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Editorial

Make a Wish – What Are the Wishes for Clinical 
Psychology and Psychological Treatment?

Winfried Rief 1 , Cornelia Weise 1

[1] Division of Clinical Psychology and Psychotherapy, Department of Psychology, Philipps-University of Marburg, 

Marburg, Germany. 

Clinical Psychology in Europe, 2021, Vol. 3(4), Article e7957, https://doi.org/10.32872/cpe.7957
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Corresponding Author: Cornelia Weise, Division of Clinical Psychology and Psychotherapy, Department of 
Psychology, Philipps-University of Marburg, Gutenbergstrasse 18, 35032 Marburg, Germany. E-mail: weise@uni-
marburg.de

It's the end of the year – and we look back to an enormously challenging year. We 
went through several restrictions in our professional and private lives, we adapted study 
programs to legal regulations on behaviour during the Pandemic, we missed the direct 
personal contacts which in the past used to be so essential to find solutions during 
debates, and we saw things during Zoom conferences that we didn’t want to see. Our 
society is experiencing a deep and bitter division that is challenging psychology more 
than it has in a long time. It is quite understandable that people are annoyed, and have 
lost the motivation to reflect on the current situation.

But still, it's also the time of the year that stands for dreams and wishes. A world 
without dreams and hopes and wishes is something we would not want to imagine. 
To exile such a nightmare, we needed an optimistic outlook which can bring us safely 
through the year 2022. Therefore, we from CPE encouraged the members of our editorial 
board to take the time to express some of their wishes. And this is what came back: a 
new vaccination shot, filled with positive ideas, with perspectives and demands to our 
professional competences, with visions we would like to follow, and lots of optimism. 
The wishes show the strength of our collaboration to bring clinical psychology and 
psychological treatments forward for the benefit of the people. But, read yourself:

In every European country psychological therapies are less available 
than they should be. A lesson from the English IAPT programme is 
that politicians will invest more in therapy if we collect and report 
outcome data in our routine services. Such data shows our value, 
our focus on patient benefit, and our openness to learning. My New 
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Year wish is that clinical psychologists will once again lead the field 
in mental health by showing that we as a group embrace outcome 
monitoring. Other professionals and funding will follow our leadership. 
(David Clark, UK)

That psychological treatments and all the strategies for care already 
available in Clinical Psychology reach everyone in need. (Christina 
Botella, Spain)

Christmas time makes people focus more than usual on other people's 
needs, joys and concerns. As clinical psychologists, we are sensitive to 
the needs of our patients and clients, regardless of the season. May this 
attitude of listening and openness accompany our work, so that we can 
accompany those who ask for our professional help. (Roman Cieślak, 
Poland)

A significant portion of research in clinical psychology is unusable 
because of incomplete or poor reporting. Descriptions of interven
tions, particularly complex, psychosocial ones, are often sketchy and 
just reference a manual. My wish is that clinical research is reported 
more completely, by actually following (not just declaring to have 
followed) available reporting guidelines. (Ioana A. Cristea, Italy/
USA)

Actually, I have a dozen wishes for clinical psychology, some for our 
patients or clients, others for ourselves. Here's one: that in the bitter 
dispute between Covid vaccine supporters and opponents, we can pro
vide empathic communication strategies that both increase willingness 
to vaccinate and diminish the rifts between supporters and opponents. 
Who, if not us, should provide such helpful interventions to the rest of 
society? (Andreas Maercker, Switzerland)

I wish that the awareness, at all levels of our society, of the core 
value of mental health during the COVID crisis does not disappear 
once it is over. I also want European countries to invest heavily in 
research (which will then undoubtedly be published in the excellent 
CPE ;-) and in the implementation of prevention and intervention 
programmes to improve mental health that are accessible to all 
people living on European soil. (Céline Douilliez, Belgium)

