical Trials Registry (ANZCTR). and under the arm. See diagram in Appendix A.

2.2. Intervention and Materials
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Table 1. Age range and sex distribution of depressed sample

Age 18-24 25-29 30-35 36-39 40-45 46-49 50+
Male 0 1 0 0 0 0 1
Female 3 1 0 0 2 1 2

Table 2. Age range and sex distribution of community sample

Age 18-24 25-29 30-35 36-39 40-45 46-49 50+
Male 0 0 1 0 1 0 5
Female 2 1 3 2 8 3 8

Two main types of instructional materials were used program met their needs. They were also invited to
during the intervention; instructional material make comments at the end of the form.
administered in the form of PowerPoint slides alieht The current study was a pilot study using a small
handouts developed by the lead author were handed o sample of 11 participants, being compared to a non-
at the beginning of each session. The sessiongtdpic  clinical community sample.

the EFT intervention consisted of the following: 2 3. M easures

Week 1: Psychoeducation regarding treatment
Week 2: Behaviours that help manage depression
Week 3: The Thinking-Feeling connection

Week 4: Cognitive Restructuring

The Mini International Neuropsychiatric Interview
(MINI; Sheeharet al., 1998) is a short structured clinical
interview, based on the Structured Clinical Intewvifor

Week 5: Core Beliefs DSM IV (SCID; First et al., 1997) which enables
Week 6 Stress and Relaxation researchers to make diagnoses of psychiatric diserd

Week 7: Goal Getting accor_ding to DSM-IV or ICD-10. Taking approximately
15 min to complete, the MINI has been found to have
good validity and reliability (Sheehast al., 1998).
Social validity data was gathered in each group onSheeharet al. (1997) indicated the MINI has been found
a weekly basis, by way of participants completing to have a high correlation with the Structured iChih
self-report measures regarding the effectiveness ofinterview for DSM Axis | Disorders, as well as hagi
treatment. Participants were able to remain poth strong sensitivity (0.96) and specificity @).9
anonymous in order to obtain the most accurate  The Beck Depression Inventory Il (BDI; Beekal.,
feedback. The participants were asked to nominate 0 1996) was used to assess symptom severity in slient
a Likert scale from 1 to 6, with 1 indicating nateful  wijth probable Major Depressive Disorder. Each item
at all and 6 indicating very useful, how useful the contained a statement which the client then rates i

treatment information and skills learnt were toithe re|ation to themselves, with higher total ratingsi¢ating
symptoms of depression. Participants were thendaske pigher |evels of depression. Total scores less litaare
to nominate how easy the treatment information wasgqnsigered to reflect no or minimal depression, lavhi

_todgn(:_erstand, with 1andti_catingt very difﬁICUIt ﬁd scores ranging between 10 and 18 are consideredlé¢ot
!nd!catmg hvery eas¥.d atr |<;;1pan sf \;\éer_e also a th mild depression. Moderate depression is indicatgd b
indicate - how ~ contiden ey feft in using € scores between 19 and 29, while severe depression i
information and skills covered, with O indicatingtn indicated by scores areater than 29. The BDI Il has
confident at all and 6 indicating confident. Fiyall indi y scores gre '

g convergent validity with observer-rated measures

participants were asked if they would recommend ) .
using these new skills to others, with 1 indicatimgg ~ 9/29nosing depression (Martat al., 1989). Internal

recommended and 10 indicating highly recommended. consistency of the BDI-Il has been shownl to be
Participants were also asked to provide a ratmgcons_lstently high, with measures of Cronbach's alph
regarding the facilitator, with 1 indicating notalt and ~ ranging from.88-0.95(Becét al., 1996).
5 indicating very much. Participants were asked how The Depression, Anxiety, Stress Scale 21 (DASS
approachable the facilitator was, how well the 21; Lovibond and Lovibond, 1995) is a self-report
facilitator explained skills and ideas, how well questionnaire consisting of 21 items, which prosgide
questions and concerns were addressed, howneasure of depression, anxiety and stress (Atkth an
appropriate handout materials were and how much theCetin, 2007). The DASS 21 has been found to have

Week 8: Self Management
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good internal consistency, with interscale coriels t}y an email being sent to each participant, comtgia
being Depression-Anxiety (0.45-0.71), 0.50 or beiow link to the measures.
all English-speaking samples, Anxiety-Stress (D653) 25.D :
: i . 5. Data Analysis
and Major Depressive Disorder-Stress (0.57-0.79) y
(Antony et al., 1998; Brownet al., 1997; Claraet al., Data was analysed using the Statistical Package for

