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EMPIRICAL PAPER
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Abstract
Objective: This study examined proposed sequential pathways through which suicidal adolescents are thought to shift from
secondary global distress and rejecting anger to primary adaptive hurt, grief and assertive anger in the context of attachment-
based family therapy (ABFT). Method: Participants were 39 suicidal adolescents who had received 16 weeks of ABFT as part
of a randomized clinical trial, and who had been assigned to one of three outcome groups (i.e., good responders, slow
responders and non-responders). Adolescents’ in-session emotions were observationally coded using the Classification of
Affective-Meaning States. Results: Across outcome groups, adolescents evidenced shifts from global distress to
maladaptive shame, from maladaptive rejecting anger to adaptive assertive anger, and from adaptive assertive anger to
adaptive grief/hurt. Adolescents who did not respond to treatment evidenced higher rates of maladaptive global distress.
Conclusions: Findings are discussed in the context of ABFT and sequential emotional processing theories.

Keywords: emotional processing; suicide; depression; adolescents; family therapy

Clinical or methodological significance of this article: Findings revealed specific sequential pathways for accessing
primary adaptive emotions among suicidal and depressed adolescents in therapy. These pathways are relevant for
treatment development and therapist training. Findings also suggest that therapists should pay particular attention to
helping adolescents work through their global distress in order to access more differentiated emotions. In terms of
methodological significance, this is one of very few studies that examined shifts in emotions at the micro level (every 30 s)
and only one of two studies to examine multiple sequential shifts in emotions simultaneously.

Suicide is the second leading cause of death among
American adolescents. In 2017 alone, over 6,200
adolescents died by suicide, 1.1 million attempted
suicide (Curtin & Heron, 2019) and 2.5 million
reported thinking about suicide (Lindsey et al.,
2019). One psychosocial treatment shown to be effi-
cacious with suicidal and depressed youth is attach-
ment-based family therapy (ABFT; Diamond et al.,
2014). ABFT is a family-based, experiential,
emotion-focused treatment that has demonstrated
efficacy treating suicidal and depressive symptoms
in three separate randomized clinical trials
(Diamond et al., 2019; Diamond et al., 2002;
Diamond et al., 2010). ABFT is listed as a “proven

treatment” on the Promising Practices Network
(http://www.promisingpractices.net) and has
received high scores by the Substance Abuse and
Mental Health Services Administration’s National
Registry of Evidence-based Programs and Practices
(NREPP).
ABFT focuses on transforming negative interper-

sonal family processes that can cause, maintain or
exacerbate suicidality and depression among adoles-
cents, such as adolescent–parent conflict, neglect
and harsh parental criticism (Consoli et al., 2013;
Goschin et al., 2013; Sentse et al., 2010; Sheeber
et al., 2001). Not only do such negative processes
have a detrimental effect on the self of the adolescent
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(e.g., lower self-esteem, higher self-criticism), but
they undermine adolescents’ trust and security in
the attachment relationship. This decreases the likeli-
hood that adolescents will turn to their parents for
understanding, support and guidance when facing
stressful life experiences. Such insecure attachment
leaves adolescents feeling less connected, and more
alone and helpless, increasing their risk for suicidal
ideation and depressive symptoms (Adam et al.,
1996; Allen et al., 2007). In contrast, secure attach-
ment has been associated with greater self-esteem
(Cooper et al., 1998), lower anxiety, better emotion
regulation (Diamond & Fagundes, 2008), more
direct communication with parents, better perspec-
tive-taking, and better problem-solving skills
(Kobak & Duemmler, 1994) – all of which buffer
against depression and suicidal ideation.
In ABFT, improving attachment relationships is

accomplished via corrective attachment episodes.
Such episodes, which take place in the context of con-
joint sessions, are designed to provide adolescents
with new, corrective experiences of their relationships
with their parents. During such episodes, the adoles-
cent is helped to express their adaptive emotions
(e.g., hurt stemming from feeling unloved or
uncared for, grief related to loss, assertive anger at
being invalidated, mistreated or left unprotected)
directly to their parents. According to emotion
theory (Greenberg & Safran, 1987), such emotions
are considered adaptive because they are the first
and natural response to the given situation and accu-
rately help adolescents make sense of their experience
and what they need in the moment (Greenberg,
2004). From a relational perspective, such emotions
are adaptive because they help adolescents to com-
municate their needs to their parents in a clear, regu-
lated, non-critical and often vulnerable manner
which, in turn, elicits parents’ empathy and com-
passion, and increases their desire to attend to their
adolescents’ needs. As parents respond to their ado-
lescent’s pain and unmet needs in an attuned, non-
defensive, caring, empathic and validating manner,
adolescents recognize that something has shifted.
They gradually feel safer and heard, promoting
further disclosure (Diamond & Liddle, 1999). This
iterative process serves to restore trust and security
in the relationship and repair the attachment bond,
increasing the likelihood that adolescents will go to
their parents for support and guidance the next
time they feel suicidal, and that their parents’ will
respond in a manner that is helpful and comforting.
Unfortunately, many suicidal and depressed ado-

lescents are not readily in touch with, or able to
express, their healthy adaptive emotions and unmet
needs at the start of therapy. Instead, they present
as either emotionally disengaged, or in a state of

