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ABSTRACT
Research in psychotherapy often highlights the value of observing 
and evaluating therapist performance, as differences in treatment 
delivery can occur, and assessing treatment integrity may provide 
useful insights. Practical challenges, including time constraints, 
high costs, and limited resources, can make such evaluation diffi
cult. This study investigated if 10-minute segments could be gen
eralized to whole-session ratings of treatment integrity and 
whether the results differed according to the observation format 
(video vs. audio). Twenty-two sessions (66 segments) of emotion- 
focused therapy (EFT) from 11 cases were coded, including 13 
(59.1%) videos and 9 (40.9%) audio recordings. A mixed-design 
analysis of variance examined differences across three within- 
session segments and between observation formats (video or 
audio) and session timings (session 5 or session 10). Overall inter
rater reliability was good (ICC=.90). Mid-session and late-session 
segments demonstrated higher shared variance with global ratings 
than early-session segments. Video segments received significantly 
higher ratings than audio segments did. These preliminary findings 
suggest that one or two 10-minute segments may provide 
a reasonable approximation of whole-session treatment integrity 
ratings in EFT. Video recordings, which capture both verbal and 
nonverbal cues, may offer greater value than audio alone, but their 
use should be weighed against practical considerations.
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Treatment integrity refers to the degree or extent to which an intervention is implemen
ted as planned (Power et al., 2022; Rapley & Loades, 2019; Waltz et al., 1993). More 
practically, it includes therapist adherence (defined as the degree to which the therapist 
utilizes the prescribed techniques and avoids “prohibited” practices in that model) and 
therapist competence (defined as the therapist’s skill level and ability to effectively 
implement a specific intervention) (Crane & Hecht, 2018; Southam-Gerow & McLeod,  
2013). In psychotherapy research, treatment integrity is generally considered important 
for drawing valid inferences regarding the relationship between treatment delivery and 
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therapeutic outcomes (Power et al., 2022). In practice settings, treatment integrity can 
also play a role in implementing treatment models (Cox et al., 2019). Nevertheless, despite 
its potential value, the evaluation of treatment integrity has often been overlooked in the 
field of psychotherapy due to logistical challenges and practical difficulties, including 
time-intensiveness, specialized labor, high cost, and limited funding (Perepletchikova 
et al., 2009).

To address these obstacles, the present study empirically examines the feasibility of 
treatment integrity assessment procedures in Emotion-Focused Therapy (EFT). 
Specifically, it examines whether ratings of therapist performance differ according to 
the format of assessment (video versus audio recordings) and the unit of analysis (a single 
10-minute segment, multiple segments, or the full session). The overarching aim is to 
identify resource-efficient yet valid strategies for assessing treatment integrity, providing 
guidance for the development of feasible protocols that maintain methodological rigor 
while reducing time and resource demands. The findings aim to inform the development 
of practical integrity assessment protocols that preserve rigor while reducing time and 
resource demands.

Treatment integrity in psychotherapy: challenges of assessment methods

Treatment integrity has several aspects and has emerged as a key element of contem
porary psychotherapy research, clinical practice, and supervision (Borrelli et al., 2005; 
Boswell et al., 2013). The accuracy of treatment integrity ratings – whether in terms of 
therapist adherence, competence, or both – depends on the strategies used for their 
assessment (Ginsburg et al., 2021). These strategies include indirect methods (e.g. self- 
reports, interviews, and questionnaires) and direct methods (e.g. observing therapists’ 
actions or reviewing video or audio recordings; Girard & Cohn, 2016). Direct methods, 
however, require coders with specialized knowledge and familiarity with the therapeutic 
model. They must also have sufficient expertise to evaluate adherence and competence 
accurately (Paunov et al., 2024; Plumb & Vilardaga, 2010; Sanetti et al., 2012; Sharpless & 
Barber, 2009).

Perepletchikova et al. (2009) reported that the strongest barriers perceived by 
researchers were the financial and human resources required to adequately assess treat
ment integrity, underscoring the need to use such resources more efficiently. 
Consequently, psychotherapy researchers face the ongoing challenge of determining 
the appropriate unit of analysis, the session phase to be sampled, and the minimum 
number of sessions required to ensure accurate assessment (Bachrach et al., 1981; 
Dennhag et al., 2012; Mintz & Luborsky, 1971).

One strategy to reduce costs and coding time is to explore whether assessments of 
single segments of sessions are as effective as assessments of entire sessions (Friedlander 
et al., 1988; Girard & Cohn, 2016). The session segment length affects the resources 
required for implementing treatment integrity assessments, including the time and 
costs associated with employing specialists and trained raters. Therefore, the procedures 
used in treatment integrity assessments must be carefully considered to balance feasi
bility with validity or accuracy (Plumb & Vilardaga, 2010). In this context, the concept of 
thin slices has become central. The term, coined by Ambady and Rosenthal (1992), refers 
to the use of brief excerpts of a longer behavioral stream to assess interpersonal behaviors 
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or performance indicators. Thin slices are conventionally defined as short segments – 
typically lasting less than five minutes – extracted from longer interactions and coded or 
rated to approximate the whole.

Recent work in psychotherapy process research has examined whether shorter session 
segments, used as the unit of analysis, can accurately represent therapist performance. 
Several studies have compared treatment integrity ratings based on session segments 
with those from full sessions, examining the consistency of therapist adherence and 
competence across different units of analysis. These investigations have highlighted 
how methodological choices regarding the unit of analysis can influence both the 
accuracy and efficiency of integrity assessments. Building on these findings, several 
empirical studies have further examined how session segment length affects the relia
bility and validity of treatment integrity ratings. Specifically, this growing body of empiri
cal work has examined whether treatment integrity ratings derived from selected session 
segments yield levels of reliability and validity comparable to those obtained from full- 
session assessments (Caperton et al., 2018; Friedlander et al., 1988; Weck et al., 2014; 
Weck, Bohn, et al., 2011). The studies reviewed below illustrate how these comparisons 
have been operationalized across different therapeutic modalities, focusing on observer- 
based ratings of therapist adherence and competence.

