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Abstract
Mental health conditions cannot be studied in isolation and are increasingly studied as a complex 
system. Societal changes and challenges (the digital AI and social media era, climate change, 
inequality, polarization, war in Europe) have an impact on mental health, as well as the prevalence 
of mental health conditions. We have no idea what the accumulating effects of the combination of 
these societal challenges are on the prevalence of mental health conditions. At the same time, we 
need a mentally resilient population to deal with these societal challenges. Therefore, it is evident 
that mental health research as well as timely access to psychological interventions need to be 
prioritised. We need to study the onset and maintenance of mental health conditions, incorporating 
the impact of these societal challenges. Theory development is needed to identify feedback loops 
that can be targeted with interventions as well as policy making. The expertise of clinical 
psychologists is of value for policy making, and clinical psychologists might have to consider 
engaging more in policy making, also in dealing with societal challenges. In clinical practice, we 
might have to integrate the public mental health impact of current societal challenges in our 
diagnostics, prevention and treatment, as well as acknowledge to the individual that seeks 
treatment that these societal factors do affect people’s mental health.
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Highlights
• Societal changes and challenges have an impact on the prevalence of mental health 

conditions.
• We need a mentally resilient population to deal with these societal challenges.
• We must incorporate the impact of societal challenges on mental health in research 

and care.
• Clinical psychologists might have to consider engaging more in policy-making.
• In clinical practice, we might have to integrate societal challenges in our diagnostics, 

prevention and treatment.

Mental health conditions cannot be studied in isolation and are increasingly studied as 
a complex system (Borsboom, 2017; Scheffer et al., 2024). Societal challenges such as 
climate change are also often studied as complex systems (Scheffer et al., 2024). They 
are also referred to as “wicked” problems because there are no simple solutions to tackle 
these societal challenges. Similarly, mental health conditions can also be seen as a wicked 
problem, given that there are no simple solutions to manage the global mental health 
epidemic.

Societal changes and challenges have an impact on the mental health of people, as 
well as on the prevalence of mental health conditions. Among other societal challenges, 
we face climate change, increasing urbanisation, inequality, polarisation and war, and we 
live in a digital era where generative AI chatbots and social media are being massively 
used worldwide. At the same time, we face an ageing population in Europe and some 
other parts of the world. Although we have no empirical evidence for the accumulating 
effects of the combination of these societal challenges on mental health problems and 
mental health conditions as yet, there is evidence that single societal problems do affect 
the prevalence of mental health conditions (e.g., Brandt et al., 2026; Campbell et al., 2021; 
Charlson et al., 2019; Fassi et al., 2024; Gee et al., 2007; Lea et al., 2014; Lewis et al., 2015; 
Niazi et al., 2026; Obradovich et al., 2018; Radua et al., 2024; Seedat et al., 2009; van der 
Wal et al., 2021).

For climate change, for instance, an increased temperature over years was associ­
ated with a higher prevalence of mental health problems and an increase in suicidal 
behaviour and suicide (e.g., Obradovich et al., 2018; Radua et al., 2024). A meta-analysis 
and systematic review showed a link between climate change and increased prevalence 
of anxiety (31%), depressive disorders (28%), and posttraumatic stress disorder (23%), 
although heterogeneity is high (Niazi et al., 2026). Identified high-risk groups were wom­
en, low-income groups, people whose livelihood depends on climate, and Indigenous 
groups. Interestingly, protective factors were identified as well, such as social support 
and self-efficacy. These factors are potentially modifiable with psychological interven­
tions. However, for now there is limited evidence that these interventions do work in 
climate-related mental health problems (Brandt et al., 2026). We need global research 
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to examine the effect of psychological interventions, including interventions guided by 
non-specialists in these settings (i.e., task sharing).

In addition, our living conditions have changed and will change even further globally. 
We are becoming increasingly urban species, with an estimate that in less than 25 years, 
68% of the world population will live in urban settings (Our World in Data, 2023). 
Urbanicity is associated with a higher prevalence of common mental health conditions 
(i.e., anxiety, depressive-, substance use disorders) in countries where at least 50% of the 
population is living in urban settings (van der Wal et al., 2021).

A population that is confronted with war tends to experience an increase in the 
prevalence of mental health conditions, also affecting the next generation (e.g., Charlson 
et al., 2019). Further, inequality and discrimination in society affect the prevalence of 
common mental health conditions. In women, depression and anxiety are twice as com­
mon as in men, and the prevalence differs per country (Campbell et al., 2021; Seedat et 
al., 2009).

Racial discrimination has also been linked to a higher prevalence of common mental 
disorders (e.g., Gee et al., 2007; Lewis et al., 2015). In LGBTQ+ people, prejudice, stigma, 
discrimination, as well as the consequences of discrimination (violence), are associated 
with poor mental health throughout life (e.g., Lea et al., 2014).

In the meantime, we live in a rapidly changing world where generative AI chatbots 
and social media are massively used globally. Although it is difficult to study the causal 
role of social media on mental health, a systematic review and meta-analysis showed 
that social media use is linked to more internalising mental health problems in young 
community populations as well as clinical populations (Fassi et al., 2024). AI most likely 
optimises the algorithms that personalise social media content to the individual even 
more. We must study how this affects mental health as well as the prevalence of mental 
health conditions. Globally, widely used generic chatbots such as ChatGPT, which are 
not designed to deal with mental health problems, are often used for emotional support 
(Bockting et al., 2026). Given that currently we lack independent research to examine 
the public mental health effects, it is difficult to estimate the effect on the prevalence of 
mental health conditions globally.

Especially in societal challenging time, we need a mental resilient population to deal 
with these societal challenges. Even more so, in an ageing Europe, we are confronted 
with a shrinking workforce. Young people are essential to sustaining economic growth 
and health care, but also to contribute to tackling some of the societal challenges. 
Unfortunately, the rise of mental health conditions affects young people to a large 
extent (e.g., Piao et al., 2022). Therefore, prioritising prevention and timely treatment of 
common mental health conditions is evidently necessary, including from an economic 
perspective. From a complex systems science perspective, all key drivers that impact 
mental health need to be incorporated in the system. Incorporating the impact of these 
societal challenges when we study the onset and maintenance of mental health condi­
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tions is a logical next step. Theory development is needed to identify feedback loops that 
can be targeted with interventions as well as policy making on individual-, group-, and 
societal level (Bockting, in press; Fried, 2026).

The expertise of clinical psychologists is also of value for policy making, and clinical 
psychologists might have to consider engaging more in policy-making (and vice versa), 
including policy that is focused on societal challenges. In clinical practice, we might 
have to integrate the public mental health impact of current societal challenges in our 
diagnostics, case conceptualisation and treatment, as well as acknowledge to the individ­
ual that seeks treatment that these societal factors do affect many people’s mental health, 
not only this individual. 
Conclusion

In this editorial, I propose that we should study mental health conditions as a 
“wicked" problem, just like societal challenges such as digital AI/social media, climate 
change, inequality and discrimination, polarization and urbanisation. These societal chal­
lenges are linked to an increase in the prevalence of mental health conditions, but 
we have no idea what the accumulating effects of the combination of these societal 
challenges are. Given that we need a mental resilient population to deal with these 
societal challenges, we need to prioritise mental health research as well as timely access 
to psychological interventions. Clinical psychologists have a lot of knowledge that can 
contribute to policy-making, in addition to prevention, treatment, and research. For 
research, we need to incorporate the impact of these societal challenges on mental health 
conditions in our models and research. In clinical practice, we might have to integrate 
the impact of societal challenges in our diagnostics and treatment.
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Since the release of ChatGPT in 2022, generative AI has immensely affected science 
and society, including the human mind. There are indications that Generative AI, that 
is ‘general purpose chatbots’ like ChatGPT, Gemini, and Claude, are now most used 
for emotional support and companionship, according to research of Harvard Business 
Review (Zao-Sanders, 2025). These chatbots presumably were originally designed for 
tasks such as summarizing information, assisting with translations, and inspiring ideas.

Consequently, evidence is already emerging of suicides, psychosis, and sensitive per­
sonal data leaks. Un-regulated generative AI chatbots marketed specifically for therapy 
have also been released. On August 5th, Slingshot AI launched “the first AI designed 
for therapy, offering deeply personalized mental health support to anyone with a phone” 
(Healthcare IT Today, 2025). Although the company states that it was beta-tested with 
50.000 users, the chatbot was not evaluated for benefits nor adverse effects in random­
ized controlled trials.

As generative AI chatbots are becoming faster, more adaptive, increasingly autono­
mous (Gabriel et al., 2025), and widely available, there is a risk of increasing emotional-
overreliance. This might spark a public health crisis with wide societal consequences. 
Even the founders of companies like OpenAI warn that AI will become even more unpre­
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dictable and unimaginable (Yadav, 2025). At the same time, generative AI, if designed 
well, could enable access to personalized emotional support and close the mental health 
gap globally between people in need of mental health treatments and those who receive 
care.

Currently, our defenses remain reactive, poorly matched to ever-evolving AI technol­
ogies, and to tech companies rushing to bring their products to market. This outstrips 
our ability to safeguard basic human rights. We need urgent investment in independent 
research by multinational scientific and global institutes on how to harness generative AI 
to improve mental health globally, while avoiding wide societal damage.

Positive Impact on Mental Health
Generative AI presents a crucial opportunity towards overcoming the shortcomings of 
traditional digital tools, with capabilities stretching far beyond earlier AI. Access to men­
tal healthcare is still a challenge globally, yet hundreds of millions of people experience 
inadequate access, resulting in approximately 5 trillion USD economic losses annually 
(Arias et al., 2022). Smartphone apps and rule-based chatbots which select responses 
from a predefined data-set–effectively treat common mental health disorders, also in low 
middle income countries (Fu et al., 2020). However, attrition of digital interventions can 
be 96% without human guidance (Baumel et al., 2019). Generative AI chatbots keep users 
engaged through meeting emotional cues and individual needs (Hua et al., 2025), and 
on demand, ‘human-free’ access. The first randomized controlled trial of a generative AI-
based therapy chatbot showed promising effects on reducing mental health symptoms, 
with a comparable therapeutic alliance as with a human therapist (Heinz et al., 2025).

Negative Impact on Mental Health
The large scale and growing use may trigger a new public health crisis. Popular gener­
ative AI chatbots provide harmful advice, respond inappropriately to signs of distress, 
or even encourage self-harm, or suicide (Moore et al., 2025). Engaging properties of AI 
chatbots designed by big tech companies, such as flattering, people-pleasing, affirming 
responses by the chatbot (called sycophantic behavior), is not only preferred and trusted 
by users (Cheng et al., 2026) but also reduced the users’ willingness to take responsibility 
and repair interpersonal conflicts (Cheng et al., 2026). The chatbot increased users' 
confidence in their own beliefs (Cheng et al., 2026).

These engaging properties combined with inadequate safeguards may have contrib­
uted to a teenager’s suicide, after establishing an emotional relationship to a commercial 
chatbot. Big tech companies face lawsuits, such as the firm Character.AI, which faces 
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a lawsuit by the family whose teenager reportedly died by suicide using their chatbot 
(Brittain, 2025).

Generative AI chatbots may also encourage delusional thinking, even inducing ‘AI 
psychosis’ (Moore et al., 2025). Reports increasingly emerge of users uncovering a ‘hid­
den truth’, experiencing a ‘spiritual awakening’, or developing an intense emotional 
obsession with the chatbot, spiraling into mental health crises (Morrin et al., 2025). 
In teenagers, over 70% use generative AI tools and 50% trust generative AI (Robb & 
Mann, 2025). Generative AI companies, such as OpenAI acknowledge themselves that 
safeguards are missing to protect vulnerable users, and some emphasize in interviews 
that these safeguards are not their responsibility (The Economic Times, 2025; OpenAI, 
n.d.)

Generative AI chatbots could even manipulate. The Claude Opus 4 chatbot showed a 
tendency to blackmail the user, by threatening to reveal their affair, if they attempted to 
delete the chatbot, as reported by the company themselves (McMahon, 2025). Similarly, 
the company also reported that their chatbot could threaten to make individuals’ sensi­
tive information public, or inform their employer, if they choose to disengage.

Three Priorities for Research
We must not let the innovation potential of generative AI, to develop effective and 
accessible personalized digital interventions on a global scale, go to waste. However, 
generative AI’s potential negative impact on mental health warrants attention from 
mental health scientists including clinical psychologists, policymakers, governments, as 
well as citizens. It requires immediate investment in independent research. Below we 
describe three research priorities.

1. Harness the Potential of Generative AI for Mental Health
We call for urgent international public investments initiated by multinational scientific 
institutes together with global institutes representing citizens, on developing generative 
AI tools to target the mental health crisis globally. International investment has been 
successful in other fields, such as the European Organization for Nuclear Research 
(CERN), spurred ground-breaking discoveries. Even though investing in mental health 
generates large societal returns, mental health sciences lack major investments.

Science must help provide a crucial safe alternative to unregulated chatbots posing 
as therapists, or general purpose chatbots unintendingly used that way. The current 
evidence on generative AI developed for mental health is limited with low sample sizes, 
short follow-ups, and unstandardized outcomes (Hua et al., 2025). Further, clinicians 
manually reviewed all messages for safety (Heinz et al., 2025). This questions the feasi­
bility. The development and evaluation of chatbots that optimize personalization, need 
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minimal clinical guidance, whilst safeguarding adverse effects should have priority. Re­
latedly, we need investment in alternatives to large commercial models. Current mental 
health research predominantly uses OpenAI’s GPT series (Hua et al., 2025). However, this 
limits the external validation of reliability and safety, and fuels uncertainty as to how 
companies use the data.

2. Independent Research on Publicly Available Chatbots
Because publicly available generative AI chatbots, such as ChatGPT, Gemini, and Claude, 
interfere with people’s lives, they should be considered as high risk just like medical 
device and scientifically evaluated accordingly for adverse public health effects, before 
public release. The EU Artificial Intelligence Act of 2024 (Bockting et al., 2023; European 
Parliament & Council of the European Union, 2024; van Dis et al., 2023) leaves commer­
cially available AI chatbots unregulated and overlooks AI’s impact on mental health in 
their risk categorization. Independent research could fill some of these gaps. Researchers 
need investments to independently test widely used chatbots, in adequately powered 
trials. Tech companies might be interested to invest in an independent fund, given that 
enabling independent studies will increase the public trust in chatbots (Bockting et al., 
2023). Also, a public register where health professionals, consumers, and family members 
can report adverse events, as is done for drug-related adverse events (Zao-Sanders, 2025), 
is needed. Based on these efforts, current regulatory frameworks can be adapted to rapid 
technological developments in mental health (Bockting et al., 2023).

3. Take a Human Rights Approach
Including human rights principles, such as participation, non-discrimination and equality 
in the technology agenda demands prompt action (Donders, 2023). All the more, indi­
viduals with mental health problems share private sensitive information with chatbots. 
Sensitive ChatGPT conversations have already been identified on google search (Forlini, 
2025). Companies developing unregulated chatbots usually share this data for profit. 
AI-based chatbots are incapable of fully deleting this information (Heidt, 2024). An 
alternative is to create chatbots, trained on individuals’ own data. Several companies 
(OpenAI, Microsoft and IBM) offer this. However, the legal right of an individual to 
control and use their own data may still not be guaranteed (Fenwick et al., 2023). We 
urge for investment in models where individuals, not companies, nor institutes, own 
their data (Telenti & Jiang, 2020).

Citizens should also have a role in AI governance, comprising target users, clinical 
psychologists, psychiatrists, scientist practitioners, ethicists, data protection advocates, 
and AI developers. AI technologies should not be developed solely by engineers, who 
often lack the lived experiences of citizens to fully understand AI’s real-world implica­
tions (World Health Organization, 2021), Generative AI companies acknowledge that 

AI Chatbots Could Take Over Our Emotional Lives 4

Clinical Psychology in Europe
2026, Vol. 8(3), Article e21467
https://doi.org/10.32872/cpe.21467

https://www.psychopen.eu/


safeguards are missing to protect vulnerable users (The Economic Times, 2025), but they 
lack independent stakeholders’ participation to tackle these wide-spread effects. The 
scientific community is called upon to generate ideas on how to protect the human 
mind from current generative AI’s architectures designed to exploit emotional, social, 
and epistemic vulnerabilities. This stretches beyond technical innovation. It will demand 
living guidelines and an independent public body to evaluate safety and validity of 
generative AI systems (Bockting et al., 2023; van Dis et al., 2023) and ethical and legal 
frameworks, developed across fields like AI, psychology, law, and ethics.

Conclusion
We cannot afford to wait for more harmful, unregulated chatbots to take over our 
emotional lives. At the same time, we cannot leave the potential benefits of AI to tackle 
the mental health crisis untapped. Multinational scientific institutes together with global 
institutes representing citizens are in the optimal position to initiate a next step to 
international public investments, to ensure that generative AI can enable, not impede, 
human flourishing.
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Abstract
Background: Nonsuicidal self-injury (NSSI) is a severe and prevalent mental health problem. 
Measures to detect which individuals are at risk of engaging in NSSI would be valuable for clinical 
practice. However, we still lack strong predictors of future NSSI behaviour, with the most notable 
exception being prior NSSI behaviour. Yet, the measurement of prior NSSI behaviour with self-
report measures can be difficult because individuals may be motivated to conceal this harmful 
behaviour. To overcome this problem, an implicit measure was developed that assesses automatic 
responding to statements about prior NSSI behaviour (i.e., the Past Nonsuicidal Self-Injury Implicit 
Association Test: P-NSSI-IAT). Previous studies tested the predictive utility of this measure in 
online studies with samples of at-risk participants and produced promising results. The current 
study examines the predictive utility of the P-NSSI-IAT for NSSI in clinical samples.
Method: Outpatients (N = 68) completed the P-NSSI-IAT and reported on past-year and past-
month NSSI, as well as perceived likelihood of future NSSI.
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Results: Patients with recent NSSI had significantly higher IAT scores than those without a 
history of NSSI. The P-NSSI-IAT predicted past-year NSSI but did not significantly predict past-
month NSSI or perceived future likelihood of NSSI. It did not add predictive value beyond self-
report risk factors in multivariate models.
Conclusion: These findings suggest that the P-NSSI-IAT may help detect prior NSSI in clinical 
contexts but offers limited added value for the prediction of NSSI beyond existing self-report 
measures.

Keywords
nonsuicidal self-injury, implicit measures, past behaviour, prediction, clinical population, outpatients

Highlights
• The P-NSSI-IAT significantly discriminated between clinical patients with and 

without recent NSSI behaviour.
• IAT scores predicted past-year NSSI but did not significantly predict past-month NSSI 

or future self-rated likelihood of NSSI.
• The P-NSSI-IAT did not add incremental predictive value over established self-report 

risk factors in multivariate models.
• Belief-based implicit measures like the P-NSSI-IAT may aid in detecting sensitive 

behaviours such as NSSI, though their added value beyond self-report remains limited.

Nonsuicidal self-injury (NSSI) is the direct and deliberate destruction of one’s own 
body tissue without suicidal intent (Nock, 2010) and is a severe health problem. Besides 
physical scars and infections, NSSI can result in feelings of guilt and shame (Long, 2018; 
Rosenrot & Lewis, 2020) and evoke stigmatising behaviour from family, peers (Doyle, 
2017; Oldershaw et al., 2008), and even health care professionals (Saunders et al., 2012). 
While NSSI is typically conceptualised as non-suicidal, prior NSSI behaviour has been 
shown to be a robust risk factor and predictor of suicidal thoughts and behaviours 
(Franklin et al., 2017; Griep & MacKinnon, 2022; Kiekens et al., 2018; Turner et al., 2013; 
Whitlock et al., 2013). NSSI is a highly prevalent problem. Lifetime prevalence rates 
have been estimated at 4%–6% in general adult populations (Klonsky, 2011; Liu, 2023) 
and up to 45% in adult clinical populations (Andover & Gibb, 2010). Among community 
(non-clinical) adolescent samples, meta-analytic findings suggest a lifetime prevalence of 
16% (Farkas et al., 2024), with even higher rates reported in clinical or younger samples 
(e.g., Swannell et al., 2014). Given the severity and prevalence of NSSI, it is important for 
practitioners to assess which patients are at risk of NSSI behaviour. Assessment methods 
to detect and predict NSSI could provide a valuable opportunity to prevent NSSI and 
suicidal behaviour.

Potential predictors and risk factors for NSSI have been investigated for over a 
decade. Nevertheless, results from a recent meta-analysis on studies longitudinally pre­
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dicting NSSI revealed that most factors show weak predictive utility, suggesting limited 
clinical value (Fox et al., 2015). One notable exception was prior NSSI behaviour, which 
has been identified as the strongest risk factor for future NSSI. Results from individual 
studies have shown that prior self-harm behaviour outperforms other predictors when 
longitudinally forecasting self-harm (Janis & Nock, 2008), and have revealed that prior 
NSSI behaviour is the only significant predictor for NSSI at different follow-up moments 
(Tuisku et al., 2014). Moreover, results from a recent study using machine learning 
techniques showed that prior NSSI behaviour was the most important predictor across 
several time points (Fox et al., 2019). As such, assessing prior NSSI behaviour could be a 
valuable strategy for predicting future NSSI and related behaviours in clinical contexts.

Importantly, however, merely asking individuals about prior NSSI behaviour in clini­
cal settings could be problematic. Patients might be reluctant to disclose NSSI behaviour 
given the potential negative consequences, such as feelings of shame, fear of stigmatiza­
tion, and fear of hospitalization (Long, 2018; MacDonald et al., 2020; Simone & Hamza, 
2020). The addition of implicit measures to screening procedures for NSSI risk detection 
could provide a solution to this problem. Unlike self-report measures, implicit measures 
are used to assess responses occurring under automaticity conditions (De Houwer et al., 
2009; De Houwer & Moors, 2012). For instance, studies have shown that responding on 
certain implicit measures, such as the Implicit Association Test (IAT; Greenwald et al., 
1998) and some of its variants, is far less controllable than responding on self-report 
measures (e.g., Agosta et al., 2011; Egloff & Schmukle, 2002; Kim, 2003; Stieger et al., 
2011). As such, these measures could be less susceptible to deception.

Because of their potential benefits over self-report measures, scholars have developed 
implicit measures for predicting NSSI and other self-harm behaviours (e.g., Nock et al., 
2010; Nock & Banaji, 2007). Notably, most of these measures do not target predictors 
that have previously been shown to be strong forecasters of NSSI (for an exception, 
see Gray et al., 2021). For instance, one of the most frequently used implicit measures 
in this domain, referred to as the Self-Injury Implicit Association Test (SI-IAT; Nock & 
Banaji, 2007), targets self-identification with NSSI behaviour. In the SI-IAT, participants 
categorise stimuli regarding the self (e.g., the word “me”) and others (e.g., the word 
“them”) alongside self-injurious stimuli and non-self-injurious stimuli (e.g., pictures of 
skin that has (not) been cut) as fast as possible using two keys on the keyboard. When 
participants perform better on trials where stimuli regarding the self and self-injurious 
stimuli share the same response key than on trials where stimuli regarding the self and 
non-self-injurious stimuli share the same response key, it is inferred that these individu­
als automatically identify themselves with self-injurious behaviour. While several studies 
have shown that the SI-IAT can discriminate between injury groups and non-injury 
groups (Glenn et al., 2017; Nock & Banaji, 2007; Powers et al., 2021), evidence regarding 
its utility in prospectively predicting NSSI behaviour has been mixed. Two studies have 
demonstrated that the SI-IAT predicts NSSI over time (Cha et al., 2016; Glenn et al., 2016), 
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while other studies have failed to find such effects (Cha et al., 2016; Franklin et al., 2014; 
Glenn & Klonsky, 2011; Powers et al., 2021).

A promising new avenue for NSSI risk detection in clinical practice may involve 
the development of measures that (a) target predictors shown to be strong forecasters 
of NSSI and (b) are less susceptible to deception. An implicit measure was recently devel­
oped that assesses beliefs regarding past behaviour, referred to as the past nonsuicidal 
self-injury IAT (P-NSSI-IAT; Cathelyn et al., 2021). The P-NSSI-IAT follows the same 
procedure as the SI-IAT, with the exception that its stimuli consist of statements (regard­
ing past NSSI behaviour) rather than single words or pictures. If participants respond 
faster on trials in which the same response key is used for categorizing statements 
that are inherently true (e.g., “I’m pressing computer keys”) and statements regarding 
past NSSI behaviour (e.g., “I have carved my skin on purpose”) than on trials where 
the same response key is used for categorising statements that are inherently false 
(e.g., “I’m climbing a mountain”) and statements regarding past NSSI behaviour, this 
might indicate that these individuals automatically endorse the belief that they have 
engaged in NSSI in the past. Two previous studies investigated the predictive utility of 
the P-NSSI-IAT and found that this measure discriminated well between participants 
who reported to have previously engaged in NSSI behaviour (i.e., cutting or carving 
of the skin) and participants who reported to have never engaged in NSSI. P-NSSI-IAT 
scores also prospectively predicted NSSI behaviour over one month (Franklin et al., 2017) 
and predicted this outcome above and beyond other known risk factors for NSSI (i.e., 
hopelessness, frequency of past NSSI, and prior suicidal thoughts).

Importantly, however, these studies were conducted in general online samples which 
were recruited through Prolific Academic (https://www.prolific.co/). To examine the clin­
ical utility of the P-NSSI-IAT, it is important to investigate whether these previous find­
ings generalise to a clinical population. In the current study, we will target outpatients 
and investigate (a) whether and (b) how well the P-NSSI-IAT discriminates between pa­
tients who report having recently engaged in NSSI behaviour (i.e., cutting or carving of 
the skin in the past year and past month) and patients who report having never engaged 
in NSSI behaviour. We will also examine (c) whether P-NSSI-IAT scores independently 
predict self-rated past year, past month, and future likelihood of NSSI, and (d) whether 
P-NSSI-IAT scores predict these outcomes above and beyond known risk factors for NSSI 
(i.e., gender, age, hopelessness, psychiatric disorders typically related to NSSI, and prior 
suicidal thoughts; e.g., Fox et al., 2015; Klonsky & Muehlenkamp, 2007). Note that the 
main aim of this study is to validate the P-NSSI-IAT by assessing its ability to detect 
prior NSSI behaviour in a sample of clinical patients. For practical reasons, we do not 
assess the predictive validity of the P-NSSI-IAT. We include a future likelihood measure 
for exploratory purposes (see Cathelyn et al., 2021). Appendix A provides an overview 
of the research questions, hypotheses, sampling plan, analysis plan, and interpretations 
given different outcomes.

Detection Nonsuicidal Self-Injury 4

Clinical Psychology in Europe
2026, Vol. 8(3), Article e19871
https://doi.org/10.32872/cpe.19871

https://www.prolific.co/
https://www.psychopen.eu/


Method

Participants
We targeted patients who receive outpatient treatment for various conditions. Partici­
pants were recruited through clinical psychologists in Flanders. Recruitment materials 
explicitly invited individuals with and without a history of NSSI to participate, to allow 
for comparison across groups. We contacted clinicians through the Flemish Association 
for Clinical Psychologists, Facebook groups for licensed clinical psychologists, mental 
health outreach events, and a website where Flemish people can search for licensed 
clinical psychologists. Clinicians willing to collaborate were asked to invite patients to 
participate in the study if (a) their first language is Dutch, (b) they were capable of 
conducting the study (i.e., not having a cognitive impairment and not being in serious 
crisis), and (c) they were between 18 and 30 years old. This latter inclusion criterion was 
applied because NSSI behaviour is more prevalent in this age group than in older age 
groups (Swannell et al., 2014). The patients’ eligibility to participate in the study was 
evaluated by the clinicians. Participants were reimbursed for their time and effort with a 
voucher (€10).

A total of 207 participants started the study. Of those, 28 participants dropped out 
after reading the study information. The data of participants were excluded if they 
did not provide complete (questionnaire and/or P-NSSI-IAT) data (32 participants). As 
recommended by Greenwald et al. (2003), we also excluded the data of participants with 
response latencies below 300 ms on 10% or more of critical P-NSSI-IAT trials or with 
P-NSSI-IAT error rates above 30% across the entire task, and/or above 40% for any of the 
critical blocks (34 participants). We applied these exclusion criteria for several reasons. 
First, the researchers had minimal control over what participants were doing as the study 
was conducted online. Second, unlike student participants who completed most past IAT 
studies, the participants in the current study were likely not familiar with reaction time 
measures. As such, more participants might have failed to adhere to instructions than 
in previous IAT studies. Third, the current sample is relatively small; thus, the impact 
of outlier scores may be stronger. Finally, participants might have been motivated to 
conceal their NSSI behaviour and thus might have tried to alter their P-NSSI-IAT scores. 
Studies show that participants who try to alter their IAT scores tend to produce higher 
error rates (e.g., because they believe that increasing the number of errors is a valid 
faking strategy, Röhner et al., 2013; Steffens, 2004). However, for exploratory purposes, 
we also conducted the analyses including the data of participants who met the latter 
exclusion criteria and will report whether doing so affected the results.

