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The purpose of this study was to analyze the extent to which a sample of Swedish psychotherapists used 

techniques and interventions that are not part of the methods that they have been trained in. i.e. to what 

extent do they have an integrated approach in their professional activities. The hypothesis is that most 

psychotherapists in Sweden do not work strictly with just one psychotherapeutic orientation, but that they 

use techniques and methods from other orientations, which would be consistent with international research 

results in this field. Participants were recruited by mailed letters to a sample of authorized Swedish 

psychotherapists of all potential orientations. The letters contained an information paper and a 

questionnaire. 
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Abstract 

The purpose of this study was to analyze the extent to which a sample of Swedish psychotherapists used 

techniques and interventions that are not part of the methods that they have been trained in. i.e. to what 

extent do they have an integrated approach in their professional activities. The hypothesis is that most 

psychotherapists in Sweden do not work strictly with just one psychotherapeutic orientation, but that they 

use techniques and methods from other orientations, which would be consistent with international research 

results in this field. Participants were recruited by mailed letters to a sample of authorized Swedish 

psychotherapists of all potential orientations. The letters contained an information paper and a questionnaire. 
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Preface 
For many years there has been an ongoing discussion regarding what therapeutic orientation is the most 

effective and what techniques and methods have the strongest evidence for leading to positive treatment 

outcomes. There are many participants in these discussions who are eager to claim their methods as superior. 

The guidelines regarding treatment for depression and anxiety, 

http://www.socialstyrelsen.se/Lists/Artikelkatalog/Attachments/20405/2016-12-6.pdf,  published by the 

National Board of Welfare (Socialstyrelsen) are an example of attempts to compare methods and to 

demonstrate the rankings in effectiveness. These recommendations have a great influence on what 

treatments to prefer and to offer in our clinics and institutions around this country. Many authors would 

argue that psychotherapists work best through integrating and using techniques and methods that they find 

appropriate at that particular moment with that unique client. It may also be that psychotherapeutic 

orientations are changing due to the influences of other orientations. So how is it possible to be dedicated to 

any single orientation in this field? And is it really preferable to be strictly loyal to one particular 

orientation? When does strict and loyal turn into rigidity, and how does that affect the therapeutic outcome? 

This is the background and my reason for doing this study. 

Introduction 

Psychotherapy practice is generally based on the idea that specific methods, consisting of defined 

interventions, may result in changes of psychiatric syndromes or other types of problematic behavior or 

feelings. Guidelines for psychological treatment aim to pinpoint discrete techniques for specific psychiatric 

states. This has been referred to as a medical perspective on psychological treatment (Imel & Wampold 

2008). These treatments are usually defined by interventions that are prescribed, proscribed or nonspecific 

(Barber, Triffleman & Marble, 2007). 

 

A number of empirical findings do, however, put this model into question. One is the recurrent finding that 

for many problems and syndromes, different methods seem to give approximately the same results 

http://www.socialstyrelsen.se/Lists/Artikelkatalog/Attachments/20405/2016-12-6.pdf
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(Lambert, 2010). This finding has been explained in several ways. One explanation could be that different 

methods may lead to similar results by using different interventions and mechanisms of change. Another 

could be that so called common factors, i.e. aspects of therapy that are common to all therapy methods, may 

account for at least the major part of the outcome (Norcross, 2002). 

 

If equivalent results are found by using different methods in naturalistic studies without mandatory treatment 

instructions, one potential reason for outcome equivalence is that therapists fit their methods and techniques 

to the specific problem presentation of the patient. This way of working has been called a Contextual model 

(Imel & Wampold 2008). The term Contextual implies that the therapist adapts his or her interventions to 

the situation and to the client’s personality, motivation, learning style, and previous experiences of 

psychological treatment. This presupposes that the therapist masters several different methods and that he or 

she is allowed to select method according to experience and clinical skill. Such a method of choice may be 

an expression of the therapist’s integrative perspective on psychological treatment.  

 

Psychotherapy integration has been proposed by many psychotherapy theorists and researchers as a 

constructive way to help patients (Boswell, 2010). Psychotherapy integration is based on the idea that 

theoretical models, methods, and interventions from different treatment approaches may be combined. The 

National Institute of Mental Health (NIMH) has proposed that research to promote the development of 

psychological treatment should be broadened to factors like mechanisms of change, patient moderating 

variables and collections of real-world data (www.nimh.nih.gov/), implicitly suggesting that controlled 

studies of treatments methods may be less fruitful. 

