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A multisite study
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aDepartment of Psychology, Faculty of Social Studies, Masaryk University, Brno, Czech Republic & bSchool of Health
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ABSTRACT
Objective Negative effects (NEs) in group treatments remain an under-researched area. This study aimed to explore the
prevalence of various types of NEs in a multicomponent group-based treatment and to determine their predictors.
Method: A total of 330 patients participating in a multicomponent group-based treatment were recruited across seven
clinical sites. At the end of treatment, the Negative Effects Questionnaire (NEQ) was used to measure NEs. Item-level
descriptive analysis was conducted to explore the prevalence of various types of NEs, and structural equation modeling
was used to determine predictors of these NEs. Results: The most frequently reported type of NEs was the worsening of
symptoms, and the single most frequently reported item was the resurfacing of unpleasant memories. Predictors of NEs
included the overall distress level, alexithymia, attachment avoidance, low working alliance, problem actuation, and worse
outcomes; psychological mindedness was a protective factor. Conclusion: Patients who experience higher levels of
distress at the beginning of treatment, who perceive the group working alliance as problematic, and who experience high
in-session emotional arousal related to their problem seem to be especially prone to reporting NEs. Furthermore, the
findings do not support the assumption that NEs are a prerequisite for therapeutic change.

Trial registration: ISRCTN.org identifier: ISRCTN13532466.

Keywords: negative effects; predictors; group therapy; multisite study; structural equation modeling

Clinical or methodological significance of this article: Negative effects are a highly prevalent phenomenon in
multicomponent group-based treatment. Our results suggest that especially those patients who experience higher levels of
distress at the beginning of treatment, who perceive the working alliance as problematic, and who experience high in-
session emotional arousal related to their problem are prone to reporting NEs. Since NEs were connected with worse
outcomes in our study, practitioners should pay special attention to patients who are more likely to have these experiences.

Negative effects (NEs) in psychotherapy have
received increasing attention in the last decade, and
various types of NEs have been recognized in the lit-
erature including deterioration, nonresponse, emer-
gence of novel symptoms, stigmatization, and
dependency on therapy (Ladwig et al., 2014;
Linden, 2013; Marmarosh, 2021; Rozental et al.,
2014). In our study, we focus on those negative
effects that are (a) self-reported by patients, (b)

experienced at some point during treatment but not
necessarily persisting after the end of treatment,
and (c) attributed by the patient, at least in part, to
the treatment. This definition corresponds to the
concepts of adverse treatment reactions (Scher-
muly-Haupt et al., 2018) and treatment-emergent
reactions (Linden, 2013). Both Schermuly-Haupt
et al. (2018) and Linden (2013) further distinguished
between NEs produced by a correctly conducted
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treatment and those caused by malpractice.
Although the latter differentiation is conceptually
important, it is not always possible – from a patient’s
perspective – to assess if the treatment was conducted
properly. Therefore, in our study, we did not differ-
entiate between these two subcategories.
The nature of group-based treatments differs in

some respects from treatments conducted in the indi-
vidual setting (Holmes & Kivlighan Jr, 2000): On the
one hand, group therapy offers less opportunities for
problem clarification, problem solution, gaining
insight, and developing emotional awareness, com-
pared to individual therapy; and on the other hand,
it offers more opportunities for the development of
new relationships and sources of social support, pos-
sibilities of identification with other members of the
group, receiving feedback and validation from
others, and experiencing altruism during the treat-
ment process. Given these specific factors and a
higher complexity of social interactions in group
therapy (Burlingame et al., 2018; Johansson &
Werbart, 2009; Strauss, 2021) NEs in group-based
settings deserve special attention.
Empirical literature on negative effects in group

therapy is scarce. Schneibel et al. (2017) have
found that 60-65% of all patients experienced
deterioration of their mood state or unwanted treat-
ment reactions (Schneibel et al., 2017). In Linden
et al.’s (2020) naturalistic trial study, almost every-
one experienced burdens or side effects in group
CBT therapy. Two qualitative studies revealed that
NEs commonly encountered by patients in group
therapy include difficulties in verbalizing emotions,
being exposed to other members’ past experiences,
managing own overwhelming feelings, feeling
exposed, and inter-subjective misinterpretation
(Akerman & Geraghty, 2016; Rankanen, 2014).
Although these findings demonstrate the extent of
the problem, they did not provide deeper under-
standing of the nature of these NEs.
Several measurement tools have been developed in

the last decade to measure NEs. Apart from the
Unwanted to Adverse Treatment Reaction (UE-
ATR; Linden, 2013) checklist completed by the
therapist, there are several patient-rated measures,
including the Experiences of Therapy Questionnaire
(ETQ; Parker et al., 2013); the Assessment of Nega-
tive Effects of Psychotherapy (INEP; Ladwig et al.,
2014); and the Negative Effect Questionnaire
(NEQ; Rozental et al., 2016). We used the NEQ in
our study since it was the only one of the measures
available in Czech (Chvála et al., 2020). The NEQ
contains six domains of NEs, including worsening
of symptoms, perceived quality of psychotherapy,
dependency on therapy/therapist, stigma, hopeless-
ness, and a sense of failure.

In studies that used the NEQ, the most frequently
experienced NEQ factor was the worsening of symp-
toms factor (Hoffmann et al., 2021; Maroti et al.,
2021; Rozental et al., 2016; Schaeuffele et al.,
2020; van de Leur et al., 2020), which includes, for
instance, experiencing increased stress, worries,
anxiety, or dejection. Within this factor, the most fre-
quently reported items included the resurfacing of
unpleasant memories, with a prevalence of 28.6%
to 38.46% (Maroti et al., 2021; Rozental et al.,
2016; Schaeuffele et al., 2020); experiencing more
stress, reported by 26.0% to 37.7% (Rozental et al.,
2016; Schaeuffele et al., 2020); and experiencing
more anxiety, reported by 36.3% to 37.2% (Hoff-
mann et al., 2021; Rozental et al., 2016). However,
only Schaeuffele et al.’s (2020) study was conducted
in the context of group-based multimodal treatment;
the remaining studies were conducted in the context
of internet-based individual therapy. Overall, Rozen-
tal et al. (2019) found that 50% of patients reported
some degree of adverse experience during internet-
based therapy on one or more dimensions measured
by the NEQ.