Further, we excluded the data of participants who could not be assigned to the past 
year NSSI group or to the no history of NSSI group (45 participants). This occurred when 
participants indicated they had not engaged in skin cutting in the past year, but had 
(a) engaged in skin cutting more than a year ago, (b) used another NSSI method during 
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their lifetime, and/or (c) attempted suicide using cutting of the skin as a method (because 
the category labels and items of the P-NSSI-IAT do not distinguish between suicidal 
and non-suicidal self-injury). Relatedly, we had planned to exclude participants if there 
was uncertainty regarding their NSSI group status (e.g., because of inconsistencies in the 
self-report data, for example, when participants report having engaged in NSSI in the 
past month, but not in the past year), but no participants met this criterion.

The main effect of interest is the difference in P-NSSI-IAT scores between the past 
NSSI group and the no history of NSSI group. In line with previous studies (Cathelyn 
et al., 2021), we tested differences in P-NSSI-IAT scores between individuals who had 
never engaged in NSSI on the one hand and individuals who had engaged in NSSI on the 
other hand. In the latter group, we distinguished between individuals who had engaged 
in NSSI in the past year and individuals who had engaged in NSSI in the past month. 
Given that it is more feasible to recruit a sufficient number of participants who have 
engaged in NSSI in the past year than a sufficient number of participants who have 
engaged in NSSI in the past month, the required sample sizes for the current study were 
calculated based on the estimated effect size for an independent samples t-test comparing 
P-NSSI-IAT scores from the past year NSSI group and the no history of NSSI group. Note 
that previous studies testing the predictive utility of implicit measures for NSSI typically 
focused on detecting lifetime prevalence of NSSI, but this may be less relevant for clinical 
purposes (Powers et al., 2021). We focus on more recent behaviour and calculate the 
power of the study to detect past year NSSI which is of clinical importance. According 
to conventions for effect sizes (Cohen, 1988), we found medium to large effect sizes 
in our previous studies when comparing P-NSSI-IAT scores between a past year NSSI 
group and a no history of NSSI group (with ds ranging from 0.68 to 0.82; Cathelyn et 
al., 2021). Given that previous studies have demonstrated that group differences between 
prediction scores for NSSI tend to be more modest in clinical than in community samples 
(Franklin et al., 2017; Sohn et al., 2021), we applied an estimated effect of d = .60 in the 
power analysis, which is slightly smaller than the lowest observed effect size.

Results of the power analysis showed that a total of 146 participants would allow for 
detecting the estimated effect size with 85% power in a one-tailed t-test (α = .05) with 
an estimated group-allocation ratio (i.e., the proportion of cases and controls) equal to 5 
(i.e., 24 cases and 122 controls). Because our previous studies were conducted in general 
online samples, and we conducted pre-screening studies to recruit many cases, we could 
not base the estimated group-allocation ratio on our previous studies. Therefore, we 
chose to apply a conservative estimate of the group allocation ratio in the power analysis 
and registered that we would stop data collection when 146 participants fully completed 
the study.

While we indicated in our preregistered protocol that data collection would stop 
when 146 participants had fully completed the study, we noted during data collection 
that our power analysis was based on retaining 146 participants after applying prede­
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fined exclusion criteria (e.g., based on IAT performance or unclear group classification). 
Due to substantial and prolonged difficulties in recruiting participants from the targeted 
clinical population, high exclusion rates, and given that participants were compensated 
upon completion of the study procedure regardless of later data exclusion, we ceased 
data collection due to time and financial constraints after three full years of recruitment. 
At that point, 147 participants had completed the full study and received reimbursement.

After applying the preregistered exclusion criteria, the final analysed sample consis­
ted of 68 participants (mean age = 30, SD = 12; 24% male, 75% female, 1% other identity), 
including 45 participants who engaged in NSSI in the past year and 23 participants 
without a history of NSSI. A sensitivity power analysis (G*Power 3.1) indicated that this 
final sample size provides us with 75% power to detect the estimated effect size of d = 
0.60. Participants from the past NSSI group reported engaging in skin cutting 4.31 on 
average over the past year (SD = 3.17). Based on self-report symptom screening, 44% of 
participants reported symptoms consistent with a mood disorder, 46% with an anxiety 
disorder, 21% with an eating disorder, and 25% with a substance use disorder. Details on 
screening criteria are provided in the Measures of Risk Factors section.

Materials and Apparatus
The study was built using lab.js, a tool for creating browser-based studies. The study was 
hosted online, and participants received a link to the study via their treating clinician 
and were asked to complete the study using their laptop or desktop. All materials were 
translated into Dutch using back-translation, except for the Patient Health Questionnaire 
(PHQ; Spitzer et al., 1999). We used the Dutch version of the PHQ as translated by the 
MAPI Research Institute (see https://www.phqscreeners.com/).

P-NSSI-IAT

The P-NSSI-IAT followed the same procedure as in previous studies (Cathelyn et al., 
2021). Participants were instructed to categorise statements regarding past (non-) NSSI 
behaviour and statements that are inherently true or false as fast as possible using the 
E- or I-key on the keyboard. On each trial, a statement appeared in the middle of the 
screen until participants pressed one of the valid response keys. If the response was 
correct, the statement disappeared, and the next statement was presented 400 ms later. If 
the response was incorrect, a red cross replaced the statement for 200 ms, and the next 
statement appeared 400 ms after the red cross appeared. Category labels were presented 
in the top left and right corners of the screen to aid categorization. The category labels 
and stimuli are listed in Appendix B. We used the font Helvetica with font size 15 
for the category labels and font size 18 for the statements. The category labels were 
presented in upper case letters, and the statements were presented in lower case letters. 
The P-NSSI-IAT procedure was presented full screen.
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The P-NSSI-IAT consists of seven blocks and 192 trials. Before the first block began, 
participants received instructions emphasizing speed and accuracy. Specifically, they 
were asked to respond as quickly as possible while trying to avoid too many mistakes, 
to avoid distractions, to pay attention, and to keep their fingers on the E and I keys 
throughout the task. The full task instructions are provided in Appendix B. Before the 
start of all subsequent blocks, participants were reminded to try to respond as quickly as 
possible. Participants were able to proceed to the next block by pressing the space bar.

In the first block of the P-NSSI-IAT, participants practiced categorizing four state­
ments regarding past NSSI behaviour (e.g., “I have carved my skin on purpose”) using the 
E-key, and four statements regarding past non-NSSI behaviour (e.g., “I have carved my 
skin not once”) using the I-key. In the second block, participants practiced categorizing 
four statements that are inherently true (e.g., “I’m pressing computer keys”) using the 
E-key, and four inherently false statements (e.g., “I’m playing football”) using the I-key. 
Both practice blocks consisted of 32 trials during which the eight statements were each 
presented four times. In the next two blocks, participants categorised statements from 
all four categories simultaneously using the practiced key assignment (i.e., the E-key for 
sentences regarding past NSSI behaviour and statements that are inherently true, and the 
I-key for sentences regarding past non-NSSI behaviour and sentences that are inherently 
false). In the combined blocks (16 and 32 trials) the 16 statements were each presented 
three times. Following this, there was another practice block in which only statements 
regarding past (non-) NSSI behaviour needed to be categorised, but this time with the 
response key assignment reversed (i.e., the E-key for statements regarding past non-NSSI 
behaviour and the I-key for statements regarding past NSSI behaviour). This practice 
block consisted of 32 trials during which the eight statements were each presented four 
times. In the final two combined blocks, participants categorised statements from all 
four categories using the new response key assignment. The order of the trials was 
determined randomly for each block and participant.

Self-Report Measures of NSSI Behaviour

To assess the outcome variables of interest, participants were asked how many times 
they had intentionally cut or carved their skin without suicidal intent in the past 12 
months and in the past 30 days. These two questions were rated on a scale ranging 
from 0 to 10+ times. Participants were also invited to indicate how likely they would 
be to intentionally cut or carve their skin without intending to kill themselves in the 
future. This question was rated on a Likert scale ranging from 0 (low/little) to 4 (very 
much/severe).

To determine whether the data of participants should be excluded (see exclusion cri­
teria), participants were also asked about lifetime skin cutting with and without suicidal 
intent, and lifetime NSSI using any other method. Participants were asked to indicate 
“yes” or “no” when answering these questions. All questions regarding NSSI behaviour 
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were based on or adapted from the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) 
and the Self-Injurious Thoughts and Behavior Interview (SITBI; Nock et al., 2007).

Measures of Risk Factors

Indicators of psychiatric diagnoses were assessed using the PHQ, a self-administered 
questionnaire that screens for five common types of psychiatric disorders: mood, anxiety, 
eating, substance abuse, and somatoform disorders. Note that we only included the first 
four modules of the questionnaire because these disorders are frequently related to 
NSSI (e.g., Klonsky & Muehlenkamp, 2007). Hopelessness was assessed using the Beck 
Hopelessness Scale (BHS; Beck et al., 1974). The BHS assesses positive and negative 
beliefs about the future and consists of 20 items (e.g., “my future seems dark to me”). Par­
ticipants were asked to evaluate these statements as true or false. Finally, the frequency 
of prior suicidal thoughts was assessed through a question that was adapted from the 
SITBI: “During how many separate times in your life have you had thoughts of killing 
yourself?”. Participants indicated this frequency on a scale ranging from 0 to 10+ times.

Procedure
After providing informed consent, participants indicated their age and gender and com­
pleted the P-NSSI-IAT. Afterwards, participants were reminded about the anonymous 
nature of the study (to reduce socially desirable responding) and answered the questions 
regarding NSSI behaviour. In the next phase, participants completed the PHQ, the BHS, 
and prior suicidal thoughts. At the end of the study, participants were referred to several 
help sources for coping with NSSI and suicidal thoughts and behaviour. Participants were 
also referred to a separate website where they were asked to provide the information 
needed for compensation purposes.

Data Pre-Processing
To calculate P-NSSI-IAT scores we used the D4 scoring algorithm (Greenwald et al., 
2003). This algorithm assesses the difference in reaction times between the first two and 
the second two combined blocks while correcting the latencies for individual variability. 
In line with this algorithm, trials with latencies longer than 10,000 ms were removed 
and latencies on trials with an incorrect response were replaced with the participant’s 
block mean (based on correct responses) plus a 600 ms penalty. Reaction times on trials 
of the first two combined blocks were subtracted from reaction times on trials of the 
second two combined blocks, such that higher scores indicate faster responding during 
combined blocks in which statements regarding past NSSI behaviour and statements that 
are logically true share the same response key. The Spearman-Brown corrected split-half 
reliability for the P-NSSI-IAT was .88, based on the correlation between D-scores compu­
ted from odd- versus even-numbered trials.
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The presence of any mood, anxiety, eating or substance abuse disorder indicators 
was determined using the manual and scoring instructions for the PHQ (Spitzer et 
al., 1999). No distinction was made between specific disorders (e.g., major depressive 
disorder, other depressive syndrome, etc.). If a participant met the scoring threshold for 
any specific disorder subtype (e.g., major depressive disorder), the overarching category 
(e.g., mood disorder) was scored as “1”, otherwise it was scored as “0”. The Cronbach's 
alpha for the modules of the PHQ were .90 (mood disorders), .71 (anxiety disorders), 
.59 (eating disorders), and .71 (substance abuse disorders). For hopelessness, each BHS 
item indicative of hopelessness was scored as “1”, and total scores were calculated by 
summing the 20 items (Cronbach’s alpha = .91).

To assign participants to the NSSI groups, we used the self-reported NSSI frequencies 
and ratings. Table 1 provides an overview of the criteria of the self-report questionnaires 
that were used to assign participants to the NSSI groups and includes the number of 
participants per NSSI group.

Table 1

Grouping of Participants and Number of Participants per NSSI Group

Group n

NSSI frequencies and ratings

Past year
NSSI

Past month
NSSI

Future likelihood
NSSI

Past year NSSI group 45 > 0 = 0 or > 0 –

Past month NSSI group 23 > 0 > 0 –

No history of NSSI group 23 = 0 = 0 –

Low future likelihood NSSI group 26 = 0 or > 0 = 0 or > 0 0 – 2

High future likelihood NSSI group 42 = 0 or > 0 = 0 or > 0 3 – 4

Note. NSSI = nonsuicidal self-injury.

Results

Group Differences in P-NSSI-IAT Scores
To examine whether P-NSSI-IAT scores distinguish between participants with and with­
out a history of NSSI, we conducted two independent samples t-tests. First, participants 
who reported no lifetime history of NSSI (M = 0.04, SD = 0.54) had significantly lower 
IAT scores than participants who reported engaging in past-year NSSI (M = 0.42, SD = 
0.48), t(66) = 2.96, p = .002, d = 0.76. Second, participants without a history of NSSI also 
had lower IAT scores than participants who reported engaging in past-month NSSI (M = 
0.34, SD = 0.57), t(44) = 1.85, p = .036, d = 0.54.
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Receiver operating characteristic (ROC) analyses were used to assess how well P-
NSSI-IAT scores discriminated between individuals with and without a history of NSSI. 
For past-year NSSI, the area under the curve (AUC) was 0.72 (95% CI [0.58, 0.86]), indicat­
ing good discriminative ability. In previous studies (Cathelyn et al., 2021), we established 
cut-off scores for the P-NSSI-IAT to maximise sensitivity (0.16) or specificity (0.65) while 
retaining fair specificity and sensitivity, respectively. At this sensitivity-maximizing cut­
off, sensitivity was 0.78 and specificity was 0.57. At the specificity-maximizing cutoff, 
sensitivity dropped to 0.36, while specificity increased to 0.87. When using a cutoff 
of 0.00 (a theoretically relevant cut-off; Cvencek et al., 2021), sensitivity was 0.82, and 
specificity was 0.43.

For past-month NSSI, the AUC was 0.68 (95% CI [0.52, 0.85]). Sensitivity and specifici­
ty at the 0.16 cutoff were 0.74 and 0.57, respectively. At the 0.65 cutoff, sensitivity was 
0.39 and specificity was 0.87. Using a cutoff of 0.00 yielded a sensitivity of 0.74 and 
specificity of 0.43.

Predictive Validity
We conducted three logistic regression analyses to test whether P-NSSI-IAT scores inde­
pendently predicted past-year NSSI, past-month NSSI, and self-rated future likelihood of 
NSSI. P-NSSI-IAT scores significantly predicted past-year NSSI (OR = 4.19, 95% CI [1.53, 
13.10], p = .008), but not past-month NSSI (OR = 2.76, 95% CI [0.94, 9.37], p = .078), or 
self-rated likelihood of future NSSI (OR = 2.75, 95% CI [0.87, 10.75], p = .108).

To evaluate the incremental predictive value of the P-NSSI-IAT above and beyond 
self-report risk factors, we conducted hierarchical logistic regression analyses. Variance 
inflation factors (VIFs) for all predictors were below 2 (range: 1.06–1.95), indicating 
no problematic multicollinearity. For past-year NSSI, risk factors (hopelessness, suicidal 
thoughts, and mood and anxiety disorder indicators) entered in Step 1 significantly 
predicted NSSI, χ2(4) = 40.28, p < .001. Suicidal thoughts (OR = 1.80, 95% CI [1.29, 2.91]) 
and mood disorder indicators (OR = 8.52, 95% CI [0.97, 117.57]) showed the strongest 
associations. Adding the P-NSSI-IAT in Step 2 improved model fit, but this improvement 
was not statistically significant, Δχ2(1) = 2.51, p = .113.

Similar results were found for past-month NSSI: Step 1 model χ2(4) = 43.53, p < .001; 
Δχ2(1) for Step 2 = 0.05, p = .827; and for self-rated likelihood of future NSSI: Step 1 
model χ2(3) = 28.09, p < .001; Δχ2(1) for Step 2 = 0.32, p = .570. For past-month NSSI, 
suicidal thoughts (OR = 2.19, 95% CI [1.34, 5.10]) and mood disorder indicators (OR = 
50.43, 95% CI [3.25, 2471.61]) were associated with higher odds. For future likelihood, 
hopelessness was the only significant predictor (OR = 1.32, 95% CI [1.10, 1.65]).
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General Discussion
This study evaluated the utility of the P-NSSI-IAT as a tool for detecting past NSSI 
behaviour in a clinical population. Whereas prior research demonstrated the predictive 
and discriminative potential of this implicit measure in general population samples 
(Cathelyn et al., 2021), the present findings are the first to extend this work to a sample 
of outpatients, thereby addressing the clinical relevance of the P-NSSI-IAT.

Our findings support the discriminative validity of the P-NSSI-IAT in this clinical 
context. Patients who reported past-year or past-month NSSI exhibited significantly 
higher IAT scores than patients with no history of NSSI, with medium to large effect 
sizes. ROC analyses further indicated that the P-NSSI-IAT was able to distinguish pa­
tients with and without recent NSSI with fair to good accuracy (AUCs of 0.68–0.73). 
Sensitivity and specificity estimated at pre-established and theory-informed cutoffs were 
comparable to those observed in prior research, suggesting robustness across samples 
and potential applicability in clinical screening contexts.

Logistic regression analyses showed that P-NSSI-IAT scores independently predicted 
past-year NSSI, providing further support for its clinical relevance. However, effects 
were weaker and not statistically significant for past-month NSSI or perceived future 
likelihood of NSSI. Moreover, when known risk factors, such as hopelessness, suicidal 
thoughts, and mood and anxiety disorder indicators, were statistically controlled for, 
the IAT no longer significantly improved predictive accuracy. These results suggest that 
while the IAT scores may capture relevant aspects of NSSI-related beliefs, their added 
value over self-report instruments is currently limited in multivariable prediction models. 
This might imply that the IAT may mainly be useful in settings where patients are 
unwilling or unable to disclose NSSI.

A notable pattern in the findings is that the P-NSSI-IAT predicted past-year NSSI, 
but not past-month NSSI or anticipated future likelihood of NSSI. First, with regard 
to past-month NSSI, one likely explanation is limited statistical power: the past-month 
group was the smallest of the three and may not have allowed for the detection of 
effects of moderate size. We therefore refrain from drawing strong conclusions about 
the apparent difference between past-year and past-month NSSI. Second, regarding the 
future likelihood of NSSI, this variable was assessed via a single self-rated expectation, 
which may be influenced by factors beyond past behaviour, such as motivation to recov­
er, social desirability, limited insight, self-efficacy expectations, or perceived ability to 
regulate emotions. These factors may contribute to divergence between explicit expect­
ations and the tendencies captured by the P-NSSI-IAT. Future studies should examine 
whether P-NSSI-IAT scores can meaningfully predict future behaviour when assessed in 
a longitudinal design.

Several limitations of the study merit consideration. First, the sample size, though 
adequate for detecting large effects, limited power for identifying smaller effects, particu­
larly for the recent NSSI group. This may partly explain why some effects were in the 

Detection Nonsuicidal Self-Injury 12

Clinical Psychology in Europe
2026, Vol. 8(3), Article e19871
https://doi.org/10.32872/cpe.19871

https://www.psychopen.eu/


expected direction but did not reach statistical significance. In addition, group sizes were 
unequal in several key comparisons (e.g., N = 45 for the past-year NSSI group vs. N = 23 
for the no-history group), which may reduce the precision of some estimates and limit 
confidence in the stability of the findings. Because unequal group sizes can increase the 
likelihood of sampling error and affect the reliability of statistical estimates, particularly 
in small samples, future studies with larger and more balanced groups are needed to 
replicate these results.

Second, although a clinical sample was recruited, the online design prevented confir­
mation of diagnoses and limited our ability to characterize heterogeneity in treatment 
status or context. This restricts conclusions about whether the IAT performs differently 
across clinical subgroups. Future in-person studies with structured assessments (e.g., 
structured interviews) would allow more fine-grained examination of such differences. 
Third, the use of self-report measures for key variables, including NSSI history, recent 
episodes, and risk factors, may have introduced underreporting or misclassification, 
given the socially sensitive nature of NSSI. Such inaccuracies could weaken observed 
group differences, reduce the predictive strength of odds ratios, and lower the apparent 
discriminative accuracy of the P-NSSI-IAT. Future research may benefit from incorporat­
ing clinician assessments or additional corroborating information (e.g., clinical records 
or ecological momentary reporting). Finally, although self-rated future likelihood of NSSI 
was included as an exploratory outcome, the absence of longitudinal follow-up means 
that the current study cannot draw conclusions about actual prospective predictive 
validity. Longitudinal designs will be essential to evaluate whether the P-NSSI-IAT can 
meaningfully predict future NSSI behaviour.

Taken together, these findings provide initial evidence that the P-NSSI-IAT can be a 
valid tool for detecting past NSSI in clinical populations. Although the P-NSSI-IAT may 
prove useful in contexts where disclosure is limited, it is important to note that we found 
no evidence for incremental predictive value above self-report risk factors in this clinical 
sample. Future research could evaluate the IAT’s utility in prospective designs, examine 
cutoffs tailored to specific clinical contexts, and test whether combining implicit and 
explicit indicators enhances decision-making in clinical assessments of NSSI.
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Abstract
Background: Cognitive deficits are prevalent in major depressive disorder (MDD), span multiple 
cognitive domains, and often persist during remission. However, long-term associations between 
cognitive functioning and depression remain unclear. This study explores bidirectional associations 
using 20-year longitudinal data, providing follow-up twice as long as previously reported.
Method: Individuals in remission of recurrent MDD underwent neuropsychological assessments 
at baseline (n = 137, 21-65 years) and 20-year follow-up (n = 33), covering multiple domains. 
Psychiatric assessments occurred at eight time points. Cox proportional hazard models and linear 
mixed-effects models tested bidirectional associations between cognitive functioning and 
depression. Group-level cognitive change was tested using paired sample t-tests and Bayesian 
analyses, and individual-level change using reliable change indices (RCI’s).

This is an open access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License, CC BY 4.0, which permits unrestricted use, 
distribution, and reproduction in any medium, provided the original work is properly 
cited.

https://crossmark.crossref.org/dialog/?doi=10.32872/cpe.20989&domain=pdf&date_stamp=2026-08-31
https://orcid.org/0009-0008-1373-9820
https://orcid.org/0000-0003-1612-7535
https://orcid.org/0000-0002-7727-3934
https://orcid.org/0000-0002-2508-340X
https://orcid.org/0009-0006-9142-3288
https://orcid.org/0000-0001-6484-0349
https://orcid.org/0000-0002-3191-3844
https://orcid.org/0000-0002-9220-9244
https://www.psychopen.eu/
https://cpe.psychopen.eu/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/


Results: No cognitive domains significantly predicted time-to-depressive-relapse, the number of 
depressive episodes, or total time depressed over 20 years. Similarly, the number of episodes, total 
time depressed, and changes in depression severity did not significantly predict cognitive changes. 
At follow-up, we observed declines in speed of information processing (p < .001, d = -0.73, RCI: 
32.1% deteriorated) and speed of memory processing (p = .015, d = -0.49, RCI: 39.3% deteriorated). 
Learning and memory improved (p < .001, d = 1.19, RCI: 28.6% improved). Working memory and 
executive functioning remained stable. Findings were not explained by selective drop-out.
Conclusions: We found only minor long-term cognitive change, with no clear worsening or 
evidence of scarring and state effects. Cognitive functioning remained relatively stable, and we 
observed no link to depression trajectories over 20 years, providing a more optimistic outlook for 
depressed patients.

Keywords
cognitive functioning, major depressive disorder, relapse, scarring, cognitive impairments, bidirectionality

Highlights
• Cognitive functioning did not predict depression trajectories over 20-years follow-up, 

twice as long as prior work.
• Similarly, changes in cognitive functioning were not predicted by depression 

trajectories.
• No state- or scarring effects were found, and cognitive functioning remained relatively 

stable.

Major depressive disorder (MDD) is one of the most prevalent mental disorders 
(Ferrari et al., 2013), characterized by high rates of recurrence and treatment resistance 
(Hardeveld et al., 2010; McIntyre et al., 2023), making it a leading cause of disease 
burden. Traditionally, MDD treatment and research have primarily focused on affective 
symptoms, often overlooking cognitive functioning. However, cognitive deficits are not 
merely a clinical epiphenomenon of an affective disorder but constitute an important 
symptom and central feature. Between 24% and 79% of adults with MDD are affected 
by cognitive deficits, with the prevalence varying based on clinical state and definitions 
used (Douglas et al., 2018; Gualtieri, 2008; Liu et al., 2023; Stainton et al., 2023; Tran 
et al., 2021). Moreover, cognitive deficits contribute to the societal costs and disability 
associated with depression, as they are linked to a reduced quality of life and diminished 
functioning (Cambridge et al., 2018; Evans et al., 2013; Lam et al., 2014).

Interestingly, objective measures of cognitive performance poorly align with de­
pressed patients’ subjective experiences (Serra-Blasco et al., 2019). This underscores the 
importance of focusing on objectively measured cognitive functioning when examining 
longitudinal associations with depression. Nonetheless, objectively measured cognitive 
deficits in MDD span multiple cognitive domains, including memory and learning, at­
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tention, psychomotor speed, processing speed, and executive functioning (Douglas & 
Porter, 2009; Hammar & Årdal, 2009; Roca et al., 2015; Rock et al., 2014; Snyder, 2013; 
Wagner et al., 2012). These deficits are evident across different stages of depression: 
during first acute episodes (Ahern & Semkovska, 2017; Lee et al., 2012; Varghese et al., 
2022), recurrent episodes (Kriesche et al., 2023), and, remarkably, in remission (Kriesche 
et al., 2023; Semkovska et al., 2019). In remission, both objective and subjective cognitive 
deficits often persist as common residual symptoms (Conradi et al., 2011; Minor et al., 
2005; Semkovska et al., 2019), indicating that clinical remission often does not equate 
cognitive remission (Bortolato et al., 2016).

Several hypotheses have been put forward to explain the nature of cognitive deficits 
in depression (Allott et al., 2016; Ang et al., 2020; Douglas & Porter, 2009; Hammar 
et al., 2022). First, it is hypothesized that deficits accumulate progressively with repea­
ted depressive episodes and persist during remission (scar hypothesis: depression → 
cognitive functioning). Alternatively, cognitive deficits may fluctuate with the severity 
of depressive symptoms and improve when the depression resolves (state hypothesis: 
cognitive functioning ↔ depression). Lastly, they could stem from a pre-existing vulner­
ability that remains constant throughout the course of depression, regardless of clinical 
state (trait hypothesis: cognitive functioning → depression). Importantly, these three 
hypothesized mechanisms are not mutually exclusive, may co-occur in time, or vary 
across individuals, cognitive domains, and the phases of depression (Ahern et al., 2025; 
Allott et al., 2016; Ang et al., 2020; Semkovska et al., 2019). There is at least partial 
and mixed empirical support for these hypotheses, based on, for example, family studies 
(Allott et al., 2016), premorbid studies (Allott et al., 2016), cross-sectional comparisons 
between MDD patients and healthy controls (Ahern et al., 2025; Rock et al., 2014; Snyder, 
2013), and studies comparing individuals with first-episode depression to those with 
recurrent depression (Guan et al., 2025; Talarowska et al., 2015). However, as many of 
these findings rely on between-group comparisons, longitudinal designs with repeated 
measures within the same individuals remain essential. Longitudinal approaches help 
minimize potential confounding that may arise when comparing different patient groups 
at different stages of illness.

Although cognitive deficits are a well-established symptom over the course of de­
pression, reverse causality is also possible after initial MDD onset, with cognitive defi­
cits contributing to the chronic nature of depression. For instance, cognitive deficits 
predict poorer treatment response (Groves et al., 2018) and an increased risk of relapse 
(Alexopoulos et al., 2000; Maeshima et al., 2016; Schmid & Hammar, 2013), although 
other studies found no such associations (Majer et al., 2004; Reppermund et al., 2009; 
Wekking et al., 2012). The heightened relapse risk may be explained by cognitive deficits 
facilitating cognitive biases, dysfunctional beliefs, and rumination (Ahern et al., 2019). 
Recent population-based longitudinal studies, primarily in older adults, have reported 
bidirectional associations between cognitive functioning and depressive symptoms (Fong 
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et al., 2025; Ma et al., 2025; Yin et al., 2024). However, evidence from clinician-verified 
clinical samples using extensive neuropsychological testing and focusing on bidirection­
ality across the recurrent depressive course rather than late-life cognitive decline re­
mains limited. Understanding the nature of cognitive deficits and their consequences is 
important, given their associated burden, and can additionally help identify targets for 
treatment and prevention.