 

Psychotherapy integration can be made in different ways. Some authors have argued for theoretical 

integration, implying that different theoretical perspectives should be combined to a more sophisticated 

higher-order theory.  Examples could be the Affect-Phobia Therapy created by McCullough et al. (2001), 

based on psychodynamic and exposure principles and the third wave CBT therapies like Dialectical 

http://www.nimh.nih.gov/
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Behavior Therapy (Linehan, 1993) and Acceptance and Commitment Therapy (Hayes, Strodahl, & Wilson, 

1999), founded on combinations of behavior therapy and zen-buddhistic principles.  

 

Other researchers have suggested integration on a technical level where techniques from different methods 

are used according to the concrete needs of the individual patient.  

Goldfried (1991) proposed that focusing on principles of change, called core clinical strategies, can be a 

fruitful approach to psychotherapy integration since such principles may fit in between abstract principles 

and more specific techniques. While there may be small commonalities across orientations, these similarities 

are likely to be trivial. Philosophical discrepancies are likely to prevent any meaningful convergence in the 

theoretical models developed to explain human functioning (Goldfried, 1991).  

 

Goldfried’s principles are common factors that represent five specific processes of change. The first 

principle is the promotion of expectations that psychotherapy can be beneficial. The second principle is to 

establish and build a strong therapeutic bond. The third is to facilitate the client’s awareness by providing 

outside perspectives on problems, such as differing perspectives of themselves and others. The fourth 

principle is fostering and introducing corrective exercises, the fifth is to conduct ongoing reality testing.  

These principles can be facilitated through different interventions and relationship styles. Empirical 

evidence can suggest the most effective methods for a psychotherapist and their client. For example: there is 

evidence to support the need and importance of Rogerian therapy, where strong bonds are created through 

facilitative conditions. This coincides with Goldfried’s principles and the need for the promotion of positive 

change.  Accordingly, it is recommended that these facilitative conditions should incorporate training, along 

with empirically based procedures aimed at identifying and mending the bonds between the therapist and 

patient (Castonguay & Beutler, 2006; Muran et al., 2009).  

 

According to Boswell et al. (2010), can many techniques of divergent origins be technical manipulations of 

the same therapeutic function, e.g., empathic reflection and interpretation can both provide a new 

perspective of self and others. Therefore, there should be more focusing on what is promoting positive 
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change in therapy over all, instead of focusing on which psychotherapeutic orientation is the most effective. 

The authors’ state that a variety of techniques and methods in combination with a psychotherapist who feels 

confident in using these integrative tools are more likely to be successful in creating a positive therapeutic 

alliance, and that their clients and are also more likely to have better results compared to therapist with other 

approaches. 

 

Zickgraf et al. (2016) found that if patients were resistant towards the therapist and if they had personality 

disorder problems, the therapist’s loyalty to the CBT treatment manual decreased and he or she tended to 

borrow interventions from other approaches in an integrated way. Such integrative measures did not have 

any negative effects on the treatment outcome. 

 

There are few studies of therapists’ use of different variants of psychotherapy integration. According to 

Boswell et al. (2010), there may be several potential reasons, one reason could be lack of models. There are 

few researchers who work as clinicians, which may cause a gap between the questions clinicians want to 

have answered and what is actually being researched. Another reason could be that studies are very limited 

and therefore not relevant for the practical everyday therapeutic work. Results from randomized controlled 

studies can 

not always be transferred to the work with actual patients. 

 

Castonguay et al. (1996) studied the significance of manual adherence and alliance for treatment outcome in 

cognitive therapy. They found that patients with a strong bond to the therapist had better results. Their 

research also showed treatments were more effective when patients were encouraged to express their 

feelings, even though this was not recommended in the manual. They also found that a high level of 

cognitive interventions resulted in a negative outcome of treatment. When Castonguay et al. looked deeper 

into these unexpected results they found the reason to be that the therapists could be so loyal to the manual 

that they became rigid; the therapists continued to be dedicated to the manual even though the clients were 

not responding to the procedures. However, instead of realizing the limitations of their approach, the 
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therapists reinforced the most rational and therapeutic procedures described in the manual. These results 

showed that the clients distanced themselves from the therapists and the bond between them was broken. 