Predictors of Negative Effects

To better understand the emergence of negative
treatment reactions, we need to examine their predic-
tors. To our knowledge, no empirical study has
investigated the predictors of negative effects thus
far; therefore, we adopted an exploratory approach.
Our study was based on data from an uncontrolled
pre–post study on the effectiveness of psychotherapy
and mechanisms of change (Pourová et al., 2022;
Řihácěk et al., 2022). For this study on NEs, we
selected potential predictors from variables that
were available in that dataset and were expected to
predict negative effects based on existing evidence.
The first group of predictors included patient demo-
graphic variables, i.e., age, gender, and education.
Patients’ demographic variables have previously
been investigated, with qualitative research
suggesting that not paying attention to demographic
identity issues, related to faith, gender, or race,
together with a lack of understanding from the thera-
pist can lead to NEs (Curran et al., 2019).
Patients’ pretreatment characteristics comprise the

second group of predictors, including diagnosis,
initial symptom severity, and several personal charac-
teristics. The severity of patients’ condition, in
general, and personality disorders, specifically, are
believed to contribute to increased reporting of NEs
in psychotherapy (Ladwig et al., 2014). Furthermore,
NEs can be exacerbated by patients’ interpersonal
problems (Grawe, 2004; Roback, 2000) that hinder
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the development of the working alliance. These pro-
blems can be related to attachment issues and
adverse childhood experiences (Lorenc et al., 2020;
Macdonald et al., 2016). NEs can also be related to
conditions that hinder the processing of negative
emotions, such as alexithymia (Nunes da Silva et al.,
2018; Ogrodniczuk et al., 2011) and dissociation
(Spitzer et al., 2007; Zoet et al., 2018). In contrast,
psychological mindedness may function as a protec-
tive factor that allows patients to explore their experi-
ence with insight and curiosity (Nyklícěk & Denollet,
2009) and thus potentially turn NEs into benefits.
The third group included variables related to the

therapeutic process. The working alliance is known to
be related to group psychotherapy outcomes (Robak
et al., 2013), and low alliance ratings and alliance rup-
tures (Alldredge et al., 2021) are thus potential predic-
tors of NEs. Furthermore, group cohesion is an
important indicator of the overall group climate
(Ogrodniczuk et al., 2006; Wongpakaran et al.,
2013), and low group cohesion may jeopardize thera-
peutic outcomes (Burlingame et al., 2018; Joyce et al.,
2007). Finally, problem actuation, a variable that
refers to the patient’s actual emotional experience of
their problem in a therapy session, is hypothesized to
be positively related to change (Mander et al., 2013).
However, it did not predict outcomes in Mander
et al.’s study, and the experience of the problem
may, in fact, be perceived as a NE by patients.
The fourth group of variables were outcome vari-

ables (i.e., depression, anxiety, and well-being). In
Schaeuffele et al.’s (2020) study, participants
reported that negative effects affected their well-
being “slightly to moderately”. Therefore, it is
reasonable to expect that negative treatment experi-
ences reactions would be connected with worse out-
comes or deterioration. On the other hand, there is
an assumption that patients need to come into
direct contact with painful feelings and thoughts to
overcome their problems (e.g., Gassmann &
Grawe, 2006), which is shared across many thera-
peutic schools and has been recognized as one of
the common factors of therapeutic change (e.g.,
Lampropoulos, 2001). Some authors also empha-
sized that patients need to endure treatment despite
disliking it to be able to benefit from it (Barnes
et al., 2013). This leaves the question of the relation-
ship between NEs and outcomes open.

Aim of the Study

Empirical literature on NEs during psychotherapy is
still scarce and no study has focused on NEs in the
context of multicomponent group-based treatment.
Furthermore, although some studies investigated

predictors of drop-out, deterioration, and non-
improvement, no study has empirically examined
predictors of NEs as defined in our study. Therefore,
the aim of this study was (a) to explore the prevalence
of various types of NEs in multicomponent group-
based treatment and (b) to determine which pretreat-
ment, process, and outcome variables were related to
these experiences. The study was based on a second-
ary analysis of data on a multi-site sample of patients
in multicomponent group-based treatment (see
Pourová et al., 2022; Řihácěk et al., 2022, for
reports on the primary analyses). Although we col-
lected evidence supporting the inclusion of the
abovementioned predictors in our analysis, we did
not find enough evidence to hypothesize which vari-
ables would predict which kind of NEs specifically.
Therefore, we proceeded in an exploratory manner.

Method

Patients

This study included 330 patients which was 74% of
those who agreed to participate in the study and
45% of the total number of patients accepted for
treatment (see Supplement 1 for a flowchart of
patient enrollment). Patients were recruited at
seven clinical sites; 73.6% were women, and their
ages ranged from 18 to 74 years old (M = 40.3
years old, SD= 10.8 years). Most patients were
classified under an IDC-10 F4x diagnosis (69.4%).
Six percent had multiple diagnoses, most often a
combination of a personality disorder and an F3x
or F4x diagnosis. See Table 1 for the sample descrip-
tion. Most of these patients (76.7%) participated in
outpatient programs, while the remaining patients
(23.3%) participated in inpatient programs.

Treatment and Therapists

The treatments were held in seven clinical centers in
the Czech Republic. It was a multicomponent treat-
ment based on face-to-face group psychotherapy
with one or two therapists. The group therapy was
supplemented by therapy community meetings,
relaxation training, thematic group education,
ergotherapy, expressive therapy (such as art
therapy, music therapy, bibliotherapy, drama
therapy), physiotherapy, cognitive training, and con-
sultations with social workers. Typically, patients
received five sessions of this treatment per week,
with each session lasting 90 min. Treatment length
varied between four and 12 weeks across sites, and
the mean individual treatment dose (i.e., days of
treatment) was M= 32.81 days (SD= 11.7).
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The group therapy was led by 25 therapists (16
women). Their age ranged from 25 to 59 years (M
= 44.13, SD= 10.29), and their length of practice
varied between 1 and 25 years (M= 12.21, SD=
7.30). Psychotherapists’ self-classified theoretical
orientations included psychoanalysis and psychoana-
lytic psychotherapy (n = 9), psychodynamic psy-
chotherapy (n = 6), gestalt therapy (n = 4), person-
centered approach (n = 3), Daseinsanalysis (n = 1),
and integrative psychotherapy (n = 2).

Measures

Negative effects questionnaire (NEQ). We
used the Czech version of the NEQ (Chvála et al.,
2020). The NEQ is a self-report questionnaire that
consists of 32 items, each describing one type of
NE or effect of psychological treatment. Patients
scored each item on three scales. First, they indicated
whether they experienced the effect (“yes” or “no”).
Second, if their answer was “yes”, they scored the
severity of the effect (i.e., “how negatively it affected
me”) on a 5-point Likert-type scale ranging from

“not at all” to “extremely”. Third, they were asked
to attribute the effect to “the treatment I receive”
and/or “other circumstances”. Rozental et al.
(2016) reported a six-factor structure of the NEQ,
including worsening of symptoms, quality of the psy-
chotherapy and the therapeutic relationship,
patients’ dependency on psychotherapy, stigma,
hopelessness, and a sense of failure. We tested the
model using confirmatory factor analysis and found
an acceptable fit, χ2 (451) = 793.851, p< 0.001,
SRMR= 0.079, RMSEA (robust) = 0.062 [0.055;
0.069], TLI (robust) = 0.821. The TLI was subopti-
mal, but since the RMSEA of the null model used in
its calculation was 0.153, this could not be inter-
preted as a lack of fit (Kenny, 2020). Therefore, we
proceeded with this model in our analysis. In terms
of reliability, Cronbach’s α was .85 for symptoms
(k = 10 items), .84 for quality (k = 11), .50 for depen-
dency (k = 2), .69 for stigma (k = 2), .73 for hopeless-
ness (k = 4), and .75 for failure (k = 3).