A more widespread use of clinimetric strategies in psychological assess
ment. (Giovanni A. Fava, USA/Italy)
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Particularly in current times that challenge mental health, I wish all 
European clinical psychologists loads of resilience, strength, wisdom 
and self-care. In my own country (Belgium), clinical psychology is 
facing several important legislative and organisational transitions. 
I wish that once this phase of uncertainty and burden has passed, 
clinical psychology will find itself in a renewed and stronger posi
tion to the benefit of our clients. (Dirk Hermans, Belgium)

My wish for 2022 is to be dancing with you all at conference parties 
again! (Tania Lincoln, Germany)

Romanian wish for clinical psychology: Day by day, in many ways, 
be more and more personalized, high-tech, and evidence-based, for 
the sake of people's wellbeing! (Daniel David, Romania)

The role of clinical psychology is not evenly distributed in Europe 
and not even within countries. Given modern information technology 
it is technically easy to deliver treatments across borders. However, 
legal and administrative issues make it hard and sometimes even 
impossible to share treatments and do research. My wish is that we 
increase collaboration between countries and reduce administrative 
burden to facilitate spread of evidence-based treatments within Europe. 
(Gerhard Andersson, Sweden)

May clinical psychology continue to flourish in the year 2022, 
contribute to an understanding of the basic processes of the devel
opment of psychopathology and the principles of change in the 
treatment of psychological disorders (and help to overcome the pan
demic!). (Bernhard Strauss, Germany)

I wish that we develop clear and agreed upon competencies of clinical 
psychologists that would help our profession and training of the next 
generation of clinical psychologists. (Maria Karekla, Cyprus)

I would like Santa to become a spiritual member of the CPE team 
to help us make inter-European networking in the field of clinical 
psychology even more vibrant, to keep our fire of curiosity burning, 
and to remind us of the importance of bringing hope and light to 
those who need us. (Robert Masten, Slowenia)

Wishing happy, healthy and peaceful lives for all. May we feel connec
ted with our hearts and one another, during the Holidays and through
out the new year 2022! (Jolanda Meeuwissen, The Netherlands)
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I wish more kindness in this world because we are all part of the 
same beautiful miracle. Love, peace, and compassion. (Stefan Hof
mann, Germany/USA)

2022, please give us healthy clinical psychologists for research and 
practice in Europe and around the world. (Anonymous)

Personally, I have only the wish for "more time" (we need two 
more hours per day and an extra free day per week). Professional
ly, I wish: more collaboration [national, international (European)] 
in large scale studies; more research on moderators of treatment 
outcome in different groups of disorders; more research on media
tors (mechanism) of change using psychological and biological basic 
science results; more support and funding for young (female) scien
tists; more replication studies; less egoism and competition; and 
again, more personal meetings. (Martin Hautzinger, Germany)

What a time we have all had! I’d like to wish all of you and your 
families and friends in Europe as well as further afield a restful time 
over the coming weeks, so that we can embrace 2022 with renewed 
energy. Carpe diem. (Trudie Chalder, UK)

I wish us all much inspiration in 2022 in generating new ideas to 
improve the impact of treatments for mental disorders, because that 
is what people suffering from these conditions very much need. 
(Pim Cuijpers, The Netherlands)

I wish for Clinical Psychology Research to rapidly develop and empiri
cally validate even better treatments for those with co-morbid chronic 
physical conditions – and for these to be recognized and implemented 
by national health care systems. (Claus Vögele, Luxembourg)

I send out a wholehearted thanks to all the psychological therapists 
who have managed to support and help people in mental health 
need by delivering treatments online or in person, whilst they them
selves have often had challenges in their own lives and at home. 
My wish for 2022 is that clinical psychology can be at the forefront 
of preventing mental health problems across Europe and beyond. 
(Colette Hirsch, UK)

I wish Clinical Psychology in Europe (and beyond) a contagious opti
mism and resilience in 2022. (Omer Van den Bergh, Belgium)

Editorial 4

Clinical Psychology in Europe
2021, Vol. 3(4), Article e7957
https://doi.org/10.32872/cpe.7957

https://www.psychopen.eu/


I wish you all merry Christmas with, hopefully, some face-to-face 
gatherings with your loved ones. (Claudi Bockting, President of 
the EACLIPT)

Now it’s your turn: take a minute and express your wish for your professional engage
ment during the year 2022.