Castonguay et al’s research further discuss that different therapeutic areas and other variables outside of 

techniques and therapeutic alignments are of great importance when it comes to positive therapeutic 

outcomes. Their research result indicates that therapy is a much more complex process than just a collection 

of theoretical models and techniques. Castonguay et al. (1996) suggests that researchers focus too much on 

one singular technique and/or approach. The authors continue to say that there is no best or most successful 

theoretical orientation, instead the result indicate that it is the relationship between client and therapist that is 

the most important factor for a positive treatment outcome. To establish such a relationship the therapist 

needs to be able to adapt his/her interventions to the needs of the client, which sometimes requires working 

in a more integrative way and not strictly with what’s written in the manual. 

 

Research results from Huppert et al. (2006) showed similar results to the research described above from 

Castonguay et al. that treatment outcome became poorer with difficult client when the therapist stayed with 

the CBT manual and did not engage in a more integrative/creative manner.   

 

Beutler et al. (2004) found that clients suffering from depression scored higher in reactance (something that 

indicate activity, reluctance) and had a better treatment outcome from a humanistic approach. However, 

these clients did not do well with more direct forms of psychotherapies such as CBT or Gestalt Therapy. 

Their research also found that clients who scored lower in reactance had a positive treatment outcome with 

CBT and Gestalt therapy and less well in Rogerian therapy (Boswell et al. 2010). 

 

 Larsson, Kaldo and Broberg (2009) found that the different orientations of psychotherapy seem to merge, 

rather than become more different from each other, over time. It seems that emotions and the therapeutic 

relationship grow stronger within all the different types of psychotherapeutic alignments. There are studies 

indicating that some therapists feel reluctant to use methods from different theories. These reluctances tend 

to be more common within the group of Cognitive Behavioral therapists than for therapists from other 
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therapeutic approaches. Studies have also shown that therapists may have stereotyped ideas about how 

therapists with other orientations work (Larsson et al., 2009).  

 

In a large study from Finland, Heinonen (2014) found that therapist who categorize themselves at 

integrative/eclectic have less of a difference between their professional and private lives verses therapists 

from other areas/theories. All other therapists rate themselves as having a greater gap between their 

professional and personal lives. The greatest disparities were found in analytical/psychodynamic therapists’ 

group. The same study shows that it is more valuable to look at a psychotherapist’s characteristics when 

predicting treatment outcomes instead of looking only at which model of psychotherapy that is being used. 

The results indicate that the most important factors of successful treatments are determined by the therapist’s 

ability to show warmth and genuine interest in the patient. For short term therapy, it is also important to be 

able to quickly establish a strong bond with the patient and confidently engage the patient in the therapeutic 

process while initiating change by providing a hope for the future. 

 

Paul Wachtel has created an integrative form of psychotherapy called Cyclical Psychodynamic Therapy. It is 

a combination of a relational perspective in psychoanalysis and aspects from cognitive, behavioral, systemic 

and experimental perspectives. The theoretical foundation has its focus on the circles that propel personality 

patterns from childhood into adulthood. These patterns continue throughout life because they generate 

feedback to sustain themselves. Consequently, the relational foundation of the cyclical psychodynamic 

therapy works to address both the therapeutic relationship between the therapist and the patient, as well as 

the patient’s personal relationships that contribute to the continued or change of the problematic patterns for 

which the person is seeking therapy (Wachtel, 2014). 

The purpose of this study was to analyze the extent to which a sample of Swedish psychotherapists used 

techniques and interventions that are not part of the methods that they have been trained in. i.e. to what 

extent they have integrated in their professional activities. 
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Method 

Participants 

Participants were recruited by mailed letters to a sample of authorized Swedish psychotherapists of all 

potential orientations. The letters contained an information paper and a questionnaire. The questionnaire was 

returned anonymously and no reminder was sent out. 

Out of 600 potential participants, 277 completed the questionnaires and returned them. 

The mean age of the participants was 54.6 (median age 56, SD = 8.0, range 34-67). There were 112 

psychologists, 79 social workers, 17 nurses, 15 medical doctors, and 54 participants with other therapeutic 

educations such as: physiotherapist, occupational therapist and others with master and bachelor degrees.  