Pretreatment measures
Brief dissociative experience scale (DES-B).

The DES-B (Dalenberg & Carlson, 2010) is a self-
report questionnaire measuring dissociation. It con-
sists of eight items, each rated on a five-point Likert
scale from “not at all” to “more than once a day”.
The baseline Cronbach’s α was .72 (n = 325).

Psychological treatment inventory-
alexithymia scale (PTI-AS). The PTI-AS
(Gori, Giannini, Palmieri, Salvini, & Schuldberg,
2012) is a self-report questionnaire measuring alex-
ithymia. It consists of five items, each rated on a
five-point Likert scale from “not at all” to “a great
deal”. The baseline Cronbach’s α was .85 (n = 328).

Experiences in close relationship-
relationship structure (ECR-RS). The ECR-RS
(Fraley et al., 2011) is a self-report questionnaire
measuring global attachment style. It consists of
nine items, each rated on a seven-point Likert scale
from “strongly disagree” to “strongly agree”. The
scale has two factors: global avoidance and global
anxiety. The baseline Cronbach’s α for global avoid-
ance was α= .35 (n = 326) and for global anxiety was
α= .87 (n = 326).

Adverse childhood experiences scale (ACEs).
The ACEs (Felitti et al., 1998) is a self-report ques-
tionnaire that measures various types of adverse
childhood experiences in a patient´s early life
history. It consists of 14 items, each rated “yes” or
“no”, and the total score is computed as a sum of

Table 1. Demographic characteristics of patients (N = 330).

Gender n (%) Nationality n (%)

Women 243 (73.6%) Czech 317 (96.1%)
Men 86 (26.1%) Slovak 6 (1.8%)
Missing 1 (0.3%) Other 5 (1.5%)

Age Missing 2 (0.6%)
Mean (SD) 40.3 (10.6) Education
Missing 2 (0.6%) Primary 11 (3.3%)

Household Secondary 169 (51.2%)
In
partnership

177 (53.6%) Tertiary 148 (44.8%)

Alone 64 (19.4%) Missing 2 (0.6%)
With parents 32 (9.7%) Psychiatric

diagnosis
Other 56 (17.0%) F0x 6 (1.8%)
Missing 1 (0.3%) F1x 5 (1.5%)

Marital status F2x 3 (0.9%)
Single 155 (47.0%) F3x 59 (17.9%)
Married 113 (34.2%) F4x 229 (69.4%)
Divorced 60 (18.2%) F5x 6 (1.8%)
Widowed 1 (0.3%) F6x 48 (14.5%)
Missing 1 (0.3%) F7x 0 (0.0%)

Occupation F8x 0 (0.0%)
Employed 145 (43.9%) F9x 0 (0.0%)
Entrepreneur 26 (7.9%)
Unemployed 48 (14.5%)
Maternity
leave

7 (2.1%)

Student 19 (5.8%)
Retired 5 (1.5%)
Disability
pension

32 (9.7%)

Other 14 (4.2%)
Missing 34 (10.3%)
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the “yes” scores. The baseline Cronbach’s α was
= .80 (n= 326).

Balanced index of psychological mindedness
(BIPM). The BIPM (Nyklícěk & Denollet, 2009) is
a 14-item self-report measure of psychological mind-
edness. Each item is rated on a five-point Likert-type
scale from “not true” to “very much true”. The scale
consists of two subscales, namely, insight (i.e., a lack
of insight into the internal phenomena) and interest
(i.e., interest in attending to these phenomena, typi-
cally feelings). Their Cronbach’s α coefficients at
baseline were α= .73 (n = 324) and α = .81 (n=
323), respectively.

Demographic questionnaire.The demographic
questionnaire contained questions about patients ́
age, gender, education, household, nationality, occu-
pation, and marital status.

Process measures
Group cohesiveness scale (GCS). The GCS

(Klocek et al., 2020; Wongpakaran et al., 2013) is a
self-report questionnaire for measuring group cohe-
sion. It consists of seven items, each rated from
“strongly disagree” to “strongly agree”. The Cron-
bach’s α was .87 (n= 306) at the first measurement.

Group session rating scale (GSRS). The
GSRS (Quirk et al., 2013) is a self-report question-
naire for measuring the working alliance in group
psychotherapy. It consists of four visual analog
scales, each rated from 0 to 100. The total score is
computed as a sum of all items. The Cronbach’s α
was .83 (n= 308) at the first measurement.

Scale for the multiperspective assessment of
general change mechanisms in psychotherapy
(SACiP). The SACiP (Mander et al., 2013) is a
self-report measure developed to assess general psy-
chotherapeutic mechanisms, including problem
actuation, resource activation, clarification of
meaning, mastery, emotional bond, and agreement
on collaboration. In this study, only the problem
actuation subscale was used. It consists of three
items, each rated on a five-point Likert-type scale
ranging from “doesn’t fit at all” to “fits exactly”.
Two modifications of the scale were made. First,
patients were asked to rate problem actuation with
regard to the last week instead of the last session
only. Second, the items were reworded to refer to
group psychotherapy sessions. The Cronbach’s α
for the problem actuation subscale was .66 (n=
308) at the first measurement.

Outcomes measures
Patient health questionnaire-9 (PHQ-9). The

PHQ-9 (Da⍰sová et al., 2016; Kroenke et al.,
2001) is a self-report questionnaire for screening
the severity of depressive symptoms over the last
two weeks. It consists of nine items, each rated on a
four-point Likert scale from “not at all” to “nearly
every day”. The baseline Cronbach’s α was .81 (n
= 328).

Generalized anxiety disorder screener (GAD-
7). The GAD-7 (Löwe et al., 2008) is a self-report
questionnaire for screening anxiety symptoms over
the last two weeks. It consists of seven items, each
rated from “not at all” to “nearly every day”. The
baseline Cronbach’s α was .85 (n= 325).

Well-being index (WHO-5).TheWHO-5 (Bech
et al., 2003) is a self-report questionnaire for asses-
sing psychological well-being in terms of hedonia. It
consists of five items, each rated from “all the time”
to “at no time”. The baseline Cronbach’s α was .86
(n= 327).