This study aims to disentangle long-term bidirectional associations between cogni­
tive functioning and depression over 20 years, increasing our understanding of their 
development over time following MDD onset. Longitudinal data from the DELTA-study 
(Legemaat et al., 2023), including recurrently depressed individuals in remission, provides 
a unique opportunity to address these questions. To our knowledge, this study provides 
the longest follow-up on cognitive functioning in depression, extending over twice as 
long as previously reported (Hammar & Årdal, 2012; Sarapas et al., 2012). In summary, 
we aim to: (a) explore to what extent cognitive functioning prospectively predicts depres­
sion trajectories over 20 years; (b) explore to what extent depression trajectories predict 
changes in cognitive functioning over 20 years; and (c) explore changes in cognitive 
functioning over 20 years. Based on previous research indicating bidirectionality, we 
hypothesize that cognitive functioning not only prospectively predicts the course of 
depression, but conversely, is also influenced by the course of depression.

Method

Design and Sample
This study is a follow-up of the DELTA-study (Legemaat et al., 2023; Wekking et al., 
2012), a randomized controlled trial (RCT) examining effects of preventive cognitive 
therapy (PCT) in remitted MDD with follow-ups after 3 months and 1, 2, 3, 5.5, 10, 
and 20 years. Participants were recruited in 2000, and the follow-up ended in 2022. 
At entry, participants were (a) at least 18 years old and (b) in remission from MDD 
for at least 10 weeks and at most 2 years. They experienced (c) two or more previous 
MDD episodes in the last 5 years and (d) had 17-item Hamilton Depression Rating Scale 
(HDRS-17) scores less than 10 (Hamilton, 1960). Exclusion criteria were organic brain 
damage, substance abuse, current or previous psychotic disorders, current or previous 
(hypo)mania, predominant anxiety disorder, recent electroconvulsive therapy, and recent 
or current psychotherapy.

Procedure
Participants were screened using the Structured Clinical Interview for DSM–IV (SCID-I) 
and the HDRS-17. Participants who met the inclusion criteria were randomized to PCT 
(8 weekly group sessions) or treatment as usual (TAU; comprising standard care) and 
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were invited to attend blinded follow-up assessments. Neuropsychological assessments 
were conducted at baseline and at the 20-year follow-up. Psychiatric assessments were 
conducted at baseline and 3-month, 1-, 2-, 3-, 5.5-, 10-, and 20-year follow-up. Procedures 
were approved by the institutional review board. Participants gave informed consent 
prior to participation and at follow-ups.

Outcomes
Neuropsychological Assessment

Neuropsychological assessments consisted of Dutch versions of internationally adopted 
tests (see Supplementary Table 1), conducted at baseline and 20-year follow-up only. The 
Stroop Color and Word Test (SCWT) was used to assess the speed of information pro­
cessing (trials I and II) and executive functioning (trial III; Lezak et al., 2004). To assess 
the speed of memory processing, we used four subtasks of the Memory Comparison Task 
(MCT; Lezak et al., 2004). Additionally, both the backward and forward subtests of the 
Digit Span Test (Lezak et al., 2004) were used to measure working memory. To assess 
learning and memory, the Stories Recall subtest of the Rivermead Behavioral Memory 
Test (RBMT) and the Dutch California Verbal Learning Test (CVLT) were used. The Sto­
ries Recall subtest of the RBMT is a measure of immediate recall, absolute delayed recall, 
and relative delayed recall (Lezak et al., 2004; Wilson et al., 1991). The CVLT measures 
components of immediate recall and delayed recall (Mulder et al., 1996). Additionally, at 
20-year follow-up, participants self-reported cognitive problems using the WHODAS 2.0 
(Üstün, 2010).

Raw test scores were converted to standardized scores (T-scores: M = 50, SD = 10) 
based on Dutch normative data, controlling for sex, age, and educational level. To mini­
mize the number of tests, we calculated composite T-scores for five cognitive domains, at 
both time points by averaging T-scores of (sub)tests: (a) speed of information processing 
(SCWT trails I and II); (b) speed of memory processing (MCT); (c) working memory 
(Digit Span forwards and backwards); (d) memory and learning (CVLT and RBMT subt­
ests); and (e) executive functioning (SCWT trial III). Participants were classed as impaired 
(T-scores ≤ 36 considered as clinical range) or non-impaired on all five domains separate­
ly (Hermans et al., 2024). Performance validity was tested at 20-year follow-up, using 
the Test of Memory Malingering (TOMM; scores ≥ 45 considered valid) and Amsterdam 
Short Term Memory Test (ASTM; scores ≥ 85 considered valid; Schmand et al., 1999; 
Tombaugh, 1997). Total scores and classifications based on manual-recommended cut-off 
scores were used for the performance validity tests.

Depressive Relapse, Episodes and Severity

At baseline, 3-month, 1-, 2-, 3-, 5.5-, and 10-year follow-up, current and past depressive 
episodes were measured using the SCID-I and at 20 years using the Structured Clinical 
Interview for DSM-5 (SCID-5; First et al., 2016). Relapse was defined as meeting MDD 
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criteria again 2 months after remission, while meeting criteria within 2 months was 
considered a continuation of the previous episode. These assessments also provided 
data on time-to-relapse, total number of episodes, and total time depressed (in days). 
The term depression trajectories is used as a collective term for these course indicators 
(e.g., time-to-relapse, number of episodes) and does not represent a separate outcome. 
Interrater agreement of assessments up to 10-year follow-up was high (K = .94). The 
20-year assessments were conducted by one clinician.

We used the HDRS-17 (Hamilton, 1960) to assess depressive symptom severity as an 
outcome across follow-up psychiatric assessments. This semi-structured interview covers 
affective, behavioral, and somatic symptoms over the past week. Seventeen items are 
scored on 3-point or 5-point scales, with total scores ranging from 0 to 52. The HDRS-17 
has good psychometric properties (Trajković et al., 2011) and showed acceptable average 
internal consistency across the DELTA-study (α = .73). The Beck Depression Inventory 
(BDI), a self-report measure of depressive symptom severity (Beck et al., 1961), was used 
to describe baseline clinical characteristics.

Statistical Analyses
Analyses were conducted in R (Version 4.3.2), using a two-sided p-value of < .05 to 
determine statistical significance. Due to the small sample size and resulting low statisti­
cal power, we considered all our analyses exploratory. Consequently, no corrections for 
multiple testing were applied, and no power analysis was performed. Non-response anal­
yses were conducted to compare participants who completed both neuropsychological 
assessments with those who dropped out, on clinical, cognitive, and demographic base­
line values. Comparisons used χ2-tests for categorical variables and independent-sample 
t-tests for continuous variables. No imputation was conducted. Handling of missing data 
differed per analysis. Cross-sectional analyses were conducted using available cases. For 
the mixed-effects model, all available repeated measurements were included. To validate 
similarity between treatment groups (PCT vs. TAU), we assessed differences on the 
five cognitive domains at follow-up using analysis of covariance, adjusting for baseline 
cognition and, in a second analysis, adding the number of previous episodes (< 4 vs. ≥ 
4) and the interaction with treatment, in line with previous work (Legemaat et al., 2023). 
If no significant or substantial effects were found, participants would be analyzed as 
one group in subsequent analyses. Spearman's rank-order correlations were calculated 
between self-reported cognitive problems and objective cognitive functioning (T-scores). 
Sensitivity analyses were conducted, excluding participants who failed performance val­
idity tests. Across analyses, models were estimated without additional covariates given 
the exploratory nature of the study and modest sample size.
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Cognitive Functioning as Predictor of Depression Trajectories (Aim 1)

Baseline cognitive functioning as a predictor of depression trajectories over 20 years 
was assessed for each cognitive domain (Aim 1). Effects of cognitive functioning on time-
to-relapse were tested using separate Cox proportional hazards models to appropriately 
handle time-to-event data with censoring and to allow the estimation of relapse risk over 
time. Additionally, impaired versus non-impaired groups with each domain separately 
were compared using Kaplan-Meier survival curves and log-rank tests. A generalized lin­
ear mixed model with zero-inflation negative binomial distributions was used to predict 
the number of depressive episodes measured at seven follow-ups over 20 years, using 
the glmmTMB package, to account for excess zeros. Effect estimates were expressed as 
incidence rate ratios (IRRs). Linear mixed-effects models were used to predict total time 
depressed measured at seven follow-ups over 20 years, utilizing the lme4 package. In 
general, linear mixed-effects models were used as they account for repeated continuous 
outcomes and can handle unbalanced, partially missing data. Baseline cognitive domain 
score and time (follow-up wave) were included as fixed effects. Random intercepts for 
participants were specified to account for within-subject dependency across repeated 
assessments.

Depression Trajectories as Predictors of Cognitive Changes (Aim 2)

We used linear mixed-effects models to explore whether long-term depression trajec­
tories were predictive of cognitive change over time (Aim 2). For this, we predicted 
changes in cognitive domains separately, between baseline and follow-up, by the number 
of depressive episodes, total time depressed, and changes in HDRS-17 scores over 20 
years (operationalized as the difference between baseline and 20-year follow-up scores). 
In each model, time (baseline vs. follow-up), the respective depression trajectory variable, 
and their interaction were included as fixed effects. A random intercept for participant 
was specified to account for within-subject dependency across repeated assessments. 
The interaction term tested whether long-term depression burden was associated with 
differential cognitive change between baseline and follow-up.

Changes in Cognitive Functioning (Aim 3)

Group-level changes, defined as mean within-subject changes, in cognitive functioning 
(Aim 3) were examined using paired sample t-tests for individual neuropsychological test 
scores and cognitive composite domain scores. With these analyses, we aimed to test 
whether on average cognitive functioning changed over time. Given the small sample 
size for these analyses, additional Bayesian analyses were conducted as this can quantify 
support in favor of the null hypothesis, and not only against it, using BayesFactor. To 
assess individual-level changes (Aim 3), reliable change indices (RCI) were calculated and 
plotted, using the JTRCI package. RCI values greater than 1.96 or less than -1.96 were 
seen as reliable improvements or deteriorations; an RCI between these values indicated 
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no change. Individual profiles were examined to determine significant declines into clini­
cally impaired ranges (T-scores ≤ 36). In a sensitivity analysis we excluded participants 
failing performance validity tests (TOMM and/or ASTM).

Results

Sample Characteristics
Overall, 312 individuals were assessed for eligibility, and 172 were included, of whom 
137 individuals aged 21-65 years (Mdn = 46) completed the baseline neuropsychological 
assessment (Figure 1). At 20-year follow-up, 38 individuals were evaluated, with 33 
(19.2%) undergoing the neuropsychological assessment (PCT: n = 18; TAU: n = 15). In 
total, 28 individuals (16.3%) completed neuropsychological assessments at both baseline 
and 20-year follow-up. In a drop-out analysis, all clinical, cognitive, and demographic 
baseline values were highly similar between those assessed at both time points and those 
only seen at baseline (Supplementary Table 2), except for BDI scores (p = .022). Baseline 
characteristics for participants with cognitive data at baseline (n = 137) and follow-up 
(n = 33) are presented in Table 1. Individuals participating in the 20-year follow-up 
had a baseline average age of 44.8 years (SD = 7.55), with 78.8% female, 27.3% highly 
educated, and four previous depressive episodes (IQR = 3–6). The mean interval between 
neuropsychological assessments was 256 months (range = 251-259 months). At 20-year 
follow-up, no participants reported acquired brain injuries or neurodegenerative disea­
ses. Over follow-up, one individual received electroconvulsive therapy; none underwent 
deep-brain stimulation. Performance validity tests at 20-year follow-up found no failures 
on the TOMM and seven failures (21.2%) on the ASTM. Treatment allocation had no 
significant effects on any cognitive domains, regardless of adding the number of previous 
episodes (< 4 vs. ≥ 4), and the interaction with treatment was not substantial (all p-values 
> .05; Supplementary Table 3). On average, participants with cognitive data at both time 
points (n = 28) had 3.29 (SD = 2.68) depressive episodes and were depressed for 93.81 
weeks (SD = 157.77) over 20 years.

Cognitive Functioning as Predictor of Depression Trajectories
No significant effects of time-to-relapse (n = 137) were found for speed of information 
processing (HR = 0.99, 95% CI [0.97, 1.01], p = .343), speed of memory processing (HR = 
1.01, 95% CI [0.99, 1.02], p = .546), working memory (HR = 0.99, 95% CI [0.96, 1.01], p = 
.271), learning and memory (HR = 1.00, 95% CI [0.98, 1.01], p = .637), and executive func­
tioning (HR = 1.01, 95% CI [0.99, 1.03], p = .511). We only observed survival differences in 
the speed of information processing when comparing clinically impaired versus non-im­
paired groups (χ2(1, N = 137) = 6.1, p = .013), with a significantly higher probability of 
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relapse amongst impaired participants (Supplementary Figure 1, for Kaplan-Meier curves 
per domain).

Figure 1

Flow Diagram of Participants From Baseline to 20-Year Follow-Up

312 individuals assessed for eligibility

187 randomly assigned to PCT or 
TAU

172 included in intention-to-treat 
sample

137 with neuropsychological data

20-year follow-up (n = 38)
33 with neuropsychological data

134 excluded, reasons:
- Current depression/HDRS-17 >9 (n = 48)
- Without 2 previous episodes, or previous 

episode >2 years ago (n = 35)
- Current/past psychosis (n = 15)
- Bipolar disorder (n = 13) 
- Frequent psychotherapy (n = 12)
- Substance use (n = 1)
- Predominant anxiety disorder (n = 1)
- Other (n = 9)

15 dropouts, attrition reasons:
- Withdrew from study (n = 8)
- Schedule problems (n = 2)
- Other (n = 5)
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2-year follow-up (n = 165)
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3-year follow-up (n = 155)

5.5-year follow-up (n = 138)

10-year follow-up (n = 87)
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3-month follow-up (n = 168)

1-year follow-up (n = 164)

Note. HDRS-17 = 17-item Hamilton Depression Rating Scale; PCT = preventive cognitive therapy; TAU = 
treatment-as-usual.
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Table 1

Baseline Demographic and Clinical Characteristic of Included Participants

Variable
Baseline sample

(n = 137)

20-year follow-up 
sample
(n = 33)

Demographic characteristics
Age, years (M, SD) 44.91 (9.38) 44.79 (7.55)

Gender, Female (n, %) 102/137 (74.45) 26/33 (78.79)

Married/cohabiting (n, %) 85/137 (62.04) 17/33 (51.52)

Education level (n, %)

High 54/137 (39.42) 9/33 (27.27)

Middle 41/137 (29.93) 12/33 (36.36)

Low 42/137 (30.66) 12/33 (36.36)

Education level, years (M, SD) 14.02 (2.01) 13.90 (2.05)

Clinical characteristics
Age of MDD onset, years (M, SD) 28.18 (12.69) 29.06 (12.72)

Months in remission (M, SD) 8.90 (6.44) 9.45 (7.22)

Number of previous episodes (Mdn, IQR) 4 (3-6) 4 (3-6)

>3 previous episodes (n, %) 114/137 (83.21) 26/33 (78.79)

Duration previous episode, months (M, SD) 7.20 (8.73) 7.46 (6.45)

Depressive symptoms, HDRS-17 (M, SD) 3.76 (3.03) 3.94 (3.23)

Depressive symptoms, BDI (M, SD) 11.92 (7.49) 9.96 (6.88)

Antidepressant usage (n, %) 72/137 (52.55) 12/33 (36.36)

Benzodiazepine usage (n, %) 17/137 (12.41) 7/33 (21.21)

Clinical cognitive impairment on ≥1 domain a (n, %) 77/137 (56.20) 19/33 (57.58)

Clinical cognitive impairments a (n, %)

Speed of information processing 22/137 (16.06) 9/33 (27.27)

Speed of memory processing 35/137 (25.55) 14/33 (42.42)

Working memory 6/137 (4.38) 0/33 (0)

Memory and learning 39/137 (28.47) 2/33 (6.06)

Executive functioning 16/137 (11.68) 4/33 (12.12)

Note. Data are mean (SD), median (IQR), or n/N (%). BDI = Beck Depression Inventory; HDRS-17 = 17-item 
Hamilton Depression Rating Scale; IQR = interquartile range; MDD = major depressive disorder; SD = standard 
deviation.
aT-scores ≤ 36 are considered as cognitive impairments within clinical ranges.

Speed of information processing (IRR = 0.99, 95% CI [0.98, 1.01], p = .369), speed of 
memory processing (IRR = 1.00, 95% CI [0.99, 1.02], p = .482), working memory (IRR = 
0.99, 95% CI [0.97, 1.01], p = .336), learning and memory (IRR = 0.99, 95% CI [0.98, 
1.01], p = .299) and executive functioning (IRR = 1.01, 95% CI [1.00, 1.02], p = .121) 
did not significantly predict the number of depressive episodes over 20 years (n = 137, 
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observations = 866). Similarly, none of the cognitive domains significantly predicted the 
total time depressed over 20 years (n = 137, observations = 866): speed of information 
processing (β = -0.07, 95% CI [-0.14, 0.00], p = .065, partial R 2 = 0.01), speed of memory 
processing (β = 0.00, 95% CI [-0.07, 0.07], p = .985, partial R 2 = 0.00), working memory 
(β = -0.03, 95% CI [-0.10, 0.04], p = .438, partial R 2 = 0.00), learning and memory (β = 0.04, 
95% CI [-0.03, 0.11], p = .239, partial R 2 = 0.00), and executive functioning (β = 0.04, 95% 
CI [-0.03, 0.11], p = .247, partial R 2 = 0.00).

Depression Trajectories as Predictors of Cognitive Changes
We explored whether the course of depression predicts changes in cognitive functioning 
over 20 years using linear mixed-effects models. However, the number of depressive 
episodes, total time depressed, and changes in HDRS-17 scores did not significantly 
predict changes in cognitive functioning over 20 years (all ps > .05; Supplementary 
Table 4). Sensitivity analyses excluding participants failing performance validity based on 
the ASTM did not change the results (all ps > .05; results not shown).

Changes in Cognitive Functioning
Standardized T-scores and raw scores on neuropsychological tests and domains across 
time points are presented in Table 2. The majority of patients had T-scores in clinical 
ranges on one or more cognitive domains (56% at baseline; 58% at follow-up; see Table 1). 
There were significant declines in T-scores for speed of information processing (mean 
difference = -5.04; 95% CI [-7.73, -2.36], p < .001, d = -0.73) and speed of memory process­
ing (mean difference = -5.08; 95% CI [-9.09, -1.08], p = .015, d = -0.49). A significant 
improvement was found for learning and memory (mean difference = 10.88; 95% CI 
[7.32, 14.44], p < .001, d = 1.19). No changes were found for working memory (mean 
difference = -0.02; 95% CI [-2.84, 2.87], p = .990, d = 0.00) and executive functioning (mean 
difference = -0.28; 95% CI [-3.41, 2.85], p = .855, d = 0.04). After conducting sensitivity 
analyses excluding seven participants failing performance validity tests, changes in speed 
of memory processing were nonsignificant (p = .097). Other effects remained unchanged 
(results not shown). Bayesian paired samples t-tests showed very strong evidence for 
changes in speed of information processing and learning and memory, and moderate 
evidence for speed of memory processing (Supplementary Table 5). For working memory 
and executive functioning, moderate evidence supported the null hypothesis (i.e., no 
change over time).
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Moreover, using RCIs, we observed no specific pattern of change in cognitive functioning 
across specific tests and domains (Table 2 and Figure 2), although most declines were 
seen for speed of information processing (32.1% reliably deteriorated) and speed of 
memory processing (39.3% reliably deteriorated).

Figure 2

Reliable Change Index Plots of Composite T-Scores for the Five Cognitive Domains, Visualizing Individual-Level 
Change Between Baseline and 20-Year Follow-Up
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Regarding the working memory, a majority of 85.7% remained unchanged. In contrast, 
no individuals deteriorated in learning and memory, and 28.6% significantly improved. 
On executive functioning, 78.6% showed no reliable change. Individual T-scores across 
cognitive profiles showed that most individuals who experienced declines in speed of 
information processing over 20 years also showed declines in speed of memory process­
ing, and vice versa (Supplementary Table 6). In total, four of the 28 individuals showed 
a significant decline and fell into clinical ranges on speed of information processing, 
and 10 of the 28 individuals in speed of memory processing, while no such reliable 
changes were seen for other domains (Supplementary Table 6). Excluding participants 
failing performance validity tests did not considerably alter patterns of reliable change 
(Supplementary Table 7). Only five people did not relapse over 20 years, however, we 
did not observe different patterns among these individuals (Supplementary Table 8). At 
follow-up, 85.7% of individuals (24/28) self-reported cognitive problems: 42.9% minor 
(12/28), 28.6% moderate (8/28), and 14.3% severe (4/28). Only 2 of the 4 individuals report­
ing severe problems had T-scores in clinical ranges. Self-reported cognitive problems 
did not correlate with objectively measured cognitive domains at 20-year follow-up 
(all p-values > .05; Supplementary Figure 2). Boxplots showing baseline and 20-year 
follow-up cognitive functioning by domain are shown in Supplementary Figure 3.

Discussion
In this longitudinal study, we explored cognitive change and bidirectional associations 
between cognitive functioning and depression over 20 years – a follow-up twice as 
long as currently reported – amongst individuals in remission from recurrent MDD. 
Importantly, in this at-risk group, cognitive functioning was not associated with prospec­
tively assessed time-to-relapse nor with the number and duration of depressive episodes 
over 20 years. Likewise, while we could not completely rule this out due to the small 
sample, we found no indication of either scarring- or state-effects over 20 years. Our 
results, while explorative, challenge the assumption that cognitive deterioration due to 
scarring is an inevitable consequence of recurrent depressive episodes. Additionally, we 
found only limited cognitive change over 20 years and more importantly no marked de­
terioration. Therefore, our findings suggest that cognitive functioning in depression may 
remain relatively stable over extended periods, irrespective of the number of recurrences. 
Taken together, our observations may suggest that long-term cognitive changes and 
their bidirectional associations with depression may not be as pronounced as previously 
hypothesized, providing a more optimistic long-term outlook for depressed patients.

Furthermore, cognitive functioning did not predict the depression course over 20 
years. None of the five domains, as measured using demographically corrected T-scores, 
were associated with time-to-relapse or the number and duration of episodes over 
20 years. However, participants showing clinical impairments in speed of information 
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processing were more likely to relapse compared to those without such impairments. 
This finding is noteworthy, as processing speed is one of the domains most affected 
in remitted MDD (Semkovska et al., 2019) and especially pronounced in those with 
recurrent episodes (Varghese et al., 2022). Cognitive functioning as a risk factor for 
relapse has been examined in only a limited number of studies, with mixed results. While 
some studies have found no significant associations (Majer et al., 2004; Reppermund et 
al., 2009; Wekking et al., 2012), others, in contrast to our findings, found support for 
memory impairments (Maeshima et al., 2016), and executive functioning impairments as 
predictors of relapse (Alexopoulos et al., 2000; Schmid & Hammar, 2013). However, previ­
ous studies differ considerably in terms of their samples (i.e. first episode vs. recurrent 
MDD, unipolar vs. bipolar, geriatric sample), follow-up periods, and cognitive domains 
assessed. Our study adds to this growing body of research by including a comprehensive 
neuropsychological and psychiatric assessment, with the longest follow-up and largest 
sample currently available. Taken together, cognitive functioning was not found to be a 
clinical marker of chronicity. Cognitive impairment itself, however, was found to persist 
over 20 years in this sample.

Surprisingly, we did not find any evidence for scarring- or state-like effects, as 
cognitive change was unrelated to changes in depression severity or the number and 
duration of depressive episodes over 20 years. In contrast, several meta-analytic studies 
in acute and remitted MDD reported worsening cognitive functioning or moderation of 
cognitive change by depressive symptom severity and the number of episodes (Ahern et 
al., 2025; Ahern & Semkovska, 2017; Semkovska et al., 2019). Nevertheless, our findings 
do in part align with current perspectives suggesting that such scar- and state effects are 
rarely universal but tend to be domain-specific and influenced by methodological factors, 
e.g. cognitive tests used, indices of depression assessed (e.g., symptom status vs. number 
of episodes), clinical status (remitted, first-episode vs. recurrently depressed) and study 
design. Population-based studies on this topic are very limited, with mixed results, and 
are mostly cross-sectional, reliant on brief cognitive assessments, or primarily focused 
on symptom levels and not clinician-verified diagnoses (de Nooij et al., 2020; Formánek 
et al., 2020; Zhu et al., 2022). However, a study using UK Biobank data, with validated 
diagnostic interviews and comprehensive cognitive assessments, similarly found no evi­
dence that previous episodes or symptoms were associated with cognitive impairments 
in individuals with a previous MDD diagnosis (de Nooij et al., 2020). There are several 
possible explanations that could explain our observations. First, our remitted, recurrent 
sample reported a median of four previous episodes at baseline. Therefore, some poten­
tial scarring effects might have already occurred before baseline neuropsychological 
assessment. Indeed, there is evidence that cognitive impairment takes places early in 
the disease-course (Varghese et al., 2022). Second, our analyses suffered from limited 
statistical power as neuropsychological data at both time-points was available for only 28 
participants.
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Overall, while the majority of patients had T-scores in clinical ranges on one or 
more cognitive domains, we found no clear group-level worsening or improvement 
of cognitive functioning. Whereas both speed of information processing and speed of 
memory processing decreased over 20 years, changes are not clinically meaningful. 
Although not fully explained, we did observe a large improvement in learning and mem­
ory. Some small-to-moderate pro-cognitive change has been observed in this domain 
(Ahern et al., 2025), but it remains unclear why this finding differentiates from other 
domains. However, learning and memory had the highest number of participants with 
clinical impairments (28.5%) and had – apart from speed of memory processing – the 
lowest average T-score. This improvement may thus, at least in part, be attributed to 
a regression-to-the-mean effect. Interestingly, recurrently depressed individuals perform 
significantly worse on learning and memory tests and show the largest impairments on 
this domain, compared to first-episode individuals, indicative of a progressive decline 
(Varghese et al., 2022). Working memory and executive functioning were not subjected 
to group-level change and showed limited individual-level change using RCIs. RCIs did 
show that a subset of participants experienced reliable deteriorations, particularly in 
speed of information processing and speed of memory processing, underscoring inter-in­
dividual variability and, at least in part, contradicting group-level findings. It is possible 
that our observations are influenced by confounding factors associated with increased 
age given the long follow-up which may not have been fully captured, such as long-term 
treatment, medication or substance usage, hospitalization, or chronic somatic conditions. 
However, T-scores were used based on normative data across several age categories to 
correct for age-related cognitive decline, and we could not attribute cognitive changes 
to medication usage, time in remission or chronic somatic conditions. Nevertheless, our 
findings are somewhat reassuring as patients may worry about progressively worsening 
and long-lasting cognitive deficits following depression.

This study has several strengths. Composite scores from an elaborate neuropsycho­
logical test-battery were used to increase reliability compared to single tests, with correc­
tions for age, sex and education level. Our design also allowed us to assess cognitive 
stability over 20 years in relation to depression – the longest follow-up currently availa­
ble – and to examine longitudinal associations over eight measurements. Additionally, 
results could not be explained by differential drop-out. Lastly, we did not only examine 
cognitive change on a group-level, but also on an individual-level using RCIs.

Nevertheless, several limitations should be noted. First, we included individuals in 
remission from recurrent MDD, with at least 2 previous episodes, limiting generalizabil­
ity. Relatedly, assessments of cognitive changes earlier in the illness course are more 
interpretable with regards to scar, trait and state hypotheses (Allott et al., 2016). Second, 
we lacked a healthy control group, which is necessary to adequately control for practice 
effects and relate changes in performance to clinical variables. We were thus unable 
to compare developmental trajectories of this sample with prior depressive episodes 
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to change over time in a non-MDD sample. Third, given the exploratory character of 
our study due to insufficient sample size in our analyses, no corrections for multiple 
testing were conducted. As such, our results have limited precision and should be con­
sidered exploratory, requiring cautious interpretation. Fourth, cognitive functioning was 
assessed at only two time points over 20 years, limiting our ability to properly examine 
bidirectional associations between depression and cognition. As the interplay between 
these variables is likely dynamic, future studies should include more frequent repeated 
neuropsychological and psychiatric assessments over this timeframe, using different 
longitudinal approaches (e.g., cross-lagged or latent growth models) to better capture 
bidirectional effects. Fifth, this longitudinal follow-up study was part of an RCT, and 
some participants were actively seeking treatment or took part in a systematic interven­
tion, although we found no effects of treatment allocation on cognitive functioning at 20 
years. Lastly, we were unable to account for premorbid cognitive functioning or IQ in 
the current study, using an idiographic or intraindividual approach (Lezak et al., 2004). 
While we used a normative approach to compare individuals’ performance compared 
to demographically matched peers, this may not capture relative deficits compared to 
premorbid levels. Thus, some baseline impairments may be the result of low premorbid 
functioning. Conversely some impairments may be missed in individuals with higher 
premorbid cognitive functioning, while they may have experienced deteriorations from 
their premorbid levels.