Despite the methodological challenges associated with sampling shorter segments, 
significant progress has been made in the treatment integrity empirical literature. 
A review of the empirical literature revealed multiple attempts to establish reliable and 
efficient integrity assessment procedures (Friedlander et al., 1988). Among these, Weck, 
Bohn, et al. (2011) and Weck et al. (2014) conducted two studies of cognitive behavioral 
therapy (CBT) with patients diagnosed with major depression, social anxiety, or hypo
chondriasis. Both examined the reliability and validity of treatment integrity ratings – 
therapist adherence and competence – by comparing short session segments with full 
sessions. The first study (84 videotaped sessions, four raters) found that mid-session 
segments yielded ratings highly consistent with full-session evaluations, and the second 
(30 sessions) replicated these findings with both expert and novice raters. Together, these 
results showed that brief mid-session segments can provide reliable and efficient indices 
of therapist adherence and competence in CBT. Caperton et al. (2018) found that coding 
approximately one-third of a session – about nine minutes or 81 therapist utterances – 
was sufficient to achieve agreement levels to those obtained from full sessions and across 
raters. These results suggest that short, strategically selected segments can adequately 
represent therapist performance while substantially reducing coding demands. Building 
on this evidence, Murphy et al. (2025) examined the convergent validity of three thin-slice 
coding metrics – frequency, duration, and global ratings. They tested these measures 
across several modalities of social interaction, including social support exchanges 
between friends, simulated job negotiations, and dyadic communication tasks. Their 
analyses demonstrated strong cross-metric convergence for core nonverbal behaviors 
(gaze, gestures, nods, and smiles), supporting the robustness and generalizability of brief, 
segment-based observational methods across diverse interpersonal contexts.

However, not all studies point in the same direction. Lewin and Berman (2022) 
examined whether brief segments of psychotherapy sessions – lasting one, five, or fifteen 
minutes – could reliably predict observer ratings of therapeutic qualities (e.g. therapeutic 
alliance and related process variables) based on entire sessions. Their study examined 
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three therapeutic modalities – cognitive-behavioral, integrative, and relational – and used 
correlational and regression analyses to assess consistency between short- and full- 
session ratings. The results showed that ratings derived from short segments correlated 
only modestly with full-session evaluations, with therapeutic alliance being the only 
variable that systematically improved as segment length increased. These findings indi
cate that analyzing longer portions of a session does not necessarily yield more precise or 
consistent assessments of therapeutic qualities.

Given these mixed findings, the present research seeks to clarify this issue within the 
framework of Emotion-Focused Therapy (EFT), exploring whether segment length influ
ences the reliability and validity of treatment integrity ratings (i.e. therapist adherence 
and competence) in this particular modality. Drawing on previous research examining 
adherence and competence across therapeutic approaches – spanning cognitive- 
behavioral, motivational, and integrative frameworks (e.g. Caperton et al., 2018; Murphy 
& Hall, 2021; Murphy et al., 2025; Weck et al., 2014; Weck, Bohn, et al., 2011) – these studies 
indicate that shorter session segments, or “thin slices,” can provide reliable and efficient 
assessments of therapist adherence and competence while reducing the effort required 
for coding. However, because EFT places strong emphasis on nonverbal communication 
and emotional attunement (Elliott et al., 2025), it remains necessary to examine whether 
abbreviated session segments can capture therapist performance with comparable relia
bility. Accordingly, the present study examines whether assessment format (audio vs. 
video) and segment length (10-minute samples vs. full sessions) influence the reliability 
and validity of treatment integrity ratings (adherence and competence) in EFT.

Treatment integrity assessment in emotion-focused therapy

The assessment of treatment integrity focuses on therapists’ performance within a specific 
treatment model, including the extent to which the model’s key characteristics are 
adopted and implemented by each professional (Waltz et al., 1993). This construct is 
particularly salient in empirically supported treatments that rely on clearly specified 
therapeutic principles and process-oriented models of change. EFT is a humanistic – 
experiential and integrative psychotherapy approach supported by substantial empirical 
evidence across diverse clinical applications (Elliott & Greenberg, 2007; Paivio & Pascual- 
Leone, 2010). Recognized by the American Psychological Association’s Division 12 (2015) 
as an empirically supported treatment for depression and couples’ distress, EFT has also 
demonstrated efficacy in treating complex trauma, social anxiety, and generalized anxiety 
(Elliott et al., 2025; Elliott & Greenberg, 2007; Elliott & Shahar, 2017; Greenberg & Goldman,  
2008, 2019; Greenberg & Watson, 2006; Paivio & Pascual-Leone, 2010; Timulak et al., 2017).

A distinctive feature of EFT is the systematic use of video recording in training and 
supervision. Supervisors typically assess therapist performance by reviewing recorded 
sessions, either in full or in selected segments (Elliott, Auszra, et al., 2022; Wittenborn et al.,  
2022). This emphasis on video-based supervision practices (Elliott et al., 2025) provides 
a concrete methodological context for examining treatment integrity, particularly with 
regard to adherence to core EFT principles and competence in their clinical 
implementation.

The Person-Centered and Experiential Psychotherapy Scale – Emotion-Focused 
Therapy Version for Observer Ratings (PCEPS-EFT-9; Monteiro et al., 2025) was specifically 
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developed to assess treatment integrity in EFT. It provides operationalized criteria for 
evaluating therapist competence through nine behaviorally anchored items that capture 
performance across core therapeutic dimensions. A detailed description of the scale, 
including items, scoring anchors, and psychometric properties, is provided in the 
Method section.

Although the PCEPS-EFT-9 can be applied to both full sessions and shorter 
segments, its reliability when used exclusively with abbreviated samples has not 
yet been empirically established. Clarifying this issue is therefore important for 
consolidating the scale’s use across research, training, and supervision contexts. 
Against this background, the present study aimed to develop and test cost- 
effective and reliable procedures that balance methodological rigor with practical 
feasibility. Treatment integrity in this context refers to the therapist’s adherence to 
EFT principles and competence in applying emotion-focused interventions. 
Accordingly, the goal was to establish assessment procedures that are consistent, 
valid, and applicable to routine research and training contexts.

This issue is particularly important for EFT, because evaluating this model 
involves capturing therapists’ moment-by-moment emotional attunement and 
responsiveness rather than discrete technical behaviors. These subtle, largely non
verbal processes may require distinct sampling strategies or assessment formats 
compared with more structured, technique-oriented approaches such as cognitive- 
behavioral therapy (CBT) or motivational interviewing (MI). Accordingly, it is essen
tial to determine whether shorter coded segments can accurately capture the 
dynamic process of emotional tracking in EFT sessions and whether assessment 
format (video vs. audio) influences these evaluations. To serve as a practical proxy 
for full-session assessment, brief session segments would need to demonstrate very 
high correspondence with whole-session ratings – ideally correlations approaching 
r > .90 or substantial shared variance (Weck, Bohn, et al., 2011). Developing efficient 
yet valid assessment procedures could significantly enhance the feasibility of 
incorporating treatment integrity evaluations into clinical EFT research, particularly 
in randomized controlled trials (RCTs), where time and resource constraints often 
limit adherence and competence assessments.