Finally to us: For 2022, we wish that our journal will again receive as much support 
as this year, be it from authors, reviewers, editors, readers, and the excellent team of our 
publisher PsychOpen, so that we can continue to strengthen the visibility of the many 
facets of clinical psychology in Europe. As Editors-in-Chief of Clinical Psychology in 
Europe, we promise to address all your and our wishes to the corresponding institution 
(see photo).
We wish you a Happy Holiday season and a peaceful and prosperous New Year.

Winfried Rief & Cornelia Weise

Acknowledgments: The authors wish to thank all members of the Editorial Board of Clinical Psychology in Europe 

for expressing their wishes for 2022.
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Research Articles

Monetary Valuation of a Quality-Adjusted Life Year 
(QALY) for Depressive Disorders Among Patients and 
Non-Patient Respondents: A Matched Willingness to Pay 
Study

Laura Ulbrich 1 , Christoph Kröger 1

[1] Department of Psychology, University of Hildesheim, Hildesheim, Germany. 
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Abstract
Background: As estimated by the World Health Organization, depressive disorders will be the 
leading contributor to the Global Burden of Disease by 2030. In light of this fact, we designed a 
study whose aim was to investigate whether the value placed on health-related quality of life 
(HRQoL) for a depressive disorder is higher in patients diagnosed with a major depressive disorder 
(MDD) compared to non-patients in a matched sample.
Method: We collected data on willingness to pay (WTP) for a total of four health-gain scenarios, 
which were presented to 18 outpatients diagnosed with a MDD versus 18 matched non-patient 
respondents with no symptoms of depression. Matching characteristics included age, income, level 
of education, and type of health insurance. Respondents were presented with different HRQoL 
scenarios in which they could choose to pay money to regain their initial health state through 
various treatment options (e.g., inpatient treatment, electroconvulsive therapy). To test whether the 
probability of stating a positive WTP differed significantly between the two samples, Fisher’s exact 
test was used. Differences regarding stated WTP between the samples were investigated using the 
Mann-Whitney U-test.
Results: For most of the health scenarios, the probability of stating a positive WTP did not differ 
between the two samples. However, patient respondents declared WTP values up to 7.4 times 
higher than those stated by matched non-patient respondents.
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Conclusion: Although the perceived necessity to pay for mental-HRQoL gains did not differ 
between respondents with MDD and respondents with no symptoms of depression, patient 
respondents stated higher values.

Keywords
depressive disorders, quality-adjusted life years, willingness to pay, quality of life, electroconvulsive therapy

Highlights
• The probability of stating a positive WTP did not differ between samples.
• However, patient respondents stated WTP values as much as 7.4 times higher than 

non-patients.

The global burden of disease is shifting from premature death to years lived with disabili
ty (GBD 2017 DALYs and HALE Collaborators, 2018; Licher et al., 2019; Vigo et al., 2019). 
For this reason, the promotion of mental health has become a priority for health policies 
and action plans around the world (e.g., World Health Organization, 2013). Over the past 
several decades, the disease burden attributed to depressive disorders has increased tre
mendously, ranking them among the three leading causes of years lost due to disability 
(YLD; GBD 2016 DALYs and HALE Collaborators, 2017), as well as disability-adjusted life 
years (DALYs; Murray et al., 2012). By 2030, unipolar depression is estimated to be the 
leading factor within the global burden of disease (World Health Organization, 2008).