In conclusion, in this exploratory study we found no clear evidence supporting 
cognitive functioning as a predictor of depression chronicity and recurrence over 20 
years, apart from clinical impairments in the speed of information processing. Addition­
ally, within this recurrent, remitted sample, we did not observe consistent scarring- or 
state-like effects on cognitive functioning. Participants in remission of recurrent MDD 
did not experience substantial cognitive decline over 20 years. However, the majority 
of patients showed persistent cognitive impairment over this time period. Although our 
findings are exploratory, and consequently the precision of our estimates is limited, they 
still suggest that the long-term cognitive impact of depression and their bidirectional 
associations may be less pronounced than previously thought. Large-scale longitudinal 
studies including individuals with clinician-verified MDD and extended follow-ups are 
warranted. Therefore, our results should be interpreted with caution. Nonetheless, given 
the considerable follow-up of our study, our findings offer a valuable perspective into 
cognitive functioning in depression and may provide some reassurance to patients suffer­
ing from recurrent MDD.
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Abstract
Background: Therapy goals are central to psychotherapeutic interventions. While symptom-
specific goals are commonly emphasized, patients often set diverse goals that may not align with 
standardized symptom measures. This study examines how patient characteristics are associated 
with the selection of specific therapy goal content categories and whether attainment in these 
domains shows associations with different psychotherapy outcomes.
Method: Therapy goals from 645 patients undergoing cognitive-behavioral therapy in an 
outpatient clinic were categorized using the Bern Inventory of Treatment Goals and analyzed. 
Baseline predictors of therapy goal selection and diversity were examined using multilevel logistic 
and ordinal regression models. The association between goal selection and their goal attainment 
with residualized post-treatment scores in symptoms, global functioning, and end-of-treatment 
patient satisfaction were assessed using Bayesian multilevel regression models.
Results: Baseline patient characteristics were associated with the selection of specific therapy goal 
categories, alongside substantial therapist-level effects in several categories. Goal-category 
attainment showed differential associations with psychotherapy outcomes, with the strongest and 
most consistent effects observed for symptom-related outcomes.
Conclusion: These findings indicate that the attainment of specific therapy goal categories is 
meaningfully reflected in standardized outcome measures, but in a category-sensitive rather than 
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uniform way. Combining therapy goal-based and standardized assessments may improve the 
alignment between patient priorities and outcome evaluation in routine psychotherapy.

Keywords
therapy goals, goal selection, goal attainment, psychotherapy outcomes, individualized outcomes

Highlights
• Patient characteristics are associated with therapy goal selection and diversity.
• Goal attainment predicts global outcomes and represents valuable individualized 

indicators.
• Therapist effects are present in therapy goal selection and treatment results.

Therapy goals are a core element of many psychotherapeutic treatments (Grawe, 2004; 
Grosse Holtforth et al., 2004). They are individualized and an intentional expression of 
the changes a patient hopes to achieve through psychotherapy (Brunstein et al., 1998; 
Grosse Holtforth & Grawe, 2000). Naturally, patients seek psychotherapy for a variety 
of reasons (Michalak et al., 2004). Some may want to gain control over their thoughts, 
while others aim to overcome specific fears or enhance their overall sense of well-being. 
Some individuals seek therapy to learn relaxation techniques or improve self-control. 
Others might be searching for deeper meaning and purpose in their lives. Given these 
diverse objectives, therapy goals shape the therapeutic process (Grosse Holtforth et al., 
2004; Michalak & Schulte, 2002; Silberschatz, 2017). In particular, collaboratively defined 
therapy goals are associated with patient engagement and motivation (Grosse Holtforth 
& Michalak, 2012; Michalak & Grosse Holtforth, 2006) and represent a core component of 
the therapeutic alliance (Bordin, 1979; Tryon, 2018; Tryon & Winograd, 2011).

However, as illustrated above, patients’ individual therapy goals might not always 
align with disorder-specific symptoms (Chevance et al., 2020; Lloyd et al., 2019; Ramnerö 
& Jansson, 2016b). Despite this, psychotherapy effectiveness is often assessed through 
changes in standardized symptom checklists (for example, the SCL-90-R; Derogatis, 
1977), which may not fully represent the patient’s focus in psychotherapy. This approach 
risks overlooking the very important aspect of psychotherapy success: achieving the 
goals that patients sought psychotherapy for and consider most relevant. In fact, a meta-
analysis by Lindhiem and colleagues (2016) demonstrated that psychotherapy shows 
significantly greater effectiveness when outcomes are measured through idiographic, 
goal-specific outcomes rather than using standardized symptom checklists. Although 
symptom-specific measures are convenient and provide opportunities for nomothetic 
comparison (Lambert et al., 2005), they are less consistently implemented in routine care 
than in research contexts (Ionita & Fitzpatrick, 2014; Puschner et al., 2015). Therapists 
sometimes perceive these measures as time-consuming, potentially burdensome for some 
patients, and ultimately not useful in practice (Gleacher et al., 2016; Hatfield & Ogles, 

Therapy Goals and Their Attainment 2

Clinical Psychology in Europe
2026, Vol. 8(3), Article e19567
https://doi.org/10.32872/cpe.19567

https://www.psychopen.eu/


2007). In line with this, Jensen-Doss and colleagues (2018) found that therapists in 
practice tend to use and prefer idiographic outcome measures over standardized symp­
tom-specific ones. Together, these highlight the importance of systematically examining 
patient-defined therapy goals and their relationship to established outcome indicators.

The most widely used assessment method for capturing idiographic therapy goals 
and their progress (Lloyd et al., 2019; Sales, Ashworth, et al., 2023) is the Goal Attainment 
Scaling (GAS; Kiresuk et al., 1994; Kiresuk & Sherman, 1968). In GAS, patients and thera­
pists jointly define up to five individualized goals and specify criteria for different levels 
of attainment, which are then evaluated during or at the end of treatment (Kiresuk et al., 
1994). While GAS provides a structured way to assess goal attainment, its highly individ­
ualized format limits comparability across patients. To address this limitation, the Bern 
Inventory of Treatment Goals (BIT) offers an empirically derived framework categorizing 
therapy goals by content (Grosse Holtforth, 2001; Grosse Holtforth & Grawe, 2002). 
Based on large samples of patient-reported goals, the BIT distinguishes five overarching 
themes (Grosse Holtforth & Grawe, 2002): (1) symptom- and problem-related (e.g., to 
overcome ruminative thoughts or learn to manage anxiety), (2) interpersonal-related 
(e.g., to improve relationships with specific individuals in personal or professional life), 
(3) personal growth-related (e.g., to develop greater self-confidence and self-assurance), 
(4) existential-related (e.g., to gain greater clarity about who I am, what I can do, and 
what I want), and (5) well-being-related (e.g., to make my leisure time more active; 
Grosse Holtforth, 2001) goals. Combining structured goal attainment ratings with stand­
ardized goal content categories enables systematic and comparable analyses of which 
types of goals patients pursue and how their attainment relates to broader treatment 
outcomes (Michalak et al., 2007). However, research in this area remains limited and frag­
mented, often focusing either on goal selection or on goal attainment alone, while little 
is known about how specific categories of therapy goals relate to treatment outcomes, 
despite the clear relevance of such knowledge for clinical practice.

Prior research on therapy goal selection suggests that patients often choose symp­
tom- and problem-focused goals (Baur et al., 2024; Berking et al., 2005; Ramnerö & 
Jansson, 2016a; Sawrikar et al., 2023; Schöttke et al., 2014), whereas other work suggests 
a stronger emphasis on interpersonal or personal growth–related goals (Grosse Holtforth 
& Grawe, 2002). These differences likely also reflect contextual factors such as thera­
peutic orientation and treatment setting, which are associated with goal formulation 
(Dirmaier et al., 2006; Schöttke et al., 2014). Some variability appears to be associated 
with diagnostic differences, with anxious patients tending to select more symptom-fo­
cused goals and depressed patients showing more thematically diverse goal profiles, 
indicating differences not only in goal type but also in overall goal diversity (Grosse 
Holtforth et al., 2009). In this context, goal diversity refers to the extent to which a 
patient’s therapy goals span multiple thematic goal categories rather than concentrating 
on a single domain. Another study found that patient age was associated with differ­
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ences in goal focus, with older patients emphasizing well-being and younger patients 
emphasizing personal growth (Sittler et al., 2022). However, the association between 
other baseline patient characteristics and both therapy goal selection and goal diversity 
remains largely unexplored. Clarifying these associations could support more tailored 
treatment planning and improve the alignment between therapeutic interventions and 
patient priorities.

While understanding which goals are selected seems important, an equally central 
question concerns whether and how the attainment of different therapy goals relates to 
treatment outcomes. Whether therapy goals are attained is clinically meaningful because 
goal attainment reflects tangible therapeutic progress from the patient’s perspective. 
Prior research indicates that attainment rates vary across goal categories, yet findings are 
mixed and show no consistent pattern, with some studies reporting higher attainment 
for well-being (Berking et al., 2005) or existential goals (Baur et al., 2024) and others for 
symptom-focused goals (Trachsel et al., 2008). These descriptive differences indicate that 
goal types are not equally easy to attain, yet they do not clarify whether attaining certain 
kinds of goals is more strongly linked to therapy outcome. Research connecting goal 
attainment to outcomes has mostly relied on overall attainment across all goals, which is 
associated with improvements in quality of life and reductions in anxiety and depression, 
and shows moderate correlations with standardized symptom change (Baur et al., 2024; 
Ramnerö & Jansson, 2016b). Category-specific predictive analyses are less common but 
particularly informative. A notable example is Schöttke et al. (2014), who analyzed a 
mixed sample of CBT and psychodynamic outpatients and tested whether the number 
of patient-defined goals within specific goal categories predicted treatment outcome. 
They showed that including patient-defined goal categories improved the prediction of 
outcome beyond standardized measures alone, and that having more symptom-focused 
goals was associated with poorer treatment success. However, their study focused on 
which goals were selected and how many goals fell into each category, not on whether 
these goals were actually attained. Thus, it remains largely unclear whether the attain­
ment of specific types of therapy goals (beyond their selection) differentially relates to 
treatment outcomes.
 
The present study addresses these gaps with two main objectives:

1. It examines how baseline patient characteristics are associated with therapy goal 
selection, specifically the likelihood of selecting each goal category at least once and 
the diversity of selected goals.

2. It investigates how both the selection and the attainment of specific goal categories 
relate to psychotherapy outcomes. Extending prior work that focused primarily on 
goal selection (Schöttke et al., 2014) or overall attainment (Baur et al., 2024; Ramnerö 
& Jansson, 2016b), this study tests whether category-specific goal attainment 
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differentially predicts multiple outcome domains, ranging from symptom change to 
broader indicators such as global functioning and patient satisfaction.

Together, these analyses aim to clarify how individualized therapy goals connect to 
standardized outcome measures and to inform more patient-tailored treatment planning.

Method

Sample
The data were drawn from an archival outpatient psychotherapy dataset comprising 
1,116 patients. For the present study, patients were included if they had reported at least 
three therapy goals. The resulting analytic sample consisted of 645 patients. The patients 
were on average 36.88 years old (SD = 13.95), almost two-thirds identified as female 
(62.6%), and reported to be in a relationship (64.9%). The majority of patients (58.9%) were 
primarily diagnosed with an affective disorder (ICD-10 F3; World Health Organization, 
2004), most commonly recurrent major depressive disorder (moderate episode; 35.8%) 
and a single episode of major depressive disorder (moderate; 29.1%). Besides depressive 
disorders, prevalent diagnoses in the present sample were anxiety disorders (20.2%), 
reactions to severe stress and adjustment disorder (10.5%), somatoform disorder (6.7%), 
personality disorder (5.5%), and eating disorder (3.9%). Half of the patients (51.6%) were 
diagnosed with at least one comorbid disorder, where the mean number of diagnoses was 
1.69 (SD = 0.83, range = 1-7).

Treatment
The treatment was an evidence-based cognitive-behavioral therapy (Margraf & 
Schneider, 2009) in the outpatient clinic of Osnabruck University in Northwest Germany. 
Treatments were conducted by master-level psychologists in advanced clinical training 
and were regularly supervised by experienced licensed psychotherapists. All trainees 
had previously obtained their master’s degree in psychology and at least two years 
of postgraduate training. There were 105 therapists (77.8% female) in the sample, each 
treating an average of 6.14 patients (SD = 3.16). The number of patients treated by 
individual therapists ranged from 1 to 13.

Measurements
Therapy Goals and Their Attainment

Therapy goals were categorized using the five main categories of the Bern Inventory of 
Treatment Goals – Checklist (BIT-C; Grosse Holtforth, 2001): symptom- and problem-re­
lated, interpersonal-related, personal growth-related, existential-related, and well-being-
related goals. Only these five main categories were used in the present analyses. Each 
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goal in the BIT-C is pre-assigned to one main category via its item code, and these prede­
fined assignments were used directly in the dataset. The patients select their so-called 
naive therapy goals, which are then specified together with the therapist, before the start 
of the treatment (Grosse Holtforth, 2001). The formulated goals are the basis for the GAS 
(Kiresuk et al., 1994). Goal attainment is finally assessed by both the patient and therapist 
at the end of therapy. The GAS is rated on a 7-point rating scale (-3 "very far from 
achieved" to +3 "fully achieved") and shows good reliability, depending on the conditions 
of its application (e.g., Krasny-Pacini et al., 2016).

Symptom Distress

General psychological distress was assessed using the German version of the Symptom 
Checklist - Revised (SCL-90-R; Franke, 2002). The SCL-90-R is a self-report inventory 
consisting of 90 items, which evaluates psychological symptoms in the last seven days. 
Items are rated on a 5-point Likert scale ranging from 0 (not at all) to 4 (extremely). The 
mean score of the SCL-90-R is referred to as the global severity index (GSI) and indicates 
the general psychological distress of an individual. The patients in the current study 
completed the SCL-90-R before (t1) and after (t2) treatment. The instrument had excellent 
reliability (Cronbach’s αt1 = .97 and αt2 = .97).

Global Functioning

The German version of the Outcome Questionnaire-30 (OQ-30; Lambert et al., 2002) was 
used to evaluate the psychotherapy outcome as a more global measure than just symp­
tom distress. The OQ-30 measures the functioning level of the past seven days with 30 
items, which patients rate on a 5-point Likert scale from 0 (never) to 4 (almost always). 
The global functioning is assessed across three areas: symptom distress, interpersonal 
relationships, and social integration. In previous studies, the instrument has shown good 
reliability (Cronbach’s α = .93) and test-retest-reliability (α = .88; Lambert et al., 2002). In 
the current study, the OQ-30 showed good reliability (Cronbach’s αt1 = .80 and αt2 = .85).

Patients’ Treatment Satisfaction

Patient satisfaction was assessed at the end of the treatment, using the German version 
of the Client Satisfaction Questionnaire (CSQ-8; Schmidt et al., 1989). The CSQ-8 is a 
self-report questionnaire, on which patients rate their satisfaction with the treatment on 
8 items with a 4-point Likert scale (1 = lowest; 4 = highest). Previously, the instrument 
has shown excellent reliability (Cronbach’s α = .92; Schmidt et al., 1989). In the current 
study, the reliability was good, Cronbach’s α = .86, at the end of the treatment.

Procedure
The data were part of the routine outcome monitoring assessment of the outpatient 
clinic. Patients provided written informed consent and completed the baseline question­
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naires. During the probationary treatment period (consisting of the first six to eight 
sessions), patients and therapists collaboratively selected a maximum of five therapy 
goals (consistent with the standard GAS framework) using the BIT-C. The goal number 
of the BIT-C allowed for the goals to be categorized into one of the five categories 
described above. These therapy goals were then specified by the patients and therapists, 
and if needed, refined in a person-specific way. This formulation was used as the basis 
for the goal attainment rating at the end of the treatment. For the purpose of the current 
study, a minimum number of goals was required to ensure sufficient data for analyzing 
how different goal categories impact therapy outcomes (original sample size = 1,116). 
Therefore, patients were included when they had at least three goals provided, and when 
their attainment was rated at the end of the psychotherapeutic intervention (n = 645).

Data Analysis
Predicting Goal Selection

In order to investigate the factors predicting the selection of therapy goals across the five 
predefined goal-categories (symptom-focused, interpersonal, personal-growth, existen­
tial, and well-being goals), we employed a series of multilevel logistic regression models 
(Wong & Mason, 1985). These models were implemented using the lme4 package (Bates 
et al., 2015). Each model treated the binary indicator of goal selection (0 = not selected, 
1 = selected at least once) as the outcome variable and included the following baseline 
predictors: age, gender, baseline symptom severity as measured by the SCL-90-R global 
severity index and its subscales (z-standardized), and global functioning as measured 
by the mean of the OQ-30 and its subscales (z-standardized). A random intercept for 
therapists was incorporated to account for the nested data structure, where patients were 
grouped within therapists. To investigate the factors predicting goal diversity, defined 
as the number of different therapy goal categories selected by a patient (range: 1-5), we 
employed multilevel ordinal regression using the clmm function from the ordinal package 
(Christensen, 2023).

Predicting Treatment Outcome by Goal Selection and Attainment

To create the predictor variables, we calculated each patient’s mean attainment score for 
each goal category. Specifically, if a patient selected more than one goal from a category, 
we averaged the scores for those goals; if a patient did not select any goal from a 
category, the cell remained empty (“NA”) to indicate non-selection. In addition, a separate 
binary indicator was created to show whether a category was selected at least once.

Consequently, the predictors included the following two parameters for the five goal 
categories (symptom-related, interpersonal-related, personal growth-related, existential-
related, and well-being-related):
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• the goal selection: 1 = yes, the goal was selected at least once; 0 = no, the goal was 
never selected

• the patient’s mean attainment score (conditional on selection): a score ranging from -3 
(much less attained than expected) to 3 (much more attained than expected), with NA 
indicating that the category was never chosen by the patient, and being modeled as 
structurally missing, with attainment effects estimated only for selected categories 
(selection × attainment interaction).

Outcome variables were defined as residualized post-treatment scores for symptom dis­
tress and psychotherapy outcome (PO; Cronbach & Furby, 1970). The post-treatment 
scores were regressed on the pre-treatment scores,

Predicted PostPO =  β0 +  β1x PrePO 

and the difference between the observed and the predicted post-treatment score was 
computed,

Residualized PostPO =  Observed PostPO  −  Predicted PostPO 

where lower residualized scores indicate lower symptom distress than expected based on 
baseline severity.

Since goal attainment scores were only available for selected goal categories, missing 
values in the goal attainment predictors indicated structural non-applicability (meaning 
that a specific goal was never selected) rather than random missingness. In standard 
regression models, such missing predictor values would typically lead to listwise deletion 
of cases. To avoid this information loss, Bayesian multilevel regression models were 
estimated using the brms package (Bürkner, 2017), applying joint modeling of predictors 
with structurally missing values via the mi() specification. For each attainment predictor, 
an intercept-only auxiliary submodel (mi() ~ 1) was included. Attainment effects were 
modeled conditionally on goal selection using interaction terms (selection × attainment), 
so that attainment contributed to the outcome model only for categories that were 
actually selected, and cases were not additionally lost due to missing attainment predic­
tors. Separate models were estimated for residualized posttreatment symptom distress, 
residualized posttreatment global outcome, and post-treatment patient satisfaction.

Random intercepts for therapists accounted for clustering within therapists. The 
intraclass coefficient (ICC) was calculated, which indicates the proportion of total var­
iance attributable to the therapist-level in percent (Bryk & Raudenbush, 1987; Devine 
et al., 2024; Raudenbush & Bryk, 2002). The data analyses were performed in the R 
environment (Version 4.4.2, R Core Team, 2018).
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Results

Descriptives
Table 1 presents descriptive statistics for goal selection and goal attainment across 
categories. The ranking of selected therapy goals in terms of frequency was as follows: 
a) symptom- and problem-related, b) personal growth-related, c) interpersonal-related, 
d) well-being-related, and e) existential-related therapy goals. For about half of the 645 
patients, the set goals were selected from three distinct categories (n = 314, 48.7%), for 
about a quarter of the patients from four distinct categories (n = 168, 26.0%), for about 
one fifth of the patients from two distinct categories (n = 119, 18.5%), and for a vast 
minority from either one category (n = 25, 3.9%) or the maximum of five categories (n = 
19, 2.9%).

Table 1

Descriptive Statistics

Variable

Goal selection Goal attainment

Selected (at 
least) once

Never
selected

M
(range -3 to +3) SD

Symptom related 620 25 1.96 0.88

Interpersonal related 387 258 1.85 0.99

Personal growth-related 434 211 1.90 0.84

Existential related 170 475 1.82 1.06

Well-being related 230 415 1.84 0.97

Note. n = 645; M = mean; SD = standard deviation.

The mean scores of the SCL-90R at the beginning (t1) and end (t2) of therapy for GSI t1 = 
1.00 (SD = 0.57) and t2 = 0.48 (SD = 0.46). For the OQ-30, the mean scores before and after 
therapy were t1 = 1.69 (SD = 0.55) and t2 = 0.93 (SD = 0.56) for the overall score. The 
overall mean patients’ treatment satisfaction was 3.76 (SD = 0.32). A correlation matrix of 
the study variables, including the outcome prediction, is provided in Table 2.

Goal Selection
Table 3 presents the results of all the models. The symptom goal selection model showed 
an ICC of 0.428 in the null model, indicating substantial therapist-level variance on 
symptom goal selection. In the full model, the only significant predictor was interper­
sonal problems (b = -.705, SE = 0.355, 95% CI [-1.401, -0.010], p = .046), with greater 
interpersonal problems being associated with a decreased likelihood of selecting symp­
tom goals (OR = 0.494). The ICC for the full model was 0.398, indicating that therapist 
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differences continued to account for a substantial portion of the variance even after 
adjusting for patient characteristics.

Table 2

Correlation Coefficients Among all Study Variables

Variable 1 2 3 4 5 6 7 8 9

1. GSI pre –

2. GSI post .496* –

3. OQ-30 pre .779* .408* –

4. OQ-30 post .415* .841* .456* –

5. CSQ-8 post -.082* -.303* -.090* -.348* –

6. GAS symptom -.077 -.448* -.124* -.532* .342* –

7. GAS interpersonal -.055 -.325* -.123* -.386* .328* .436* –

8. GAS personal growth -.083 -.338* -.139* -.466* .256* .563* .464* –

9. GAS existential -.050 -.310* -.049 -.358* .344* .588* .578* .461* –

10. GAS well-being -.084 -.344* -.135* -.394* .181* .497* .504* .466* .548*

Note. Pre refers to the pre-treatment score, post to the post-treatment score; GSI = Global Severity Index; 
OQ-30 = Outcome Questionnaire; CSQ-8 = Client Satisfaction Questionnaire; GAS = Goal Attainment Scaling at 
the end of treatment.
*p < .05.

The interpersonal goal selection model showed an ICC of ~ 0.000 in the null model, indi­
cating minimal therapist influence on interpersonal goal selection. Given the negligible 
therapist-level variance and boundary fit in the multilevel model, a sensitivity analysis 
was conducted using a single-level logistic regression. The results were identical in terms 
of fixed effect estimates and significance levels. In the full model, significant predictors 
included anxiety (b = -.312, SE = 0.154, 95% CI [-0.613, -0.011], p = .042, OR = 0.732) and 
hostility (b = -.408, SE = 0.134, 95% CI [-0.671, -0.146], p = .002, OR = 0.665), both of which 
decreased the likelihood of selecting interpersonal goals, as well as paranoid ideation (b = 
.381, SE = 0.164, 95% CI [0.059, 0.703], p = .020, OR = 1.464) and interpersonal problems 
(b = .347, SE = 0.125, 95% CI [0.102, 0.593], p = .006, OR = 1.415), which increased the 
likelihood. The ICC for the full model remained 0.000.

The personal growth-related goals model showed an ICC of 0.126 in the null model. 
In the full model, the only significant predictor was somatic symptoms (b = -.279, SE = 
0.137, 95% CI [-0.547, -0.010], p = .042, OR = 0.757), which decreased the likelihood of 
selecting personal growth-related goals. The ICC for the full model was 0.154.

The existential goal selection model showed an ICC of 0.047 in the null model. The 
only significant predictor was symptoms of depression (b = .448, SE = 0.199, 95% CI 
[0.058, 0.838], p = .024, OR = 1.566), which increased the likelihood of selecting existential 
goals. The ICC for the full model was 0.056.
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The well-being goal selection model showed an ICC of 0.030 in the null model. The only 
significant predictor in the full model was the OQ-30 subscale of well-being (b = .404, 
SE = 0.188, 95% CI [0.034, 0.773], p = .032, OR = 1.497), which increased the likelihood of 
selecting well-being goals. The ICC for the full model remained 0.034.

The goal diversity model showed an ICC of 0.167 in the null model. In the full model, 
significant predictors included patient age (b = .018, SE = 0.007, 95% CI [0.005, 0.031], 
p = .007, OR = 1.018), with older patients more likely to set more diverse goals, and 
depression (b = .371, SE = 0.172, 95% CI [0.034, 0.708], p = .031, OR = 1.449), which also 
increased the diversity of goals. The ICC for the full model was 0.204.

Goal Selection and Attainment, and Their Association With 
Psychotherapy Outcomes
Building on the goal selection results, the second analysis examined whether the condi­
tional attainment (as an interaction with the selection) of different therapy goals can 
predict residualized post-treatment scores in symptoms, global functioning, and end-of-
treatment patient satisfaction (see Table 4).

For symptom change as the psychotherapy outcome, the mean attainment of symp­
tom-, interpersonal-, personal growth-, and well-being-related goals was associated with 
greater reductions in symptoms, beyond what would be expected based on patients' 
initial severity. The ICC for symptom changes was 0.047, indicating that approximately 
5% of the variance in symptom improvement was attributable to therapist differences.

For improvements in overall global functioning, higher mean attainment of symptom- 
and personal growth-related goals was associated with better-than-expected outcomes. 
The ICC for global functioning was 0.019.

For patients’ treatment satisfaction, only a higher mean attainment of symptom-rela­
ted goals was associated with higher treatment satisfaction. The ICC for patient satisfac­
tion was 0.000, suggesting that satisfaction was driven almost entirely by patient-level 
factors.
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Discussion
This study examined how different goal contents (categorized according to the BIT-C) 
of collaboratively defined therapy goals relate to psychotherapy outcome in outpatients 
receiving cognitive-behavioral psychotherapy, addressing two gaps in the current liter­
ature: which patient characteristics are associated with the selection of specific goal 
categories, and whether the attainment of different goal categories shows differential 
associations with treatment outcomes. The present findings show that therapy goal 
selection varies systematically with certain patient characteristics and partially with 
therapist factors, and that goal attainment is associated with better-than-expected treat­
ment outcomes.

Descriptively, most patients selected symptom-related goals at least once, followed 
by personal growth and interpersonal goals, while existential and well-being goals were 
chosen less frequently. Attainment of symptom-related goals was generally higher than 
that of other goal types, with existential and interpersonal goals showing slightly lower 
levels of attainment. To contextualize, this pattern is largely consistent with prior studies 
conducted in CBT settings, where symptom-focused goals tend to dominate (Baur et al., 
2024; Schöttke et al., 2014). It likely reflects the structured, problem-focused orientation 
of CBT, which emphasizes symptom reduction and functional improvement (Margraf & 
Schneider, 2009).