what Pascual-Leone and Greenberg (2007) term
global distress (e.g., “Everything is terrible and
nothing is ever going to change”) or rejecting anger
(e.g., “I hate my parents”). According to emotion-
focused theory (Greenberg, 2004; Greenberg &
Pascual-Leone, 2006), global distress (characterized
by high arousal and low meaning) and rejecting
anger (characterized by high arousal and blaming,
critical attributions) are secondary emotions. They
are not the adolescent’s immediate natural response
to a given event or set of circumstances but rather a
secondary response which arises as a defense
against, or reaction to, more threatening and often
vulnerable underlying primary emotions. One
example is when an adolescent feels hurt or grief,
but then immediately sinks into a state of hopeless-
ness or becomes angry at, and disparaging toward,
their parent. These secondary emotions are maladap-
tive because, while they may protect adolescents from
their pain in the short term, they do not inform them
regarding their deep heartfelt needs (e.g., the need for
comfort, to be heard, to be unconditionally accepted
and valued), or how to get those needs met. More-
over, such secondary emotions undermine the
quality of the adolescent–parent relationship. Adoles-
cents’ global distress leaves parents feeling hopeless
and frustrated, and their rejecting anger leaves
parents feeling criticized and attacked. Both of these
emotion states lead parents to respond by either
attacking or withdrawing, leaving the adolescent
even more alone, frustrated and in a greater state of
distress.
The process of helping adolescents work through

their secondary global distress and rejecting anger,
and gain access to their adaptive assertive anger and
hurt/grief associated with legitimate but unmet
needs (e.g., to be valued, unconditionally accepted,
cared for, protected), has been termed emotional
processing (Greenberg, 2002; Lane et al., 2015;
Pascual-Leone & Kramer, 2019). This process,
which emphasizes emotional awareness, is dis-
tinguishable from adjacent but different conceptual-
izations of emotional processing which place more
emphasis on reduction of fear arousal (Foa et al.,
2006) or insight (Diener & Hilsenroth, 2009). In a
previous study of ABFT, young adults’ level of
emotional processing during conjoint corrective
attachment episodes predicted decreases in their
attachment avoidance from pre-treatment through
follow-up (Diamond et al., 2016). Emotional proces-
sing in ABFT typically begins with the activation of
secondary emotions, which then provide access to
more differentiated, core, underlying primary mala-
daptive emotions, such as shame (“I feel like a miser-
able excuse for a human being”) or fear (“I don’t tell
my parents how I feel because I know how they will
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react”). Unlike secondary emotions, primary mala-
daptive shame and fear are the adolescent’s first,
immediate response to a given event or circumstance.
However, they are not adaptive in that they are
learned responses from previous non-optimal, some-
times traumatic interactions. For example, an adoles-
cent who in the past turned to his or her parent for
comfort and support when feeling hurt, but whose
parent responded with either criticism or abandon-
ment, may now automatically feel shame or fear
when they are hurting, even if the circumstances
have changed. Such emotions, formed on the basis
of traumatic memories, are maladaptive because,
like secondary emotions, they do not provide the ado-
lescent with useful information about their heartfelt
needs, or how to get those needs met in the
present.1 Moreover, in the context of ABFT, mala-
daptive fear and shame impede adolescents’ ability
to access underlying adaptive emotions and needs,
and express them to their parents during corrective
attachment/identity episodes, hindering the process
of relational repair.
While not adaptive in and of themselves, primary

maladaptive emotions hold critical information
linked to previously disavowed or otherwise inaccess-
ible adaptive emotions, needs and action tendencies.
For example, the activation of maladaptive shame
can provide access to the adaptive needs of being
unconditionally accepted and valued, which in turn
can activate adaptive, protective, boundary setting
anger. Accessing such adaptive anger leads the adoles-
cent to feel more positive about him/herself, more
agentic and better able to assert their needs. Another
example is when accessing unmet needs for accep-
tance and appreciation elicit adaptive hurt associated
with having been emotionally wounded, and adaptive
grief about what the adolescent is missing in their
relationships with their parents. Such adaptive hurt
and grief leads adolescents to express vulnerability
and the need for comfort, love and safety. Importantly,
in some cases, adolescents appear to be able to access
adaptive hurt/grief directly from their experience of
rejecting anger, without the need to first connect
with primary maladaptive emotions, in what Green-
berg has described as a two-step rather than a three-
step process (Greenberg, 2015; Pascual-Leone &
Greenberg, 2007).
Finally, once adolescents have successfully

accessed adaptive assertive anger and/or hurt/grief,
these two emotions tend to activate one another.
This is because they are two different, dialectical
aspects of the same experience – not having had
one’s basic, legitimate needs met. The hurt, derived
from having been injured, and loss, associated with
what is missing, elict adaptive anger about not
having had one’s legitimate needs met. At the same

time, connecting with adaptive anger associated
with the injustice of not having one’s legitimate
needs met serves as a reminder of how one was
hurt, and highlights what was, and perhaps still is,
missing in the relationship (Pascual-Leone & Green-
berg, 2007).
To date, very few studies have examined sequences

in emotional processing (i.e, shifts from secondary to
primary maladaptive adaptive emotions, from
primary maladaptive to adaptive emotions, and
between adaptive emotions) in the context of psy-
chotherapy. Overall, findings suggest that such
sequential processing is associated with ultimately
accessing adaptive emotions, though not necessarily
with better treatment outcome. For example, in a
seminal study on emotion-focused therapy (EFT)
for adults suffering from relational trauma or
depression, Pascual-Leone and Greenberg (2007)
found that in instances in which clients successfully
accessed adaptive emotions, they tended to first
express global distress, followed by maladaptive
shame/fear or rejecting anger, followed by negative
self-evaluation or expression of need and, only then,
grief/hurt, self-soothing or assertive anger. Such
sequences appeared in both good and poor within-
session events, though good within-session events
were characterized by more advanced, adaptive
emotions. In another study, on short-term psychody-
namic therapy, Kramer et al. (2015) found support
for similar sequences across the entire sample, with
only the shift from global distress to fear/shame differ-
entiating between good and poor outcome cases.
Worth noting is that the presence of only one
minute of grief also distinguished between good and
poor outcome cases. A third study, conducted on
nine individuals receiving EFT for self-criticism,
found that among resolved cases, hurt/grief and
need were followed by assertive anger, and global dis-
tress was followed by maladaptive fear/shame. In con-
trast, non-resolvers alternated between expressions of
rejecting anger and global distress, and between
rejecting anger and maladaptive fear/shame (Choi
et al., 2016).
The purpose of this study was to examine whether