Procedure

The study was approved by the Research Ethics
Committee of Masaryk University (ref. no. EKV-
2017-029-R1). All measures for which a Czech
version was not available (i.e., DES-B, PTI-AS,
ACEs, BIPM, GCS, and SACiP) were translated
into Czech from the English version. Five native
Czech speakers (a psychology student, two psycholo-
gists, and two laypeople) created five independent
Czech translations. A group of three people (the
two psychologists and the psychology student) then
discussed all the translations and consolidated them
into a single version. This version was then back-
translated into English by a bilingual, native
English speaker and compared to the original
English version. Finally, the Czech version was
field-tested with five respondents to check the com-
prehensibility of the items.
The data were collected between 2018 and 2019.

All patients who participated in the treatment were
invited to participate in the research. All patients
who agreed and provided informed consent were
administered (1) a pretreatment battery that
included the demographic questionnaire, the pre-
treatment measures (i.e., DES-B, PTI-AS, ECR-
RS, ACEs, and BIPM), and the outcome measures
(i.e., PHQ-9, GAD-7, WHO-5), (2) a weekly assess-
ment battery that included the process measures
(i.e., GCS, GSRS, and SACiP), and (3) a posttreat-
ment battery that included the outcome measures
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(i.e., PHQ-9, GAD-7, WHO-5) and the NEQ. The
batteries also included other measures not analyzed
in this study (Řihácěk, 2018). The data were col-
lected in paper-and-pencil form.

Statistical Analysis

Data analysis was conducted using R software
version 4.0.5 (R Core Team, 2021). Before the
analysis, we preprocessed the NEQ variables. Since
we were interested only in those NEs that were – at
least in part – attributed to therapy, we recoded the
NEQ items accordingly. Specifically, an severity
score of zero was assigned to items where respon-
dents (1) did not rate the effect severity and indicated
that they did not experience the given effect at all or
(2) experienced the given effect but attributed it fully
to extratherapeutic factors. A similar procedure was
used in the original study (Rozental et al., 2016).
The first aim of the study was to explore the preva-

lence of various types of NEs.We conducted an item-
level descriptive analysis, treating the severity scores
as ordinal variables. The results are reported in a
graph that shows the percentage of patients who
experienced the effect at each level of the scale, as
well as the overall proportion of patients who experi-
enced the effect (i.e., they scored the effect as
“slightly” or higher). We also computed 95% confi-
dence intervals for the proportions, assuming under-
lying normal distributions. Furthermore, we
computed the mean severity rating for each item for
those observations in which the effect was rated as
“present”. The severity ratings thus represent the
adversity of the effect in case it was experienced,
without taking the frequency of its occurrence into
account.
The second aim was to identify the predictors of

NEs. This analysis was conducted within the struc-
tural equation modeling framework using the
“lavaan” package in R (Rosseel, 2012). First, we
tested the six-factor measurement model for the
NEQ using the robust maximum likelihood (MLR)
estimator and the full information maximum likeli-
hood (FIML) method to account for missing data.
In factors comprised of only two items, the factor
loadings were constrained to the same value to
ensure factor identification. Second, the NEQ
factors were included as dependent variables, with
the other variables included as predictors, including
the set of demographic variables (age, gender, and
education), the patient’s baseline psychopathology
(diagnosis, baseline outcome level), other patients’
baseline characteristics (DES-B, PTI-AS, ECR-RS,
ACEs, and BIPM), process variables (GSRS, GCS,
and problem actuation), therapeutic change, and

the length of treatment (i.e., days of treatment
attended by a patient). Education was dichotomized
(tertiary vs. lower), and diagnosis was converted into
a set of dummy variables (only F3x, F4x, and F6x
were included since other diagnoses were rep-
resented only marginally). Scores for the continuous
predictors were computed as averages of the scales’
items. If a patient answered less than 80% of the
scale’s items, their response was considered missing
data. Since the three outcome measures (i.e., PHQ-
9, GAD-7, and WHO-5) were highly correlated
both in terms of baseline values (absolute values
between r= .59 and .72) and pre–post change
scores (absolute values between r= .57 and .68), we
created one composite outcome variable as a sum
of the standardized scores of these three outcome
variables. The composite outcome variable thus rep-
resented an overall distress level (WHO-5 scores
were reversed for that purpose). The outcome
change score was computed by subtracting the post-
treatment score from the pretreatment score (positive
values thus represented improvement). Further-
more, since the process variables were measured
weekly, we included patients’ individual means, as
well as their standard deviations, as predictors. This
was motivated by our expectation that both the
overall level of a process variable (represented by
the mean) and its instability (represented by the stan-
dard deviation) may be related to NEs. The NEQ
item loadings were fixed to the values obtained
from the measurement model alone. This was done
to ensure that the measurement model was not
altered by the predictors. To evaluate the model’s
overall predictive power, we compared the full struc-
tural model to a model in which all regression paths
were fixed to zero (subsequently referred to as the
baseline model).
Finally, we conducted a bias analysis to explore

how patients who answered the NEQ differed from
those who did not. We compared these two groups
in terms of their baseline characteristics, as well as
the therapeutic process. For continuous variables,
we reported the standardized mean difference
(Cohen’s d) and tested the statistical significance
using a t test. For dichotomous variables, we
reported φ and used the χ2 test to test the difference
in proportions.

Results

Sample and Missing Data

A total of N = 330 patients completed the treatment
and the posttreatment assessment. Of these patients,
317 answered all NEQ items, 10 patients missed one
item, two missed two items and one missed eight
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items. All missingness patterns were unique,
suggesting that the missingness was not item-
specific. The received dose of psychotherapy
ranged from 2 to 12 weeks (Mdn= 7).

Prevalence of Negative Effects

Figure 1 shows the proportion of patients who
reported various types of NEs irrespective of the
severity of the experience (see Supplement 4 for pro-
portions per site). Themost prevalent type of NEwas
the resurfacing of unpleasant memories (Item 13),
which was reported by 71% of the sample. Two
other types of NEs were reported by approximately
half of the sample, namely, experiencing more
unpleasant feelings (Item 11, 54%) and experiencing
more stress (Item 2, 46%). Several other types of
NEs were reported by more than a quarter of the
sample: experiencing more anxiety (Item 3, 41%),
feeling sadder (Item 9, 38%), not always understand-
ing the treatment (Item 22, 36%), feeling more
dejection (Item 5, 32%), having more problems
sleeping (Item 1, 31%), having more worries (Item
4, 28%), and experiencing more hopelessness (Item
6, 26%). The remaining 22 items were reported by
less than 25% of the sample.

Overall, the most prevalent types of NEs belonged
to the Symptoms subscale, except for suicidal idea-
tion (Item 15), which was reported by only 12% of
the sample. On the other hand, Items 14 and 16,
which belonged to the Stigma subscale, were
reported by very few patients (8% and 4%, respect-
ively). Somewhat higher prevalence was reported
for Items 10, 7, and 8 belonging to the Failure sub-
scale (18%, 13%, and 10%); Items 19, 18, and 17
belonging to the Hopelessness subscale (18%, 18%,
and 13%); and Items 20 and 21 belonging to the
Dependency subscale (16% and 9%, respectively).
Items belonging to the Quality of Psychotherapy sub-
scale received more variable ratings; the most preva-
lent items included not understanding one’s
treatment (Item 22, 36%), not understanding one’s
therapist (Item 23, 24%), and feeling that one’s
expectations for the treatment were not fulfilled
(Item 27, 22%).