Therefore, the present study examined the relationships between segment-based 
assessments and full-session evaluations of therapist performance. In addition, as an 
exploratory aim, we investigated whether assessment modality (audio vs. video record
ings) affected treatment integrity ratings or their consistency. Specifically, the study 
addressed the following research questions (RQ):

RQ1. Do differences in interrater reliability occur when treatment integrity ratings are 
assessed using different assessment formats (i.e. audio versus video recordings)?

RQ2. Do PCEPS-EFT-9 treatment integrity ratings differ according to the extent of assess
ment (i.e. when coding a single segment versus the full session)?

RQ3. To what extent can a single session segment, by itself, reliably predict full-session 
treatment integrity evaluations?
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Method

Participants

Clients
The present study used video and audio recordings of 11 clients seen in the EFT arm of 
a pilot outcome study for the treatment of social anxiety conducted at the University of 
Strathclyde (Elliott, 2013). Sessions were selected based on (a) the availability of techni
cally adequate audio or video recordings, (b) documented consent for research use of 
those recordings, and (c) coverage of comparable therapy stages (sessions 5 and 10, or the 
nearest available equivalent).

These 11 clients were selected from a larger convenience sample of participants from 
the original study who had consented to have their sessions recorded and used for 
research within and outside the UK. For these clients, recordings were available for two 
sessions – sessions 5 and 10—resulting in a total of 22 recorded sessions.

Among the clients who participated in the study, 55.5% (n = 6) were female and 45.5% 
(n = 5) were male. Their age range was 20–57 years (M = 37.5, SD = 12.28). The most 
frequent living arrangement was living with a partner (n = 5, 45.5%), followed by living 
alone (n = 3, 27.3%), living with relatives or friends (n = 2, 18.2%), and living with parents 
(n = 1, 9.1%). In terms of the primary problems assessed during the intake process, the 
most frequently reported concern was fear of public speaking (n = 6, 54.5%), followed by 
other social anxiety difficulties including feeling worried about being around new people, 
fear of criticism, fear of writing, fear of interacting with or speaking to strangers, and fear 
of new situations.

Ethics approval was obtained from the University of Strathclyde and the local national 
health service ethics committees. Additionally, participants provided informed consent 
for audio and video recordings of their sessions to be used for research studies conducted 
outside the UK.

Therapists
Eight therapists were assessed, the majority of whom identified as female (n = 5, 62.5%) 
followed by male (n = 3, 37.5%). Data on age and years of experience were not collected 
but could be estimated in most cases. The median age of therapists was estimated to be 
50 years (first and third quartiles: 45 and 56), and the overall age range was from 30 years 
to 61 years. The therapists’ levels of therapy experience ranged from 3 to 37 years, with an 
estimated median of 10 years (first and third quartiles: 8 and 10). The therapists varied in 
terms of their number of years of clinical experience with EFT (median: 2 years; range: 0 to 
24 years) and had received different levels of training in this treatment modality.

Coders
To determine the degree to which therapists performed EFT treatments with integrity, 
sessions were coded using the PCEPS-EFT-9 (Monteiro et al., 2025). Coding was performed 
by two independent coders, who were not affiliated with the team responsible for the 
main study, and who coded all the segments independently. Both coders had prior 
experience working as EFT clinicians and had received formal training in EFT, including 
both the underlying theory and supervised practice. The first coder (the first author) was 
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a female Ph.D. student of European origin with five years of clinical experience in EFT. 
The second coder (the third author) was a female psychologist with a Ph.D. in psychology, 
of European origin, with nine years of clinical experience in EFT.

Treatment

Emotion-focused therapy for social anxiety (EFT-SA) was developed by Elliott and Shahar 
(2017) and integrates the main relational and task principles of EFT, being structured into 
several steps across five treatment phases (for details, see Elliott & Shahar, 2017).

Measures

The Person-Centered & Experiential Psychotherapy Scale – Emotion-Focused Therapy Version 
for Observer Ratings (PCEPS-EFT-9; Monteiro et al., 2025). The PCEPS-EFT-9 was specifically 
developed to assess treatment integrity in EFT, and was developed from the original 
PCEPS measure (see Freire et al., 2014).

This nine-item observer-rated measure provides operationalized criteria for evaluating 
therapist adherence and competence across core therapeutic dimensions central to EFT 
practice. Each item is rated on a six-point behaviorally anchored scale ranging from 1 (No 
skill; complete absence of the behavior), through 2 (Minimal quality/skill; adherent but 
incompetent), and 4 (Adequate; generally skilled but inconsistent), to 6 (Excellent; highly 
skilled and consistent performance). For example, on the Emotion Focus item, a rating of 1 
reflects a therapist who consistently ignores or deflects emotional content, responding in 
an intellectual or non-emotional manner. A rating of 4 (Adequate) indicates consistent but 
occasionally imperfect focus on emotional experience, whereas a rating of 6 (Excellent) 
denotes consistently attuned and evocative engagement with client emotions.

Previous studies have reported high interrater reliability (ICC = .90) and excellent 
internal consistency (α = .98). Detailed descriptions of the items, scoring guidelines, and 
psychometric properties are provided in Monteiro et al. (2025). Table 1 presents 
a summary of the PCEPS-EFT-9 item descriptions.

The Session-Level Global Assessment of Items (SLGAI; Monteiro et al., 2021) is further 
described in Monteiro et al. (2025). Developed to complement the PCEPS-EFT-9, the SLGAI 
was designed to integrate ratings from 10-minute segments and provide an overall 
assessment of therapists’ performance at the session level. The SLGAI is based on gen
erally relevant questions, such as “How good was the session in terms of this quality of 
therapist practice of EFT? How skillfully and consistently did the therapist offer this quality to 
the client throughout the session?”. To answer these questions, the coders first completed 
independent ratings and then met regularly to discuss discrepancies, considering the 
specific therapeutic context, the timing within the session (i.e. early [Segment 1], middle 
[Segment 2], or late [Segment 3]), and other relevant variables. Through this process, 
consensus scores were reached and used in the subsequent analyses. This global rating 
strategy reflects the coder’s assessment of the therapist’s overall adherence and compe
tence levels. The main element included in this assessment was the therapist’s consis
tency throughout the session. Thus, if the therapist’s performance on a particular item was 
good at one time but poor on another occasion, the coders weighed their ratings of the 
different segments to develop an assessment that captured the therapist’s overall 
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performance on that item for the session in question. Intraclass correlation coefficients 
were calculated to determine the level of agreement between the coders, which indicated 
excellent overall interrater reliability (ICC = .932; Landis & Koch, 1977; Shrout & Fleiss,  
1979). The SLGAI is described in the supplementary material (Table S1).