specific, hypothesized emotion sequences (see
Figure 1), reflecting shifts from secondary to primary
maladaptive emotions, from primary maladaptive to
adaptive emotions, and between adaptive emotions,
were evident among suicidal and depressed adolescents
receiving ABFT, and whether such shifts were associ-
ated with treatment outcome. We also examined
whether the relative frequencies of adaptive and
maladaptive emotions distinguished between
outcome groups. Based on ABFT theory, clinical prac-
tice, and prior research (Narkiss-Guez et al., 2015;
Rochman & Diamond, 2008; Rochman et al., 2008;
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Tsvieli et al., 2019), we hypothesized that: 1) Adoles-
cents’ global distress would be followed bymaladaptive
shame, maladaptive fear, or rejecting anger; maladap-
tive shame and maladaptive fear would be followed
by rejecting anger, assertive anger or grief/hurt; reject-
ing anger would be followed by adaptive assertive
anger or grief/hurt; adaptive assertive anger would be
followed by adaptive grief/hurt; and adaptive grief/
hurt would be followed by adaptive assertive anger;
2) These sequences would be more apparent in cases
who benefitted most from treatment; and 3) Adoles-
cents who benefitted most from treatment would
exhibit relatively more adaptive emotions, and less
maladaptive emotions, than those who benefitted less
from treatment.

Method

Participants. Participants were 39 suicidal and
depressed adolescents who had received 16 weeks
of attachment-based family in the context of a ran-
domized clinical trial comparing ABFT to family
enhanced non-directive supportive therapy
(Diamond et al., 2019). In order to be included in
the randomized clinical trial, adolescents must have
endorsed a score of 31 or greater on the Suicidal Idea-
tion Questionnaire - Jr (Reynolds & Mazza, 1998),
had a score of 20 or greater on the Beck Depression
Inventory-II (Beck et al., 1996) and had at least one
primary parent or caregiver who agreed to participate.
Exclusion criteria were: the need for a higher level of

care (i.e. evidence of imminent risk of harm to self or
others, psychotic symptoms, or severe cognitive
impairment); having non-English speaking parents;
or initiation of medication within three weeks of the
initial pre-treatment assessment.
At the time of baseline assessment, the average age of

participants was 14.96 (SD= 1.66), with ages ranging
from 12 to 18 years old. Eighty-three percent of the
participants were female. Fifty-six percent identified
as black/African American, 31% as white, 16% as His-
panic, 6% as American Indian/Alaska Native, 2% as
Asian, 1% as Native Hawaiian/Pacific Islander, and
12% as other. For more information on the study
sample, see Diamond et al. (2019).

Therapists. ABFT was delivered by 14 therapists
who had at least a Master’s degree in social work or
marriage and family therapy, or a Ph.D. in psychol-
ogy. Their training consisted of reading the treatment
manual, attending a 2- to 3-day training workshop,
and treating pilot cases. Throughout the study, they
received weekly supervision from an expert ABFT
supervisor in order to maximize treatment adherence.

Treatment. Attachment-based family therapy
(ABFT) is a 16-week family therapy designed for
adolescents aged 12–18 (Diamond et al., 2014).
The therapy consists of five therapeutic tasks. Task
I, the relational reframe, is conducted in the first
session. Its goal is to help shift the family’s focus
from the adolescent’s symptoms per se to a focus
on improving adolescent–parent relationships. The
intent is to establish relationship building as the first
aim of treatment. Task II, the adolescent alliance-
building task, is conducted in the context of individ-
ual sessions alone with the adolescent. This task
involves creating a therapeutic bond, re-establishing
relationship building as the primary treatment goal,
productively processing the adolescent’s emotions
and unmet needs, and helping the adolescent
prepare to communicate their feelings and needs to
their parents in subsequent conjoint corrective
attachment/identity episodes. Task III, the parent
alliance-building task, is conducted in the context
of individual sessions alone with parents. This task
involves creating a therapeutic bond with parents,
re-establishing relationship building as the primary
goal of treatment, and preparing parents to respond
to their adolescents’ feelings and needs in an
attuned, empathic, validating manner in subsequent
conjoint corrective attachment/identity episodes.
Task IV, the conjoint attachment task, is the pur-
ported central change mechanism of the therapy. It
is, as described in the introduction, designed to
promote a corrective attachment experience.

Figure 1. Empirically-based emotional sequences. Bold arrows
represent significant transitions and broken lines represent tran-
sitions that were not found to be significant
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During this task, adolescents are further helped to
connect with and express adaptive and often vulner-
able emotions and unmet needs directly to their
parents. Parents, in turn, are helped to respond in
an attuned manner. The fifth and final task, also con-
ducted in the context of conjoint sessions, is
promoting autonomy. This task, initiated after
tension in the relationship has diminished, and trust
and security have increased, involves helping
adolescents and their parent/s collaboratively traverse
the normative developmental challenges of adoles-
cence (e.g., school, peer relations, romantic relation-
ships, etc.).