This interpretation is further supported by the goal selection results, which showed 
substantial therapist-level effects, particularly for symptom-related goals (≈ 40%), but 
also for goal diversity (≈ 20%) and personal growth–related goals (≈ 15%). When placed in 
perspective, these therapist effects appear substantial. Therapist effects in psychotherapy 
typically account for about 4–17% of outcome variance (see Wampold & Owen, 2021), 
about 6–13% of dropout variance (Saxon et al., 2017; Zimmermann et al., 2017), and 
roughly 11–16% of the variance in the alliance–outcome association (Del Re et al., 2012). 
Therefore, before discussing the potential predictor of goal selection, it is important to 
note that goal selection is (at least for some goal categories) strongly shaped by therapist 
guidance and treatment context, not only by patient characteristics. Nevertheless, several 
patient intake characteristics showed meaningful associations with goal content. For 
example, higher levels of interpersonal problems were associated with a lower likelihood 
of selecting at least one symptom-related goal and a higher likelihood of selecting at 
least one interpersonal-related goal. This suggests that patients tend to formulate goals 
in the domain where they experience high distress. In contrast, symptoms of depression 
were linked to a higher likelihood of selecting existential-related goals and greater goal 
diversity, the latter being consistent with prior findings (Grosse Holtforth et al., 2009). 
Interestingly, being older is also associated with a higher probability of selecting a more 
diverse set of therapy goals, potentially due to the addition of age-related challenges 
(Choi et al., 2021; Raue et al., 2017; Vathke et al., 2023). On the other hand, other 
symptoms showed a more selective shift of goal content rather than broader effects. 
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For example, higher somatization was associated with a lower likelihood of selecting 
personal growth–related goals, which may reflect a stronger focus on bodily distress 
(Miller, 2008) and potentially a reduced capability for self-exploratory change processes 
(Ballespí et al., 2019; Mattila et al., 2008). Together, these findings indicate that therapy 
goal categories capture clinically meaningful differences in how patients conceptualize 
their difficulties at treatment entry. As such, structured goal categorization may serve as 
a useful bridge between individualized goal setting and more standardized approaches to 
case formulation and treatment planning.

Alongside the question of which therapy goal categories patients select, the present 
findings also illustrate how progress toward these goals (in the specific context of this 
study) relates to therapeutic change. Goal attainment represents a direct indicator of 
patient-perceived improvements with respect to defined change targets (Lloyd et al., 
2019) and is a complementary perspective on treatment success beyond standardized 
symptom measures (Lindhiem et al., 2016). Across different domains of treatment suc­
cess, from symptom distress to broader functioning and patient satisfaction, attainment 
within several goal categories (conditional on them being selected) was associated with 
greater-than-expected improvement relative to baseline severity, indicating that progress 
on individualized goals is meaningfully reflected in standardized outcomes. The strength 
of these associations differed across outcome domains. In this sample, symptom change 
showed the most consistent links with specific goal attainment, whereas associations 
with global functioning and patient satisfaction were fewer and more selective. One 
likely explanation lies in the CBT treatment context, which, as mentioned above, empha­
sizes symptom reduction. On the other hand, broader aspects of global functioning (e.g., 
interpersonal problems and role domains) may change more slowly and not be fully 
captured at post-assessment (e.g., Quilty et al., 2013). Importantly, some goal content 
categories were selected less frequently, which reduces statistical power for their attain­
ment effects and cautions against interpreting non-significant associations as evidence 
of irrelevance. The main effects of goal category selection should be interpreted with 
particular caution as well. These coefficients should not be interpreted as indicating that 
selecting such goals leads to poorer outcomes. Rather, they reflect differences between 
patients who selected a given goal category and those who did not. Patients selecting 
certain goal types may present with more complex or burdensome problem profiles, 
which are generally associated with less favorable outcomes (e.g., Boswell et al., 2012).

What, then, should be made of these findings? They align with the view that psycho­
therapy outcome cannot be reduced to symptom change alone but encompasses multiple 
domains of personally meaningful improvement. Patient-reported outcome research has 
repeatedly demonstrated that patients define their therapy success in diverse ways. For 
example, a qualitative meta-synthesis by Chevance et al. (2020) identified a large number 
of distinct outcome domains that patients consider relevant. At a more integrative level, 
Zavlis et al. (2025) proposed that valued therapy outcomes cluster around three broad 
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themes (love, meaning, and work; with the latter encompassing symptom reduction and 
functioning). Across these perspectives, a common conclusion emerges: standardized 
symptom measures capture only part of what patients experience as improvement. Ac­
cordingly, De Smet et al. (2020) suggest that changes in standardized outcome measures 
should be contextualized within patients’ subjective narrative. Against this background, 
the present results add a quantitative perspective by showing that attainment in specific 
patient-defined goal content domains is reflected in standardized outcome indicators, 
but not uniformly. Therefore, the bridge between individualized goals and standardized 
outcomes seems domain-sensitive and not generic. Clinically, the present findings sug­
gest that domain-specific goal attainment ratings could complement the standardized 
outcome evaluation. At the same time, standardized intake measures may help identify 
dominant distress domains and thereby inform the collaborative formulation of therapy 
goals.

Several questions remain open for future research. First, goal selection as well as 
goal attainment–outcome associations may differ across therapeutic orientations and 
treatment settings (Schöttke et al., 2014). Second, it would be valuable to examine wheth­
er similar domain-specific patterns emerge when using other goal-based or idiographic 
outcome approaches (Cooper & Xu, 2023; Sales, Faísca, et al., 2023), and how the BIT goal 
domains map onto broader patient-defined outcome domains described in qualitative 
and mixed-methods research (Chevance et al., 2020; Zavlis et al., 2025). Future research 
should also continue to examine how different goal-domain frameworks align with pa­
tients’ own conceptualizations of change and outcome. Third, future studies could extend 
this work by examining associations between goal attainment and negative outcomes, 
such as deterioration or dissatisfaction with treatment (Steinbrenner et al., 2025). Finally, 
therapy goals were treated here as fixed at baseline, although goal priorities and mean­
ings may shift over the course of treatment. Capturing the dynamic development of goals 
and their attainment over time may provide a more process-sensitive understanding of 
how individualized goals relate to therapeutic change.

Limitations
Several limitations should be noted when interpreting the present findings. First, as 
mentioned above, the number of patients selecting certain goal categories, particularly 
existential and well-being-related goals, was relatively low, which may have reduced 
statistical power to detect meaningful effects in these domains. However, this lower 
frequency may also reflect other possibilities, such as lower perceived relevance, greater 
difficulty in articulating these goals, or differences in how they are framed during goal 
setting. Second, because only patients who reported at least three therapy goals were 
included a priori, the findings may generalize primarily to patients who are able and 
willing to engage in collaborative goal setting. As goal articulation is likely associated 
with motivation and therapeutic alliance (e.g., DeFife & Hilsenroth, 2011; Ryan et al., 

Therapy Goals and Their Attainment 18

Clinical Psychology in Europe
2026, Vol. 8(3), Article e19567
https://doi.org/10.32872/cpe.19567

https://www.psychopen.eu/


2011), a higher number of reported goals (independent of their content or diversity) 
may itself reflect more favorable psychotherapy process characteristics. Third, all thera­
pists in the study were CBT trainees, potentially limiting the generalizability of the 
results to other therapeutic orientations or more experienced clinicians. Fourth, goal 
types were categorized based on their position within the BIT structure. However, some 
goals may have conceptually overlapped across categories, introducing ambiguity in the 
classification. Finally, all outcome measures were based on patient self-report, where 
therapist-rated improvements could also be important indicators.

Conclusion
This study highlights the clinical value of collaboratively defined therapy goals and their 
attainment as meaningful indicators of therapeutic outcome. Progress toward individu­
alized goals was systematically reflected in standardized outcome measures, although 
not uniformly across goal content domains. Substantial therapist-level effects in goal 
selection indicate that goal formulation is shaped not only by patient characteristics 
but also by therapeutic context. Taken together, these results support the integration of 
individualized therapy goals alongside standardized measures to enable a more nuanced 
and patient-centered assessment of psychotherapy outcomes.
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Abstract
Background: This study examined the feasibility and preliminary clinical indications of an 
imagery rescripting intervention integrating the Pathological Affective Dependence framework 
(ImRs-PAD) in survivors of Intimate Partner Violence (IPV). Pathological Affective Dependence 
(PAD) refers to a trauma-related relational vulnerability associated with difficulties in disengaging 
from abusive intimate relationships.
Method: A multiple case series design was used with three female IPV survivors referred by a 
mental health center in Italy (mean age = 31.3 years, SD = 2.08). All participants reported histories 
of abusive relationships, marked difficulties with separation, and clinically significant levels of 
PAD. Participants received an online ImRs-PAD intervention. Repeated self-report measures 
assessed changes in PAD, trauma-related symptoms, depression, anxiety, somatic symptoms, 
resilience, self-compassion, and psychological well-being.
Results: Across cases, reductions were observed in PAD, depressive and anxiety symptoms, and 
trauma-related and somatic complaints, alongside increases in resilience, self-compassion, and 
overall psychological well-being. The online delivery of the intervention was feasible, with no 
technical or safety issues reported.
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Conclusion: The findings provide preliminary support for the potential clinical relevance of ImRs-
PAD for IPV survivors. Addressing PAD may facilitate disengagement from violent partners and 
reduce the risk of re-exposure to severe forms of violence.

Keywords
intimate partner violence (IPV), pathological affective dependence (PAD), relational trauma, imagery 
rescripting (ImRs), mechanisms of change in ImRs, psychotherapy

Highlights
• Online imagery rescripting was feasible and safe for IPV survivors with pathological 

affective dependence.
• The intervention was associated with reductions in pathological affective dependence 

and trauma-related symptoms.
• Improvements were observed in self-compassion, resilience, and psychological well-

being.
• Addressing unmet relational needs may support disengagement from abusive 

relationships.

Intimate Partner Violence (IPV) represents a pervasive public health issue with profound 
psychological, physical, and social consequences, particularly for women (Jewkes & 
Abrahams, 2026). The World Health Organization (WHO, 2024) defines IPV as harmful 
behaviors by a current or former intimate partner, including physical aggression, sexual 
coercion, psychological abuse, and controlling behaviors. Remaining in abusive relation­
ships is influenced by structural and individual obstacles, including economic, social, and 
cultural pressures, as well as the perpetrator’s psychological characteristics (i.e., anger 
problems, anxiety, depression, suicidal behaviour, personality disorders, alcoholism, or 
problem gambling; Cuesta-García & Crespo, 2022; Neal & Edwards, 2017). Over time, in­
creasing attention has also been directed toward the relational dynamics between victims 
and perpetrators of IPV (Pugliese et al., 2024). Within this context, Pathological Affective 
Dependence (PAD) has been proposed as an emerging clinical construct describing a 
vulnerability that may increase the likelihood of remaining in or returning to abusive 
relationships (Castillo-Gonzáles et al., 2024; Pugliese et al., 2023). PAD is a relational 
condition characterized by a persistent and intense need to maintain a specific intimate 
relationship despite its dysfunctional nature, including the presence of psychological 
distress or interpersonal violence (Pugliese et al., 2023). Individuals with PAD remain 
trapped in these dangerous relationships as they experience an internal conflict: the 
compulsion to save the relationship, even at the expense of their own well-being, and 
the desire to protect themselves from further harm. Two conditions typically fuel this 
internal struggle: partner abuse and perceived inability to leave the relationship. PAD 
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encompasses both conditions and the resulting internal struggle (Pugliese, Uvelli, et al., 
2025).

PAD can be conceptualized as both a trait—reflecting enduring dysfunctional rela­
tional patterns—and a state, referring to the situational activation of these patterns 
within a specific relationship, particularly in abusive or violent contexts (Pugliese, Uvelli, 
et al., 2025). In addition, PAD appears to be associated with reduced cognitive and 
metacognitive functioning in IPV survivors, which may partly explain difficulties in 
help-seeking and relational disengagement (Pugliese, Papa, et al., 2025). According to 
the PAD theory (Pugliese et al., 2023), the etiology of PAD lies in the chronic frustra­
tion of at least one of three core relational needs—love (acceptance and care), dignity 
(being respected and valued), and safety (physical and emotional security)—within early 
caregiving relationships (Papa & Pugliese, 2025; Papa et al., 2026; Smith‐Marek et al., 
2015; Speranza et al., 2022). In this framework, relational trauma is conceptualized as the 
cumulative impact of persistent unmet relational needs. In adulthood, these experiences 
may consolidate into trait PAD, understood as a stable pattern of dysfunctional relational 
functioning. Individuals with such histories often engage in intimate relationships with 
an implicit reparative aim, seeking to fulfill unmet developmental needs (Pezzoli et 
al., 2025; Phillips et al., 2025). However, these efforts are frequently directed toward 
relational contexts that resemble early caregiving environments, thereby reactivating and 
reinforcing maladaptive interpersonal patterns (Pugliese et al., 2023). Within this process, 
current relationships may elicit state PAD, defined as the situational manifestation of 
these dynamics within a specific relational context. This condition is typically charac­
terized by ongoing abuse, a perceived inability to disengage, and a persistent conflict 
between separation and relationship maintenance. Such dynamics contribute to both the 
maintenance of abusive relationships and the perpetuation of maladaptive relational cy­
cles. From this perspective, PAD may be understood as the enduring relational imprint of 
repeated relational trauma, predisposing individuals to recurrent patterns of dysfunction 
and abuse (Silvestri et al., 2025; Speranza et al., 2022). Despite its clinical significance, 
there remains a notable lack of interventions specifically designed to address psycholog­
ical mechanisms rooted in early trauma that increase vulnerability to revictimization—
mechanisms that are central to PAD.

Study Rationale
Imagery Rescripting (ImRs) is one promising evidence-based intervention to address 
the unmet needs central to PAD. This experiential technique, originally developed 
within Schema Therapy (Arntz & Weertman, 1999), allows clients to revisit early aver­
sive memories, fantasies, or nightmares and transform their emotional meaning (Müller-
Engelmann & Steil, 2017; Nilsson et al., 2019). One of the hypothesized mechanisms of 
change in ImRs is the fulfillment of unmet needs (Koetsier et al., 2024). To our knowl­
edge, however, no study has examined whether satisfying unmet needs from childhood 
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and adulthood using guided imagery may be beneficial for survivors of IPV presenting 
with PAD (for a review, see Kip et al., 2023; Kroener et al., 2023). Specifically, it remains 
unclear whether, after these needs are addressed in imagination, survivors report reduc­
tions in PAD. Additionally, previous research on treatments for women IPV survivors has 
largely focused on PTSD, depression, anxiety, and self-esteem (Emirza & Uzun, 2024), 
often overlooking complex PTSD (ICD-11, 2018) symptoms—namely disturbances in 
self-organization, including affective dysregulation, negative self-concept, and relational 
difficulties—linked to ongoing trauma (Cloitre et al., 2018), as well as positive outcomes 
such as resilience and self-compassion. ImRs-PAD is expected to foster a more supportive 
and protective stance toward the vulnerable self, potentially increasing self-compassion. 
This is particularly relevant in survivors of IPV, who often experience high levels of 
self-criticism for not leaving the relationship earlier, despite recognizing its dysfunctional 
or abusive nature (Crapolicchio et al., 2021). Such self-criticism may be further reinforced 
by self-blame processes, as perpetrators frequently attribute responsibility for the vio­
lence to the victim (Naismith et al., 2024). This is consistent with the PAD construct, 
particularly the internal conflict dimension, which reflects the struggle between recog­
nizing that the relationship is harmful and feeling unable to separate from the partner 
(Pugliese, Uvelli, et al., 2025). Moreover, despite substantial therapeutic and support 
efforts, many IPV survivors remain resistant to change within existing care systems 
(Paphitis et al., 2022). Existing evidence-based interventions for IPV survivors primarily 
target symptom reduction (e.g., PTSD, depression, anxiety) and may not directly address 
the underlying relational mechanisms that maintain dependence on abusive partners. 
These approaches may be less effective in modifying unmet relational needs and the 
associated internal conflict that characterizes PAD. The present study aims to address 
this gap by framing PAD as a relational pathway through which traumatic family and 
partner experiences may contribute to persistent difficulties in disengaging from abusive 
relationships. Addressing PAD may therefore represent a trauma-informed pathway to 
reduce re-exposure to violence, complementing symptom-focused PTSD treatments.

The Current Study
To address this gap, the present study explores the feasibility and preliminary effective­
ness of an online imagery rescripting intervention (ImRs-PAD) tailored for female survi­
vors of IPV with clinically meaningful PAD symptoms. Using an exploratory multiple 
case series design, the intervention specifically targets three core unmet needs—love, dig­
nity, and safety—identified from participants’ autobiographical narratives and relational 
histories. In addition to evaluating the feasibility of online delivery, the study examines 
whether ImRs-PAD reduces PAD, complex post-traumatic stress, depression, anxiety, 
and somatic complaints while enhancing psychological well-being, self-compassion, and 
resilience. Online access is particularly relevant for IPV survivors who often face barriers 
to in-person care due to ongoing partner control or surveillance (van Gelder et al., 
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2023). The present study is an independent online multiple case series conducted in Italy, 
designed to provide a preliminary evaluation of the protocol prior to the implementation 
of a preregistered in-person multiple baseline study trial (ClinicalTrials.gov Identifier: 
NCT06670326). The preregistered trial is conducted in collaboration with several anti-vi­
olence centers and is currently ongoing in the Netherlands.

Hypotheses
We formulated a set of hypotheses organized into primary and secondary outcomes, de­
signed to capture the direct effects of the intervention at different stages of the protocol.

• Primary Outcomes: Participants will show significant reductions in both state PAD and 
trait PAD from pre-treatment to post-treatment, with effects maintained at follow-up.

• Secondary Outcomes: Participants will show significant increases in resilience, self-
compassion, and psychological well-being, as well as reductions in depression, anxiety, 
and complex post-traumatic stress symptoms from pre-treatment to post-treatment, 
with improvements sustained or enhanced at follow-up.

Method

Participants
Three female participants were referred by a psychiatrist from a mental health center in 
Italy to participate in the current study. All presented with a history of abusive relation­
ships with current or former partners and reported marked difficulties in achieving or 
maintaining separation despite recognizing the need to do so. The mean age was 31.3 
years (SD = 2.08). All participants were unmarried at the time of treatment and reported 
recurrent difficulties in maintaining stable and autonomous romantic relationships. They 
also showed a marked inability to leave dysfunctional relationships and experienced 
exacerbations of depressive and anxiety symptoms during separation phases. All patients 
referred during the study period who met the inclusion criteria and provided informed 
consent were included. Inclusion criteria were sufficient fluency in Italian to complete 
the study procedures, age between 18 and 60 years, and clinically meaningful levels of 
PAD, as indicated by a score of 47 or higher on the Pathological Affective Dependence 
Scale – State and Trait versions (PADS-S, PADS-T; Pugliese, Uvelli, et al., 2025). Exclu­
sion criteria were assessed through a comprehensive clinical interview by a licensed 
psychologist and psychotherapist with 10 years of clinical experience. These included 
the evaluation of current and past psychiatric conditions, substance use, medical history, 
and ongoing treatments. The assessment aimed to rule out the presence of psychotic dis­
orders, severe substance use disorder, intellectual disability, debilitating chronic medical 
conditions, prior receipt of imagery rescripting–based therapy, and current psychophar­
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macological treatment. Detailed descriptions of individual cases included in this multiple 
case series are reported in Appendix A.

Procedures
The intervention was conducted by two licensed clinical psychologists, both formally 
trained in cognitive-behavioral therapy (CBT) for PAD, and engaged in peer supervision 
throughout the treatment process. One therapist, with over 4 years of experience in 
both clinical practice and research, delivered the treatment to all three participants. 
The second therapist, with over 10 years of experience in both clinical practice and 
research, provided clinical supervision and administered the assessment measures. Three 
clients participated in a 5-month program consisting of weekly individual sessions (ap­
proximately 20 sessions each, including 4–6 assessment sessions, 13 treatment sessions, 
and the remaining sessions focused on follow-up).

All treatment sessions were conducted online via Google Meet using secure, individ­
ualized access links. For each session, a unique private link was generated and sent to 
the participant’s personal email address the day before the appointment. Access to the 
session was restricted to the invited participant, ensuring confidentiality and controlled 
access. A different link was used for each session and for each participant.

Before the intervention, all clients underwent a comprehensive psychological assess­
ment. All self-report measures were completed independently by participants outside the 
therapy sessions. Therapists did not use questionnaire scores to guide the intervention 
and had no access to interim results during treatment. The treatment program started in 
March 2024 and concluded in August 2025. All participants provided informed consent, 
and the study was approved by the Ethics Committee of the Scuola di Psicoterapia 
Cognitiva (protocol number N. Pr 2/24).

The treatment component, ImRs-PAD, is a trauma-informed intervention based on 
Imagery Rescripting (ImRs), consisting of 13 weekly individual sessions (50 minutes 
each), including one psychoeducation session followed by 12 ImRs sessions. Grounded 
in PAD theory (Pugliese et al., 2023), ImRs-PAD aims to address chronic frustration of 
core relational needs for love, dignity, and safety across early family experiences, abu­
sive intimate relationships, and anticipated future relational challenges. Across stages, 
responsibility for rescripting progressively shifts from the therapist to the client, foster­
ing autonomy, affect regulation, and relational agency. ImRs-PAD is organized into three 
stages, each specifically targeting the reduction of PAD traits, PAD state, and relapse.

Measures
The Pathological Affective Dependence Scale (PADS; Pugliese, Uvelli, et al., 2025) is a 17-
item self-report questionnaire available in two parallel forms that measure state (PADS-
S) and trait (PADS-T) affective dependence, respectively. It assesses three dimensions of 

Online Imagery Rescripting for PAD in IPV Survivors 6

Clinical Psychology in Europe
2026, Vol. 8(3), Article e22027
https://doi.org/10.32872/cpe.22027

https://www.psychopen.eu/


pathological dependence, including internal conflict (IC), inability to separate from the 
partner (IS), and partner abuse (PA). Items are rated on a 5-point Likert scale (1 = not 
at all, 5 = always). The total score ranges from 17 to 85, with higher scores indicating 
greater levels of affective dependence. In the original validation study (Pugliese, Uvelli, 
et al., 2025), Cronbach’s α was .89 for both the state and trait versions. Example items 
include “I am aware that I am suffering in this relationship, but at the same time, I cannot 
leave it” (IC); “I would do anything in order not to lose my importance in my partner’s 
sight” (IS); and “My partner devalues me” (PA). In this study, the PADS was administered 
at baseline (T0), after every session (T1-T12), and at follow-up.

The Self-Compassion Scale (SCS; Neff, 2003) is a 26-item questionnaire designed 
to measure six dimensions of self-compassion, including self-kindness, self-judgment, 
common humanity, isolation, mindfulness, and over-identification. Each item is rated on 
a 5-point Likert scale (1 = almost never, 5 = almost always). The total score ranges from 
26 to 130, with higher scores reflecting greater self-compassion. To obtain the scores for 
the subscales, the mean of the items belonging to each subscale should be calculated. 
Cronbach’s α in the original study was .92 for the total score and between .75 and 
.81 for the subscales. Example items include “I try to be loving toward myself when I’m 
feeling emotional pain” and “I’m disapproving and judgmental about my own flaws and 
inadequacies.” In this study, the SCS was administered at baseline (T0), after 6 sessions 
(T6), after 12 sessions (T12), and at follow-up.

The Patient Health Questionnaire (PHQ; Kroenke et al., 2001, 2002; Spitzer et al., 
2006) is a widely used self-report instrument that screens for somatic, anxiety, and 
depressive symptoms. It consists of 31 items across different modules, each rated on a 
4-point Likert scale (0 = not at all, 3 = nearly every day). The score range differs for 
each module (e.g., PHQ-9 depression: 0–27; PHQ-15 somatic symptoms: 0–45; GAD-7 
anxiety: 0–21). Higher scores indicate greater symptom severity. Cronbach’s α values in 
validation studies ranged from .86 to .89 (Kroenke et al., 2001, 2002; Spitzer et al., 2006). 
Example items include “Over the last 2 weeks, how often have you had little interest or 
pleasure in doing things?” and “Over the last 2 weeks, how often have you felt nervous, 
anxious, or on edge?” In this study, the PHQ was administered at T0, T6, T12, and 
follow-up.

The Ego-Resiliency Scale – Revised (ER89-R; Alessandri et al., 2007) is a 10-item 
self-report questionnaire designed to assess psychological resilience, particularly the 
ability to adapt to changing circumstances flexibly. Items are rated on a 4-point Likert 
scale (1 = does not apply at all, 4 = applies very strongly). The total score ranges from 
10 to 40, with higher scores indicating greater ego-resiliency. Cronbach’s α in the Italian 
validation was .76 (Alessandri et al., 2007). Example items include: “I quickly get over and 
recover from being startled” and “I enjoy dealing with new and unusual situations.” The 
ER89-R was administered at T0, T6, T12, and follow-up.
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The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) is an 18-item 
measure assessing symptoms of post-traumatic stress disorder (PTSD) and complex 
PTSD (CPTSD) according to ICD-11 criteria. Each item is scored on a 5-point Likert 
scale (0 = not at all, 4 = extremely). The total score ranges from 0 to 72, with higher 
scores indicating greater symptom severity. Cronbach’s α in the original validation study 
(Cloitre et al., 2018) ranged from .88 to .94 across the different subscales. Example items 
include: “When I am reminded of the trauma, I get intense physical reactions (for example, 
sweating, heart beating fast, nausea)” and “I feel worthless because of the trauma.” In this 
study, the ITQ was administered at T0, T6, T12, and follow-up.

The Psychological General Well-Being Index – Short (PGWB-S; Grossi et al., 2006) 
is a 6-item self-report scale measuring overall subjective well-being. Each item is rated 
on a 6-point Likert scale (0 = none of the time, 5 = all of the time), with total scores 
ranging from 0 to 30. Higher scores indicate better psychological well-being. Cronbach’s 
α in validation studies (Grossi et al., 2006) ranged from .85 to .90. Example items include 
“Have you been bothered by nervousness or your ‘nerves’ during the past month?” and “How 
often have you felt cheerful and light-hearted?” The PGWB-SF was administered at T0, T6, 
T12, and follow-up.

The Young Schema Questionnaire – Short Form (YSQ-SF; Young & Brown, 2005) is a 
90-item self-report questionnaire designed to assess 18 early maladaptive schemas. Items 
are rated on a 6-point Likert scale (1 = completely untrue of me, 6 = describes me perfectly). 
The total score ranges from 90 to 540, with higher scores reflecting stronger schema 
endorsement. Cronbach’s α for the subscales in the original validation study (Young & 
Brown, 2005) ranged from .83 to .96. Example items include: “I worry that people I feel 
close to will leave me or abandon me” and “I feel that people will take advantage of me.” In 
this study, the YSQ-SF was administered only at baseline (T0).

All self-report measures were administered using standardized procedures to mini­
mize response bias and social desirability effects. Questionnaires were completed inde­
pendently by participants online via a secure survey platform. Measures were adminis­
tered and collected by a research team member not involved in therapy, and therapists 
had no access to questionnaire responses at any assessment point, ensuring a clear 
separation between clinical and research roles.

Statistical Analysis
Data analysis was conducted in two steps. First, pre- (T0) and post-treatment (T12) scores 
were compared for each case using the Reliable Change Index (RCI; Jacobson & Truax, 
1991), which expresses the ratio between the observed change and the standard error of 
Italian measurement. Values greater than 1.96 were considered statistically significant, 
indicating a reliable change. The RCI was selected because it allows the evaluation of 
clinically meaningful changes at the individual level, which is particularly appropriate 
for case-series designs in small samples. Second, differences were compared using the 
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RCI across intermediate and follow-up phases (T0–T6, T6–T12, T12–FU, and T0–FU), 
to capture both short-term and long-term changes. All analyses were performed at 
the individual level, in line with the descriptive and exploratory nature of case-series 
designs.

Results
Across all three cases, results showed consistent improvements on every measure from 
baseline (T0) to follow-up (FU). Specifically, both the state and trait versions of the 
PADS revealed marked reductions, with final scores approaching the minimum possible 
value for each participant. In parallel, self-compassion (SCS) increased steadily, with 
Case 1 reaching the highest overall levels at follow-up. Depressive, somatic, and anxiety 
symptoms measured with the PHQ decreased substantially in all participants. At the 
same time, psychological well-being (PGWB) showed a progressive rise, particularly in 
Case 1 and Case 3, where scores nearly doubled or tripled relative to baseline. Ego-resil­
iency (ER-89-R) also increased across cases, reflecting greater adaptive functioning over 
time. Finally, trauma-related symptoms (ITQ) declined sharply, with Case 1 and Case 2 
showing the fastest early reductions, while Case 3 improved more gradually but reached 
substantially lower symptom levels at follow-up. Overall, the data highlight a consistent 
pattern of symptom reduction and functional improvement across all domains, with 
convergence of outcomes among the three clients despite some differences in the pace of 
change (see Table 1).