Cost-Effectiveness Analyses
Due to limited resources in the health-care sector, cost-effectiveness analyses are used 
as guidelines in priority setting, resource allocation, and reimbursement decisions. The 
preferred metric of health benefits in cost-effectiveness analyses is commonly the meas
urement of quality-adjusted life years (QALYs), combining the impact of health benefits 
on both health-related quality of life and quantity of life years (Sund & Svensson, 2018). 
Additionally, this measurement facilitates the comparison of different interventions with
in a disease or in comparison with other diseases (Pennington et al., 2015). From a 
health–economic perspective, the preference for and value of health-care interventions 
can be assessed by estimating a person’s willingness to pay (WTP) for health gains (Sund 
& Svensson, 2018). The elicitation of preferences usually follows a two-stage process: 1) if 
the respondent indicates whether he or she is willing to pay money (yes/no); and 2) if the 
respondent indicates ‘yes’, that he or she is willing to pay money, the amount of money 
the respondent is willing to pay is further assessed.
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Willingness to Pay for a Quality-Adjusted Life Year
Various studies have tried to estimate the value of a QALY through the WTP method 
(e.g., Ahlert et al., 2013; Donaldson et al., 2011; Igarashi et al., 2019; Pennington et al., 
2015). A systematic review including 24 studies on WTP per QALY found that WTP 
estimates range from €1,000 to €4,800,000, with mean WTP estimates of €118,839 and 
median estimates of €24,226 (Ryen & Svensson, 2015). Currently, preferences for health 
treatments are commonly elicited from the general public due to the recommendations 
of the Washington Panel on Cost-effectiveness in Health and Medicine (Gold et al., 1996) 
and the United Kingdom’s National Institute for Health and Care Excellence (National 
Institute for Health and Care Excellence, 2013). Recently, however, arguments for elicit
ing the preferences based on appraisals of persons suffering from the health condition 
in question have been discussed (for a systematic overview on these arguments, see 
Helgesson et al., 2020).

Effects of Contextual and Individual Characteristics on WTP per 
QALY
WTP per QALY seems to be related to several contextual factors, such as duration (e.g., 
0.1 QALYs over 10 years vs. 0.25 QALYs over 4 years), timing (i.e., QALY gain at the 
end of life vs. in the near future), and type of QALY gain valued (i.e., life extension vs. 
quality-of-life improvements), as well as the type and severity of the illness presented 
(Igarashi et al., 2019; Ryen & Svensson, 2015). Additionally, several individual characteris
tics seem to influence the stated values for health gains. The most common predictor 
effect was found for income: A higher household income significantly increased the 
probability to state a positive WTP (Ahlert et al., 2013), as well as increasing the amount 
of money respondents were willing to pay (Igarashi et al., 2019; Pennington et al., 2015). 
Also, individuals with a higher level of education stated greater amounts than individuals 
with fewer years of schooling (Ahlert et al., 2013; Pennington et al., 2015). The effect 
of age on WTP was significant in two large samples, but results showed inconsistent 
findings: While one study found that younger respondents stated higher amounts (Ahlert 
et al., 2013), Pennington and colleagues (2015) found a contrary effect. A study of the 
German general population investigated the effects of the German health care system1 on 
WTP per QALY and found that respondents with private health insurance were willing 
to pay higher amounts for a QALY, even when controlling for income effects (Ahlert et 
al., 2013).

1) Unlike other European countries, Germany has a universal health-care system with two types of health insurance: 
Germans can choose between public (statutory) insurance and private health insurance, which is co-financed by 
employer and employee.
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To the best of our knowledge, no study has ever investigated the effects of the 
individual relevance of the presented health-gain scenario on the respondent’s WTP per 
QALY. Additionally, several studies argued that the plurality of different perspectives 
should be acknowledged, and that values for health benefits (i.e., QALYs) should be based 
on preferences from both patients and the general public (Dolan, 2009; Ogorevc et al., 
2019; Versteegh & Brouwer, 2016). A meta-analysis assessed whether values for QALYs 
differed between patients and the general public, comparing different valuation methods 
(time trade-off, visual analogue scale and standard gamble; Peeters & Stiggelbout, 2010). 
However, preferences from patients and the general public using the WTP method have 
yet to be investigated.