Measures

Emotions were measured using the Classification of
Affective-Meaning States (CAMS, Pascual-Leone &
Greenberg, 2007). The CAMS is an observation-
based measure used to rate the presence of clients’
discrete emotion states over the course of therapy ses-
sions. The measure is used for coding events in which
participants are emotionally involved and aroused,
and includes 10 categories: global distress, maladap-
tive fear and shame, rejecting anger, negative self-
evaluation, existential need, self-compassion, asser-
tive anger, grief/hurt, relief, and acceptance and
agency. Categories are differentiated by emotional
tone, involvement/arousal, and meaning-making
(Pascual-Leone & Greenberg, 2007). For the full
measure see, http://www.uwindsor.ca/people/apl/sites/
uwindsor.ca.people.apl/files/pascual-leone_greenberg_
2005_cams_measure.pdf.
For the purposes of this study, we only coded those

emotions related to our hypotheses (i.e., global dis-
tress, rejecting anger, shame, fear, assertive anger,
and grief/hurt). Furthermore, while in the original
measure maladaptive shame and fear are coded as
the same category, we coded these two emotions
independently. We did this because adolescents’
fear of being abandoned, criticized, or invalidated
by their parents is a common phenomenon among
this population, and one which we wanted to
capture independent of shame. Emotions were
coded at 30-second intervals, allowing for the exam-
ination of moment-by-moment changes in emotional
states. The dominant emotion for each 30-second
segment was coded. The same emotion could be
coded for contiguous segments if the emotion per-
sisted for longer than 30 s. When the same emotion
appeared in contiguous segments, it was deemed a
single event.
Depressive symptoms were measured using the

Beck Depression Inventory-II (BDI-II; Beck et al.,
1996). The BDI-II is a 21-item inventory that
assesses the severity of depressive symptoms. Each

item is rated on a 0–3 scale with summary scores
ranging between 0 and 63. For example, on the
sadness item, a score of 0 reflects the statement “I
do not feel sad”, whereas a score of 3 reflects the
statement “I am so sad or unhappy that I can’t
stand it”. Scores above 20 indicate moderate
depression. The BDI-II has been found to demon-
strate high internal consistency, adequate content
and factorial validity, and diagnostic discrimination
(Dozois et al., 1998).
Suicidal symptoms were measured using the

Suicidal Ideation Questionnaire-JR (SIQ-JR; Rey-
nolds & Mazza, 1998), a well-established self-report
measure. The questionnaire consists of 15 items.
Each item is scored on a 7-point Likert scale
ranging from 0 (“I never had this thought”) to 6
(“Almost every day”). Each item evaluates the fre-
quency of a suicidal cognition during the past
month (e.g., “I have had thoughts of killing
myself”), with sum scores ranging from 0 to 90.
Raw scores of 31 or above indicate severe suicidal
ideation. The SIQ-JR has been found to demonstrate
good internal consistency, test-retest reliability and
validity (Reynolds & Mazza, 1998).

Procedure

Selecting sessions for analyses. All available
individual sessions with adolescents, and conjoint
adolescent–parent sessions, from the 60 cases receiv-
ing ABFT in the clinical trial were subjected to
coding. However, 21 of the 60 cases could not be
coded for one of two reasons. Sixteen cases had mul-
tiple missing video or audio recordings, and five other
cases could not be coded because the adolescent did
not speak at all, or generated only “yes” and “no”
responses. For the remaining 39 cases, raters coded
all of the individual sessions with the adolescent
(n = 158) and all of the conjoint sessions (n = 116).

Coders, coder training and coding procedure.
Nine independent coders were trained to apply the
CAMS. Coders were undergraduate psychology stu-
dents, naïve to the purpose and hypotheses of the
study. They were trained for one month, during
which time they read and discussed the manual,
watched videotaped exemplars and rated three prac-
tice sessions not included in the study sample. Only
after they evidenced sufficient interrater reliability
(Cohen’s kappa > .60) (Cohen, 1960; Landis &
Koch, 1977), did they begin coding actual study ses-
sions. Each session was then coded independently by
two raters. A randomized block design was used to
assign the 274 therapy sessions to rotating pairs of
two raters. To maximize internal validity, only those
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segments in which both raters agreed that an emotion
occurred were submitted for further analysis. Raters
agreed regarding whether an emotion occurred in
85% of segments. In instances in which coders
agreed that an emotion had occurred, but did not
agree on the specific category, the primary investi-
gator made the final determination.

Measuring outcome. Adolescents’ self-reported
symptoms of depression and suicidal ideation were
collected at weeks 0 (baseline), 4, 8, 12, and 16
(post-treatment) by independent research staff.

Analytic Strategy

In previous analyses, growth mixture modeling
(GMM) was employed to assign the full set of 120
cases from the original clinical trial to outcome
groups (Abbott et al., 2019). GMM was used to
identify latent classes in trajectories of depressive
and suicidal symptoms over the course of 16 weeks
of treatment. Results identified three distinct
groups: a) Good responders (57.5%); b) Slow
responders (26.7%); and c) Non-responders
(15.8%). Good responders (n = 69) had significantly
lower initial levels of depressive symptoms and
suicidal ideation than did non-responders and slow
responders. Good responders also showed the most
improvement in symptoms over the course of treat-
ment. Slow responders (n = 32) responded better
than non-responders, but not as well as good respon-
ders. Finally, non-responders (n = 19) had signifi-
cantly higher initial levels of suicidal ideation than
did slow and good responders, and significantly
higher levels of depressive symptoms than did good
responders. On average, they did not show significant
decline in symptom severity over the course of treat-
ment and remained in the clinically significant range
for depression and suicidal ideation. Additionally,
they had significantly higher levels of depressive
symptoms and suicidal ideation at the end of treat-
ment than did slow and good responders. The
current study included 19 participants from the
good-responder group, 12 from the slow-responder
group and eight from the non-responder group.
To compare the between-outcome groups differ-