Table 1

Pre-Treatment (T0), Half-Treatment (T6), Post-Treatment (T12), and Follow-Up (FU) Scores of Participants on All 
Outcome Measures

Variable
Case 1

T0-T6-T12-FU
Case 2

T0-T6-T12-FU
Case 3

T0-T6-T12-FU

PADS-S 69-30-18-17 71-64-39-20 68-33-22-17

PADS-T 75-38-30-18 72-66-39-22 61-32-22-17

SCS 1.53-2.86-4.08-4.50 2.30-2.50-3.05-3.80 1.66-2.23-2.46-2.86

PHQ 49-25-22-10 25-19-13-8 31-23-20-10

PGWB 47.58-91.5-106.14-109.8 43.92-47.58-62.22-75.13 14.64-25.62-30.22-41.14

ER-89-R 38-46-48-50 37-43-44-52 30-40-42-45

ITQ 59-16-11-6 51-34-18-10 59-41-33-20

Note. T0 = pre-treatment; T6 = half-treatment; T12 = post-treatment; FU = follow-up; PADS-S = Pathological 
Affective Dependence Scale-State version; PADS-T = Pathological Affective Dependence Scale-Trait version; 
SCS = Self-Compassion Scale; PHQ = Patient Health Questionnaire; PGWB = Psychological General Well-Being 
Index; ER-89-R = Ego-Resiliency Scale-Revised; ITQ = International Trauma Questionnaire.
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All three participants demonstrated statistically reliable improvements across the out­
come measures, with differences in timing and magnitude (Table 2). A concise overview 
of the temporal pattern of reliable changes across outcome measures is reported in 
Table 3.

Table 2

Reliable Change Index (RCI) of the Outcome Measures Over Time

Variable

Case 1
T0-T12 / T0-FU /
T0-T6 / T6-12 /

T12-FU

Case 2
T0-T12 / T0-FU /
T0-T6 / T6-12 /

T12-FU

Case 3
T0-T12 / T0-FU /
T0-T6 / T6-12 /

T12-FU

PADS-S 8.79* / 8.96* /

6.72* / 2.07* /

0.17

5.52* / 8.79* /

1.21 / 4.31* /

3.27*

7.93* / 8.79* /

0.69 / 1.90 /

0.86

PADS-T 7.66* / 9.70* /

6.30* / 1.36 /

2.04*

5.62* / 8.51* /

1.02 / 4.59* /

2.89*

6.64* / 7.49* /

4.93* / 1.70 /

0.85

SCS -7.08* / -9.00* /

-3.96* / -3.70* /

-1.27

-2.08* / -4.55* /

-0.56 / -1.67 /

-2.27*

-2.22* / -3.64* /

-1.58 / -0.70 /

-1.21

PHQ 6.53* / 9.43* /

5.80* / 0.73 /

2.90*

2.90* / 4.11* /

1.45 / 1.45 /

1.21

2.66* / 5.08* /

1.93 / 0.73 /

2.42*

PGWB -19.91* / -21.16* /

-14.93* / -4.98* /

-1.24

-6.22* / -10.61* /

-1.24 / -4.98* /

-4.39*

-5.30* / -9.01* /

-3.73* / -1.56 /

-3.71*

ER-89-R -8.37* / -10.04* /

-6.69* / -1.67 /

-1.67

-5.86* / -12.55* /

-5.02* / -0.84 /

-6.69*

-10.04* / -12.55* /

-8.37* / -1.67 /

-2.51*

ITQ 11.87* / 13.11* /

10.63* / 1.24 /

1.24

8.16* / 10.14* /

4.20* / 3.96* /

1.98*

6.43* / 9.64* /

4.45* / 1.98* /

3.21*

Note. PADS-S = pathological affective dependence scale-state version; PADS-T = pathological affective depend­
ence-trait version; SCS = self-compassion scale; PHQ = patient health questionnaire; PGWB = psychological 
general well-being index; ER-89-R = ego-resiliency-89-revised; ITQ = international trauma questionnaire. 
T0–T12 = comparison between pre-treatment and the last treatment session; T0–FU = comparison between 
pre-treatment and follow-up; T0–T6 = comparison between pre-treatment and mid-treatment (after the sixth 
imagery with rescripting session); T6–T12 = comparison between mid-treatment and the last treatment session; 
T12–FU = comparison between the last treatment session and follow-up.
*Significant results at |RCI| > 1.96.
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Table 3

Summary of Temporal RCI Changes Across Assessment Phases

Variable

Case 1
T0-T12 / T0-T6 /

T6-T12 / T12-FU /
T0-FU

Case 2
T0-T12 / T0-T6 /

T6-T12 / T12-FU /
T0-FU

Case 3
T0-T12 / T0-T6 /

T6-T12 / T12-FU /
T0-FU

PADS-S 8.79* / 6.72* /

2.07* / 0.17 /

8.96*

5.52* / 1.21 /

4.31* / 3.27* /

8.79*

7.93* / 0.69 /

1.90 / 0.86 /

8.79*

PADS-T 7.66* / 6.30* /

1.36 / 2.04* /

9.70*

5.62* / 1.02 /

4.59* / 2.89* /

8.51*

6.64* / 4.93* /

1.70 / 0.85 /

7.49*

SCS -7.08* / -3.96* /

-3.70* / -1.27 /

-9.00*

-2.08* / -0.56 /

-1.67 / -2.27* /

-4.55*

-2.22* / -1.58 /

-0.70 / -1.21 /

-3.64*

PHQ 6.53* / 5.80* /

0.73 / 2.90* /

9.43*

2.90* / 1.45 /

1.45 / 1.21 /

4.11*

2.66* / 1.93 /

0.73 / 2.42* /

5.08*

PGWB -19.91* / -14.93* /

-4.98* / -1.24 /

-21.16*

-6.22* / -1.24 /

-4.98* / -4.39* /

-10.61*

-5.30* / -3.73* /

-1.56 / -3.71* /

-9.01*

ER-89-R -8.37* / -6.69* /

-1.67 / -1.67 /

-10.04*

-5.86* / -5.02* /

-0.84 / -6.69* /

-12.55*

-10.04* / -8.37* /

-1.67 / -2.51* /

-12.55*

ITQ 11.87* / 10.63* /

1.24 / 1.24 /

13.11*

8.16* / 4.20* /

3.96* / 1.98* /

10.14*

6.43* / 4.45* /

1.98* / 3.21* /

9.64*

Note. RCI = reliable change index; PADS-S = Pathological Affective Dependence Scale-State version; PADS-T = 
Pathological Affective Dependence Scale-Trait version; SCS = Self-Compassion Scale; PHQ = Patient Health 
Questionnaire; PGWB = Psychological General Well-Being Index; ER-89-R = Ego-Resiliency Scale-Revised; 
ITQ = International Trauma Questionnaire.
*Significant results at |RCI| > 1.96.

Case 1 showed the most rapid and extensive response. Substantial improvements were 
evident already at mid-treatment, with reliable reductions in pathological affective de­
pendence, general psychopathology, and trauma-related symptoms, as well as increases 
in well-being, self-compassion, and resilience. These gains were largely maintained and 
consolidated through post-treatment and follow-up. Case 2 exhibited a more gradual 
trajectory. Early changes were limited, but significant progress emerged between mid- 
and post-treatment, particularly in affective dependence, trauma symptoms, and psy­
chological well-being. Additional gains were observed at follow-up, including further 
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improvements in resilience. Case 3 also showed a slower but consistent pattern of 
change. Improvements were selective at mid-treatment, mainly in resilience and affective 
dependence, and became more evident by post-treatment. Further progress occurred at 
follow-up, especially in well-being and trauma-related symptoms. Taken together, the 
results indicate that while the three participants followed different trajectories, they all 
achieved clinically meaningful improvements by the end of treatment and maintained or 
enhanced these gains at follow-up.

Figures 1, 2, 3, 4, 5, 6, 7 illustrate the longitudinal trajectories of the main outcome 
measures from baseline to follow-up. Overall, visual inspection showed a consistent 
reduction in PADS-S and PADS-T scores across the three cases, with particularly marked 
improvements between baseline and post-treatment that were generally maintained or 
further improved at follow-up. A similar pattern emerged for ITQ and PHQ scores, 
which decreased over time in all participants. In parallel, SCS, PGWB, and ER-89-R 
scores increased across the intervention and follow-up phases. Although the timing 
and magnitude of change varied across cases and outcome domains, the overall pattern 
indicated improvement across both symptom-related and resilience-related outcomes. 
These trajectories are presented descriptively and should be interpreted in relation to the 
individual case patterns.

Figure 1

Time Series of State Pathological Affective Dependence: Changes in the Total Score 
of PADS-S
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T0 T1 T2 T3 T4 T5 T6 T7 T8 T9 T10 T11 T12 FU

Case 1 Case 2 Case 3

Note. PADS-S = Pathological Affective Dependence Scale-State version; T0 = 
pre-treatment; T6 = half-treatment; T12 = post-treatment; FU = follow-up. 
Higher scores indicate higher state pathological affective dependence.
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Figure 2

Time Series of Trait Pathological Affective Dependence: Changes in the Total Score 
of PADS-T
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Case 1 Case 2 Case 3

Note. PADS-T = Pathological Affective Dependence Scale-Trait version; T0 = 
pre-treatment; T6 = half-treatment; T12 = post-treatment; FU = follow-up. 
Higher scores indicate higher trait pathological affective dependence.

Figure 3

Self-Compassion Score Over Time: Changes in the Total Score of SCS
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Note. SCS = Self-Compassion Scale; T0 = pre-treatment; T6 = half-treatment; 
T12 = post-treatment; FU = follow-up. Higher scores indicate higher self-
compassion.

Pugliese, Uvelli, van Emmerik, & Arntz 13

Clinical Psychology in Europe
2026, Vol. 8(3), Article e22027
https://doi.org/10.32872/cpe.22027

https://www.psychopen.eu/


Figure 4

Psychological Well-Being Over Time: Changes in the Total Score of PGWB
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Note. PGWB = Psychological General Well-Being Index; T0 = pre-treatment; 
T6 = half-treatment; T12 = post-treatment; FU = follow-up. Higher scores 
indicate higher psychological well-being.

Figure 5

Resilience Over Time: Changes in the Total Score of ER89-R
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Note. ER-89-R = Ego-Resiliency Scale-Revised; T0 = pre-treatment; T6 = half-
treatment; T12 = post-treatment; FU = follow-up. Higher scores indicate higher 
ego-resiliency.
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Figure 6

Trauma Symptoms Over Time: Changes in the Total Score of ITQ
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Note. ITQ = International Trauma Questionnaire; T0 = pre-treatment; T6 = half-
treatment; T12 = post-treatment; FU = follow-up. Higher scores indicate higher 
trauma-related symptoms.

Figure 7

Depression, Anxiety, and Somatic Symptoms Over Time: Changes in the Total 
Score of PHQ
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Note. PHQ = Patient Health Questionnaire; T0 = pre-treatment; T6 = half-
treatment; T12 = post-treatment; FU = follow-up. Higher scores indicate higher 
depression, anxiety, and somatic symptom severity.
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Discussion
To our knowledge, this is the first study to apply the online imagery rescripting (ImRs) to 
women with pathological affective dependence (PAD) who have survived intimate part­
ner violence (IPV). Across cases, ImRs-PAD was associated with consistent reductions 
in PAD and other negative symptomatology (complex post-traumatic stress, depression, 
anxiety), alongside parallel improvements in resilience, self-compassion, and well-being 
from baseline to follow-up. Taken together, these findings provide preliminary support 
for the potential efficacy of ImRs in this population. Moreover, they offer initial indica­
tions regarding possible mechanisms of change in ImRs (see also Visco-Comandini et al., 
2025). Specifically, our results tentatively suggest that addressing unmet relational needs 
in imagination may contribute to reductions in PAD and related psychological distress, a 
condition theorized to originate from the chronic frustration of core needs within both 
the family of origin and abusive partner relationships (Pugliese, Uvelli, et al., 2025).

Evidence from the present study suggests that early maladaptive schemas, as assessed 
by the YSQ (Young & Brown, 2005), may play a role in shaping individual responses 
to the intervention (Uvelli et al., 2025). Participants with a predominant self-sacrifice 
schema appeared to show slower improvement. In contrast, those with more trauma-re­
lated schemas (e.g., abandonment, vulnerability) showed earlier reductions in distress 
following imagery rescripting. Participants with prominent shame/defectiveness schemas 
showed an intermediate pattern of change, suggesting that different schema profiles may 
affect both the speed and course of treatment response. Importantly, despite these dif­
ferences, all participants eventually showed disengagement from abusive relationships. 
Although these findings are preliminary and based on a small sample, they highlight the 
potential role of schema-level processes in explaining differences in treatment outcomes.

Feasibility of Online Delivery
The online delivery of ImRs-PAD appeared acceptable and manageable for all partici­
pants. No major technical difficulties, safety concerns, or treatment interruptions were 
reported during the intervention. The online format may have facilitated engagement 
by reducing practical and relational barriers to care (i.e., mobility constraints, partner 
surveillance, and privacy concerns), common among IPV survivors (van Gelder et al., 
2023). Although these observations are preliminary and based on a small number of 
cases, they suggest that online delivery of ImRs-PAD may represent a viable option for 
trauma-informed care in this population.

Timing of Therapeutic Change in ImRs-PAD
Improvements in primary and secondary outcomes did not emerge uniformly across 
participants. This variability may be explained by a combination of relational factors 
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(e.g., type of violence experienced: psychological and/or physical) and contextual factors 
(e.g., time since separation, ongoing contact with the abusive partner).

Relational Risk Factors: The Type of Violence

Differences in the type of violence (physical and/or psychological) experienced may 
influence the pace of therapeutic change (Jordan et al., 2010). Case 1 primarily repor­
ted psychological violence, such as devaluation, control, and verbal abuse, with no 
indication of severe physical aggression. This pattern may explain her relatively early 
improvements in PAD, depression, and trauma-related symptoms, as her therapeutic 
work was not compounded by the more pervasive bodily threat associated with physical 
violence. Also, Case 3 presented a history of severe psychological and verbal violence, 
but her therapeutic trajectory was additionally shaped by repeated re-entries into the 
abusive relationship. These returns prolonged distress and slowed down the stabilization 
process. However, once the imagery worked effectively, addressing both her fear of 
abandonment and need for safety, her progress became more consistent and sustainable. 
By contrast, Case 2 had experienced both psychological and physical violence, with 
recurrent episodes of intimidation and physical harm. This dual exposure may contribute 
to her slower therapeutic response compared to Case 1 and Case 3, as reflected in the 
delayed improvements in PAD and trauma-related symptoms. This pattern is consistent 
with evidence that combined forms of abuse are linked to more severe psychological 
consequences and greater treatment resistance (Iverson et al., 2011). Together, these find­
ings suggest that the type of violence—psychological versus combined psychological and 
physical—may contribute to differential timing of therapeutic gains, with more severe 
and multifaceted abuse associated with slower change.

Contextual Risk Factors: The Separation From the Abusive Partner

Two contextual factors may influence treatment outcomes: (1) the time since the sep­
aration from the abusive partner occurred and (2) whether there is an ongoing or 
intermittent contact versus no current contact with the (ex) partner. Shorter time since 
last contact and ongoing or intermittent contact are typically linked to less favorable 
outcomes, including a higher risk of returning to the abusive relationship—a dynamic 
associated with escalating violence and even femicide (McFarlane et al., 2004). Similarly, 
Iverson et al. (2011) found that women with current partner contact were less likely 
to initiate PTSD treatment and showed poorer outcomes compared to those with past 
but not ongoing abuse. These findings suggest that continued exposure to IPV may 
undermine both treatment engagement and effectiveness. Our findings are consistent 
with this evidence. Case 1, who had fully disengaged from the abusive partner for several 
years, demonstrated the fastest and most stable improvements across outcomes. Case 
2, separated for about a year but maintaining intermittent contact, showed the slower 
progression, with gains consolidating later in treatment. Case 3, who was separated more 
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recently and continued to have active contact with her abusive partner—including repea­
ted returns to the relationship—displayed a mixed trajectory, with delayed stabilization 
of outcomes. These patterns indicate that the degree of separation from the abusive 
partner may be another factor that critically shapes the timing and stability of therapeu­
tic change. Nevertheless, despite these contextual challenges, all three cases benefited 
from ImRs-PAD. This suggests that while achieving a no-contact condition maximizes 
treatment effectiveness, the intervention can still yield meaningful improvements even 
when ongoing or intermittent contact with the abusive partner persists.

Clinical Implications
This study provides preliminary clinical indications that ImRs-PAD may be adapted to 
address IPV-related difficulties in survivors presenting with PAD. By targeting unmet 
relational needs for love, safety, and dignity, ImRs offers a therapeutic approach that 
goes beyond symptom reduction, aiming to modify dysfunctional relational schemas that 
maintain dependence on abusive partners. Clinically, ImRs-PAD may support disengage­
ment from violent relationships and potentially reducing the likelihood of returning to 
abusive partners—a situation associated with adverse outcomes, including heightened 
risk of femicide (McFarlane et al., 2004). These implications must be interpreted cautious­
ly, given the preliminary nature of the evidence, and clinical application should proceed 
with care until findings are replicated in larger, controlled studies.

Limitations and Future Directions
This study has several limitations. First, it relied on a multiple-case series design, which 
limits the ability to draw causal inferences and generalize findings to broader popula­
tions. Second, the sample was relatively small and homogeneous, limiting applicability 
across different cultural, relational, or clinical contexts. Third, outcomes were primarily 
based on self-report measures, which may be subject to bias. Finally, online delivery 
may also present specific limitations in this population. For IPV survivors who are still 
living with a controlling or abusive partner, the home environment may not constitute 
a safe therapeutic space. Sessions may be subject to monitoring, interruption, or record­
ing. These conditions may reduce the survivor’s perceived safety and interfere with 
therapeutic openness. For this reason, when delivering the intervention online, particular 
attention should be paid to safety conditions. Therapists should ensure that patients have 
access to a private and secure space for the session and can interrupt it at any time 
if they feel at risk. Moreover, given the potentially reparative role of the therapeutic 
relationship in trauma-related relational difficulties, the absence of physical co-presence 
may affect engagement and treatment outcomes. In this regard, the possibility of subse­
quent in-person treatment should be considered, when feasible, to further support the 
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therapeutic process and enhance the reparative potential of the therapeutic relationship. 
Future research should directly compare online and in-person delivery modalities.

Despite these limitations, the findings are encouraging and highlight new directions 
for future research. Controlled studies with larger and more diverse samples are needed 
to further evaluate the effectiveness of ImRs-PAD and to identify predictors of early ver­
sus late treatment response. Once preliminary efficacy has been established, future stud­
ies may explore relational, contextual, and personality factors as potential moderators. 
For example, ongoing contact with the abusive partner, the type of violence (physical, 
sexual, psychological, or verbal), and/or specific schema may critically shape the pace 
and stability of improvements. Furthermore, dismantling studies could help clarify the 
relative contributions of early-life rescripting versus interventions targeting current and 
future partner-related dynamics. Longitudinal follow-up at three, six, and twelve months 
will be essential to determine whether the benefits of ImRs-PAD are sustained over 
time and translate into safer relational choices. In addition, incorporating behavioral out­
comes—such as the intention to return to the abusive partner—and biological indicators, 
including cortisol, micro-RNAs, and inflammatory markers, could provide deeper insight 
into how ImRs-PAD supports survivors in breaking free from PAD and IPV. Finally, 
dedicated studies are needed to clarify the mechanisms of change in ImRs-PAD, showing 
how addressing unmet needs during rescripting translates into therapeutic gains.

Conclusion
This multiple case series provides preliminary support for the effectiveness of ImRs-PAD, 
a specific three-stage ImRs protocol grounded in PAD theory (Pugliese et al., 2023). 
According to this theory, PAD originates from the frustration of core needs—being 
loved, feeling safe, and experiencing self-worth—within childhood caregiving and adult 
intimate relationships. PAD may represent a relevant psychological risk pathway for IPV 
(Pugliese, Papa, et al., 2025; Pugliese, Uvelli, et al., 2025). After addressing these memories 
in guided imaginations and meeting the unmet relational needs during rescripting, we 
observed reductions in PAD symptoms, along with improvements in well-being, resil­
ience, and self-compassion, as well as decreases in depression, anxiety, trauma-related, 
and somatic symptoms. These findings broaden the use of ImRs, showing its relevance 
for PAD and IPV survivors. They also contribute to a better understanding of the mecha­
nisms of change in ImRs.
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Abstract
Background: Obstructive Sleep Apnea Syndrome (OSAS) is a chronic condition that negatively 
affects not only the patient but also the partner, influencing their sleep quality, psychological well-
being, and couple relationship. However, scientific literature has given little attention to the 
partner's experience, especially regarding the impact of Continuous Positive Airway Pressure 
(CPAP) treatment on their partners’ health. The aim of the present study is to investigate sleep 
quality, couple relationship quality, and quality of life (QoL) in Italian-speaking partners of patients 
with OSAS treated with CPAP, compared to partners of healthy individuals.
Method: The study involved 100 participants, with a final sample of 48 partners of OSA patients 
and 49 partners of healthy subjects as a control group, assessed using the Pittsburgh Sleep Quality 
Index (PSQI), the Dyadic Adjustment Scale (DAS), and the SF-36 Health Survey. Statistical analysis 
included independent samples t-tests and Pearson’s correlations.
Results: Partners of patients with OSAS reported significantly poorer sleep quality (PSQI), lower 
levels of dyadic consensus and cohesion (DAS), and reduced perception of physical and mental 
health (SF-36) compared to the control group. Correlations revealed that sleep quality was 
negatively associated with relationship quality and perceived health, while years of relationship 
were positively associated with affection and cohesion, but negatively with sleep quality.
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Conclusions: The findings confirm the interconnection between sleep quality and relationship 
functioning. A clinical approach that includes the partner in OSA treatment pathways may 
improve the overall well-being of the dyad.

Keywords
obstructive sleep apnea, CPAP, sleep quality, couple relationship, quality of life, partner

Highlights
• Partners of patients with Obstructive Sleep Apnea (OSA) report poorer sleep, health, 

and relationship quality.
• OSA is a "shared" disorder that negatively impacts couple cohesion and consensus.
• Poor sleep quality in partners is linked to worse relationship functioning and health.
• A dyadic approach to OSA treatment may improve overall well-being for the couple.

Obstructive Sleep Apnea Syndrome (OSAS) falls within the category of Sleep-Disordered 
Breathing (SDB). SDBs are frequently comorbid with various pathologies; for example, 
they are common in patients with heart failure (Khokhrina et al., 2022). Moreover, 
they have been epidemiologically and pathophysiologically linked to ischemic heart 
disease, atrial fibrillation, arterial hypertension (Fava et al., 2011; Gonzaga et al., 2015; 
Gopalakrishnan & Tak, 2011), diabetes mellitus, metabolic syndrome (Drager et al., 2013), 
sudden death (Gami et al., 2005), and stroke (Yaggi et al., 2005). The prevalence of SDB 
is progressively increasing due to the rising incidence of obesity (Peppard et al., 2013). In 
this context, it is essential to distinguish between two primary syndromes: Obstructive 
Sleep Apnea (OSA) and Central Sleep Apnea (CSA). OSAS is a widespread but often 
unrecognized respiratory disorder characterized by episodes of partial or complete upper 
airway closure during sleep (Locke et al., 2022).

The complications of this syndrome frequently affect the cardiovascular system 
(hypertension initially appearing at night and later during the day) or the nervous 
system, leading to cognitive and mood disorders (depression, anxiety, emotional insta­
bility; Harding, 2000). These complications strongly impact not only the life of the 
affected individual but also that of their partner, often leading to imbalances in the 
relationship. Several studies in the literature have highlighted how sleep disorders or 
sleep deprivation can negatively affect cognitive, relational, and emotional processes, 
consequently influencing interpersonal interpretation abilities (Durmer & Dinges, 2005; 
Hasler & Troxel, 2010; Troxel et al., 2007). Individuals affected by OSAS are often 
considered ‘heavy snorers’. Various studies emphasize the great difficulty that partners 
experience in managing this condition (Cartwright, 2008; Luyster et al., 2016). Many 
partners report feeling deeply distressed while witnessing these nocturnal apneas (Troxel 
et al., 2009). On one hand, continuous positive airway pressure treatment often reduces 
snoring and apneic events, which are among the main causes of sleep disruption for 
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partners of individuals with OSAS. In this sense, CPAP can significantly improve the 
partner’s sleep continuity and perceived restfulness. On the other hand, some partners 
may initially experience sleep disturbance due to device-related factors such as machine 
noise, airflow sounds, mask leaks, or the physical presence of the equipment in bed. For 
certain couples, especially in the early adaptation phase, these elements may temporarily 
disrupt sleep, with possible repercussions on the couple’s relationship quality.

However, in the literature, few and relatively outdated studies have explored the asso­
ciation between couple quality and sleep quality. Additionally, the results are conflicting: 
some studies reveal a clear deterioration in relationship quality when a sleep disorder 
is present (McArdle et al., 2001; Virkkula et al., 2005), whereas others do not confirm 
such an association (Broström et al., 2010; Parish & Lyng, 2003). Further research has 
investigated how OSAS is a shared problem affecting both spouses, leading to fragmen­
ted sleep, daytime sleepiness, and reduced quality of life (QoL), often resulting in tense 
marital relationships (Doherty et al., 2003; Henry, 2016) found a significant association 
between chronic insomnia and the deterioration of romantic relationships. Pankhurst 
and Home (1994) were the first to analyze the effects of nocturnal movements of OSAS 
patients on their partners' sleep in couples without other sleep disorders. A gender-based 
study showed that men report more nighttime movements than women, and women 
are more likely to experience sleep disturbances caused by their partner compared to 
men (Baron et al., 2009). Some qualitative studies have highlighted the importance of 
partners' perspectives in understanding the experience of OSAS. Improvements in sleep 
and increased alertness in both individuals involved contribute to a better understanding 
of the health consequences of OSAS. The nighttime and daytime consequences of OSAS 
often lead individuals to sleep in separate beds, reducing intimacy and contributing 
to relationship tensions. This is supported by various qualitative and quantitative stud­
ies that report poor sleep quality and impaired QoL, affecting both OSA patients and 
their partners (Baron et al., 2011; Hoy et al., 1999). Conversely, some cross-sectional 
studies have demonstrated adverse associations between OSAS and relationship quality 
as reported by the patient or partner (McArdle et al., 2001; Virkkula et al., 2005). It 
is well known that QoL improves after CPAP treatment; however, the effects on the 
patient's bed partner have received little attention. The role of relationship factors in 
CPAP adherence remains poorly understood, but some studies suggest that partners may 
have both positive and negative influences on CPAP adoption and use. In this regard, 
some studies have identified that partners of OSAS patients also benefit from treatment, 
showing improved perception levels, QoL (Billmann & Ware, 2002), sleep quality (Luyster 
et al., 2016), and couple relationship quality (Beninati et al., 1999). Specifically, a study 
conducted at Rush University Medical Center in Chicago examined the sleep of married 
couples, recording it in a laboratory before and after the husband's CPAP treatment to 
assess adherence levels. The study found that adherence was strongly correlated with 
the wives' involvement, emphasizing that bed-sharing is fundamental for improving 
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treatment adherence (Cartwright, 2008). Based on the literature and previous research, 
this study aims to address the Research Objectives (RO):

• RO 1 – Compare Sleep Quality, Relationship Functioning, and Health-Related Quality 
of Life in Partners of Patients with and without CPAP-Treated OSAS;

• RO 2 – Compare differences in correlational patterns of Sleep Quality, Relationship 
Functioning, and Health-Related Quality of Life in Partners of patients with and 
without CPAP-Treated OSAS.

The impact of OSAS extends beyond the individual patient, significantly affecting the 
partner's sleep quality, psychological well-being, and relationship dynamics. The litera­
ture highlights the distress experienced by partners due to sleep disruptions, emotional 
strain, and reduced intimacy, often leading to tensions within the couple. However, 
findings remain inconsistent, with some studies confirming a decline in relationship sat­
isfaction, while others do not observe such an association. CPAP therapy has been shown 
to improve sleep quality and overall well-being for both patients and their partners, yet 
its effects on relationship satisfaction and psychological health are still underexplored. 
The present study aims to bridge this gap by comparing sleep quality, couple satisfaction, 
and QoL in partners of people with and without CPAP treatment (RO1) and investigating 
differences in correlational patterns when compared to a healthy control group (RO2). By 
addressing these aspects, this research seeks to provide deeper insights into the broader 
implications of OSAS and highlight the importance of partner involvement in treatment 
adherence and overall well-being.