Instrument 

A questionnaire was constructed by the author. The questionnaire contained a number of questions about – 

SE BILAGA 

Psychotherapy training in Sweden 

Sweden has a national authorization of psychotherapists. The training course is over three years if studying 

part-time and comprises theoretical and clinical seminars, supervision, and personal therapy. Before entering 

the therapy training programs, students have to complete basic training to become, for instance, 

psychologists, social workers or psychiatrists. In addition, the person must have at least two years of training 

in psychotherapy. Consequently, the participants in this study had professional training, basic psychotherapy 

training and advanced psychotherapy training after which they had applied for authorization to become a 

licensed psychotherapist by the National Board for Health and Welfare.  

The system implies that therapists can have their basic training in one treatment orientation and their 

advanced training in another orientation. 

Results 

Gender, age, and education 

In the first section, some findings related to demographics and education are presented.  
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Basic education 

A comparison between the participants’ basic education (psychologist, medical doctor, social worker etc.) 

and their basic psychotherapy training showed significant differences between method orientations (χ2 = 

41.73, p = .02). More psychologists had CBT-training as their basic therapy orientation more social workers 

had training in psychodynamic therapy and family therapy. This difference remained in the proportions of 

professionals getting advanced training (χ2 = 46.31, p = .03): more psychologists had training in CBT and 

less in family therapy, more social workers had training in family therapy and fewer in CBT. 

A comparison between professions about whether they remained within the frames of their orientations did 

not show any significant difference (χ2 = 6.29, p = .60). 

On the question whether the therapists allowed themselves to use methods and techniques from other 

orientations, there were no differences between the professions (χ2 = 12.14, p = .28) 

Age 

In order to analyze the interaction of age and treatment orientation, the participants were classified in age 

quartiles (34 – 48, 49 – 56, 57 – 60, 61 – 67). A χ2 analysis showed that there was a significant difference 

between the age groups with regard to training (χ2 = 67.42, p < .001). Therapists trained in dynamic therapy 

and family therapy were overrepresented in the older age groups and CBT therapists in the younger age 

groups. In the youngest quartile, there were 4 family therapists, 12 dynamic therapists, and 38 CB therapists. 

In the oldest age group, there were 24 family therapists, 35 dynamic therapists, and 10 CBT therapists. 

There was an age difference on this question (χ2 = 17.92, p = .006). Older therapists reported that they to a 

larger extent worked outside their theoretical frames of reference. A two-way ANOVA with age group and 

theoretical orientation as independent variables did not show any interaction effect. 
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In table 1, Orientation of basic and advanced psychotherapy training is presented.  

Table 1. 

Number of therapists with basic and advanced training in the different treatment methods.  

   Basic training     

  

Advanced 

training 

PDT CBT Family Group Existential Integrative Other Sum 

PDT 76 2 1 0 0 3 2 84 

CBT 22 67 0 1 0 3 1 94 

Family 39 2 12 0 1 1 3 58 

Group 4 0 0 0 0 0 0 4 

Existential 3 0 0 0 0 2 1 4 

Integrative 3 0 1 0 0 0 0 6 

Other 2 0 0 0 0 0 1 3 

Sum 149 71 14 1 1 9 8   
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The most common basic training was PDT; the most common advanced training was CBT. A χ2 test 

indicated that the distribution in the cells was not equal (χ2 = 208.3, p < .001). Those therapists that changed 

orientation moved mostly from PDT to CBT and family therapy. 

Keeping to the orientation 

A large majority (89%) of the respondents answered that they worked within their theoretical frames of 

reference. Six percent answered “no”, 5% that they departed “from time to time”. Among respondents with 

psychodynamic orientation, 21% answered that they did not, partly or completely, work within their frames 

of reference whereas among respondents with CBT training and 3% answered that they worked outside their 

theoretical frame of reference. Sixteen percent of respondents with family therapy training responded that 

they worked outside their theoretical frame of reference. If the comparison between orientations was limited 

to psychodynamic, CBT and family therapy, a significant difference was found (χ2= 10.34, p = .04) implying 

that psychodynamic therapists to a larger extent than CBT therapists worked outside of their theoretical 

frames. 
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Table 2.  

Number and percentage of therapists with different training who work intergratively.  

  Yes No Undecided X2(p) 

Do you work within your theoretical 

orientation? 