Severity of Negative Effects

The severity of NEs was calculated only for patients
who reported the given type of effect and, therefore,
did not take the prevalence into account (see Figure
1; Supplement 4 for breakdown per site). Interest-
ingly, the severity ratings resembled the prevalence

Figure 1. Prevalence and severity of negative effects in group treatment (items drawn from the NEQ). Note: For each item, the overall per-
centage of patients who reported the effect is presented, as well as the 95% confidence interval (in square brackets), the mean intensity and
standard deviation.
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to a large degree, with the most prevalent NE (the
resurfacing of unpleasant memories, Item 13) also
being perceived as the most severe (M= 2.24) by
the patients. Other items rated high in severity
included experiencing more unpleasant feelings
(Item 11, M= 1.84), experiencing more stress
(Item 2, M= 1.58), and experiencing more anxiety
(Item 3, M= 1.58, all belonging to the Symptoms
subscale).

Prediction of Negative Effects

The descriptive statistics of the predictors are reported
inTable 2 (see Supplement 5 for unstandardized coef-
ficients), and the results of the prediction analysis are
presented in Table 3. Twenty-seven cases were
removed due to missing values of predictors.
Overall, the fit of the structural model was acceptable,
χ2 (1209) = 1824.495, p< 0.001, BIC= 21945.241,
SRMR=0.079, RMSEA (robust) = 0.045 [0.041;
0.050], TLI (robust) = 0.769. The TLI was subopti-
mal, but since the RMSEA of the null model was
0.097, this could not be interpreted as a lack of fit
(Kenny, 2020). Factor loadings and correlations of
the NEQ measurement model are presented in Sup-
plement 2. The fit of the full structural model

outperformed the fit of the baseline model (see Sup-
plement 3).

Demographic variables. The only demographic
variable that predicted NEs was age: younger
patients more often reported symptom deterioration
(β = -.16) and stigma (β = -.13) during treatment.

Diagnosis and baseline severity. Taking the
diagnosis and baseline severity of patients into
account, we found that a diagnosis of affective dis-
order predicted perceived low quality of therapy (β
= .15) and worsening of symptoms (β = .14). A diag-
nosis of a neurotic, stress-related, or somatoform dis-
order also predicted perceived low quality of therapy
(β = .16) but was also related to lower hopelessness
(β = -.15). A diagnosis of personality disorder was
not a significant predictor of any type of NEs. Fur-
thermore, the higher the baseline distress level was,
the lower the perceived quality of therapy (β= .22)
and the higher hopelessness (β = .19).

Other patients’ baseline characteristics. Only
a few effects were found for other baseline charac-
teristics. The interest dimension of psychological
mindedness was related to lower scores for Stigma
(β = -.13), Failure (β= -.12), and Symptoms (β

Table 2. Descriptive statistics and bias analysis.

NEQ completers (N= 330) NEQ noncompleters (N= 114) Differencea

Age M= 40.25 (SD = 10.75) M= 35.99 (11.93) d= 0.39∗∗∗

Gender 74% 78% φ= 0.03
Education: tertiary 45% 31% φ= 0.12∗

F3x 18% 22% φ= 0.04
F4x 69% 73% φ= 0.03
F6x 15% 18% φ= 0.03
Depression (baseline) M= 1.58 (SD= 0.62) M= 1.70 (SD= 0.73) d=−0.18
Anxiety (baseline) M= 1.66 (SD= 0.68) M= 1.76 (SD= 0.74) d=−0.14
Well-being (baseline) M= 1.40 (SD= 0.86) M= 1.42 (SD= 1.00) d=−0.02
Dissociation M= 1.21 (SD= 0.74) M= 1.32 (SD= 0.75) d=−0.15
Alexithymia M= 3.29 (SD= 0.97) M= 3.34 (SD= 1.12) d=−0.05
Attachment avoidance M= 4.09 (SD= 1.19) M= 4.05 (SD= 1.41) d= 0.03
Attachment anxiety M= 4.18 (SD= 1.85) M= 4.33 (SD= 1.84) d=−0.08
Adverse childhood experiences M= 4.22 (SD= 3.14) M= 4.45 (SD= 3.00) d=−0.07
Psychological mindedness (insight) M= 2.21 (SD= 0.77) M= 2.25 (SD= 0.78) d=−0.05
Psychological mindedness (interest) M= 2.31 (SD= 0.79) M= 2.28 (SD= 0.83) d= 0.04
Working alliance – mean M= 293.21 (SD = 67.82) M= 278.11 (SD= 73.63) d= 0.22∗

Working alliance – SD M= 43.72 (SD = 27.16) M= 51.14 (SD= 30.41) d=−0.26∗
Group cohesion – mean M= 3.86 (SD= 0.60) M= 3.66 (SD= 0.68) d= 0.32∗∗

Group cohesion – SD M= 0.42 (SD= 0.23) M= 0.45 (SD= 0.28) d=−0.12
Problem actuation – mean M= 2.84 (SD= 0.58) M= 2.68 (SD= 0.76) d= 0.25∗

Problem actuation – SD M= 0.55 (SD= 0.27) M= 0.58 (SD= 0.38) d=−0.10
Treatment dose (days) M= 32.81 (SD = 11.7) M= 27.44 (SD= 16.5) d= 0.41∗∗∗

Note:NEQ=Negative Effects Questionnaire; F3x, F4x, and F6x = diagnoses according to the ICD-10;M=mean; SD= standard deviation.
∗ p< .05, ∗∗ p< .01, and ∗∗∗ p< .001.
aFor continuous variables, Cohen’s d and the significance of a t test are reported. For dichotomous variables, phi and the significance of a chi-
square test are reported.
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= -.10), while the insight dimension of psychologi-
cal mindedness was related to better perceived
quality of treatment (β= -.11). The avoidance
dimension of attachment was also related to
better perceived quality of therapy (β= -.14), but
the anxiety dimension did not predict any type of
NE significantly. Higher scores in alexithymia
were related to a higher sense of failure in therapy
(β = .13). None of the effects for dissociation and
adverse childhood experiences reached statistical
significance.

Psychotherapy process variables. While group
cohesion was unrelated to negative effects, the mean
value of the working alliance was negatively related to
complaints about treatment quality (β= -.26), hope-
lessness (β = -.24), and worsening of symptoms (β
= -.23). Intraindividual variability in the perception
of the working alliance also predicted lower hopeless-
ness (β = -.15). Moreover, problem actuation was
related to several types of NEs: the mean value of
problem actuation was positively related to worsen-
ing symptoms (β = .30), a sense of failure in therapy

Table 3. The structural equation model simultaneously predicting negative effects (latent factors according to NEQ subscales, all
coefficients standardized, N = 303).