Procedure

A total of 22 EFT sessions (from 11 client-therapist dyads) were coded for this study, using 
the PCEPS-EFT-9; 13 of these were audio-recorded, and nine were video-recorded. The 
ratings were provided by two independent external coders who were blind to the 
therapeutic outcomes to ensure objectivity and minimize bias (Ezawa et al., 2020; Peavy 
et al., 2014). Both coders evaluated every session segment, enabling the calculation of 
interrater reliability across all recording formats. To provide a comprehensive evaluation 
of treatment delivery and the therapists’ interventions across the therapeutic process, the 
fifth session (the early phase of the therapeutic process) and the tenth session (the middle 
phase of the therapeutic process) were coded. The procedures outlined in this study for 
assessing therapists’ adherence and competence as highlighted in this study differ from 
those recommended by Waltz et al. (1993), as the latter proved to be impractical due to 
the number of sessions required and the associated cost and time expenditure.

Coder training and calibration procedures
The coding procedure was divided into two phases. Before the pilot and training phase, 
coders reviewed the coding manual and didactic instructions for each item. They then 
participated in a four-hour preliminary in-person session led by an EFT expert (second 

Table 1. PCEPS-EFT-9 item descriptions.
Item Description

E.1 Empathic Attunement & Process Track with 
Client

How much do the therapist’s responses convey an understanding of 
the client’s experiences as the client themselves understands or 
perceives it?

E.2 Accepting Presence How well does the therapist’s attitude convey an unconditional 
acceptance of whatever the client brings?

E.3 Emotion Focus How much does the therapist actively work to help the client focus 
on and actively articulate their emotional experiences and 
meanings, both explicit and implicit?

E4 Supporting client agency: avoidance of 
dominant or overpowering presence

To what extent does the therapist project a sense of dominance or 
authority in the session with the client?

E.5 Emotion Regulation Sensitivity How much does the therapist actively work to help the client adjust 
and maintain their level of emotional arousal for productive self- 
exploration?

E6. Marker Identification How well does the therapist accurately pick up on key client task 
markers for what the client wants to work on in the session?

E7. Emotion Deepening 
How well does the therapist help the client 
deepen their emotional experience?

Emotion deepening completely absent; 2 = Emotion deepening 
completely absent; 3 = Deepening responses present but poorly 
done; 4 = Deepening responses clearly present but inconsistent or 
awkward; 5 = Deepening responses consistent and skillful; 6 =  
Emotional deepening offered in a highly attuned and creative 
manner.

E8. Appropriate 
use of EFT Task

How well does the therapist carry out appropriate EFT tasks?

E9. EFT Case Formulation: ability to think about 
clients in EFT terms

How skillful is the therapist in thinking about client in EFT terms and 
using this to facilitate the relationship and therapeutic work?

8 M. L. MONTEIRO ET AL.



author) with extensive clinical and research experience, including coder training and 
supervision. This session focused on modeling coding decisions, refining coding para
meters, and addressing discrepancies (Plumb & Vilardaga, 2010). Coders completed a total 
of 20 hours of training, which included 4 hours of in-person instruction and 16 additional 
hours of online training. The online training consisted of viewing recorded therapy 
sessions, instructional videos, and calibration exercises designed to ensure consistent 
application of the coding criteria. After completing this training, the coders independently 
coded two video sessions conducted by an expert EFT therapist: one from the American 
Psychological Association video (Paivio, 2006) and the other from the Social Anxiety 
Project. The latter was used solely for training purposes and was therefore not included 
in the study sample. These sessions were used as calibration exercises: both coders rated 
them independently and then engaged in structured discussions to reconcile discrepan
cies. An expert trainer provided feedback to refine the interpretation of scale anchors and 
promote consistency in coding decisions. This process ensured that the coders could 
reliably apply the rating system to complex clinical material before moving on to the 
study sample. During the training phase, the coders demonstrated good interrater 
reliability, with an intraclass correlation coefficient (ICC [2, 1]) of .73 (Shrout & Fleiss, 1979).

Sample analysis and session segmentation
Each coder independently analyzed a total of 66 segments of 10 minutes each (from 22 
EFT sessions). The majority were audio-recorded (n = 13; 59,1%), followed by video- 
recorded sessions (n = 9, 40.9%), due to the unavailability or poor quality of video 
recordings. Each session was divided into three distinct 10-minute segments for coding: 
Segment 1 (early: minutes 10–20), Segment 2 (middle: minutes 25–35), and Segment 3 
(final: last 10 minutes), to represent distinct temporal phases of the session while main
taining comparable duration and observational focus. This segmentation was guided by 
EFT theory, aiming to capture key therapeutic processes represented by the nine items of 
the scale, although these theoretical distinctions were not directly tested in the present 
analyses. For example, the implementation of experiential tasks (e.g. two chair work) was 
expected to occur in the middle of each session, and case formulation work was expected 
to be performed primarily at the end of the session. After rating the three segments for 
each session, raters completed a fourth set of ratings, providing global ratings for the 
session on each of the nine items (i.e. using the Session-Level Global Assessment of Items 
[SLGAI], described previously). After carrying out a set of ratings, the coders met regularly 
to establish consensus scores, which served as the data for the subsequent analysis of the 
therapist’s performance.

Interrater reliability for the coding was excellent (ICC(2, 1) = .90, range = .87–.93 (Shrout 
& Fleiss, 1979); indicating high consistency across coders and assessment formats. These 
ICCs were computed across Sessions 5 and 10 and stratified by assessment format (audio 
vs. video; see Table S2 in the Supplementary Material).