2001). Convergent validity has also been found go b Social Sciences 22.0 (SPSS). An independent satrgists
good for both clinical and non clinical samples Was conducted to compare the self-reported badel&S

(Brown et al., 1997). 21 scores between the depressed and the non-cepress
' group. There was significant difference in scoretwvben
2.4. Participant Flow the depressed (M = 28.66, SD = 9.41) and the non-

depressed group (M = 6.11, SD = 4.63; t (38) =,925
0.00 (two-tailed). The magnitude of the differenoeshe
means (mean difference = 22.54, 95% CI: 17.61-2K&8

Twenty individuals expressed interest in the
program. Of these individuals, 13 agreed to be
assessedFHig. 1). Two participants did not attend
assessmeiqt? hozxvever, ee;\ch o?the 11 participants wh large (eFa squared = 0.69).
were assessed, participated in the treatment progra AN independent samples t-test was conducted to
Of those members, 2 males and 3 females did nofompare the self-reported DASS 21 scores at the
return after 2 weeks due to several factors. TwoCcompletion of treatment between the depressed fand t
withdrew due to illness, 2 had a lack of confidece  non-depressed group. There was a significant eifiies
the program and 1 participant did not return due toin scores between the depressed (M = 28.16, SD56114
death in the family and resultant griéfig. 1). Of the and the non-depressed group M = 6.11, SD = 4.@B)t
remaining members (n = 6), each completed the final= 3.67, p = 0.01 (two-tailed). The magnitude of the
assessments and 3-month follow-up. The withdrawngjtferences in the means (mean difference = 22064
partic_ipants_did not appear to differ from comptete (|- 6.78-37.31 was large (eta squared 0.26).
by visual inspection of pre-treatment scores or  ap independent samples ttest was conducted to
demographic characteristics. . compare the self-reported DASS 21 scores at three

Eight Clinical EFT group therapy sessions were month follow-up between the treatment group and the
administered over eight consecutive weeks. Eachcommunity sample. There was significant differeiite
session lasted 120 min. Participants were not dexdiu  scores between the depressed (M = 21.16, SD = 9.49)
in the data analysis if they discontinued atten@anc and the non-depressed group (M = 6.11, SD = 4.63; t
after the first two weeks (n = 5). Treatment was (5.42) = 3.80, p = 0.01). The magnitude of the
provided through a group setting, with information differences in the means (mean difference =15.646 9
being presented by the certified EFT professional,Cl: 5.11 to 24.98) was large (eta squared =0.27).
using the PowerPoint slides as a treatment tool, as An independent samples t-test was also conducted to
well as modelling tapping points, as previously compare the self-reported baseline BDI Il scores
described. Participants were given handouts, pads a Peétween the depressed and non depressed groug Ther
a clipboard and encouraged to stop and completesare Was & significant difference between the depresed

: : 0.66, SD = 11.00) and the non-depressed group (M =
in the handouts regarding symptoms, thoughts and> g : - _ :
feelings as needed. 5.08, SD =5.41; t (38) = 8.97, p = 0.00 (two @)leThe

Participants who provided consent to do so, wené se magnitude of the differences in the means (mean
P b . e difference = 25.57, 95% CI: 19.80 to 31.34) wagdar
text messages on a weekly basis by the certifiedl EF

) e _ - (eta squared = 0.67).
therapist, reminding them to use their Clinical EFT * 5 independent samples t-test was conducted to

techniques daily, which was designed to strengthen.omnare the self reported post BDI Il scores betwee

withdraw from this service at any time and wereealsk remained a significant  difference between the

periodically throughout the study if the frequenof/ depressed (M = 21.83, SD = 14.86) and the non-
contact was appropriate and if there were any aosce depressed group (M = 5.08, SD = 5.41, t (5.23) 22.7
regarding this practise. p = 0.039 (two tailed). The magnitude of the
The post-test was administered at the conclusion ofdifferences in the means (mean difference = 16.74,
the final session. Three month follow-up was conggle 95% Cl: 1.17 to 32.31) was large (eta squared 8)0.1
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Expressed interest in program bvmaking contact
(n=20) (reasons to not continue included
wariness regarding group treatnent, scheduling
difficulties)

}

Agreed to be assessed for eligibilitv (n =13)
did not attend (n =2)

Excluded (n=0)
s Notmeetinginclusion criteria
(=1} (included anvwav)
s  Declined to participate (n=01

Y

Allocation ]

4

Allocated to intervention (7 =11}
* Received allocated intervention (n =6)
+ Did notreceive allocated intervention (7 =3 (reasons
mmcluded illness. claims of ineffective weamment)

'

Follow-Up

l

L
Lost to follow-up (n =0)
Discontinued intervention (7 = 0)

k4
Analvsis

'

Analvsed (n =8)
Excluded from analvsis (n =0)

3-month follow-up

!