Predictors
NEQ factors

Symptoms Quality Dependency Stigma Hopelessness Failure

Demographic variables
Age -.16 [-.25; -.06]∗∗ -.08 [-.18; .02] -.15 [-.3; .00] -.13 [-.24;

-.01]∗
-.06 [-.17; .05] .00 [-.13; .13]

Gender .08 [-.01; .16] -.02 [-.13; .08] .06 [-.06; .18] .08 [-.06; .22] .08 [-.03; .19] .07 [-.03; .18]
Education (tertiary) -.01 [-.10; .08] .07 [-.02; .17] .08 [-.07; .22] .12 [-.02; .26] -.04 [-.15; .07] .00 [-.11; .11]
Diagnosis and baseline severity
F3x .14 [.02; .26]∗ .15 [.03; .26]∗ .08 [-.07; .23] .15 [-.01; .31] -.04 [-.20; .11] .10 [-.09; .30]
F4x .07 [-.06; .20] .16 [.01; .30]∗ .15 [-.07; .36] .07 [-.05; .19] -.15 [-.30; .00]∗ .03 [-.17; .24]
F6x .04 [-.08; .15] .12 [-.05; .30] .01 [-.20; .21] -.02 [-.15; .10] -.07 [-.21; .07] .04 [-.12; .21]
Overall distress (baseline)a .12 [-.01; .25] .22 [.08; .36]∗∗ .11 [-.11; .34] .08 [-.08; .24] .19 [.05; .34]∗∗ .13 [-.04; .30]
Other patients‘ baseline characteristics
Dissociation -.02 [-.11; .07] -.02 [-.13; .09] .00 [-.15; .15] .06 [-.05; .18] -.02 [-.16; .11] .02 [-.13; .17]
Alexithymia .08 [-.03; .18] .04 [-.08; .16] .12 [-.06; .30] -.07 [-.21; .06] .00 [-.14; .14] .13 [.00; .25]∗

Attachment avoidance .05 [-.04; .14] -.14 [-.26; -.03]∗ .04 [-.12; .19] -.12 [-.33; .09] -.12 [-.26; .02] -.05 [-.19; .09]
Attachment anxiety -.02 [-.11; .07] -.07 [-.21; .07] .01 [-.19; .21] .15 [.00; .29] .09 [-.01; .20] -.03 [-.14; .08]
Adverse childhood exp. .08 [-.01; .17] .01 [-.09; .11] .10 [-.03; .23] -.01 [-.14; .11] .01 [-.10; .12] .03 [-.09; .16]
Psych. mindedness (insight) .01 [-.08; .10] -.11 [-.22; .00]∗ .08 [-.07; .22] .00 [-.14; .13] -.08 [-.21; .04] .03 [-.09; .14]
Psych. mindedness
(interest)

-.10 [-.19; -.01]∗ -.03 [-.12; .06] -.06 [-.19; .07] -.13 [-.26;
-.01]∗

-.08 [-.19; .02] -.12 [-.25; .00]∗

Psychotherapy process variables
Working alliance (M) -.23 [-.36;

-.10]∗∗∗
-.26 [-.42; -.09]∗∗ -.13 [-.32; .06] -.01 [-.17; .15] -.24 [-.43; -.04]∗ -.17 [-.38; .03]

Working alliance (SD) .02 [-.10; .15] -.13 [-.28; .01] .08 [-.08; .24] -.03 [-.12; .06] -.15 [-.30; .00]∗ .06 [-.10; .22]
Group cohesion (M) .02 [-.10; .13] -.11 [-.25; .03] .15 [-.02; .32] -.05 [-.22; .11] -.01 [-.15; .13] .00 [-.17; .17]
Group cohesion (SD) -.05 [-.15; .05] -.01 [-.10; .07] .05 [-.10; .20] .07 [-.04; .18] .05 [-.06; .16] .00 [-.11; .12]
Problem actuation (M) .30 [.21; .39]∗∗∗ .05 [-.06; .17] .11 [-.05; .27] .00 [-.11; .11] .15 [.01; .29]∗ .20 [.08; .32]∗∗

Problem actuation (SD) .17 [.08; .26]∗∗∗ .13 [.02; .23]∗ -.05 [-.19; .08] .09 [-.03; .22] .00 [-.11; .12] .10 [-.01; .21]
Therapeutic change
Overall improvementa -.30 [-.40;

-.19]∗∗∗
-.22 [-.33;
-.11]∗∗∗

-.12 [-.27; .03] .05 [-.10; .20] -.23 [-.36; -.10]∗∗∗ -.32 [-.45;
-.19]∗∗∗

Length of treatmentb -.02 [-.14; .11] .10 [-.06; .27] .09 [-.15; .33] -.13 [-.33; .08] .09 [-.09; .27] .12 [-.04; .28]
Correlations among NEQ factors
Symptoms – .52 .19 .27 .62 .77
Quality – .04 .26 .67 .49
Dependency – .10 .08 -.00
Stigma – .31 .27
Hopelessness – .76

Note:NEQ=Negative Effects Questionnaire; F3x, F4x, and F6x = diagnoses according to the ICD-10 (the diagnoses were dummy-coded as
present/absent to reflect the possibility of multiple diagnoses per patient). Values represent standardized regression coefficients and their
95% confidence intervals. Positive coefficients for gender indicate a higher prevalence in men. Dummy variables representing the site effects
(treated as fixed effects) were omitted from the table; their coefficients ranged from -.20 to -.09 for symptoms, -.16 to .01 for quality, -.12 to
.21 for dependency, -.11 to .00 for stigma, -.21 to -.03 for hopelessness, and -.13 to .01 for failure. ∗ p< .05, ∗∗ p< .01, and ∗∗∗ p< .001.
aA composite variable computed as the sum of sample-standardized PHQ-9, GAD-7, and (reversed) WHO-5 scores.
bDays of treatment attended by a patient.
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(β = .20), and a sense of hopelessness (β = .15).
Moreover, the more variable a patient’s ratings of
problem actuation were, the more worsening of
symptoms (β= .17) and the lower perceived quality
of treatment (β = -.13) they reported.

Therapeutic change. Finally, the less patients
improved (of the more they deteriorated) during
the treatment, the more they tended to experience a
sense of failure (β = -.32), worsening of symptoms
(β = -.30), a higher sense of hopelessness (β= -.23),
and lower perceived quality of treatment (β = -.22).

Bias Analysis

Patients who responded to the NEQ at posttreatment
(N= 330) differed from the rest of the intent-to-treat
sample in several aspects (N= 114; see Table 2). As
expected, the responders received higher treatment
doses. Furthermore, they tended to be older, slightly
more educated, and slightly more depressed and
anxious at baseline than nonresponders. On
average, they evaluated the quality of the working
alliance, group cohesion, and problem actuation as
higher and more stable compared to nonresponders.