        

Psychodynamic 77 

(83%) 

9 

(10%) 

7 

(7%) 

10.34; 

.04 

CBT 92 

(97%) 

1 

(1%) 

2 

(2%) 

Family 56 5 4 

Do you have a method-integrated way of 

working? 

        

Psychodynamic 81 12   2.65; .27 

CBT 87 6     

Family 54 11     

Do you allow yourself to use methods from 

other schools? 

        

Psychodynamic 46 35 12 6.78; .15 

CBT 66 26 13   

Family 35 15 15   
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Fifty-three percent stated that they worked more in accordance with their theoretical training as they got 

more experience. Thirty-one percent responded no and 6% partly. Among respondents with dynamic 

training 53% answered that they worked more in accordance with their training, among CBT-trained 

respondents 63% answered affirmatively, and among family therapists 66% agreed. 

On this question, there was no difference between the age groups (χ2 = 7.89, p = .25). 

Discussion 

The purpose of this study was to analyze to what extent a sample of Swedish psychotherapists used 

techniques and interventions that are not part of the methods that they have been trained in, i.e. to what 

extent they are integrative in their professional activities. The results indicate that these therapists, to a 

relatively low extent when compared with figures from other countries, identify themselves as integrated 

psychotherapists even though they use methods that do not belong to their formal training.  

 

One of the great debates in psychotherapy research concerns the importance of methods and techniques in 

contrast to the importance of the relationship between patient and therapist. Many researchers argue that the 

dynamics between the patient and therapist have the greatest significance for positive psychotherapy 

outcome (Duncan et al, 2010) 

 

In psychotherapy studies, results are usually based om comparisons of standardized procedures using 

treatment protocols.  Many authors argue that therapy in actual practice is largely a creative activity where 

the therapist’s spontaneous thoughts directs the interventions. To standardize this work may not really be 

possible (Norcross, 2002).  

 

The results in this study found that most therapist use techniques and methods from other therapeutic 

orientations, but also that older and more experienced therapist integrate even more than their younger 

colleagues. This could be due to the experience of the mature therapist and the understanding of the 
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importance to meet the needs of the clients. Younger and less experienced therapists may stick to the manual 

and continue to adhere to their therapeutic orientation. But, as the research of Castonguay et al. (1996) 

showed, there is a significant risk of relying too much on the manual and thereby loosing focus on the client 

and on the relationship.  

 

The results showed that CBT therapists to a lesser extent than other therapists use techniques and methods 

from other orientations. The results also showed that CBT therapist are younger than therapists with other 

orientations. Although no interaction between age and orientation was found, it might be possible that there 

are combined effects of age and method that influence technique choice. CBT therapists probably use 

treatment guides to a larger extent than therapists with other orientations. It could be that therapists using 

manuals tend to be reluctant to use techniques from other orientations whereas therapists who are less used 

to follow manuals are more open to use different techniques.  

 

Integration in psychotherapy is a multi-faceted phenomenon. Therapists may use interventions in different 

ways and for different reasons. More complicated patients probably need a more creative way of working 

(Huppert et al, 2006; Zickgraf et al, 2016). Therapists need to be flexible and reach for methods across 

varying approaches in order to achieve the best results with their clients, which is probably why the results 

in my study show that that is what a majority of therapist do.       

 

The results in this study confirm findings from other studies that most therapists use theories and methods 

from other therapeutic orientations. While this is how most psychotherapists work, guidelines in most 

countries recommend the use of discrete and well-defined methods. Potentially this could make it hard to 

understand how therapy works best.   

 

One of the limitations of this study is the way the questionnaire was formed. The intention was to get more 

information out of the questionnaires, but the way it was designed made it too complicated to extract the 

information. I didn’t realize this until I started to process the returned questionnaires, which forced me to 
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leave out some parts of the results from the questions I had in it. Another limitation is the selected sample of 

therapists that have participated in this study. In Sweden there are approximately 5700 authorized 

psychotherapists and from them I have randomly chosen 600 participants and from that amount I have 

received 277 completed questioners. I believe the selected participants are a representative sample for the 

group, but I have no proof or guarantees for that.  

 

And even though most psychotherapist have an integrative way of working, psychotherapy training 

programs usually teach one method. An educational system that fosters and teaches integrative therapeutic 

practice might be more in line with how the psychotherapists usually work.  