Study Aims
With an eye toward this need for more specific information on patient and non-patient 
preferences, the aim of our study was to assess whether WTP preferences for mental 
health gains differ between outpatients with a diagnosed major depressive disorder 
(the patient sample) and respondents from the general public with no symptoms of 
depression (the non-patient sample). To control for the effects of the above-mentioned 
individual characteristics on WTP, we matched respondents from the patient sample 
with respondents from the non-patient sample based on income, level of education, age, 
and type of health insurance (see Section ‘Participants and Procedures’). The above-men
tioned meta-analytical comparison of patient and non-patient health-state assessments 
found that patients give higher valuations than non-patients (Peeters & Stiggelbout, 
2010). Therefore, we aim to investigate the following hypotheses:

1. The probability of indicating a positive WTP (WTP > 0) is higher throughout all the 
scenarios in the patient sample compared to its likelihood among respondents with 
no self-reported symptoms of depression (the non-patient sample).

2. Respondents from the patient sample are willing to pay significantly higher amounts 
for the health gains presented than respondents with no self-reported symptoms of 
depression (the non-patient sample).

Method

Ethics Approval
This study was performed in accordance with the principles of the Declaration of Helsin
ki. The Ethical Review Committee of the University of Hildesheim, Germany, approved 
the study (Application number: 107).
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Participants and Procedure
Patient Sample

Individuals with a suspected depressive disorder were screened at a German university 
outpatient clinic between May 2019 and March 2020. Possible participants were informed 
as to the objective of the study both verbally and in writing, and were required to 
provide their written consent. Participants were eligible for inclusion if they were more 
than 18 years of age and met the DSM-5 criteria of a major depressive disorder, using 
the German version of the Structured Clinical Interview for the Diagnostic and Statistical 
Manual of Mental Disorders, fifth edition (DSM-5), Clinical Version (SCID-5-CV; Beesdo–
Baum et al., 2019). One master-level psychologist and three bachelor-level research-assis
tants conducted the interviews. All four interviewers had been trained in the adminis
tration and scoring of the SCID-5-CV in a workshop conducted by the second author, 
who is a licensed interviewer. The ratings of the diagnoses in question were discussed 
with the attending psychotherapist. We excluded patients who showed indications of 
mental retardation or dementia, substance-dependence disorders, bipolar disorder, or 
schizophrenia. Patients with other co-occurring mental disorders were not excluded. 
After the SCID-5-CV interview, patients who met the inclusion criteria and consented 
to participating in the study were asked to answer the questions of the online survey 
(further described in Section ‘Online Questionnaire’) on a laptop that we provided. After 
completing the survey, patients were thanked for their participation in the study.

Non-Patient Sample

For each respondent in the patient sample, we compared one matched respondent 
from the German general population who reported no symptoms of depression. Comput
er-based matching was conducted using the following characteristics: age at index rate 
(± 8 years), income category (see Table 2), highest level of education (basic, secondary, 
or advanced), and type of health insurance (statutory vs. private). Respondents from the 
German general population were recruited from an Internet panel run by an independent 
research institute (USUMA GmbH; http://www.usuma.com/) between March 6, 2019 and 
March 25, 2019. The research institute we selected complied with the ESOMAR Interna
tional Code on Market, Opinion, and Social Research and Data Analytics. Internet-panel 
participants were informed about the online survey via email. After completing the 
survey, participants received survey ‘reward’ points from the Internet-panel company, 
which they could exchange for an online gift certificate or merchandise.