Discussion

This study aimed to determine the prevalence of
various kinds of NEs and to explore how these
effects related to pretreatment, process, and
outcome variables. Consistent with the literature,
patients in our study most frequently reported wor-
sening of symptoms (Hoffmann et al., 2021; Maroti
et al., 2021; Rozental et al., 2016; Schaeuffele
et al., 2020; van de Leur et al., 2020), including
unpleasant memories and feelings, stress, anxiety,
sadness, dejection, and sleep problems (see Figure
1). The prevalence of these symptomatic complaints
suggests that a temporary worsening of symptoms
may be considered an expected side effect of
dealing with traumatic or adverse issues or perhaps
even an indispensable part of therapeutic change
(Barnes et al., 2013; Gassmann & Grawe, 2006).
However, our data do not support this assumption
since all but one NEQ subscale correlated with
worse outcomes. Furthermore, the Symptom sub-
scale yielded medium to high correlations with treat-
ment dissatisfaction, hopelessness, and a sense of
failure, all of which were also related to worse out-
comes. Thus, our findings suggest that symptomatic
deterioration during treatment, on average, should
be considered a detrimental effect that decreases
patients’ likelihood of successful outcomes and may
lead to demoralization (Kissane & Clark, 2002;

Shimokawa et al., 2010; Strauss et al., 2015). This
is in line with Brakemeier et al.’s (2015) finding
that subjective deterioration during treatment was
associated with lower likelihood of remission at dis-
charge. Nevertheless, the cross-sectional nature of
our findings does not allow us to make causal
claims, and a longitudinal design is necessary to
test these preliminary conclusions.
From the clinical perspective, various types of NEs

probably differ in their gravity. Arguably, the most
prevalent item, the resurfacing of unpleasant mem-
ories, could be seen as less detrimental than, for
instance, a sense of one’s own failure or suicidal idea-
tion.Many therapeutic approaches, including experi-
ential approaches or those based on exposure,
require patients to face unpleasant memories or
experiences almost by definition. Therefore, we
explored how the resurfacing of unpleasant mem-
ories was related to outcome at the item level. We
found a weak correlation (rs= .18) with worse out-
comes that vanished after controlling for the baseline
distress level. Therefore, the resurfacing of unplea-
sant memories, on average, did not relate to treat-
ment outcome. Nevertheless, in a qualitative study,
Grafanaki and McLeod (2002) suggested that
patients’ reaction to being confronted with unplea-
sant memories or experiences may depend on
patients’ readiness to deal with them, and further
qualitative work exploring the importance and
impact of negative NEs from the perspective of the
patients seems necessary.
Patients in our sample tended to report NEs more

often than those in Strauss et al.’s (2021) study that
primarily included patients in individual outpatient
settings. For instance, while 71% of patients in our
sample reported the resurfacing of unpleasant mem-
ories, only 40% did so in a predominantly individual
psychotherapy sample (Strauss et al., 2021), and a
similar pattern was observed for most NEQ items.
An especially concerning finding is the prevalence
of suicidal thoughts attributed to treatment (12% in
our sample). Although the presence of suicidal idea-
tion in psychotherapy samples is not surprising (e.g.,
31% of patients had an unfavorable suicidal ideation
trajectory in Alexopoulos et al., 2021), the fact that
suicidal ideation was presumably caused or aggra-
vated by the treatment itself calls for further atten-
tion. The prevalence of this phenomenon in our
sample was ten times higher than in Strauss et al.’s
(2021) sample, suggesting that group therapy may
be more likely to generate negative effects compared
to individual treatments. For instance, one patient’s
sharing of distressing life stories and troubles with
the group can uncover forgotten unpleasant mem-
ories in the rest of the group (Bernard et al., 2008).
However, the differences in prevalence may be
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caused by other characteristics of the samples, such
as the type or duration of treatment and differences
in the study design. Furthermore, Supplement 4
shows that there was considerable variation in preva-
lence and reported severity across sites, suggesting
that the occurrence of NEs (or the willingness to
share them via a questionnaire) may vary based on
the site setting. However, confidence intervals of
these estimates were large due to small subsample
sizes and, therefore, any conclusions about the varia-
bility must be made with caution.
The demographic characteristics were not related

to NEs, except for a relationship between lower age
and higher symptom deterioration during treatment.
The diagnosis and baseline severity predicted these
effects somewhat better. Unlike in Ladwig et al.’s
(2014) study, personality disorders (F6x) did not sig-
nificantly predict any category of NEs in our sample.
Affective disorders (F3x) were related to higher wor-
sening of symptoms, which is in line with existing
findings on symptom deterioration during the treat-
ment of depression (Brakemeier et al., 2015). Sur-
prisingly, stress-related and somatoform disorders
(F4x) seemed to protect patients from a sense of
helplessness. Since this group of disorders is typically
based on dysfunctional attitudes that are easier to
influence in therapy, these patients may more easily
regain a sense of control over their lives compared
to those in other diagnostic groups (Rodzinśki
et al., 2019). Both F3x- and F4x-type diagnoses pre-
dicted lower perceived treatment quality.
Other patients’ baseline characteristics that were

related to NEs included alexithymia, attachment
avoidance, and psychological mindedness. Alexithy-
mia predicted a sense of patient failure in therapy.
This finding is in line with studies that described a
connection between alexithymia and negative indi-
cators of mental health (Kauhanen et al., 1996; Van-
heule et al., 2007). Attachment avoidance predicted
higher reported satisfaction with treatment. This is
consistent with Diener and Monroe’s (2011) meta-
analysis on the relationship between adult attach-
ment style and therapeutic alliance in individual psy-
chotherapy. This may mean either that patients with
higher levels of avoidance in relationships are less
critical of therapists’ failures or less ready to express
their critique.
Psychological mindedness serves as a protective

factor that can help patients cope with psychologi-
cally demanding situations (Kronström et al.,
2009). The insight dimension of psychological mind-
edness predicted lower dissatisfaction with treatment
quality in our study, which may mean that patients
with higher levels of insight are better able to under-
stand treatment procedures or tolerate mild levels of
patient-treatment or patient-therapist misfit. The

interest dimension of psychological mindedness pro-
tected patients from experiences of worsening symp-
toms, stigma, and failure. Patients’ interest in their
own experience or the psychological meaning of
symptoms can facilitate the therapeutic process,
increase their ability to benefit from the treatment,
or, again, increate their tolerance for therapy situ-
ations that do not meet their expectations (Beitel
et al., 2004; Grant, 2001).
The association between the working alliance and