Analysed (n =6)
Excluded from analvsis (n = 0]

Fig. 1. Participant flow diagram of clinical EFT treatmemoup
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Table 3. Descriptive statistics for DASS 21 administratiime 1, Time 2 and Time 3

Time Period N Mean Standard deviation
Time 1 (Pre-intervention) 6 28.66 9.42
Time 2 (Post intervention) 6 28.16 14.56
Time 3 (3 month follow-up) 6 21.16 9.50
Table 4. Descriptive Statistics for BDI Il for Time 1, Tinkand Time 3

Time Period N Mean Standard deviation
Time 1 (Pre-intervention) 6 30.66 4.49
Time 2 (Post intervention) 6 21.83 6.07
Time 3 (3 month follow-up) 6 18.66 7.20

An independent samples t-test was conducted toone or more disorders they had met criteria for rwhe
compare the self-reported BDI Il scores at threecompleting the MINI.
month follow-up between the treatment group and the  The second hypothesis asked whether Clinical EFS wa
community sample. There was a significant diffeenc effective at reducing the symptoms of Major Depivess
in scores between the depressed (M = 18.66, SD =Disorder. While scores on the DASS 21 indicated no
10.93) and the non-depressed group (M = 5.08, SD =significant difference, in several cases individual
5.41; t (5.44) = 2.97, p = 0.028). The magnitude of participants reported clinical differences in syomps. That
differences in the means (mean difference 13.5% 95 is, the difference was enough so that if measuned i
Cl: 2.14 to 25.01) was large (eta squared = 0.18). clinical setting, it would indicate treatment waseessful.
The means and standard deviations of the admiigstra Therefore a clinically valid difference was achigv@he
of the DASS 21 and pre treatment, post treatmethttaee  BDI |l indicated a significant difference in thesppost and

month follow-up are presentedTable 3. 3-month follow-up measures in the symptoms of Major
The means and standard deviations of the admiigsira Depressive Disorder.

of the BDI I, at pre intervention, post intervemtiand three The third hypothesis asked whether the treatment

month follow-up are indicated ifiable 4. effects of Clinical EFT were sustained at follow-{he

A Wilcoxon Signed Rank Test revealed no data suggests that not only are the effects ofic@lifeFT
significant reduction in symptoms as measured ley th sustained at follow-up, but there appeared to be
DASS 21when comparing the pretest scores and the 3eontinuous effects.

month follow-up, z = -1.68, p = 0.093. However, a . . N .
Wilcoxon Signed Rank Test revealed a significant 3.2. Participant Evaluation and Subjective Ratings

reduction in depressive symptoms as measured by the Egch participant in the study was asked to
BDI Il when comparing the pretest scores and the 3-complete a worksheet containing social validity

month follow-up, z = -2.20, p = 0.028. guestions at the end of each session. This was on a
voluntary basis and could be completed anonymously.
3.RESULTS The answers provided indicated that throughout the
program 88% found the Clinical EFT program
3.1. EFT Treatment information and skills to be useful. In additiorQQP6

found the information easy to understand and 88%

!Eleven individuals were recruited through universit . qicated they felteither okay, confident, or higfie
notice boards, Facebook pages and word of mouth. Te using the information and skills covered.

of these individuals met criteria for Major Depiiges Feedback regarding the facilitator was given using
Disorder, which was assessed by the administrafon | jkert scale from 1-5, with 1 indicating Not at alhd 5

the MINI. One participant did not meet criteria fdajor indicating Very much. When asked how approachable
Depressive Disorder, however, participated in @iy  the facilitator was 4% indicated a score of 4, wesr
due to depressive symptomology. 96% gave the maximum score of 5. When asked how