ences in frequencies of each emotion, we first calcu-
lated the ratio of each emotion (frequency of the
given emotion divided by the total minutes of
emotions expressed by each client, averaged across
each outcome group). Because the relative frequen-
cies of emotions were abnormally distributed
among the clients within each outcome group, we
used a Kruskal–Wallis H test to examine whether
the relative frequency of any given emotion differed
between outcome groups. A series of Mann–

Whitney U tests were then conducted to determine
whether any two groups evidenced significant
between-group differences in the average relative fre-
quencies of a given emotion.
We also examined transitions between emotions,

according to outcome group. Since our data were
hierarchically nested (i.e., segment nested within ses-
sions, sessions nested within clients), and since the
dependent variables (clients’ emotions) were dichot-
omous, we applied a 3-level General Liner Mixed
Model (GLMM) as our statistical approach, using
the glmer function in R (R core team, 2013), lme4
package (Bates et al., 2015). In our models, Level 1
was the between-segment level, Level 2 was the
between-session level, and Level 3 was the between-
client level. We ran a set of 13 univariate models in
which one specific emotion that occurred in a par-
ticular segment was predicted by another specific
emotion that occurred in the previous segment.
The generic GLMM equation with logit func-

tion, in which the intercept was treated as random
both at level 2 (allowing between-session variabil-
ity) and at level 3 (allowing between-client variabil-
ity) was:

p(Yijk) = 1/(1+ e−h
ijk )

hijk = g000 + g100∗Xijk−1 + uook + r0ik

In this model, the probability (p(Yijk)) that a par-
ticular emotion (e.g., shame) will occur in
segment i, on session j, for client k is expressed as
an exponential function of ηijk. This parameter is
linearly linked to the fixed intercept (γ000) plus the
fixed slope (Xijk-1). This slope describes the associ-
ation between a particular emotion that occurred in
segment k-1 (e.g., global distress) and the predicted
emotion in this model (e.g., shame). In addition,
two random effects were included in the equation,
tapping the between-session (r0ik) and between-
client variability (uook) in the probability of expressing
the predicted emotion.
To test whether group moderated the link between

emotions, we ran an additional set of models in which
outcome group was included as a moderator. Specifi-
cally, we used two dummy coded variables to rep-
resent the slow-responders and non-responders
groups, while using the good-responders group as
the reference group in the equation.

Results

Preliminary Results

Generalizability of sub-sample. There were no
significant differences between the cases that were
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included in the study (n = 39) and the cases that were
excluded from the study due to technical problems or
adolescents’ lack of verbal responses (n = 21) on the
following variables: age (t (39.81)= −.32, p = .74),
change in depressive symptoms from baseline to
end of treatment (t (30.43)= −.99, p = .33), and
change on suicidal symptoms from baseline to end
of treatment (t (28.35)= −1.81, p = .08).

Number of sessions per case. The number of
individual sessions per case ranged from two to
seven (M= 4.05, SD = 1.14), and the number of con-
joint sessions per case ranged from one to seven (M
= 2.97, SD = 1.61).

Reliability of CAMS coding. A Cohen’s kappa
(Cohen, 1960) was calculated to estimate the interra-
ter reliability of coding affective state categories. The
Cohen’s kappa, calculated across the entire sample,
was .52 (p< .001) for global distress, .87 (p < .001)
for shame, .94 (p< .001) for fear, .80 (p< .001) for
rejecting anger, .58 (p < .001) for assertive anger,
and .83 (p < .001) for grief/hurt. Such kappas reflect
reliability ranging from moderate to almost perfect
(Viera & Garrett, 2005).

Relative frequency (ratio) of each emotion
according to outcome group. Table I shows
descriptive statistics of absolute and relative (ratio)
frequencies of each emotion according to outcome
group. Among good responders, the emotion
expressed most frequently, relative to other emotions,
was grief/hurt, followed by rejecting anger, fear,
assertive anger, shame and global distress. Among
slow responders, the emotion expressed most fre-
quently, relative to other emotions, was grief/hurt,
followed by rejecting anger, fear, assertive anger,
global distress and shame. Among non-responders,
the emotion expressed most frequently, relative to
other emotions, was grief/hurt, followed by rejecting

anger, global distress, assertive anger, fear and
shame.

Primary Results

Between-group differences in relative
emotion frequencies according to outcome
group. There were significant between-outcome
group differences in the relative frequency (ratio)
of global distress, χ2(2) = 6.21, p = 0.04, with a
mean rank of 28.06 for non-responders (M= .14,
SD = .10), 20.62 for slow responders (M= .10, SD
= .05) and 16.21 for good responders (M= .04,
SD = .06). Follow-up pairwise comparisons indi-
cated that non-responders expressed significantly
more global distress than good responders (U=
32.00, p = .02). The relative frequencies of all other
emotions did not significantly differ between
outcome groups.