Statistical analysis
Statistical analysis was performed by the first and fourth authors using IBM SPSS Statistics, 
version 27.0. Descriptive statistics are presented as frequencies (n) and percentages (%) 
for categorical variables and as means (M) and standard deviations (SD) for continuous 
variables, following normality checks. Reliability between the two coders was assessed 
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separately for each session (across the nine items and three segments) using intraclass 
correlation coefficients. These reliability results were broken down by assessment format 
(video vs. audio) and session (session 5 vs. session 10) and then averaged across clients. 
The remaining results used consensus ratings, as described in the procedure section. 
Although item-level analysis could offer additional insight, it was not pursued in the 
present study due to two main considerations. First, internal consistency analyses per
formed during the preliminary validation (e.g. Cronbach’s alpha) indicated strong correla
tions among the individual item responses and between item averages and global SLGAI 
ratings. Second, the large number of analyses would have led to a large experimentwise 
error rate.

A mixed-design analysis of variance (ANOVA) was used to test for differences across the 
three 10-minute segments of the therapeutic process, adjusted for the assessment format 
(video vs. audio) and session (session 5 vs. session 10). The mixed-design ANOVA included 
segment (segments 1, 2, and 3) as the within-subjects factor and assessment method 
(audio vs. video) as well as session (session 5 vs. session 10) as the between-subjects 
factors. Assumptions were checked, including those pertaining to the normality of resi
duals and the homoscedasticity of variances, using the Shapiro – Wilk and Mauchly tests, 
respectively. The results of the Mauchly test (p = .251) supported the assumption of 
sphericity, and the p values of the Shapiro – Wilk test were .982 (Segment 1), .526 
(Segment 2), and .863 (Segment 3), indicating that the data were normally distributed. 
The effect size for each segment was determined using partial eta squared (η2), with 
benchmark values of .01, .06, and .14 representing small, medium, and large effects, 
respectively (Cohen, 1988). The Sidak multiple-comparison test was used to provide 
further insight into these comparisons. Additionally, Pearson correlation coefficients (r) 
were calculated to assess associations among segment scores. For ease of interpretation, 
we also report r2 (the bivariate coefficient of determination), which indicates the propor
tion of variance shared by each pair of variables. Multiple linear regression analyses were 
then conducted to estimate the association of each segment with the global session 
ratings (SLGAI scores), while adjusting for assessment method and session. Model fit was 
summarized using R2. Regression assumptions were evaluated through residual diagnos
tics for normality and homoscedasticity and checks for multicollinearity. The standardized 
residuals were within ±3, and no outliers were identified outside this range. Statistical 
significance was set at p < .05.

A post hoc sensitivity analysis was conducted using G*Power (version 3.1.9.4) for 
a mixed (within – between) repeated-measures ANOVA. The analysis assumed 
a moderate effect size (f = 0.30), α = .05, a total of n = 22 sessions, three repeated measures 
(Segments 1, 2, and 3), two groups (assessment format: audio vs. video), and a within- 
subject correlation of r = .50. The estimated power was .85, indicating adequate sensitivity 
to detect effects of practical relevance.

Results

Results are presented according to the research questions (RQs). To address RQ1 (Do 
differences in the interrater reliability occur when treatment integrity ratings are assessed 
using different assessments formats?), we examined whether treatment integrity scores 
differed between audio- and video-based assessments. A mixed-design ANOVA was 
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conducted with session segment (early, middle, and final) as the within-subject factor, and 
assessment format (audio vs. video) and session (5 vs. 10) were the between-subject 
factors. Table 2 presents adjusted marginal and standard errors for overall session ratings 
and for early, middle and final session segments, stratified by assessment format (audio 
and video) and session. These descriptive results addressed RQ1 (assessment format, 
exploratory) and RQ2 (session segment: Do PCEPS-EFT-9 treatment integrity ratings differ 
according to the extent of assessment?). As shown in Table 2, ratings across early, middle, 
and final segments were broadly similar on average. Inferential analyses examining these 
patterns are reported in Table 3. The mixed repeated-measures ANOVA showed no 
significant main effect of segment (F(2, 54) = 0.29, p = .754, η2 p = .02), indicating that 
the early, middle, and final segments were rated similarly on average. The associated 
effect size was small, suggesting that the segment factor explained minimal variance in 
the ratings.

The interaction between segment and assessment format was significant, with a large 
effect size (F(2, 54) = 7.17, p = .002, η2 p = .29, indicating that the pattern of ratings across 
segments differed depending on whether the assessment was audio- or video-based. 
Specifically, audio ratings were relatively stable across early, middle, and final segments 

Table 2. Adjusted marginal means (M) and standard errors (SE) of treatment integrity 
ratings by assessment format (audio, video, and combined), session, and session segment.

Assessment Method Format Session 5 Session 10 Sessions 5 and 10

Audio Overall (n = 13) 3.64 (0.36) 2.91 (0.39) 3.28 (0.26)
Segment
1 (early) 4.02 (0.34) 3.09 (0.37) 3.55 (0.25)
2 (middle) 3.37 (0.40) 2.85 (0.43) 3.11 (0.29)
3 (final) 3.53 (0.40) 2.80 (0.43) 3.16 (0.29)

Video Overall (n = 9) 4.66 (0.47) 4.33 (0.42) 4.49 (0.32)
Segment
1 4.51 (0.45) 3.96 (0.40) 4.24 (0.30)
2 4.63 (0.52) 4.49 (0.47) 4.56 (0.35)
3 4.83 (0.53) 4.53 (0.47) 4.68 (0.35)

Audio and Video (n = 22) 4.15 (0.30) 3.62 (0.29) 3.88 (0.21)
Segment
1 4.27 (0.28) 3.53 (0.27) 3.90 (0.20)
2 4.00 (0.33) 3.67 (0.32) 3.83 (0.23)
3 4.18 (0.33) 3.67 (0.32) 3.92 (0.23)

Note. Values are adjusted marginal means (M) with standard errors (SE).

Table 3. Mixed repeated-measures ANOVA results for segment, assessment format, 
and session effects.

Effect F(df) p η2 p

Segment F(2,54) = 0.29 .754 .02
Assessment Format F(2,54) = 12.10 .002 .38
Session F(2,54) = 1.85 .188 .09
Segment * Assessment format F(2,54) = 7.17 .002 .29
Segment * Session F(2,54) = 1.43 .252 .07
Segment *Assessment format * Session F(1,54) = 0.00 .992 .00

Note. Inferential analyses were conducted using a mixed repeated-measures ANOVA. Sidak-adjusted 
pairwise comparisons among segments showed no significant differences for audio assessments, 
whereas a marginal difference was observed between Segments 1 and 3 for video assessments (p  
= .062). Degrees of freedom were calculated as n − k × number of repeated measures.
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(M = 3.55, 3.11, 3.16), whereas video ratings tended to increase across segments (M =4.24, 
4.56, 4.68), demonstrating that later segments received higher ratings primarily in the 
video assessments. This interaction pattern was consistent across sessions 5 and 10, 
suggesting that the differential segment effect was driven by assessment format rather 
than session (see Figure 1).