 

While there is a limited amount of research studies on integrated psychotherapy, this study finds that this is 

how most therapists work, and therefore it would be desirable to learn more about the outcome of integrated 

psychotherapy. However, research generally studies pure theoretical orientations, even though actual work is 

rarely practiced this way. An important recommendation could be to do more research in the area of 

integrated psychotherapy.   
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Bilaga 

Hej! 
Mitt namn är Camilla Parham Wallin och jag skriver min D-uppsats för en Steg II utbildning i psykoterapi vid 
Linköpings Universitet, med Rolf Holmqvist som handledare. Jag önskar undersöka om verksamma 
psykoterapeuter arbetar metodintegrerat eller om tendensen är att hålla sig inom den egna ursprungliga 
teoretiska skolbildningen.  
Jag har gjort ett urval av alla legitimerade psykoterapeuter som finns registrerade hos socialstyrelsen, och 
du är en av dessa. Jag skulle bli oerhört tacksam om du ville ta dig tid att svara på dessa frågor och sända 
formuläret åter till mig. Självklart kommer alla svar att vara avidentifierade och konfidentiellt. Var snäll och 
returnera ditt svar senast den 28 oktober. 
Har du några frågor går det bra att kontakta mig på: Camilla@minsikt.se alternativt 070–8921000. 

1. Kön:        KVINNA: □  MAN: □ 

2. Ålder: _________ 
3. Grundutbildning, samt examensår. 

Svar: ___________________________________________________________________ 
4. Inriktning på Steg I, samt examensår. 

Svar: ___________________________________________________________________ 
5. Inriktning på Steg II, samt examensår. 

Svar: ___________________________________________________________________ 
6. Hur länge har du varit yrkesverksam? (sätt kryss) 

1-5 år 6-10 år 11-15 år 16-20 år 21-25 år 26 eller mera 
      

7. Hur många procent av arbetstiden ägnar du åt psykoterapi? (sätt kryss) 

0-20% 20-40% 40-60% 60-80% 80-100% 
     

 
8. Inom vilket område är du för närvarande anställd?  

Svar: ___________________________________________________________________ 
9. Tycker du dig arbeta inom din/dina teoretiska referensramar, dvs. med metoder tillhörande din teoretiska 

skolbildning?    JA □      NEJ □ 

10. Om så, vad bedömer du vara fördelar och nackdelar med ett sådant arbetssätt? 

Fördelar: ___________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
Nackdelar: __________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
11. Tycker du dig ha ett metodintegrerat arbetssätt, dvs. att du använder dig av metoder som ligger utanför din 

ursprungliga teoretiska skolbildning?     JA □      NEJ □ 

12. Om så, vad bedömer du vara fördelar och nackdelar med ett sådant arbetssätt?  

Fördelar: ___________________________________________________________________ 
___________________________________________________________________________ 

mailto:Camilla@minsikt.se
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___________________________________________________________________________ 
Nackdelar: __________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
13. Tycker du att du arbetar mer i samklang med din teoretiska skolbildning i takt med att din 

arbetslivserfarenhet har ökat?    JA □      NEJ □  

14. Upplever du att du tillåter dig att använda dig även av metoder och teorier tillhörande andra skolbildningar?     

JA □      NEJ □ 

15. Uppskattat i procent, hur mycket använder du dig av följande terapeutiska metoder? 

Terapeutisk metod 
Använder 
(sätt X) 

Procentsats  
% 

Acceptance and Commitment Therapy (ACT)   
Affektfokuserad terapi*   
Beteendeinriktad   
Community Reinforcement Approach (CRA)   
Dialektisk beteendeterapi (DBT)   
Existentiell   
Gestaltande/uttryckande   
Interpersonell psykoterapi (IPT)   
Klientcentrerad   
Kognitiv   
Kognitiv beteendeterapi (KBT)   
Mentaliseringsbaserad terapi (MBT)   
Motiverande samtal (MI)   
Psykoanalytisk   
Psykodynamisk   
Psykoedukativa åtgärder (t ex ADHD-, ångest-, depressionsskola)   
Relationell (t ex BRT)   
Strukturerad korttidsterapi   
Systemisk   
Återfallsprevention (ÅP)   

 
16.  Använder du dig av någon annan teoretisk skolbildning, utanför din egna ursprungliga, förutom ovan 

nämnda? I så fall vilken? 

Svar: ___________________________________________________________________ 
________________________________________________________________________ 
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