NEs resonates with the fact that the working alliance
is a robust predictor of outcomes in both individual
(Flückiger et al., 2018; Horvath et al., 2011) and
group (Joyce et al., 2007; Marziali et al., 1997) psy-
chotherapy. While the working alliance predicted
worsening of symptoms and the perceived quality
of psychotherapy, it was unrelated to a sense of stig-
matization. Although group cohesion was related to
outcomes in Marziali et al.’s (1997) study, it did
not predict any of the NEQ subscales in the current
study.
As expected, problem actuation predicted several

domains of NEs. Coupled with the finding that
problem actuation is unrelated to outcome
(Mander et al., 2013; Řihácěk et al., 2022), this
suggests that the role of problem actuation is detri-
mental rather than helpful. This is contrary to the
theoretical assumption of Grawe’s integrative
model that patients need to come into direct
contact with painful feelings and thoughts to over-
come their problems (Gassmann & Grawe, 2006).
Given the wide trans-theoretical consensus regarding
problem actuation/confrontation as a psychotherapy
change principle, it would be premature to reject it
solely on the basis of a single study. However, a
more nuanced perspective is needed to understand
the role of this principle in facilitating change. For
instance, it may only work when accompanied by
other relational conditions, such as a warm interper-
sonal style of the therapist (Nissen-Lie et al., 2010),
as well as patient-related conditions, such as resource
activation (Gassmann & Grawe, 2006) or readiness
for change and tolerance for unpleasant emotions.
To understand for whom and under which con-
ditions problem actuation/confrontation facilitates
changes, we must study it from a longitudinal per-
spective and in interaction with other variables.

Limitations

Our study had several limitations. First, our sample
included only those patients who completed the
treatment and responded to the posttreatment
measures. Therefore, patients who were less motiv-
ated to complete the treatment or less committed
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to participate in the research project were underre-
presented. The analysis revealed that the patients in
the sample tended to be older, more depressed and
anxious, and generally more satisfied with the treat-
ment compared to those who did not complete the
treatment or did not answer the NEQ. These charac-
teristics may have biased the results (Rozental et al.,
2018), although we cannot easily determine in which
direction. On the one hand, the NEQ completers
were, on average, older and rated the working alli-
ance as better. Since these characteristics were con-
nected with less NEs, this would lead to an
underestimation of the prevalence. On the other
hand, the NEQ completers had, on average, a
higher baseline level of distress. Since this variable
was related to higher occurrence of NEs, this would
lead to an overestimation. Furthermore, this study
was conducted in the context of daily group treat-
ment. These patients may suffer from higher levels
of distress than patients in less intensive treatments.
Therefore, more research is needed to assess NEs
in other populations (e.g., patients suffering from
less severe problems, patients with personality dis-
orders, or patients with psychotic disorders).
Second, high sample heterogeneity in terms of the

auxiliary treatment components (e.g., art therapy),
length of the treatment, therapists’ theoretical orien-
tation, and therapists’ experience can be seen both as
a strength and a limitation of the study. Resulting
from a multi-site naturalistic study, our findings
probably better reflect the reality of the everyday
therapeutic practice than findings from more con-
trolled studies. To address potential bias introduced
by this heterogeneity, we (a) analyzed the prevalence
and severity of NEs both for the total sample and per
site (see Supplement 4) and (b) controlled for site
effect in the structural equation model.
Third, the Cronbach’s alpha was suboptimal for

some measures (ECR-RS global avoidance and
NEQ dependency). Both these measures are very
brief and, therefore, lower reliabilities were expected.
Nevertheless, they were lower than in other studies
(see, e.g., Moreira et al., 2015, for the ECR-RS
and Rozental et al., 2016, for the NEQ). While the
predictive value of questionnaire-based measures is
not directly related to their reliability (Smits et al.,
2018), it could have limited our ability to detect
relationships for these two measures.
Fourth, the types of NEs reported by the patients

were limited to those represented in the NEQ
items. The NEQ does not focus on group-specific
NEs, such as hassles between members, highly criti-
cal interpersonal feedback about one’s personal
shortcomings (“feedback overload”, Roback,
2000). Furthermore, the attribution of the effect to
the treatment or other circumstances was made

solely by the patients. However, their judgment
may be biased by factors such as limited insight or
social desirability and must be interpreted with
caution. Although the patients were reassured that
neither their psychotherapists nor the clinic staff
would see their responses, the mere fact that the
data were collected at the clinic could have influ-
enced patients’ willingness to share their reactions.
Fifth, the Symptoms subscale of the NEQ is con-

ceptually akin to the outcome measures. Although
the framing instructions differed for the NEQ
(asking patients whether they had experienced a
negative effect at any time during their treatment)
and for the outcome measures (asking patients how
they had been doing over the last couple of days), it
is possible that patients’ overall evaluation of the
treatment experience influence both types of
measures. Arguably, it may be difficult from the
patients’ perspective to disentangle these nuanced
aspects of experience. Thus, from this point of
view, it would be desirable to measure NEs prospec-
tively. Furthermore, the NEQ was a part of the post-
treatment battery of measures and patients’
responses in the NEQ could thus be influenced by
answering the outcome measures at the same time.
Apart from serving as potentially useful real-time
feedback for psychotherapists, this would allow us
to better disentangle NEs that occur as part of the
therapeutic process from those of the overall
outcome.
Sixth, the study was based on NEs as retrospec-

tively reported by patients. Research in other areas
has shown that people can form incorrect memories
about past events and as a consequence evaluate
people and circumstances associated with such
“false memories” for example more negatively
(Muschalla & Schönborn, 2021). Our findings
should thus be interpreted keeping in mind that we
investigated patients’ subjective and retrospective
evaluations. But since unpleasant memories are a
common NE (e.g., Rozental et al., 2016), this also
points to an important area for further research and
study design development to investigate the nature
of such memories and their development more
closely in the context of negative effects.

Conclusion

We found that the most frequently reported negative
effect in multicomponent group-based treatment was
the worsening of symptoms. In contrast to some
theoretical considerations, our data did not support
the assumption that NEs are a prerequisite for thera-
peutic change. In contrast, they were related to worse
patient outcomes. While we failed to find any
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relationship between demographic characteristics
and NEs, the diagnosis and baseline symptom sever-
ity of patients better predicted these effects. Other
patient-related predictors included alexithymia and
attachment avoidance; we also found psychological
mindedness served as a protective factor. Although
group cohesion did not yield statistically significant
effects, the working alliance and patient problem
actuation did. As the occurrence of NEs seems to
be connected with worse outcomes, practitioners
should pay special attention to patients who are
more likely to report these effects. Our results
suggest that especially those patients who experience
higher levels of distress at the beginning of treatment,
who perceive the working alliance with their thera-
pists as problematic, and who experience high in-
session emotional arousal related to their problem
are more likely to report NEs. As psychotherapists,
we may need to develop higher sensitivity to signs
of patients’ discomfort and encourage patients to
share their negative treatment experiences.
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