Furthermore, descriptive statistics showed that the adjusted mean scores for video 
assessments (M = 4.49, SE = 0.32) were substantially higher than those for audio assess
ments (M = 3.28, SE = 0.26), corresponding to a large standardized difference (d = 1.28). 
This difference was consistent across all segments in sessions 5 and 10. Finally, post hoc 
Sidak analyses revealed that comparisons within the video format, ratings for the 
Segment 3 (final) tended to be higher than those for Segment 1 (initial), although this 
difference was only marginally significant (p = .062).

As a first step in addressing RQ3 (To what extent can a single session segment, by itself, 
reliably predict full-session treatment integrity evaluations?), we began by analyzing 
whether individual session segments provided comparable information. Inter-segment 
correlations and intraclass correlations were computed to test this. We began by examin
ing the correlations among segment ratings, first for the overall sample and then sepa
rately by assessment format (audio vs. video). As shown in Table 4, all Pearson correlations 

Figure 1. Adjusted treatment integrity ratings across session segments for audio and video assess
ments. Note: Values represent adjusted marginal means (M). Error bars represent ±1 standard error. 
Solid lines indicate audio assessments; dashed lines indicate video assessments.

Table 4. Correlations among segments, overall and stratified by assessment method (type).
Overall Audio and Video Audio Video

Seg. 1 Seg. 2 Seg. 3 Seg. 1 Seg. 2 Seg. 3 Seg. 1 Seg. 2 Seg. 3

Pearson correlation

Segment 1 1 .796** .831** 1 .775** .812** 1 .836** .917**

Segment 2 1 .943** 1 .952** 1 .873**
Segment 3 1 1 1

R squared (R2)

Segment 1 1 .634 .691 1 .601 .659 1 .699 .762

Segment 2 1 .889 1 .906 1 .773
Segment 3 1 1 1

Note. Seg., segment; **p < .01.
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were quite large (r ≥ .70); the strongest correlation was observed between Segment 2 
(middle; 25–35 minutes) and Segment 3 (final; last 10 minutes) (r = .952). This level of 
association exceeds the threshold typically considered necessary (r ≈ .90) for a segment to 
serve as a valid proxy for full-session assessment (Shrout & Fleiss, 1979; Weck, Bohn, et al.,  
2011). By squaring the Pearson correlation coefficient (R2), we quantified how much 
variance was shared between pairs of segments – that is, the extent to which the 
segments captured similar underlying information. The R2 value for Segments 1 and 2 
indicated a moderate degree of shared information, corresponding to approximately 
60%–70% shared variance in the overall sample and within audio format. In contrast, 
the R2 value for Segments 2 and 3 showed a very high degree of shared information, with 
about 90% shared variance both overall and for audio assessments, indicating that these 
later segments were capturing highly comparable aspects of session performance. Thus, 
these findings may suggest a high degree of consistency in ratings obtained from 
different parts of the session, indicating that a single, well-chosen session segment – 
particularly from the middle or later portion – may capture substantially the same 
information about therapist performance as other segments.

Before testing the main hypotheses, interrater reliability was confirmed to be excellent, 
ensuring consistency across coders. Building on this, Table 5 presents the inter-segment 
intraclass correlation coefficients [ICCs (2,1)] for Segments 1 (early), 2 (middle), and 3 
(final), stratified by assessment format (audio vs. video) and session (5 vs. 10). The average 
of the two coders’ ratings was used to compute these values. The results indicated good 
to excellent reliability for all segments, with Segments 2 and 3 showing particularly high 
ICCs (all > .80). This pattern suggests that coders were especially consistent when rating 
the middle and final parts of the sessions. These ICCs were summarized descriptively 
across clients and sessions to illustrate overall agreement patterns, rather than to infer 
population-level reliability.

As a second step in addressing RQ3, Table 6 reports three separate linear regression 
models in which the global session rating served as the dependent variable and each 
segment rating (Segments 1, 2, or 3) was entered as the main predictor. All models were 
adjusted for assessment format (audio vs. video) and session (5 vs. 10). For each model, 

Table 5. Intraclass correlation coefficients for intersegment rat
ings (segments 1, 2 and 3) by assessment type and session.

Session

Session 5 Session 10 Overall

Segments 1 and 2
Audio .865 .893 .889
Video .649 .861 .707
Audio and Video .816 .912 .858

Segments 1 and 3
Audio .877 .902 .902
Video .540 .900 .711
Audio and Video .766 .913 .857

Segments 2 and 3
Audio .905 .919 .908
Video .950 .850 .908
Audio and Video .929 .936 .931

Note. The results are presented in terms of the ICC (2,1); average measures 
are shown.
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the explained variance (R2) refers specifically to the predictive contribution of the seg
ment after accounting for these covariates. All regressions were statistically significant (p  
< .05). Segment 2 (middle) and, especially, Segment 3 (final) showed the strongest 
predictive relationships with the global rating, consistent with their higher F-statistics. 
The standardized regression coefficients (β) were uniformly high (between .93 and .96), 
demonstrating very strong linear associations between each segment rating and the 
global session rating. The proportion of variance explained increased across segments: 
66% (Adj. R2 = .78) for Segment 1, 83% (Adj. R2 = .88) for Segment 2, and over 90% (Adj. R2  

= .92) for Segment 3, indicating that ratings from later session segments provided the 
most accurate prediction of the overall session quality. Therefore, these results may 
suggest that ratings derived from a single session segment – especially from the middle 
or final part of the session – provide a close approximation of the overall session 
evaluation. From a practical perspective, this may indicate that coding later segments 
of a session could be sufficient to assess treatment integrity with a high degree of 
accuracy, without necessarily requiring full-session coding.

Finally, the assessment format consistently emerged as a factor in treatment integrity 
ratings across analyses, with video-based assessments yielding higher ratings than audio- 
based assessments across session segments and sessions. This pattern was evident in 
both descriptive and inferential analyses, as shown in Tables 2 and 3.