The first hypothesis asked whether Clinical EFT well the facilitator explained skills and ideas, %24
resolved Major Depressive Disorder as a diagnd$i®  indicated a score of 4, while the remainder of the
data revealed that while the diagnosis of MajorrBsgive  participants gave a score of 5. When asked how twell
Disorder was not completely resolved immediatetigraf facilitator addressed questions and concerns, 13% g
treatment, two members no longer met criteria.dditéon, score of 4, whereas 83% gave a score of 5. Whesdask
each member of the group no longer met diagnosis fo how appropriate the handout materials were, 2% gave
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score of 3, 33% gave a score of 4, with 65% giving participant 5 and participant 2 attended the erdigit
score of 5. The final question asked at what ldkel week program and had the greatest results. Paticip
program met the individuals’ goals. 7% gave a s@dre no longer met criteria for MDD, Panic Disorder with
3, 30 % gave a score of 4 and 63% gave a score of 5  Agoraphobia, OCD Current, or GAD. Participant 2 no
Each participant was re-administered the MINI &t th longer met criteria for MDD, Panic Disorder and
completion of the program. As indicated Trable 5, of Bulimia Nervosa. At the initial administration,
all EFT the participants, both participant 2 anch® participant 3 met criteria for MDD, Panic Disordamd
longer met criteria for Major Depressive Disorder Agoraphobia, SAD, OCD, PTSD, Bulimia and GAD,
(MDD). Participant 1 maintained the diagnosis of PID whereas, when the interview was readministered, the
and General Anxiety Disorder (GAD), however, no participant no longer met criteria for OCD.
longer met criteria for Agoraphobia, Social Anxiety Although the changes in DASS 21 scores were not
Disorder (SAD) and Obsessive Compulsive Disorder significant, some changes were at a level to becelily
(OCD). Participant 4 maintained the diagnosis fdpD)} remarkable and to have indicated change at a alinic
however no longer met criteria for GAD. Both level (Table®6).

Table5. EFT Pre and post diagnosis from structured clinitarview

Participant Pre Diagnosis Post diagnosis
1 Major depressive disorder Major depressive disord
Agoraphobia General anxiety disorder

Social anxiety disorder
Obsessive compulsive disorder
General anxiety disorder

2 Major depressive disorder
Panic disorder
Bulimia nervosa

3 Major depressive disorder
Panic disorder
Social anxiety disorder
Obsessive compulsive disorder
Post traumatic stress disorder
Bulimia nervosa
General anxiety disorder

No diagnosis met

Major depressive disord
Panic disorder
Social Anxiety Disorder
Post traumaticssttiserder
Bulimia nervosa
General Anxiety disorder

4 Major depressive disorder Major depressive disord
Generalised anxiety disorder
5 Major depressive disorder No diagnosis

Panic disorder
Obsessive compulsive disorder
General anxiety disorder

Table 6. The depression scale of the DASS 21

Participant DASS 21 pre DASS 21 post DASS 21 3mollov-up
1 15 20 14
Extremely severe Extremely Severe Extremely severe
2 5 4 4
Mild Normal Normal
3 15 4 9
Extremely severe Normal Moderate
4 15 12 9
Extremely severe Severe Moderate
5 8 7 6
Moderate Moderate Mild
6 14 20 17

Extremely severe

Extremely severe

Extremely severe
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Dass 21 Dass 21 Dass 21
Participant Anxiety pre Anxiety post Anxiety 3 motibw-up
1 5 10 9
Mild Extremely severe Severe
2 1 0 0
Normal Normal Normal
3 5 3 3
Mild Normal Normal
4 12 8 5
Extremely severe Severe Mild
5 11 9 0
Extremely severe Severe Normal
6 6 7 6
Mild Moderate Mild
Table 8. The stress scale of the DASS 21
Participant DASS 21 DASS 21 DASS 21
Stress pre Stress post Stress 3 mthfollow-up
1 16 18 11
Severe Extremely severe Moderate
2 6 8 7
Normal Mild Normal
3 7 4 5
Normal Normal Normal
4 12 12 9
Moderate Moderate Mild
5 11 12 6
Moderate Moderate Normal
6 8 11 7
Moderate Moderate Normal

The symptoms of anxiety as measured by thewas no significant difference. The second admiaiitn
DASS21 generally continued to reduce after treatmen of DASS 21 post-treatment, indicated many of the

with Clinical EFT had concludedr@ble 7). The Stress
scale of the DASS 21 indicated a mild improvemerd a
clinical level in some case$ &ble 8).

4. DISCUSSION

The current study was a feasibility pilot study aof
Clinical EFT program that was developed to treajdvia
Depressive Disorder in an adult population. Theiltes
confirmed that Clinical EFT is an effective treatrhe
modality when treating symptoms of depression.tlyirs
each participant treated with Clinical EFT founckith
depressive symptoms were reduced at some leved.ig hi
consistent with previous reports of reduced dejoass

participants had a greater number of symptoms, or
experienced greater severity of their symptoms) ihas
experienced pre-treatment. There may be several
reasons for this. As both post measures questian ho
the participants felt over the past week, this may
change on a week to week basis. While there may be
an improvement in one week, this may change to an
increase in symptoms in an alternate week. Moreover
the second administration of both the DASS 21 and
the BDI Il, were completed at the conclusion of the
final EFT session, while the participants werel stil

the treatment room. Clinical EFT, by its naturenigs

into consciousness any negative thought or fedleg

when using Clinical EFT as a primary treatment participant had been experiencing and as this skcon

modality (Churctet al., 2012; Feinstein, 2008).
The measures used to assess the symptoms
depression produced differing results. The BDI

administration was completed immediately after a
dfeatment session, it could be hypothesised theh ea