Transitions between emotions. Table II pre-
sents the frequencies of emotional sequences.
Table III presents the fixed effects of the general
liner mixed model, the probability of transitioning
from emotion A to emotion B, given the occurrence
of emotion A, and the change in probability of
emotion B occurring in the presence (i.e., immedi-
ately after) or absence of emotion A. As hypothesized,
across outcome groups, global distress predicted
shame, rejecting anger predicted assertive anger,
and assertive anger predicted grief/hurt. However,
in contrast to our hypotheses: global distress did
not predict fear or rejecting anger; shame and fear
did not predict rejecting anger, assertive anger or
grief/hurt; rejecting anger did not predict grief/hurt;
and grief/hurt did not predict assertive anger (See
Figure 1).

Moderation by outcome group. The inter-
actions between outcome group and the transitions
from shame to assertive anger, rejecting anger to

Table I. Frequencies of Emotions (Average in Minutes, Throughout Therapy) and Ratio of Each Emotion Relative to Total Time of
Emotions Expressed, Per Outcome Group.

Good responders Slow responders Non-responders

Emotion Frequency Ratio Frequency Ratio Frequency Ratio

Global distress 1.57 (1.66) .04 (.06) 3.54 (4.75) .10 (.05) 9.43 (6.46) .14 (.10)
Shame 3.55 (3.75) .07 (.06) 4.54 (5.51) .09 (.09) 6.81 (3.53) .10 (.05)
Fear 8.71 (7.97) .18 (.16) 7.54 (5.44) .16 (.12) 8.75 (6.61) .12 (.08)
Rejecting anger 12.31 (12.65) .22 (.16) 11.91 (13.22) .20 (.18) 14.87 (9.97) .20 (.12)
Assertive anger 7.42 (7.11) .14 (.10) 5.12 (6.76) .10 (.10) 10.31 (6.38) .14 (.08)
Grief/Hurt 13.89 (7.33) .30 (.14) 12.54 (8.41) .34 (.22) 18.87 (5.42) .26 (.04)

Note: Standard deviation in parenthesis.
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grief/hurt, and grief/hurt to assertive anger were sig-
nificant. However, post-hoc analyses of simple
slopes revealed that the simple slope for shame to
assertive anger in the non-responders group was not
significant (Est = 0.793, SE = .462, p = .09).

Moreover, the simple slope for rejecting anger to
grief/hurt in the slow responders group (Est. =
−2.286, SE = 0.924, p= .01) was negative,
suggesting that rejecting anger was less likely to be fol-
lowed by grief/hurt. Importantly, the simple slope for

Table II. Frequencies of Each Emotional Sequence.

Emotion B

Emotion A Global distress Shame Fear Rejecting anger Assertive anger Grief/Hurt

Global distress 27 25 18 29 11 29
Shame 21 37 42 45 22 58
Fear 8 41 99 53 41 86
Rejecting anger 25 32 45 126 110 120
Assertive anger 17 19 37 89 39 107
Grief/Hurt 41 71 88 126 109 152
Total 139 225 329 468 332 552

Note: Emotion B directly follows emotion A.

Table III. Estimates of Fixed Effects for General Linear Mixed Models Predicting the Transition Between Emotions, and Moderation
Models by Outcome Group.

Variable Estimate SE p Probability
Change in
probability

Predictors
Main effects
Global distress → Shame .65∗∗ .32 .008 .17 .07
Global distress → Fear −.15 .29 .60 .14 −.02
Global distress → Rejecting anger −.07 .23 .74 .21 −.02
Shame → Rejecting anger −.002 .18 .99 .23 −.002
Shame → Grief/Hurt −.01 .17 .93 .26 −.001
Shame → Assertive anger −.039 .23 .09 .11 −.05
Fear → Rejecting anger −.44 .17 .009 .17 −.07
Fear → Grief/Hurt .06 .15 .65 .28 .02
Fear → Assertive anger −.34 .18 .06 .12 −.04
Rejecting anger → Grief/Hurt .04 .13 .71 .27 .01
Rejecting anger → Assertive anger .77∗∗ .14 <.001 .24 .14
Assertive anger → Grief/Hurt .58∗∗ .14 <.001 .37 .12
Grief/Hurt → Assertive anger .21 .13 .11 .17 .02

Moderation by outcome group
Slow responders Non responders

Estimate SE p Estimate SE p

Global distress → Shame −1.14 .71 .10 .00 .61 .99
Global distress → Fear .16 .73 .82 .15 .76 .84
Global distress → Rejecting anger .53 .88 .37 −.50 .65 .44
Shame → Rejecting anger −.06 .44 .88 −.55 .47 .24
Shame → Grief/Hurt .48 .43 .26 .81∗ .41 .05
Shame → Assertive anger −1.29 .79 .10 −.53 .52 .31
Fear → Rejecting anger −.05 .39 .88 .12 .46 .78
Fear → Grief/Hurt −.06 .15 .65 .18 .36 .61
Fear → Assertive anger −.28 .36 .43 .18 .46 .69
Rejecting anger → Grief/Hurt −.87∗∗ .33 .01 −.34 .30 .26
Rejecting anger → Assertive anger −.40 .35 .24 .09 .33 .78
Assertive anger → Grief/Hurt −.09 .37 .80 −.10 .32 .74
Grief/Hurt → Assertive anger .19 .36 .59 .65∗ .31 .03

Note: ∗p< .05. ∗∗p< .01.
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this transition was not significant for good responders
(Est. = 0.337, SE = 0.293, p = .06). The only mean-
ingful interaction was that grief/hurt was more likely
to be followed by assertive anger in the non-respon-
ders group (Est. = 0.943, SE = 0.372, p= .01) than
in the good responders group (Est. = 0.044, SE =
0.207, p= .83). This finding was in contrast to our
hypothesis.