Discussion

This study aimed to assess the reliability of evaluating therapist adherence and compe
tence based on 10-minute segments of therapy sessions, as measured by the PCEPS-EFT 
-9, in comparison to evaluating the entire session. Specifically, the study aimed to 
determine whether using 10-minute segments of EFT sessions could provide an accurate 
and dependable measure of therapist performance, potentially offering a valid alternative 
to entire-session assessment. Overall, the findings showed excellent interrater reliability 
and strong correlations between segment-based and entire-session ratings, indicating 
that shorter segments can provide reliable estimates of therapist performance. These 
results suggest that structured integrity measures can accurately capture therapist adher
ence and competence. The present results also suggest that ratings based on shorter 
session segments provide highly comparable estimates of treatment integrity. However, 
this comparability should be interpreted with caution and understood as being context- 
dependent, rather than indicating direct equivalence with full-session evaluations. 
Previous studies have emphasized the trade-offs between comprehensiveness and effi
ciency in integrity assessment. These studies suggest that segment-based and entire- 
session approaches capture overlapping, yet not identical, aspects of therapist perfor
mance. Both approaches have demonstrated adequate reliability and validity, so the 

Table 6. Predicting global session ratings from segment ratings: multiple linear regression models.
β SE ANOVA test R2 for segment Adjusted R2

Segment 1 0.96 0.17 F(3,18)=25.59 (p < .001) .665 .778
Segment 2 0.93 0.11 F(3,18)=50.93 (p < .001) .834 .877
Segment 3 0.96 0.09 F(3,18)=84.06 (p < .001) .904 .922

Dependent variable: global assessment; segments are adjusted for assessment type and session.
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choice between them should be guided by the intended purpose of the evaluation (e.g. 
research and supervision), rather than assumptions of methodological superiority 
(Friedlander et al., 1988; Weck, Bohn, et al., 2011, 2014; Weiss et al., 1988).

Regarding assessment format (RQ1), two aspects should be distinguished. First, inter
rater reliability did not differ significantly between audio and video recordings. High 
interrater agreement was observed in both formats, likely reflecting coders’ prior EFT 
training and calibration experience, which are known to enhance reliability in integrity 
assessment (Weck, Hilling, et al., 2011). Although exploratory, these findings are consis
tent with previous research indicating that expert coders can provide reliable evaluations 
across modalities when guided by structured protocols and adequate training (Sharpless 
& Barber, 2009; Weck et al., 2021). Second, mean ratings of therapist performance were 
higher for video-based assessments than for audio-only ones (ηp2 = .29, d = 1.28), sug
gesting that the assessment format may have influenced perceived competence levels. 
This difference likely reflects the additional nonverbal information available in video 
recordings – such as facial expression, gesture, and posture – which is unavailable in 
audio-only recordings and often central to evaluating empathy and emotional attune
ment (Rousmaniere et al., 2014; Simon, 2020; Weiss et al., 1988). This advantage is 
particularly relevant in EFT, where embodied emotional responsiveness is a key compo
nent of therapist competence (Elliott et al., 2025). However, this difference may be due to 
sample differences between clients and therapists who chose to have sessions video- 
recorded or not. Nevertheless, our results suggest that, when feasible, video recordings 
may be the preferred method for assessing treatment integrity (Weiss et al., 1988), 
particularly if future work confirms that audio-only evaluations tend to underestimate 
therapist competence by omitting important nonverbal aspects of EFT. If replicated, these 
findings could have meaningful implications for research, training, supervision, and 
clinical practice. At the same time, the present findings may indicate that audio-only 
segments were effective in assessing core aspects of treatment integrity, as reflected by 
high interrater reliability and strong correspondence with global session ratings, although 
they may have been less sensitive to nonverbal dimensions of therapist competence.

Additionally, the interaction between segment and assessment format indicated that 
ratings based on audio recordings were generally lower and showed less increase across 
segments, whereas ratings from video recordings were higher overall and tended to 
increase in later segments. This pattern is consistent with the additional nonverbal and 
emotional cues available in the video format, which may become more salient as the 
session progresses. These cues – such as facial expression, tone, and gesture – likely 
contributed to the higher and more dynamic evaluations observed in the video condition.

A notable finding concerns differences across session segments (i.e. when coding 
a single segment versus the full session; RQ2). While differences across segments were 
not statistically significant, a marginal trend toward higher ratings indicated that later 
segments – particularly segment 3 (final) – tended to receive higher ratings than the initial 
segment. This finding is consistent with prior research conducted by Weck, Bohn, et al. 
(2011), which reported that the middle and later portions of sessions tend to be more 
representative of therapists’ overall competence, as early segments often tend to focus on 
introductory or procedural tasks rather than on the core therapeutic work. Regardless of 
the segment, the high shared variance between segment-based and global ratings (Adj. 
R2 ≈ .83–.90) suggests that a single well-chosen segment may be sufficient for assessing 
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treatment integrity. Although the final segment showed the strongest association with 
global session ratings, future research could further examine whether middle segments – 
where core EFT tasks often occur – offer complementary information about therapist 
competence.

Additionally, the strong correlations observed between segments may suggest that 
the session tends to unfold as a coherent process rather than as a set of disconnected 
parts, consistent with Friedlander et al.’s (1988) tentative indication that segment-based 
ratings can approximate patterns found at the session level. This pattern appears broadly 
consistent with EFT process theory, in which early emotional exploration may lay the 
groundwork for later task work and eventual resolution (Elliott & Greenberg, 2007, 2021). 
The comparability of scores across segments may further indicate that the EFT session 
structure tends to be coherent and that the therapeutic process appears to remain 
relatively consistent over time. Relatedly, we examined whether specific segments of 
a session are more predictive of the overall session evaluation in EFT (RQ3). The results 
indicate that 10-minute segments reliably reflect global ratings of therapist performance 
throughout the EFT session, with segment 3 (final) as the strongest predictor of global 
ratings (Adj. R2 = .92, β = .96, p < .001). Coders evaluated each segment independently and 
were instructed to base their ratings solely on the material observed within that segment 
rather than on the entire session. However, the stronger predictive value of segment 3 
should be interpreted with caution, as the same coder dyads assessed all segments and 
full sessions, raising the possibility of memory or carryover effects that can undermine 
rating independence (Weck, Bohn, et al., 2011). Importantly, all three segments strongly 
predicted global ratings, with even the initial segment explaining more than two-thirds of 
the variance (Adj. R2 = .78). This consistency reinforces the practical utility of brief sam
pling for evaluating therapist performance.