Il individual was more focussed on their difficulties

indicated a significant difference between the eahre from the prior week, than they would have been when
administrations, whereas the DASS 21 indicatedether initially completing the survey. Therefore it mague
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been that an awareness of depressive symptoms hagkceiving completed follow-up questionnaires. Agrdssed
increased throughout the course of treatment, whichindividuals usually have difficulty with motivatiomnd
led to an increase of reporting, over what wasated concentration, this is an aspect that would needeo
in the initial assessment. However, this does notconsidered for future studies.
explain the results of the BDI II.

The BDI Il administered immediately post-treatment 5. CONCLUSION
provided an overall indication that participants
experienced less symptoms, at a lower severityl,leve  Three major conclusions can be made from this
than had been indicated pre-treatment. The variamce study. The first conclusion is that Clinical EFT as
the results of the DASS-21 and the BDI Il may have treatment modality appears to resolve symptomseatcl
been due to studies on the DASS-21 which have founds experiencing, which may in turn resolve a disorithat
that rather than the depression, anxiety and stres§as been diagnosed. In the current study, eacitipartt
scales measuring symptoms in those specific areaswas asked to practise Clinical EFT on any diffiegt
many of the items appeared to be measuring generalhey were experiencing over the week and were
distress (Osmaret al., 2012). Osmaret al. (2012) reminded of this through text messages sent by the
have suggested that several items of the DASS ¢o noClinical EFT professional on a weekly basis. Althbu
fit specifically in the anxiety, stress or depressscale, the program was targeted toward depressed indiidua
leaving the researchers to state that the scaletheof they were encouraged to used Clinical EFT to detil w
DASS 21 appear unreliable. Therefore, the resiilthed  any issues, which could range from self-esteenessol
DASS 21 appear to be questionable in a studyanger, difficulties with their partner, or any athe

specifically measuring the symptoms of depression. difficulties that were experienced. This may acddion
The results taken at 3-month follow-up of both the the change in diagnosis for each participant.
BDI Il and the DASS 21 indicated there may havenbee The second conclusion was that Clinical EFT

progressive improvement effect. Many of the group appeared to reduce depressive symptoms in each
members experienced a continuous improvement in the participant. Although there were no significant
symptoms. As previously noted, members of the groupdifferences in the self-report measures of the DARIS
were sent periodic supportive text messages tongtmi the self-report measures of the BDI Il indicated a
them to continue tappingduring the treatment pnogra significant difference. The MINI also, reported leange
although it is uncertain how many members completedin diagnosis of Major Depressive Disorder in selera
this exercise, or how often it was completed. Hosveif participants and a change or reduction in the nurobe

it was ascertained that the gradual improvementroed comorbid disorders in other participants.

without further intervention, this would make itvary Each participant indicated to the researcher they t
powerful treatment modality. A delayed effect wésoa  felt better and visually appeared to have an altere
found by Stapletoet al. (2011), where EFT used to treat demeanour and outlook as the sessions progressed. |
food cravings appeared to have continuous effeudts, could be concluded that as improvements were made
feelings of restraint over food having been foumthtrease  between the final session and the 3-month follow-up
at 6-month follow-up. Alternatively, if these effsovere  changes were in a transient state and that 6-month
due to the supportive messages, they further irditee  follow-up measures could ascertain whether thera is

effectiveness of self-administered Clinical EFT. stronger effect in this area.

There were several limitations to this study. Térgé The third conclusion was the results were not only
number of drop outs from the group meant that it sustained at follow-up, but appeared to improve. In
effectively halved in size after recruitment. Indaibn, addition, participants’ appeared to require thé didjht

recruitment proved difficult with a depressed pagioh. weeks of treatment to no longer meet criteria faajon
While many enquiries were made regarding the progra Depressive Disorder. As both participants who aléeh
the group modality of treatment appeared to begathe the entire eight week program no longer met cetéor
factor for enrollment as many initial enquirerstestithey ~ Major Depressive Disorder it appears that atteneldoic
would not feel comfortable attending a group settin shorter amounts of time, although effective, didt no
Completing the structured interview provided a produce the same results. Further consideration meay
difficulty for some members who failed to attenckith that each participant met criteria for several wisos,
appointment to complete the interview. Of the pinéints  therefore, as each participant experienced resaluti
that did complete the study, difficulty was expeded in ~ from one of these, they may have required further
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