Discussion

The ability to transition from less adaptive to more
adaptive emotions is considered a central change
mechanism across a range of experiential treatments
and clinical populations, including attachment-
based family therapy. This study examined the
process by which adolescents transitioned from less
to more adaptive emotions in the context of ABFT
for depressed and suicidal adolescents, and the
association between specific emotion sequences and
treatment outcome. In accordance with ABFT
theory and practice, adolescents tended to shift
from secondary maladaptive global distress to
primary maladaptive shame, from secondary mala-
daptive rejecting anger to adaptive assertive anger,
and from adaptive assertive anger to adaptive grief/
hurt, regardless of treatment outcome. These find-
ings are consistent with pathways outlined in
Pascual-Leone and Greenberg’s (2007) sequential
model of emotional processing, and with results
from a number of previous studies examining
sequential emotional processing among various
adult populations participating in experiential and
psychodynamic treatments (Pascual-Leone, 2018).
The transition from global distress to primary

maladaptive emotions, such as shame, may be par-
ticularly important in ABFT. Adolescents stuck in a
state of global distress (e.g., “I just feel like I want
to go to sleep and never wake up”) not only feel hope-
less because they are unable to identify what exactly is
bothering them and what they need, but also elicit
negative responses from their parents, who are fru-
strated because they do not know what is wrong or
how to help. Therefore, accessing primary maladap-
tive shame can be understood as a first step in the
right direction. Though maladaptive, shame is more
differentiated and meaningful than global distress,
and linked to specific, vivid memories. As suggested
by Greenberg (2002), activating maladaptive shame
(“I feel like I am worthless”) can facilitate access to
more adaptive emotions related to having been
treated unfairly, such as assertive anger (“It is not
right that you don’t call me back when I call you. I
am as much your daughter as she is!”). Indeed, find-
ings from previous research suggest the therapeutic
value of transitioning from global distress to shame.

For example, in one study of short-term dynamic psy-
chotherapy for adjustment disorder, researchers
found that the shift from global distress to more
advanced meaning-making emotions, such as
shame, fear and rejecting anger, was significantly
more frequent among good treatment responders
than poor treatment responders (Kramer et al.,
2015). In another study, on emotion-focused
therapy for self-critical depression, Choi and col-
leagues (2015) found that clients’ shift from global
distress to shame or fear differentiated between
good and poor resolvers.
The shift from rejecting anger to assertive anger is

also important in ABFT. Adolescents in this sample
exhibited a relatively high frequency of highly
aroused, dysregulated rejecting anger, compared to
other emotions. Such anger, when directed at
parents, has the potential to escalate conflict and
undermine the attachment relationship. However,
when therapists and parents were able to contain,
validate and explore the origins of the adolescent’s
anger, adolescents seemed to feel sufficiently
soothed, heard and secure to then explore and
express their frustrated but legitimate needs in a
clear, assertive, more regulated, non-blaming
manner. This echoes Pascual-Leone’s (2018) obser-
vation that clients may first feel the need to state
what they do not want before they feel safe enough
to assert what they do want.
The fact that adolescents were able to transition

from assertive anger to primary adaptive grief/hurt,
one of the most advanced steps in processing
emotions, is critical in the context of ABFT. Con-
necting to grief/hurt, though painful, allows adoles-
cents to work through their loss; articulate their
core experience of feeling unloved, unimportant or
unseen; and communicate their need for connection,
support and comfort. From an interpersonal perspec-
tive, when adolescents exhibit their pain and vulner-
ability to parents, parents are more likely to respond
with empathy and caring behaviors (Diamond &
Liddle, 1999). This new and virtuous cycle of adoles-
cent vulnerability and parental responsiveness is
thought to not only transform adolescent–parent
interactions, but also revise adolescents’ self and
parent representations, and improve the quality of
attachment (Diamond et al., 2014; Kobak &
Bosmans, 2019).
In contrast to our expectations, we found that only

in the non-responders group was there evidence of
the transition from grief/hurt to assertive anger.
Notably, in a prior study on individual EFT for
depressed adults, participants with good outcomes
did evidence a shift from grief/hurt to assertive
anger, but not a shift from assertive anger to grief/
hurt (Choi et al., 2016). This disparity in findings
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may have been due to the relational nature of ABFT
and the emphasis that ABFT therapists put on pro-
moting adolescents’ expression of vulnerable grief/
hurt, particularly in the presence of parents during
conjoint sessions. We also found no support for the
transition from global distress to rejecting anger, or
from shame and fear to rejecting anger. Again, this
may have been due to the relational focus of ABFT
and the destructive impact that critical, dysregulated
anger can have in the context of adolescent–parent
interactions. ABFT therapists are less likely to
attend to, amplify or otherwise reinforce adolescents’
expressions of rejecting anger and, instead, seek to
elicit and explore other, more vulnerable maladaptive
emotions such as shame and fear. Interestingly, the
only other study to specifically examine transitions
between global distress, rejecting anger and shame/
fear in psychotherapy also found that global distress
and shame/fear were not followed by rejecting anger
in good outcome cases, but were in poor outcome
cases (Choi et al., 2016).
Surprisingly, we also found no support for the tran-

sitions from either shame or fear to either assertive
anger or grief/hurt. We have no ready explanation
for these non-findings. We also found no support
for the transition from maladaptive rejecting anger
to adaptive grief/hurt, despite prior analogue research
suggesting that activating rejecting anger elicited
adaptive grief/hurt among young adults presenting
with unresolved anger toward a parent (Narkiss-
Guez et al., 2015; Rochman & Diamond, 2008;
Rochman et al., 2008). However, in those studies,
the investigators made no distinction between reject-
ing and assertive anger. Therefore, subtle transitions
from rejecting anger to assertive anger, and then from
assertive anger to grief/hurt (as opposed to shifts
directly from rejecting anger to grief/hurt), would
not have been captured.
While some of the central pathways of the proposed