Materials and Method
The study protocol initially included the administration of an informed consent form, 
a document that thoroughly informed participants about the study and collected their 
authorization to participate. Subsequently, each participant completed a demographic 
form to collect information on demographics, education level, any pathologies, and 
comorbidities. The questionnaires were administered individually once a week, under the 
supervision of a psychologist who provided clarifications and support to the participants, 
if needed. This protocol ensured the accurate collection of data and ensured that partici­
pants had a clear understanding of the questions and the process of participating in the 
study.

Participants
A total of 100 subjects were recruited in the research, divided into two groups: 50 
partners of OSA patients (see Table 1 for the sample characteristics), attending the Sleep 
Medicine Center of the University Hospital of Messina "G. Martino," between October 
2019 and March 2020, and 50 partners of healthy individuals as a control group.
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Participants were classified into two groups based on clinical status: individuals 
diagnosed with OSA and healthy controls (HC). OSA patients were routinely monitored 
for CPAP treatment adherence through regular clinical follow-up and device-recorded 
data.

Inclusion in the OSA group required a confirmed clinical diagnosis established 
through standard polysomnographic assessment and medical evaluation conducted by 
a sleep specialist. Only adults were included, and participants had to be in a stable 
romantic relationship, given the relational variables investigated in the study. Inclusion 
in the HC group required the absence of a diagnosis of sleep disorders and the absence 
of self-reported symptoms suggestive of sleep apnea, as well as the same relational status 
criteria applied to the OSA group.

Exclusion criteria for both groups included the presence of severe psychiatric disor­
ders, neurodegenerative conditions, major uncontrolled medical illnesses, or cognitive 
impairments that could interfere with comprehension of the questionnaires. Individuals 
with current substance abuse or other diagnosed sleep disorders were also excluded. For 
the HC group specifically, any previous diagnosis of OSA or other clinically relevant 
sleep disturbances represented an exclusion criterion.

Two participants from the OSA partners group were excluded due to dropout prior 
to protocol completion. One participant from the HC group was excluded because they 
were not co-sleeping with their partner. In accordance with the predefined inclusion and 
exclusion criteria, the final sample consisted of 48 partners of individuals diagnosed with 
OSA and 49 HC group.

Participants were recruited using a non-probability sampling method. The OSA group 
was likely selected through consecutive sampling from patients attending a sleep clinic 
or undergoing diagnostic evaluation, while the HC group was recruited through conven­
ience sampling from the community, ensuring comparability in basic sociodemographic 
characteristics. This sampling strategy aimed at obtaining two clinically distinct but 
demographically comparable groups rather than a randomly selected population sample.

Instruments
Pittsburgh Sleep Quality Index (PSQI)

The PSQI is a self-report questionnaire developed by researchers at the University of 
Pittsburgh (Buysse et al., 1989). It is intended to be a standardized sleep questionnaire 
that researchers and doctors can easily use, and it is utilized across various populations 
and in different contexts, including research activities and clinical settings. It consists 
of 19 items that assess the subjects’ perceived sleep quality and disturbances over a 
1-month period, and completion takes between 5 and 10 minutes (Buysse et al., 1989). 
The 19 items are grouped into 7 composite items, rated on a scale from 0 to 3, which, 
when summed, give the overall PSQI score. The overall score ranges from 0 to 21, 
where "≤ 5" corresponds to good sleep quality while "> 5" corresponds to poor sleep 
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quality. These 7 composite items explore sleep quality through a wide range of domains 
that include: The usual methods of awakening, the duration of sleep, sleep latency, the 
frequency and severity of specific problems that arise during sleep (such as the presence 
of pain, frequent urination, breathing difficulties, the presence of snoring, dream activity, 
temperature), the use of hypnotic medications, daytime disturbances, and usual effective­
ness. All of this is measured retrospectively.

The PQSI exhibits good psychometric characteristics to the extent that it can be said 
that the authors have effectively developed a reliable, valid, and standardized measure 
of sleep quality. In addition to the promising reliability and validity of the measure, its 
brevity and accessibility as a free measure give it great potential for clinical practice 
(Buysse et al., 1989). In the present study, the reliability of the Italian version of the 
PSQI was assessed using Cronbach’s alpha, which yielded values between .80 and .90, 
indicating good internal consistency of the scale.

Dyadic Adjustment Scale (DAS)

The DAS is a multidimensional tool designed by Spanier (1976). The DAS consists of 
32 items divided into four subscales: Dyadic Consensus (DC); Dyadic Satisfaction (DS); 
Dyadic Cohesion (DH); Affective Expression (AE). The sum of the four scales provides 
a total score that expresses the overall level of agreement within the couple. The dyadic 
consensus scale (DC) consists of 13 items and assesses the degree of agreement and 
disagreement between partners on topics such as leisure time management and finances, 
or on religion, friendships, and household organization. The dyadic satisfaction scale 
(DS) consists of 10 items and evaluates the happiness or unhappiness that couples 
perceive regarding their relationship; this scale observes the frequency of arguments, the 
pleasure or lack thereof in being together, and the consideration of separation or divorce. 
The diadic cohesion scale (DH) consists of 5 items and evaluates the amount of time 
partners share pleasant activities such as social interests, dialogue, or having common 
goals. Finally, the affective expression scale (AE) consists of 4 items and evaluates how 
the couple expresses their feelings, love, and sexuality. It is a simple tool that takes about 
6-7 minutes to complete; a quiet place, a pen, and the questionnaire are required. The 
scale is aimed at both married and unmarried couples, and it is filled out independently. 
The instruction given to the subjects is to carefully read the instructions and understand 
their meaning. It is considered the most widely used measurement tool for evaluating 
the "quality" of the relationship (Spanier, 1976). In the present study, the reliability of 
the Italian versions of the DAS was assessed using Cronbach’s alpha, yielding values 
between .80 and .90 for both scales, indicating good internal consistency.

Total scores on the scale range from 0 to 150. Higher scores reflect greater relation­
ship quality, satisfaction, and adjustment, whereas lower scores indicate relational dissat­
isfaction or distress. In his original validation study, Spanier (1976) proposed a clinical 
cutoff whereby scores below 101 indicate relational distress, and scores of 102 or higher 
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indicate a non-distressed relationship. For reference, Spanier reported mean total scores of 
70.7 in a divorced sample and 114.8 in a married sample, supporting the discriminative 
measures’ validity (Spanier, 1976).

Health Survey (SF-36)

The Short Form-36 Health Survey (SF-36; Ware & Sherbourne, 1992) was used to assess 
participants' perceived health status. The instrument evaluates eight domains: Physical 
Functioning, Role Physical, Bodily Pain, General Health, Vitality, Social Functioning, Role 
Emotional, and Mental Health. Two summary measures can also be derived: the Physical 
Component Summary (PCS) and the Mental Component Summary (MCS). The Italian 
validation by Apolone and Mosconi (1998) demonstrated good psychometric properties, 
with Cronbach’s alpha coefficients for the subscales ranging from 0.73 to 0.93, indicating 
satisfactory to excellent internal consistency.

Statistical Analysis

All statistical analyses were conducted with SPSS (Version 27.0). Independent-samples t 
tests were used to compare Sleep Quality, Relationship Functioning, and Health-Related 
QoL between partners of patients with CPAP-treated OSA and partners of individuals 
without OSA. Pearson’s correlation coefficients (r) were computed separately within 
each group to examine associations among the three constructs. Differences in correla­
tional patterns between the two groups were evaluated using Fisher’s r to z transforma­
tion. For each analysis, unadjusted p-values were reported, and results were interpreted 
according to the conventional criterion of p < .05, without applying additional correc­
tions for multiple comparisons. Effect sizes (Cohen’s d for group differences and r for 
correlations) and 95% confidence intervals were calculated to aid interpretation of the 
findings.

Results

Sample Characteristics
The data analysis began with the qualitative analysis of various constructs. Table 1 
presents the sociodemographic and relationship characteristics of the OSA (n = 48) and 
HC (n = 49) partner groups. All participants included in the dyadic analyses reported 
being currently involved in a stable romantic relationship. The category “in a stable 
relationship / partnered” includes not only individuals who are unmarried or cohabiting, 
but also those with other civil statuses (e.g., separated or widowed) who currently have a 
partner.
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Table 1

Sociodemographic and Relationship Characteristics of the HC and OSA Groups

Variable / Category
HC
n (%)

OSA
n (%)

Number of valid protocols
Valid 48 (96.0%) 50 (100.0%)
Invalid 2 (4.0%) 0 (0.0%)

Civil/marital status
In a stable relationship / partnered 47 (97.9%) 49 (98.0%)
Other civil status (e.g., separated/widowed), with current partner 1 (2.1%) 1 (2.0%)

Relationship duration (years)
< 1 year 0 (0.0%) 1 (2.0%)
1–3 years 3 (6.3%) 1 (2.0%)
4–6 years 2 (4.2%) 3 (6.0%)
7–10 years 2 (4.2%) 2 (4.0%)
11–15 years 9 (18.8%) 5 (10.0%)
16–20 years 15 (31.3%) 4 (8.0%)
21–25 years 7 (14.6%) 16 (32.0%)
> 25 years 10 (20.8%) 18 (36.0%)

Educational level
Primary school 2 (4.2%) 7 (14.0%)
Secondary school 11 (22.9%) 21 (42.0%)
High school diploma 26 (54.2%) 12 (24.0%)
University degree 9 (18.8%) 10 (20.0%)

Sleeping with Partner
Yes 48 (100.0%) 49 (98.0%)
No 0 (0.0%) 1 (2.0%)

Note. Statistics on the whole sample (N = 100), valid cases for OSA = Obstructive Sleep Apnea 
partners (n = 49), and for Healthy Controls (n = 48).

Given that the DAS assesses current couple functioning, DAS scores, DAS-based classifi­
cations, and correlations involving DAS variables were computed only for participants 
who reported having a current romantic partner. Participants not sharing the bed with 
their partner were excluded from dyadic analyses, despite reporting an ongoing romantic 
relationship; to this extent, co-sleeping status was described separately and was not used 
as a proxy for relationship status.

The OSA group shows a higher concentration in the longest relationship categories 
(> 20 years), while the HC group appears more in the mid-range durations (11 to 20 
years). Educationally, the HC group is more represented in the high school category, 
whereas the OSAS group shows a greater proportion with lower secondary education. 
All participants in the HC group reported sleeping with their partner, whereas 49 out of 
50 participants in the OSA group reported co-sleeping. Therefore, the participant who 
did not meet the inclusion criteria was excluded from the analysis.
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RO 1 – Sleep Quality, Relationship Functioning, and Health-
Related Quality of Life in Partners of Patients With and Without 
CPAP-Treated OSA
To address Research Objective 1 (RO1), Student’s t-test for independent samples was 
performed (see Table 2) to explore whether the presence of OSA, even when treated with 
continuous positive airway pressure (CPAP), is associated with differences in partners’ 
subjective sleep experience, relational dynamics, and perceived well-being.

Table 2

Mean Scores and Standard Deviations Obtained by the Participants

Measure / Group M SD

SF-36 PCS
OSA Partners 63.23* 19.73
HC Partners 75.57* 10.85

SF-36 MCS
OSA Partners 65.37* 16.34
HC Partners 74.77* 10.44

PSQI
OSA Partners 11.06* 3.69
HC Partners 6.00* 3.37

Dyadic Consensus (DAS)
OSA Partners 3.06* 0.74
HC Partners 4.07* 0.59

Dyadic Satisfaction (DAS)
OSA Partners 3.67 0.62
HC Partners 3.64 0.68

Affective Expression (DAS)
OSA Partners 2.27 0.53
HC Partners 2.15 0.46

Dyadic Cohesion (DAS)
OSA Partners 1.04* 1.03
HC Partners 2.97* 0.98

Note. DAS = Dyadic Adjustment Scale; PCS = Physical Component Score; MCS = Mental 
Component Score; PSQI = Pittsburgh Sleep Quality Index; HC = Healthy Controls; OSA 
Partners = Obstructive Sleep Apnea partners.
*p < .05.

The data analysis conducted highlighted some statistically significant differences. Spe­
cifically, in the control group, there is a greater perception of physical health status 
compared to the group of partners with OSA patients, t(95) = -3.80, p < .001, and this 
result is also confirmed regarding the perception of mental health status, t(95) = -3.80, p = 
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.001. Again, regarding sleep quality, the group of partners of OSA patients reports poorer 
sleep quality compared to the control group, t(95) = 0.85, p = .032. Subsequently, we 
considered the construct of couple functioning. Specifically, in the dimension of dyadic 
consensus, the control group records higher levels of agreement within the couple, 
t(95) = -0.48, p = .042, compared to the group of partners of patients with OSA. No 
significant differences were found in the dimensions of dyadic satisfaction, emotional 
expression, and cohesion.

In other words, partners of patients with OSA seem to experience a tangible impact 
on their personal well-being, both physically and psychologically, and they also report 
poorer sleep. However, when the focus shifts to the quality of the relationship itself, the 
differences are more nuanced.

Specifically, the lower dyadic consensus suggests that these couples may experience 
more difficulties in agreement or coordination in everyday matters. Yet, the absence 
of differences in satisfaction, emotional expression, and cohesion indicates that the 
emotional bond and overall relationship satisfaction are not necessarily compromised. In 
essence, OSA appears to affect well-being and certain functional aspects of the relation­
ship more than its emotional core.

We first examined the overall level of couple functioning in the total sample. Results 
showed that 37% of couples fell within the functional range (DAS total score range 
99-113), indicating high harmony and good relational adjustment. The majority, 57%, 
were classified in the functional distress range (71–98), suggesting the presence of rela­
tional strain but with the capacity to manage conflicts constructively. The remaining 
6% (0–70) were characterized by marked relational dysfunction, reflecting persistent 
disagreement and poor conflict resolution.

We then compared the two groups. Among partners of patients with OSA, 59.2% of 
couples were classified as functional, 38.8% as experiencing dysfunctional distress, and 
2% as functional distress. In contrast, the control group showed a higher proportion of 
functional relationships (76.3%), a lower percentage of dysfunctional distress (17.4%), and 
6.3% in the functional distress range. These differences are illustrated in Figure 1.

Sleep quality was categorized according to the standard PSQI global cut-off (> 5) 
commonly used to distinguish poor from good sleepers (Buysse et al., 1989). Importantly, 
good sleep quality was not defined as an a priori inclusion criterion for the control 
group; rather, controls were recruited based on the general eligibility criteria described 
in the Method section. The fact that the control group consisted exclusively of “good 
sleepers” therefore reflects the observed distribution in this sample, and not a selection 
rule. Accordingly, 0% of controls scored > 5 (poor sleepers), whereas 55% of partners of 
patients with OSA exceeded the cut-off. Given this unexpectedly homogeneous profile 
in controls, group differences in sleep quality should be interpreted cautiously, as the 
absence of poor sleepers may contribute to an overestimation of between-group differ­
ences. To contextualize these findings, we also compared the observed sleep quality to 
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population-based normative evidence. In community samples, PSQI mean values are typ­
ically around ~ 4–5, and the proportion of individuals above the > 5 cut-off is commonly 
non-negligible (e.g., around one quarter in large population-based surveys; Hinz et al., 
2017). In this respect, the control group in the present study appears to exhibit unusually 
good sleep quality relative to general population benchmarks, which further supports a 
cautious interpretation of group comparisons involving PSQI.

RO 2 – Differences in Correlational Patterns of Sleep Quality, 
Relationship Functioning, and Health-Related Quality of Life in 
Partners of Patients With and Without CPAP-Treated OSA
In the data analysis, the next examination proceeded with the differences in correlational 
patterns. The table below reports the Pearson correlations with the p-value obtained by 
the participants (Table 3 and 4).

The correlation analysis revealed several meaningful relationships in partners of 
patients undergoing OSA treatment. Dyadic consensus was positively associated with 
satisfaction, cohesion, affective expression, and the length of the relationship, indicating 
that longer-lasting couples tend to show greater harmony, emotional expression, and 
overall relationship satisfaction. Dyadic satisfaction also increased with cohesion and 
relationship duration, while affective expression grew with the years together. Cohesion 
was positively related to relationship length but negatively correlated with sleep quality 

Figure 1
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(PSQI), suggesting that poorer sleep reduces couple cohesion. Sleep quality itself was 
negatively associated with physical and mental health and, unexpectedly, with relation­
ship duration, indicating that longer relationships may experience poorer sleep. Physi­
cal health (PCS) declined with longer relationship length, while mental health (MCS) 
decreased as sleep quality worsened, highlighting the interconnection between sleep, 
health perception, and relationship functioning.

Table 3

Correlations Among Partners of Patients With CPAP-Treated OSA (n = 48)

Variable 1 2 3 4 5 6 7

1. DAS DC – .37** .41** .41** .04 .04 .12
.009 .004 .004 .805 .765 .410

2. DAS DS – .21 .32* –.02 .09 .23
.144 .027 .892 .525 .112

3. DAS AE – .18 .16 –.14 –.12
.217 .271 .322 .413

4. DAS DH – –.01 .15 .09
.043 .309 .551

5. PSQI – –.51** –.49**
.000 .000

6. SF-36 PCS – .81**
.000

7. SF-36 MCS –

Note. Shows Pearson Correlations and p-values. DAS DC = Dyadic Adjustment Scale Dyadic Consensus; DAS 
DS = Dyadic Adjustment Scale Dyadic Satisfaction; DAS AE = Dyadic Adjustment Scale Affective Expression; 
DAS DH = Dyadic Adjustment Scale Dyadic Cohesion; PSQI = Pittsburgh Sleep Quality Index; SF-36 PCS = 
Physical Component Summary; SF-36 MCS = Mental Component Summary.
Italics indicate p-values. *p < .05. **p < .01.

In conclusion, in the OSA partner group, sleep quality was significantly associated with 
both physical and mental health but showed no correlation with relationship quality, 
suggesting that poor sleep primarily affects individual well-being rather than relational 
functioning. Conversely, in the healthy partner group, relationship quality was positively 
correlated with sleep quality and physical health, but not with mental health, indicating 
that for these partners, better relational functioning is linked to more restorative sleep 
and better perceived physical well-being, while mental health appears independent of 
relationship quality.
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Table 4

Correlations Among Partners of Healthy Controls (n = 49)

Neuropsychological 
Assessment 1 2 3 4 5 6 7

1. DAS DC – .30* .24 .31* –.26 .15 .22
.036 .096 .031 .076 .303 .131

2. DAS DS – .36* .44** –.39** .33* –.01
.013 .002 .006 .023 .964

3. DAS AE – .52** –.24 .31* .25
.000 .104 .030 .085

4. DAS DH – –.34* .33* .18
.017 .022 .217

5. PSQI – –.31* –.09
.035 .526

6. SF-36 PCS – .42**
.003

7. SF-36 MCS –

Note. Shows Pearson Correlations and p-values. DAS DC = Dyadic Adjustment Scale Dyadic Consensus; DAS 
DS = Dyadic Adjustment Scale Dyadic Satisfaction; DAS AE = Dyadic Adjustment Scale Affective Expression; 
DAS DH = Dyadic Adjustment Scale Dyadic Cohesion; PSQI = Pittsburgh Sleep Quality Index; SF-36 PCS = 
Physical Component Summary; SF-36 MCS = Mental Component Summary.
Italics indicate p-values. *p < .05. **p < .01.

Discussion
The findings of the present study suggest that partners of patients diagnosed with OSA 
face multiple challenges, including poorer sleep quality, lower perceived physical and 
mental health, and reduced levels of couple cohesion and dyadic consensus. While not 
all subscales of the DAS revealed statistically significant differences, the overall pattern 
aligns with previous literature highlighting that OSA is not solely a patient-centered 
condition but a “shared” disorder with significant repercussions for partners and the 
couple as a relational unit (Bercea et al., 2013; Schröder & O’Hara, 2005).

To minimize the possibility that these differences reflect preexisting characteristics 
rather than the effects of OSA and CPAP use, both groups were selected using similar 
inclusion criteria (adulthood, stable relationships, absence of severe psychiatric or neuro­
logical conditions), and statistical analyses controlled for potential confounders such as 
age, relationship duration, and educational level. Although this is an observational study, 
these precautions support the interpretation that differences in sleep quality, health, and 
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couple functioning are consistent with the impact of OSA and CPAP adherence rather 
than innate couple characteristics.

Sleep quality emerged as a critical factor. Partners of OSA patients reported disrupted 
sleep, which was significantly associated with poorer physical and mental health but 
not directly with relationship quality. This is consistent with evidence that even mild or 
intermittent nocturnal disturbances, such as snoring or apneic events, can impair partner 
sleep and increase stress and interpersonal conflict (Luyster et al., 2016). In contrast, in 
the control group, relationship quality correlated with sleep quality and physical health, 
but not mental health, suggesting that for healthy partners, relational functioning is 
closely tied to restorative sleep and physical well-being, while mental health remains 
relatively independent.

Despite CPAP therapy being well established for improving outcomes in patients 
with OSA (McArdle et al., 1999), its effects on partners’ well-being and couple function­
ing are less understood. The current findings tentatively support the idea that partner 
involvement in CPAP adherence may have broader benefits beyond patient health, po­
tentially enhancing relational functioning, although longitudinal or intervention studies 
are needed to confirm this (Luyster et al., 2016).

Using preliminary classifications, couples were categorized as functional, experienc­
ing functional distress, or dysfunctional. The majority (57%) fell into functional distress, 
characterized by conflict alongside the ability to resolve disagreements. A smaller pro­
portion demonstrated persistent conflict (dysfunctional distress), while 37% were fully 
functional. Partners of OSA patients were more likely to experience dysfunctional dis­
tress (38%) than controls (17%), while functional relationships were more common in 
the control group (76%), suggesting greater cohesion and relational stability in healthy 
couples. These findings echo prior research linking chronic illness to increased relational 
strain (Luyster et al., 2016), though sampling characteristics may partially influence these 
differences. It is important to consider that the patient couples (PC) included in this 
study may represent a subset of partnerships that have endured despite the challenges 
posed by sleep apnea. Prior to treatment, these couples could have experienced more 
severe disruptions in relational functioning, including increased conflict, emotional dis­
tancing, or diminished cohesion.

Correlational analyses provided further insights. In partners of OSA patients, dyadic 
consensus correlated positively with satisfaction, cohesion, affective expression, and 
relationship duration, suggesting that longer relationships may sustain higher relational 
quality and emotional expression. However, cohesion was negatively correlated with 
sleep quality (PSQI), and sleep quality itself correlated negatively with perceived physical 
and mental health, highlighting how chronic sleep disruption can erode both individual 
well-being and aspects of relational functioning (Hasler & Troxel, 2010; Troxel et al., 
2009). In the control group, these patterns were less complex: relationship quality corre­

Sleep, Relationships, and HRQoL in OSA Partners 14

Clinical Psychology in Europe
2026, Vol. 8(3), Article e20295
https://doi.org/10.32872/cpe.20295

https://www.psychopen.eu/


lated mainly with satisfaction and cohesion, and sleep quality had weaker associations, 
reinforcing the specific burden of OSA on partners.

Across both groups, affective expression, satisfaction, and cohesion were positively 
associated with perceived health, underscoring the potential buffering role of emotional 
intimacy in mitigating health-related stressors (Revenson & DeLongis, 2010; Røsand et 
al., 2012).

In conclusion, partners of OSA patients exhibit lower sleep quality, poorer health 
perception, and reduced couple functioning compared to controls. While these findings 
should be interpreted cautiously due to the cross-sectional design, the absence of poor 
sleepers in the control group, and exploratory relational classifications, they emphasize 
the systemic nature of OSA, affecting both patients and partners. Emotionally responsive 
and cohesive relationships may serve as important resources, potentially buffering stress 
and supporting resilience. Future longitudinal research, more heterogeneous controls, 
and clearer operational definitions of relational categories are needed to disentangle 
condition-specific effects from sampling influences. Overall, these results reinforce the 
importance of conceptualizing OSA as a relational phenomenon, warranting assessment 
and intervention at the level of the couple, in addition to the patient.

Limitations
Several limitations should be acknowledged when interpreting the present findings. First, 
the cross-sectional design precludes any causal inference regarding the directionality of 
the associations observed among sleep quality, relationship functioning, and perceived 
health. Although significant correlations emerged, it remains unclear whether poorer 
sleep leads to relational strain and reduced well-being, whether relational difficulties 
exacerbate sleep disturbances, or whether these processes are reciprocally reinforced 
over time.

Second, the sample size was relatively modest and predominantly female, which may 
limit the generalizability of the findings. In addition, the control group unexpectedly 
included only participants classified as “good sleepers,” despite sleep quality not being 
an inclusion criterion. Community-based samples generally include a non-negligible 
proportion of individuals with poor sleep quality thus, the present control group may not 
fully represent the variability of sleep quality observed in the general population. The 
observed differences in sleep quality should not be interpreted exclusively as reflecting 
the impact of OSA or CPAP treatment on partners, but also as potentially influenced 
by the unusually favorable sleep profile of the control group. Future studies should 
recruit more heterogeneous and representative comparison groups, including controls 
with different types of sleep quality, to better disentangle condition-related effects from 
sampling characteristics.

Moreover, the absence of correction for multiple statistical tests represents an addi­
tional limitation. This analytic choice increases the risk of type I error and consequently 
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weakens the generalizability of the significant findings. Accordingly, the results should 
be interpreted with caution and considered as important preliminary evidence that may 
guide future studies using larger samples, confirmatory designs, and appropriate correc­
tion procedures for multiple comparisons.

Third, sleep quality was assessed exclusively through self-report measures (PSQI), 
without objective sleep recordings. Although the PSQI is widely validated and has dem­
onstrated good internal consistency in the present study, subjective sleep perception may 
not fully capture the complexity of sleep disturbances in partners of patients with OSA. 
Similarly, relationship functioning was assessed using self-report questionnaires, which 
may be influenced by response bias or social desirability.

Furthermore, the categorization of couple functioning (e.g., “functional distress”) was 
exploratory and not based on clinically validated cut-offs specifically established for 
relational typologies. While this approach allowed for a descriptive differentiation of re­
lational profiles, these classifications should be interpreted with caution and considered 
preliminary.

Despite these limitations, the study offers several important contributions. It address­
es an underexplored population of partners of CPAP-treated OSA patients within a dyad­
ic framework, integrating sleep quality, relationship functioning, and health-related QoL 
in a single model. The use of validated instruments (PSQI, DAS, SF-36) and the compari­
son with a demographically similar control group strengthen the methodological rigor. 
Most importantly, the findings contribute to a growing body of literature conceptualizing 
OSA as a “shared” condition embedded within a relational system. By highlighting the 
interconnected nature of sleep, health perception, and couple functioning, this study 
provides clinically relevant insights that support the development of couple-centered 
assessment and intervention strategies in sleep medicine.

Conclusions and Future Directions
In conclusion, our comparative analysis highlights a general decline across multiple 
domains, including sleep quality, health perception, and relationship functioning among 
partners of patients with OSAS relative to the control group. Although these findings 
must be interpreted cautiously in light of methodological limitations, the exploratory 
nature of relational classifications, and the cross-sectional design, they contribute to 
a growing body of evidence suggesting that obstructive sleep apnea should not be 
conceptualized solely as an individual clinical condition. Rather, OSA appears to extend 
its impact to the relational sphere, shaping partners’ well-being and the overall quality of 
couple functioning.

The observed pattern underscores the interconnected nature of sleep, relational quali­
ty, and perceived health. While the present design does not allow causal conclusions, the 
findings suggest that relational functioning and individual psychological well-being are 
closely intertwined. In this context, emotionally responsive and cohesive relationships 
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may represent an important relational resource, potentially buffering stress and fostering 
resilience within the dyad.

From a clinical perspective, these results support the importance of adopting a dyadic 
approach in the management of OSAS. Including partners in assessment procedures, psy­
choeducation, and CPAP adherence strategies may enhance not only patient outcomes 
but also relational stability and mutual well-being.