From a practical perspective, the findings suggest that the analysis of short session 
segments – particularly in the video format of 10-minute samples – appears feasible and 
useful for research, training, and supervision. By capturing the nonverbal dimensions of 
the therapeutic process, the video format enables more precise and comprehensive 
assessment and a closer observation of the client’s immediate perceptions, feelings, 
actions, and thoughts in the present moment (“here and now”). This optimizes resource 
use, fosters targeted learning, and enhances the validity of clinical supervision, supporting 
the emphasis on micro-level analysis in EFT clinical practice and supervision (Elliott, 
Auszra, et al., 2022; Krupka, 2017). Based on these findings, the PCEPS-EFT-9 can also 
serve as a valuable teaching tool for refining the perceptual and technical skills required 
for EFT (Elliott, Timulak, et al., 2022; Jodar-Anchía et al., 2023), providing an efficient and 
focused way to enhance skills. As Aafjes van Doorn et al. (2022) note, video recording in 
professional supervision and training can facilitate supervisees’ self-assessment, provide 
richer in-session insights, and enable supervisors to form more informed and nuanced 
evaluations of competence.

Finally, although this study used the PCEPS-EFT-9, the findings may have broader 
implications for integrity assessment beyond EFT. First, the high interrater reliability 
observed here appears consistent with research in other therapeutic modalities, suggest
ing that structured coding systems and sufficient coder training can support reliable 
assessments of therapist adherence and competence across different treatment models 
(Weck, Hilling, et al., 2011). Second, the significant differences between audio- and video- 
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based ratings emphasize the potential importance of nonverbal cues in evaluating treat
ment processes. This issue is relevant across integrity frameworks and suggests that 
assessments based solely on transcripts or audio recordings may underestimate therapist 
competence by omitting relational and nonverbal information (Girard & Cohn, 2016; 
Simon, 2020; Weiss et al., 1988; Wittenborn et al., 2022). Our findings therefore suggest 
that the assessment format may play an important role in treatment integrity evaluations. 
Third, the redundancy observed between middle and final session segments may indicate 
that integrity assessments could potentially be optimized by focusing on selected seg
ments rather than requiring entire sessions evaluations. While this pattern aligns with 
prior work showing that thin slices can sometimes capture broader interactional patterns 
(Caperton et al., 2018) and with findings suggesting comparability between segment and 
full-session ratings (Weck, Bohn, et al., 2011), such interpretations should remain tentative. 
The principle of parsimony, promoting streamlined assessment procedures without com
promising validity, may thus help guide integrity measurement in research training, and 
supervision across therapeutic approaches (Murphy et al., 2025). In sum, although 
grounded in EFT, these results contribute to broader debates on assessing therapist 
adherence and competence, highlighting the importance of clear procedures, attention 
to assessment format, and careful segment selection.

Limitations

Although the above considerations clarify the interpretation of our results, several 
broader methodological limitations must also be acknowledged. First, the sample was 
restricted to individuals with social anxiety, which limits the generalizability of the find
ings to other clinical populations. Although both audio and video formats were included, 
the possible superiority of video-based ratings suggests that the conclusions may not 
apply to contexts in which only audio is available. Another limitation is that the same 
raters coded both the session segments and the full-session global ratings, potentially 
introducing a recency effect. Future research could minimize this bias by assigning 
independent raters to evaluate full sessions. Furthermore, assignment to the audio or 
video condition was not randomized. This was due to practical constraints, including the 
limited number of high-quality recordings available in both formats and restrictions on 
coder availability. While we acknowledge this as a methodological limitation that may 
introduce potential confounds, we believe that reporting the observed patterns remains 
valuable, given their consistency across sessions. Future research should address this 
limitation by using randomized allocation to observation format whenever feasible.

Additional constraints related to the coders need to be considered. The modest sample 
size and reliance on only two coders who had worked together for two years may have 
artificially increased the interrater reliability due to shared assumptions and experiences. 
A potential recency effect may also have biased the global ratings, as the same coders 
provided full-session assessments only after evaluating the final segment. This reduced 
the independence of ratings and could have increased the susceptibility to bias. Future 
studies could address these issues by involving larger and more diverse groups of coders, 
implementing cross-coding procedures, and assigning independent coders to evaluate 
entire sessions rather than coding individual segments first.
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The therapists participating in the study had at least two years of post-qualification 
clinical experience, a threshold typically considered indicative of basic professional com
petence. However, given the limited variability in therapist experience and the small 
sample size, it was not possible to examine this variable meaningfully as a covariate. 
The sample included therapists with a range of experience levels in the EFT model, 
reflecting an inherent contingency of the sample. Variability in therapist experience 
may have influenced both adherence and competence ratings, potentially contributing 
to variability in treatment integrity scores that could not be examined in the present 
analyses. Therefore, we recommend that future research explore the potential moderat
ing role of therapist experience using larger and more diverse samples A further con
ceptual limitation concerns the scope of the analyses. The present study did not examine 
whether higher treatment integrity ratings (adherence and competence) predict client 
outcomes. This issue is addressed in a separate manuscript focusing on the validation and 
outcome associations of the PCEPS-EFT-9, but future research could further explore the 
predictive validity of integrity ratings for clinical change in EFT.

Finally, the study was restricted to two sessions (sessions 5 and 10), so it is unclear 
whether similar patterns would be observed at other stages of therapy. Future research 
should examine a broader range of sessions, include more coders, and recruit more 
diverse clinical populations to strengthen the generalizability of the findings.

Implications

Despite these limitations, this study has important implications for teaching, practice, and 
research in EFT. Short video segments can serve as effective teaching tools, enabling 
students and therapists to focus on micro-level processes and receive specific feedback 
without having to review entire sessions. Therapists and supervisors can use 10-minute 
segments to efficiently evaluate adherence and competence, reducing the expense of 
time while still capturing the essential elements of EFT. In the context of supervision, brief 
video clips can be integrated into feedback sessions, making training more practical and 
precise. From the research perspective, the findings support the use of shorter, targeted 
assessment methods that optimize cost and efficiency without sacrificing rigor. This 
opens pathways for larger-scale studies.

In conclusion, this study provides preliminary evidence that the PCEPS-EFT-9 may be 
applied flexibly across research, training, and supervision contexts without substantially 
compromising validity. Shorter segments – particularly the intermediate and final 10- 
minute session segments – appeared to yield ratings that closely approximated full- 
session assessments of therapist adherence and competence in EFT. This approach may 
offer a more efficient alternative to full-session coding while preserving adequate rigor. 
Overall, the findings tentatively highlight the potential value of video-based evaluations 
and may support a pragmatic direction for treatment integrity assessment.
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