Online Questionnaire
On the first page of the online questionnaire, respondents were informed about the 
objective of the study and were asked to give their consent. The hypothetical scenario 
that was introduced assumed that no sickness funds exist in Germany, and therefore, 
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respondents would not have to pay premiums or contributions toward health insurance, 
increasing their monthly net income by that amount. Respondents were asked to imagine 
that instead, they would need to pay for every medical service out of their own pocket.

The concept of measuring health on a visual analog scale was introduced: Based on 
the European Quality of Life 5-Dimensions 3-Level Version (EQ-5D-3L; Szende et al., 
2007), three health states and numerical valuations derived from survey values (Dolan 
et al., 1999) were used to indicate different levels of health on the scale. Demographical 
questions (e.g., age, income, health insurance, pre-existing diseases, region of residence) 
were presented. Respondents were then asked to estimate their life expectancy, and to 
rate the current state of their health on the European Quality of Life Visual Analogue 
Scale (EQ-VAS; Szende et al., 2007), with values between 0 and 100. Using items of the 
Patient-Health Questionnaire (PHQ-2; Kroenke et al., 2003) and EQ-5D-3L (Szende et al., 
2007), respondents were asked to briefly assess their symptoms of depression and current 
health-related quality of life. The PHQ-2 is a two-item, self-administered depression 
module that scores the two main criteria from the DSM-5. Answer categories range from 
0 (“not at all”) to 3 (“nearly every day”), and the total severity score ranges from 0 to 6. 
Regarding the total value of the PHQ-2 in the patient sample, the internal consistency 
was good (α = .82). A cut-off score of ≥ 3 (see Kroenke et al., 2007) proved to be most 
suitable regarding sensitivity and specificity for the diagnosis of a major depressive 
disorder.

Next, a description of typical symptoms of depressive disorders and their impact on 
everyday life, including mortality rates by suicide, was presented (see Online Resource 1 
in the Supplementary Materials). The respondents were given four different scenarios of 
health loss of either one QALY (Scenarios A and B) or a fraction of a QALY (Scenarios 
C and D), due to a depressive episode. These scenarios, which are further described in 
Table 1, were presented in random order. The order of the questions and the wording of 
one sample scenario are displayed in Online Resource 2 (see Supplementary Materials). 
The respondents were asked if they were willing to pay money for each of the presented 
health-gain scenarios. If the respondents answered “yes,” that they would be willing to 
pay money for treatment, a table with three columns was presented, with a series of 
values in Euros ranging from €10 to €300,000 in accordance with previous studies (Ahlert 
et al., 2013; Donaldson et al., 2011; Pennington et al., 2015). To facilitate decision-making, 
the respondents were asked to sort the Euro values into one of three columns, indicating 
which amounts they would be willing to pay, the amounts they would not be willing 
to pay, and the amounts that left them unsure about whether or not they would pay. In 
order to summarize the maximum amount that the respondent was willing to pay and 
the minimum that he or she was not willing to pay, the respondent was asked to state 
his or her maximum WTP as an open-ended response. If the respondent answered that 
he or she would not be willing to pay money for the presented health-gain scenario, 
several pre-coded responses (translated from the EuroVaQ study) and a free text option 
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were presented. Lastly, respondents were asked to rate how much they currently knew 
about electroconvulsive therapy (ECT), which was offered as a treatment method in one 
of the scenarios2. If they indicated that they knew at least “a little” about ECT, they were 
asked to state whether they thought this method was adequate. Respondents were given 
the chance to view and change their answers in the recapitulation section on the last 
page. The feasibility and validity of the questions were examined by pilot respondents 
who provided detailed feedback prior to the development of the survey.