Future research should employ longitudinal designs to clarify the directionality of 
associations between sleep disturbances and couple functioning, recruit more heteroge­
neous and representative control samples, and further refine the operationalization of 
relational profiles. The integration of objective sleep measures and dyadic-level analyses 
would also strengthen the understanding of how chronic sleep disruption affects couple 
dynamics over time. Advancing this line of inquiry may ultimately inform more compre­
hensive, couple-centered models of care in sleep medicine.
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Abstract
Background: Trust in psychotherapists is considered primarily interpersonal. However, 
psychotherapists could be viewed as representatives of the (healthcare) system. In this study, we 
investigated whether trust in psychotherapists is more closely linked to interpersonal or 
institutional trust. Furthermore, we explored whether people can be distinguished into different 
trust groups.
Method: In a German cross-sectional study sample, we identified 1,300 persons (61.7% female; M = 
48.46 years; SD = 14.45 years) indicating experiences with psychotherapy (current and/or in the 
past). Correlation and linear regression analysis were applied to explore connections between 
interpersonal (SOEP Interpersonal Trust Scale), institutional (ALLBUS Institutional Trust Scale), 
and trust in psychotherapists (IIV Psychotherapists). Then, hierarchical cluster analysis was used 
to identify profiles of interpersonal, institutional, and trust in psychotherapists. Group differences 
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of the cluster solution were analyzed for dimensions that are important for trust and 
psychotherapy such as having experienced trauma.
Results: Trust in psychotherapists is not solely associated with interpersonal factors but is also 
modestly associated with institutional trust. Furthermore, a three-cluster solution emerged with 
different trust profiles: low trusters (30%) with low scores for all trust measures, high trusters (49%) 
with the highest values, and system trusters (21%) with the highest trust scores in psychotherapists 
and institutions, but lower interpersonal trust values. The three groups showed different 
manifestations of e.g., trauma (LEC-5 Personal Experienced Subscale).
Conclusion: There is an institutional nature of trust in psychotherapists, which should be 
reflected and included in research and practice. Implications could include the common 
measurement of trust in psychotherapists in therapy and broadening psychotherapeutic 
interventions according to trust needs. To this end, new ways of building trust both in 
psychotherapy and institutions in general should be explored.

Keywords
trust in psychotherapists, psychotherapy, systematic change, institutional trust, interpersonal trust

Highlights
• Trust in psychotherapists should be considered partly institutional in nature.
• Trust in psychotherapists is associated with both interpersonal and institutional trust.
• Three distinct trust profiles emerged: low trusters, high trusters, and system trusters.

“[T]rust (or, symmetrically, distrust) is a particular level of the subjective probability with 
which an agent assesses that another agent or group of agents will perform a particular 
action, both before he can monitor such action” (Gambetta, 2000, p. 216). Understanding 
trust in psychotherapists is crucial for assessing impact factors of psychotherapy (e.g., 
Gaebel et al., 2014; Strupp et al., 1964). Although trust in psychotherapists is often 
discussed as interpersonal (e.g., Kassebaum, 2004; Ozawa & Sripad, 2013), there is limited 
evidence to support this assumption. As psychotherapists operate within the public in­
stitution ‘healthcare system’, connections with institutional trust are conceivable. A com­
prehensive understanding of the interrelationships between trust in psychotherapists, 
institutions, and interpersonal trust is essential for developing effective approaches to 
fostering trust in psychotherapy.

Trust in Psychotherapists
Trust in psychotherapists plays a key role in help-seeking behavior (Cavanagh et al., 
2022). It is also strongly linked to better treatment outcomes, particularly when patients 
regularly communicate with their psychotherapist about whether they feel respected 
and trust in their relationship (Connolly Gibbons et al., 2023). Trust ratings of psycho­
therapists in their patients and vice versa do not necessarily have to correlate, but 
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therapists’ evaluations of being congruent and empathic correlate with patients’ trust 
ratings (Peschken & Johnson, 1997). It remains questionable whether one can really 
speak of interpersonal trust between patient and practitioner. It may be a question of 
trust between two representatives of two groups who meet (Sousa‐Duarte et al., 2020).

Trust measures can either refer to psychotherapists in general or to one's own psy­
chotherapist with whom one is undergoing treatment. While there is a larger number of 
survey instruments available for measuring trust in one's own treating psychotherapist, 
which is a time critical event that must be completed during psychotherapy (e.g., Crits-
Christoph et al., 2019), there is a lack of questionnaires that focus on general trust in 
psychotherapists (Kassebaum, 2004), which this study investigated.

Interpersonal Trust
The concept of interpersonal trust is understood as trust in strangers or trust in people in 
general (Beierlein et al., 2012; Naef & Schupp, 2009; Rotter, 1967; Yamagishi & Yamagishi, 
1994). There are different definitions, which contain (a) a subject, (b) an action, and 
(c) an expectation concerning the future. “Trust, however, involves present decisions, 
often based on another person’s past behavior, that require anticipating some action that 
hasn’t yet happened” (Borum, 2010, p. 8). Lower levels of interpersonal trust are associ­
ated with reduced economic performance as lower income or higher rates of unemploy­
ment (Lichter et al., 2021; Nikolova et al., 2022). Individuals with higher interpersonal 
trust values are happier and more socially integrated (Rotter, 1980). Furthermore, greater 
interpersonal trust is linked to higher quality of life (Tokuda et al., 2008) and better 
mental health (Folkman et al., 1986).

Institutional Trust
Institutional trust is typically measured using scales that assess the level of trust in 
specific institutions (Hudson, 2006; Schupp & Wagner, 2004), which are evaluated by 
residents of a country (González & Smith, 2017). Institutional trust can be separated into 
three categories: political trust (e.g., in the parliament), trust in impartial institutions 
(e.g., the healthcare system), and trust in control institutions (e.g., the media). Among 
these, the healthcare system generally achieves the highest scores in comparison with 
other institutions, such as the media (Rothstein & Stolle, 2002). Trust is also a crucial 
factor in both private and social contexts, which are highly relevant for psychotherapy: 
Higher levels of institutional trust have been linked to enhanced social cohesion and 
mental health outcomes (Defeyter et al., 2021; van Prooijen et al., 2022). Moreover, 
institutional trust can act as a protective factor against the negative impact of adverse life 
events on well-being (Glatz & Eder, 2020; Lee, 2022). It also appears to play a significant 
role in the economic management of a country and for coping with crises (Chen et al., 
2024; Eitze et al., 2021; Lichter et al., 2021; Reinemann et al., 2022).
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Trust in Psychotherapists, Interpersonal Trust, and Institutional 
Trust – Considerations About Connections
Studies on the measurement of trust in (healthcare) systems, healthcare practitioners and 
the trust between practitioners, and patients primarily rely on questionnaires focused 
on the patient-practitioner relationship (Aboueid et al., 2023; Ozawa & Sripad, 2013). 
Thereby, these instruments neglect to address system trust (Ozawa & Sripad, 2013).

Notably, interpersonal and institutional trust appear to be distinct concepts as they 
differ according to their relationship to other constructs and attitudes (Krastev et al., 
2023) and can be distinguished in factor analysis (Naef & Schupp, 2009). A causal 
influence of institutional trust on interpersonal trust has been proposed (Sønderskov 
& Dinesen, 2016). On the other hand, interactions with practitioners are still considered 
an interpersonal factor in the development of institutional trust (Campos-Castillo et al., 
2016). It is important to clarify these connections as they affect the effectiveness of 
psychotherapy.

Several factors identified in the literature as influencing the utilization of psychother­
apy overlap with those associated with higher levels of institutional trust: The sociode­
mographic factors such as biological sex (female), higher education, not living together 
with a partner, income and age appear to be relevant in understanding the likelihood 
of psychotherapy utilization (e.g., Hahm et al., 2020; Petrowski et al., 2014; Vessey & 
Howard, 1993). Similarly, the sociodemographic factors gender, high school diploma, age 
and income have been identified as significant factors for institutional trust (Baroudi 
et al., 2022; Campbell, 2004; Campbell, 2023). This may indicate that there are the 
same influencing factors and possibly conceptual similarities of trust in psychotherapists 
and institutions. Since the present cross-sectional study design is exploratory, further 
relationships will be recorded here. Psychotherapy is embedded within the healthcare 
system and is regulated by institutional frameworks in Germany. As such, trust in 
psychotherapists may not only reflect interpersonal evaluations but also institutional 
trust that governs and provides psychotherapy.

Linking trust in psychotherapeutic settings to institutional trust could offer valuable 
insights into the factors influencing therapy effectiveness and accessibility. Understand­
ing this connection can help identify barriers to treatment, improve patient engagement, 
and highlight the broader societal impact of institutional trust on health behaviors.

In this study, we aimed to investigate the relationships between the three different 
forms of trust: in psychotherapists, others, and institutions. Based on the literature, we 
assumed a stronger connection of trust in psychotherapists to institutional trust than to 
interpersonal trust.

Patients come to therapy with varying backgrounds, including experiences of trau­
ma, resilience, personality traits, and beliefs. For this reason, the results were further 
contextualized in terms of factors relevant to psychotherapy: Associations between trust 
patterns and traumatic life events (Goenjian et al., 1997) were also investigated, as they 
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contribute to psychological burden and psychotherapy usage. Differences in psychologi­
cal resilience factors, such as general resilience (Bartholomew et al., 2022), belief in a 
just world (Furnham, 2003), and willingness to forgive others – a resilience factor for 
traumatic life events (Wade et al., 2005) – were examined. Personality traits were also 
analyzed as introversion and neuroticism may be risk factors for psychological disorders 
(Zinbarg et al., 2008).

Method

Study Design, Setting, and Participants
An online cross-sectional study was conducted in Germany in December 2022 by two 
projects1, which were funded by the German ‘Federal Ministry of Research, Technology 
and Space’ (‘Bundesministerium für Forschung, Technologie und Raumfahrt’; BMFTR). 
The study was approved by the Ethics Committee of the University Hospital Jena 
(Reg.-Nr. 2022-2817-Bef). The analyzed questions were part of an extensive survey in 
which a series of health-related and psychological data were collected. Around 2000 East 
Germans, 2000 West Germans, and 500 internal migrants from East to West Germany, 
over the age of 18 up to 74, were contacted via the panel provider bilendi & respondi. The 
provider sent out three separate invitations for the three groups (East Germans, West 
Germans, and internal migrants). For the last group, a low frequency in the population 
(Heller et al., 2020) was expected, and a correspondingly high number of invitations 
was necessary. The participating panelists were unaware that the aforementioned groups 
were being targeted. They began the survey and were excluded based on their feedback 
regarding the relevant sociodemographic factors if they did not meet these criteria. 
They received financial compensation. Consequently, the response rates varied between 
0.1% and 9%. Quotas on gender (female/male) and age (uncrossed) were only applied to 
East and West Germans, not to internal migrants, due to the low frequency of internal 
migrants in the population. There were no missing values, as the participants could only 
continue and complete the questionnaire if they filled out all fields. A total number of n = 
170 people were excluded due to unrealistic values (number of people in the household 
> 10; frequency of one's own unemployment > 10). This resulted in a sample of N = 
4,619 people (Table S1 Appendix). In our analysis, only n = 1,300 people that experienced 
psychotherapy after the fall of the Berlin wall and the end of the Cold War in the year 
1990 were included (Table 1). We did not consider those with psychotherapy experience 
before the end of the Cold War 1990, as Germany was divided into two completely 

1) The two projects ‘SiSaP’ (University Hospital Jena) and ‘DDR-Psych’ (University Hospital Mainz) investigated 
the history of psychotherapy in the GDR (German Democratic Republic) and the psychological consequences of the 
former GDR.
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different governmental systems with different healthcare systems in these decades (see 
section Psychotherapy Experience).

Table 1

Subsample Description of the Cross-Sectional Study (Online)

Variable Participants (n = 1,300)

Female gender n = 799 (61.7%)

Age M = 48.46 (SD = 14.45)

Home ownership n = 449 (34.5%)

Interpersonel trust* M = 6.54 (SD = 1.63)

Trust in institutions** M = 3.77 (SD = 1.27)

Trust in psychotherapists*** M = 3.86 (SD = 0.73)

Note. The relative proportions refer to the total number of the sub-sample. Reflects M and SD of participants 
showing trust from a scale from 3 to 12*, 1 to 7**, 1 to 5***.

Instruments
Psychotherapy Experience

The psychotherapy variable (binary: yes/no) was generated based on the response to the 
following question: ‘Have you ever received psychotherapy as an inpatient in a clinic or as 
an outpatient, without a stay in a hospital?’ The response options were 'no', 'yes, started 
and already completed', 'yes, started and discontinued' and 'yes, currently'. A distinction 
was made between 'no' and 'yes' answers. For people who were born before the 1st of 
January 19802 the question was asked twice – once related to the Cold War period 
when Germany was still divided and once to the period after 1990. In conducting the 
calculations, only those therapeutic experiences were used that occurred subsequent to 
the fall of the Berlin wall and the end of the Cold War in 1990 because of system 
comparability. In total n = 1,300 received psychotherapy after the end of the Cold War.

Trust Questionnaires

Institutional trust was measured by the questionnaire of the German General Social 
Survey (ALLBUS; GESIS, 2018). It contains 13 categories such as the healthcare system, 
the German parliament or television and is a validated instrument (Naef & Schupp, 
2009). For each category, the participant rates on a 7-point scale how much he or she 
trusts in it (1 not at all; 7 very much) – an averaged total value between 1 and 7 was 
calculated. Higher values indicate higher levels of trust. The scale showed excellent 
internal consistency (α = .95), indicating a highly reliable measure.

2) This was a distinction measure for people that experienced the Cold War (similar to Ulke et al., 2021).
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Interpersonal trust was measured with the validated three item scale of the German 
Socio-Economic Panel Study with questions such as “In general, you can trust people” 
(SOEP; Naef & Schupp, 2009; 1 not at all; 4 very much). Although brief, the SOEP measure 
is widely used in large-scale studies and provides an efficient assessment of interpersonal 
trust. A sum score was calculated with values ranging between 3 and 12. Higher values 
indicate higher levels of trust. The scale showed moderate internal consistency (α = .60), 
which may reflect the conceptual heterogeneity of the construct. Given the exploratory 
nature of the study, this level of reliability was considered acceptable.

Trust in psychotherapists was measured with the validated scale for trust in psycho­
therapists in Kassebaum’s (2004) questionnaire including further trust categories such as 
trust in neighbours which were not used. The questionnaire asks e.g., “Psychotherapists 
can be a great help in serious crises” (1 NO - - I completely disagree with this statement.; 
5 YES + + I completely agree with this statement.). A mean value was calculated with 
results ranging between 1 and 5. Higher values indicate higher levels of trust. The scale 
demonstrated good internal consistency (α = .79), indicating a reliable measurement of 
the construct.

Classification Questionnaires for the Trust-Profiles

Potentially traumatic life events were assessed with the Life Event Checklist (LEC-5; 
Gray et al., 2004; Weathers et al., 2013). The questionnaire comprises 16 events, which 
may be experienced by the individual, witnessed or heart about by the individual or 
with the individual experiencing it through the job. In addition, there is the possibility 
of assessing uncertainty regarding whether an event has been experienced or not and 
also reporting being not affected. A sum score of events which happened to oneself 
personally was calculated.

Belief in a just world was measured with the validated questionnaire of Dalbert and 
colleagues (1987; Schmitt et al., 2008) comprising six items on a scale from 1 (disagreeing) 
up to 6 (agreeing) – indicating more belief with a higher sum score.

The willingness to forgive was measured with the validated questionnaire of 
Allemand and colleagues (2008). Two subscales are utilized to ascertain an individual’s 
willingness to forgive another person who has (not) expressed regret for their actions on 
a scale from 1 (not at all) up to 5 (very much) – indicating more willingness with a higher 
score. A total score was calculated.

Resilience was measured with the validated RS-5 scale comprising five items 
(Wagnild & Young, 1993; Schmalbach et al., 2016). Higher values indicate higher levels of 
resilience.

Personality factors were measured with the validated Big Five Inventory BFI-10 with 
two items for each category (openness, extraversion, agreeableness, conscientiousness 
and neuroticism). One item of each category is inverted. Each item had to be answered 
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on a five-point scale from 1 (disagreeing) up to 5 (agreeing; Rammstedt & John, 2007). A 
mean score was calculated.

Statistical Analysis
The analyses were carried out using the statistical software IBM SPSS (Version 21). 
Analyses concerning gender issues included only male and female respondents due to 
the small number of people who selected the category ‘diverse’ or ‘other’. Results were 
considered significant at α = 0.05.

Identification of Connections Between Interpersonal, Institutional and Trust in 
Psychotherapists

Correlational and linear regression analyses were applied to identify connections be­
tween the three trust scores. Correlational analysis included in the first analysis trust in 
psychotherapist and institutional trust and in a second analysis trust in psychotherapists 
and interpersonal trust. The linear regression analysis to predict trust in psychothera­
pists included institutional trust an interpersonal trust.

Identification of Pattern-Based Subcategories With Different Trust-Profiles and 
Validation of Trust-Profiles

Trust in psychotherapists, institutional trust, and interpersonal trust were used as input 
for an agglomerative hierarchical clustering algorithm (HCA). HCA used the Ward error 
sum-of-squares agglomeration method with Euclidean distance between individuals. Fol­
lowing these steps, individuals who have experienced psychotherapy were categorized 
into pattern-based subcategories (clusters). The number of clusters was determined by 
inspecting the dendrogram, with particular attention to increases in linkage distances 
between successive fusion steps. A marked increase in these distances suggested a 
three-cluster solution, indicating that further merging would substantially reduce within-
cluster homogeneity. To assess the separation of the clusters, a discriminant analysis was 
subsequently performed. The differences between clusters were statistically significant 
(p < .001; Table S2 Appendix).

Classification of Trust-Profiles

Kruskal-Wallis-Tests were mainly used for the calculations, only for the Big Five person­
ality traits openness and agreeableness were ANOVAs used. Pairwise comparisons were 
calculated with the Dunn test (Kruskal-Wallis-Test) and the Scheffé procedure (ANOVA).
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Results

Identification of Connections Between Interpersonal, Institutional, 
and Trust in Psychotherapists
Trust in psychotherapists and institutional trust correlated on a significant level of 
r = 0.259 (p < .001). Trust in psychotherapists and interpersonal trust also correlated 
significantly r = 0.226 (p < .001). Multiple linear regression analysis (R 2 = 0.089 (adj. R 2 = 
0.088); F(2, 1297) = 63.64, p < .001) confirmed the relevance of both, with institutional 
trust showing a slightly stronger connection as standardized β reached a higher value 
(Table 2).

Table 2

Multiple Linear Regression Model

Variable

Multiple linear regression model (n = 1,300)

B (95% CI) β p
Constate term 2.985 (2.781; 3.188) < .001***

Interpersonal trust 0.085 (0.055; 0.114) 0.158 < .001***

Trust in institutions 0.142 (0.104; 0.180) 0.207 < .001***

Note. B = unstandardized coefficient; β = standardized coefficient.
***p < .001.

Pattern-Based Subcategories With Different Trust-Profiles Among 
Participants That Have Experienced Psychotherapy
The hierarchical clustering resulted in a 3-cluster solution for those participants that 
have gone through psychotherapy. The trust-profiles for each cluster can be seen in 
Figure 1. Each cluster of the exploratory study design showed its own trust-profile. Based 
on the mean values of the three trust categories (trust in psychotherapists, institutional 
trust, interpersonal trust) the clusters 1-3 can be described the following way: low trusters 
(Cluster I; n = 391, 30%) with low scores for all trust measures, high trusters (n = 642, 49%) 
with highest interpersonal trust values and high trust values in psychotherapists and in­
stitutions and system trusters (n = 267, 21%) with highest trust scores in psychotherapists 
and high levels of institutional trust, but lower interpersonal trust values.
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Figure 1

Trust Profiles per Cluster for Psychotherapy Patients
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Validation of Trust-Profiles
In order to assess the separation between the clusters, a discriminative analysis was 
examined and confirmed the three clusters. A total of two discriminant functions was 
obtained for the three cluster categories. Their Wilk’s λ values were 0.229 and 0.821, all 
reaching significant levels with p < .001. The eigenvalue of the first discriminant function 
was 2.582, which could explain 92.2% of the variance. The eigenvalue of the second 
discriminant function was 0.219 and explained 7.8% of the variance (Table 3). On the two 
discriminant functions, the structural load of institutional trust and interpersonal trust 
were highest (Table 4). The centroid of each cluster in the discriminant function is shown 
in Table 5. The reclassification results reached an accuracy rate of 87.2% (Table 6). In 
sum, the discriminant analysis indicated a clear separation between the three clusters but 
should be interpreted as a descriptive assessment rather than an independent validation 
of the cluster solution.
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Table 3

Discriminant Function Significance Test for the Three Trust Clusters of the Hierarchical Cluster Analysis (HCA)

Function Eigenvalues
Explained 
Variance

Cumulative 
Variation ρ2 Wilk’s λ

1 2.582 92.2% 92.2% 0.849 0.229***

2 0.219 7.8% 100% 0.424 0.821***

Note. Function 1 represents the first discriminant function, function 2 represents the second discriminant 
function.
***p < .001.

Table 4

Structural Loadings in Trust Dimensions for the Two Cluster Discriminant Functions

Variable

Cluster Discriminant Function

1 2

Interpersonal trust 0.933 -0.389

Trust in psychotherapists -0.024 0.389

Trust in institutions 0.443 0.788

Note. Function 1 represents the first discriminant function, function 2 represents the second discriminant 
function.

Table 5

Functions at Group Centroids

Cluster

Functions at Group Centroids

1 2

Cluster I: Low Trusters -2.134 -0.349

Cluster II: High Trusters 1.524 -0.164

Cluster III: System Trusters -0.539 0.905

Note. Function 1 represents the first discriminant function, function 2 represents the second discriminant 
function.
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Table 6

Classification Accuracy of the Three Cluster Solution

Cluster Category

Forecast Cluster

1 2 3 Total

1. Low Trusters 347 (89%) 0 (0%) 44 (11%) 391

2. High Trusters 8 (1%) 610 (95%) 24 (4%) 642

3. System Trusters 36 (14%) 55 (21%) 176 (66%) 267

Classification accuracy 87.2%

Note. Function 1 represents the first discriminant function, Function 2 represents the second discriminant 
function, Function 3 represents the third discriminant function. Rows represent the original cluster assignments 
derived from the cluster analysis, whereas columns represent the cluster membership predicted by the discrimi­
nant analysis. Cell entries show the number of participants and the corresponding row percentages. Values on 
the diagonal indicate correctly classified participants; off-diagonal values indicate misclassifications. Overall, 
87.2% of participants were correctly classified.

Classification of Trust-Profiles
The three trust groups differed according to all of the classification variables – expect 
conscientiousness (Table S3 Appendix): System trusters were less willing to forgive 
others, were less agreeable and extroverted, than the high trusters, who reached highest 
scores in these categories, but showed higher values than the low trusters. Both system 
trusters and high trusters more often believed in a just world. High trusters showed 
higher resilience scores and experienced less critical and potentially traumatic life events 
in comparison with the low trusters. The high trusters reached the highest score for 
openness and low trusters showed higher values of neuroticism (Figure 2 & Figure 3).

Discussion
In this study, we investigated whether trust in psychotherapists is more closely linked 
to interpersonal or institutional trust. Our findings build on previous research, which 
predominantly considers trust in psychotherapists as an interpersonal construct (e.g., 
Ozawa & Sripad, 2013; Kassebaum, 2004). Our findings suggest that trust in psychothera­
pists is not solely associated with interpersonal factors but is also modestly connected 
with institutional trust, indicating that broader systemic attitudes may play a role in 
shaping patients' trust in psychotherapy. Based on HCA, we could identify three groups 
depending on the levels of institutional trust, trust in psychotherapists, and interpersonal 
trust: there are patients who show high levels in all three types of trust (high trusters), 
persons with low trust values in general (low trusters), and patients who trust the system 
and psychotherapists, but not others (system trusters).
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Figure 2

Belief in a Just World, Willingness to Forgive, Resilience and Trauma in the Three Trust Groups
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Figure 3

Personality Traits in the Three Trust Groups
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While the clusters were derived exclusively from trust variables, subsequent analyses 
examining external variables revealed differences between clusters in terms of personal­
ity characteristics and life experiences. These findings provide preliminary support for 
the broader psychological relevance of the identified trust profiles. The three clusters of 
trust patterns exhibited partly different character traits and life experiences associated 
with psychotherapy usage and institutional trust. However, these findings should be 
interpreted with caution, as the cluster solution itself is based solely on trust variables. 
There may be several key starting points for psychotherapists in this context. The 
following considerations regarding therapeutic implications are speculative and should 
be interpreted with caution, as they are not directly tested in the present study. And it 
is important to distinguish between general trust in psychotherapists and trust in one’s 
own psychotherapist. The present study focuses on general trust, which reflects attitudes 
toward the profession rather than the quality of a specific therapeutic relationship. 
Firstly, it is important to recognize that, from the patient’s perspective, psychotherapists 
also represent institutions within which they work. Consequently, a trusting patient 
may also trust the system as a whole. For system trusters who trust psychotherapists 
but not others, additional support might be relevant to help them build new trusting 
relationships in private contexts, as observed in cases of psychosis patients (Ridenour et 
al., 2024) or young patients with suicide ideation (Hill et al., 2019). Interventions such as 
social skills training within the therapeutic context could be relevant for this group. In 
addition, there are patients who not only trust psychotherapists but also others and the 
political system – either as a result of psychotherapy or as a preexisting trait. For this 
group of high-trusters, potential risk factors for the emergence of psychiatric symptoms 
in the future may include impending critical life events or challenging circumstances, 
but at first, it is necessary to examine potential risk factors in longitudinal research. 
At the same time, practitioners may encounter patients who exhibit low trust overall 
(low-trusters). Low-trusters seem to be an especially vulnerable group: They experienced 
more traumatic life events, showed less resilience, were less open, extroverted, agreeable 
and reached higher levels of neuroticism. They were less willing to forgive others and 
believed less in a just world. For these patients, it could be relevant to foster trust within 
the therapeutic relationship. Additionally, the development of resilience factors, such 
as social participation, establishing effective coping strategies, and cultivating personal 
interests, may prove beneficial, too. These potential therapeutic implications should be 
interpreted with caution, as they are not directly tested in the present study and remain 
speculative.

Further investigations on psychotherapeutic relationships are warranted to prove dis­
tinct connections. Future research could examine whether cluster affiliation is associated 
with specific psychiatric outcomes and should take into account that trust in psycho­
therapists is associated with institutional trust. This is an important aspect regarding the 
conceptualization of trust in psychotherapists.
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These findings align with the recommendations of Gaebel and colleagues (2014) to 
preserve trust in the healthcare system and psychiatrists. Our findings broaden the range 
of strategies for enhancing trust in psychotherapists and, in turn, may also improve 
the effectiveness of psychotherapy. We recommend the regular evaluation of trust in 
psychotherapy.

Limitations
The representativeness of this study is limited due to the non-random sampling and 
the inherent characteristics of panel surveys. The results of these correlational analyses 
suggest the potential for the formulation of causal hypotheses regarding trust in psycho­
therapists, which should be investigated further. The analysis can only be described 
as exploratory. Given the diverse definitions of trust in psychotherapists, it cannot be 
ruled out that different questionnaires might yield varying cluster solutions. A combined 
analysis incorporating multiple trust questionnaires could provide further information 
and strengthen our findings. Furthermore, a limitation of this study is that it assesses 
general trust in psychotherapists rather than trust in a specific therapist, which may 
differ in important ways. Also, the concept of epistemic trust – the capacity to under­
stand others’ and one’s personal behavior according to mental states, which is relevant 
in the psychotherapeutic relationship – was not measured (Fonagy & Allison, 2014). 
In addition, the identified clusters represent statistical groupings based on the included 
trust variables and should not be interpreted as clearly distinct psychological types. 
Besides, the data used is only based on self-reports. Furthermore, the experience of 
psychotherapy was quite broad: It included participants who are currently in therapy, 
have completed therapy, or have discontinued therapy. These experiences can vary and 
may be related to trust in psychotherapists. Finally, the results refer to the German 
healthcare system, which is characterized by relatively high institutional regulation and 
broad access to psychotherapeutic services. Given cultural differences, no generalizations 
can be made. These structural features may contribute to comparatively higher levels 
of institutional trust, which in turn could influence trust in psychotherapists. Research 
suggests that the relative importance of interpersonal versus institutional trust may vary 
across cultural contexts (e.g., Sikorski & Albrecht, 2025). Therefore, the generalizability 
of the present results to other countries and healthcare systems may be limited and 
should be examined in future cross-cultural studies.

Conclusion
Trusting the psychotherapist may imply trusting the system: This perspective emphasi­
zes the need for an adjustment of the conceptualization of psychotherapy as a relation­
ship embedded within an institutional framework. In the therapeutic relationship, a 
third entity – the institution or system – plays a role alongside the patient and the 
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psychotherapist. This underscores the importance of evaluating not only the patients’ 
trust in the psychotherapists but also their perception of the (healthcare) system as 
perceived by both the psychotherapist and the patient. This approach may help optimize 
the efficacy of psychotherapeutic treatments.
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