sequential emotional processing model were sup-
ported, none of these transitions were uniquely
associated with good treatment outcome. One possi-
bility is that, whereas adolescents in all three groups
evidenced productive emotional processing, perhaps
due to the systematic, directive nature of the
therapy, the benefits of such processing in the non-
responders group were compromised by other
factors. One such factor may have been adolescents’
levels of global distress. Indeed, adolescents in the
non-responders group evidenced higher levels of
global distress throughout the treatment. Global dis-
tress, characterized by high arousal, low meaning,
hopelessness, lack of agency and feeling stuck
(Pascual-Leone & Greenberg, 2007), is a core
aspect of depression (Abramson et al., 1989; Beck,
1967). It is also strongly associated with suicidality

(Hagan et al., 2015; McMillan et al., 2007; Wetzel,
1976). High amounts of global distress can block
individuals from accessing deeper, more meaningful
emotions essential to the therapeutic process, and
interfere with reflective processes that may lead to
beneficial therapeutic outcome (Carryer & Green-
berg, 2010; Timulak & Pascual-Leone, 2015). Inter-
estingly, a secondary analysis of sessions from the
National Institute of Mental Health Treatment of
Depression Collaborative Research Program found
that high levels of painful emotions that patients
struggled to control, a phenomenon similar in
nature to global distress, were associated with poor
treatment outcome. In contrast, collaborative
emotional exploration was associated with good
outcome (Coombs et al., 2002). High amounts of
global distress can also undermine the quality of
interactions between the adolescent and parents
during conjoint corrective attachment/identity epi-
sodes. Even if the adolescent is able to momentarily
connect with and express adaptive vulnerable
emotions, the impact of their vulnerability and
expressed needs on parents may be attenuated by
moments of highly aroused undifferentiated distress,
which is likely to arouse parental anxiety, frustration
and despair.
Another factor that may have moderated the link

between adolescents’ emotional processing and treat-
ment outcome is the quality of parents’ responses
during conjoint corrective attachment/identity epi-
sodes. For example, in episodes in which parents
responded to their child’s adaptive grief/hurt or asser-
tive anger with compassion, validation and care, the
adolescent is likely to have experienced relief. In con-
trast, when parents responded in a defensive manner,
or worse, the adolescent is likely to have felt more
hopeless, depressed and suicidal.
Finally, there were no between-outcome group

differences in the relative frequency of adaptive
emotions. This is in contrast to findings from pre-
vious studies on individual emotion-focused treat-
ments, which found that the frequency of specific
adaptive emotions, such as hurt and grief (Kramer
et al., 2015), assertive anger (Kramer et al., 2016),
and adaptive emotions in general (Choi et al.,
2016), were uniquely associated with better treat-
ment outcome. Again, this non-finding may be
explained by the more directive nature of ABFT,
compared to individual EFT and other less directive
client-centered therapies, as well as the moderating
effect of quality of parental responses.
Confidence in our findings is bolstered by a

number of methodological strengths of the study.
First, the training of coders and coding procedures
were rigorous, and reliability of the CAMS was
good. Second, participating adolescents all met
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clinical thresholds for depressive and suicidal symp-
toms, increasing the validity of the study. Also, data
was collected from a total of 274 sessions, yielding
over 2,000 min of expressed emotions for analyses.
It is worth noting that this is one of very few studies
examining emotions at the level of 30 s intervals,
and one of only two studies simultaneously examin-
ing multiple emotion sequences. With that said, this
study is limited by the modest number of adolescents
participating, their unequal distribution between
outcome groups, and the lack of information regard-
ing the quality of parents’ in-session responses.
Nevertheless, this study was the first to examine

adolescents’ moment-by-moment emotional proces-
sing in the context of ABFT. Findings suggest that,
across outcome groups, adolescents’ rejecting anger
provided access to their adaptive assertive anger,
and that their assertive anger provided access to
their adaptive grief/hurt. These findings are impor-
tant because, while such sequential processing may
not be sufficient for good treatment outcome, it
may be necessary. Articulating and testing such
sequences can potentially contribute to further treat-
ment development and therapist training. Results
also emphasize the deleterious effects of global dis-
tress, with a higher frequency of global distress
being associated with poorer outcome. From a clini-
cal standpoint, this finding suggests the importance
of quickly identifying global distress and intervening
to help the adolescent make sense of, and put words
to, their experience in a more differentiated
manner. Finally, future research should consider
intrapersonal, interpersonal (e.g., quality of parental
responses) and contextual factors which may moder-
ate the benefits of emotional processing.

Funding

This study was supported by grant #2011279 from the
United States-Israel Binational Science Foundation.

Note
1 The determination of whether an emotion is considered mala-
daptive or adaptive is context dependent. For example, shame
and fear are not, by definition, maladaptive. When these
emotions reflect the natural, immediate response to a current
situation, and organize the individual toward adaptive
responses designed to get healthy needs met (e.g., shame at
having behaved in a way not in accordance with one’s values,
or fear in a currently dangerous situation), they would be con-
sidered adaptive. Likewise, hurt is not, by definition, adaptive.
When one feels hurt instead of angry when his/her boundaries
have been violated, such hurt would be considered maladap-
tive. For a more information about the distinction between
maladaptive and adaptive emotions, see Greenberg and
Pascual-Leone (2006).
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