Table 1

Health Gains Valued

Scenario
Health 

gain Duration Time
Initial health 

state achieved? Treatment

A 25 points 4 years In 1 year 100% pain-free treatment

B 10 points 10 years In 1 year 100% pain-free treatment

C 25 points 4 years In 1 year 90% 8-week inpatient treatment

D 25 points 4 years In 1 year 90% 8-week inpatient treatment plus 

electroconvulsive therapy

Exclusion Criteria
To ensure that the questions were relevant to the individual respondents, and in accord
ance with the EuroVaQ report (Donaldson et al., 2011), the following exclusion criteria 
were applied:

General Exclusion Criteria

Respondents who indicated that “the government should pay” from the set of pre-coded 
responses as the reason for zero WTP (so-called “protest respondents”), were excluded 
due to their not having understood the hypothetical nature of the scenario (as is standard 
for WTP studies; see Olsen & Donaldson, 1998; Pennington et al., 2015).

Scenario-Specific Exclusion Criteria

Additionally, respondents were excluded from data analysis regarding scenarios A, C, 
and D if they rated their health state at less than 35 points (indicating poor health), and 

2) This treatment method was used because its efficacy is recognized by the German Association for Psychiatry, 
Psychotherapy, and Psychosomatics (DGPPN), and because it is a highly standardized procedure with rapid response 
rates (DGPPN et al., 2015).
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if they expected to live for less than 6 years as of that day. Respondents were excluded 
from data analysis regarding scenario B if they rated their health state at less than 20 
points, and if their life expectancy was assumed to be below 12 years. The intention was 
to ensure that no health loss reduced the respondent’s health to below 10 points, and that 
all health gains were complete at least one year before the respondent expected to die.

Data Analysis
All analysis was undertaken with IBM SPSS Statistics 26. The collection of open-ended 
responses allowed us to determine the mean and median values reported for each scenar
io, which were collected in Euros. The current study does not report trimmed means 
because Ahlert and colleagues (2013) found that trimming the top 1% or 5% of WTP val
ues may lead to the exclusion of potentially reasonable cases (e.g., younger respondents 
with a higher income). The Kolmogorov–Smirnoff Test and Q-Q plots indicated that the 
assumption of normal distribution was violated: Distribution of WTP scores for scenario 
A (D(20) = 0.385, p < .001), scenario B (D(20) = 0.416, p < .001), scenario C (D(20) = 0.363, 
p < .001), and scenario D (D(20) = 0.270, p < .001) all differed significantly from normal.

To test Hypothesis 1 — whether the likelihood of expressing a positive WTP differed 
across both samples — WTP responses were dichotomized as zero and non-zero values. 
Because of the small sample size, Fisher’s exact test and odds ratios were calculated. 
To assess Hypothesis 2 — whether WTP values for the described health gains differed 
between the patient and the non-patient sample — the nonparametric Mann–Whitney 
U-Test was applied, due to the skewed distribution of the WTP scores. Effect size r was 
calculated by dividing the z-scores for the test statistic by the square root of the sample 
size (Field, 2018; Rosenthal, 1991). Bias-corrected accelerated 95% confidence intervals 
around means were estimated.

Results

Sociodemographic Characteristics of the Samples
Figure 1 depicts the flowchart. A total of N = 36 participants were included in the study, 
with n = 18 participants in each sample. Most of the total sample (75%) was female, with 
a mean age of 48 years (SD = 14.88).
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Figure 1

Flowchart

Patient Sample

From an initial sample of 20 screened outpatients, n = 18 patients met the DSM-5 criteria 
of a major depressive disorder. No co-occurring mental disorders were diagnosed. The 
cut-off score of the PHQ-2 was exceeded by 16 patients (88.9%), while the mean score 
was 4.33 (SD = 1.57). The mean overall health state of the patient sample was indicated as 
poor (M = 61.67; SD = 18.31).

Matched Non-Patient Sample

The matching process based on income, level of education, type of health insurance, 
and age resulted in a sample of n = 18 matched respondents from the German general 
population. We ensured that respondents of the matched non-patient sample reported no 
symptoms of depression (PHQ-2 sum score = 0). The mean overall health state of the 
non-patient sample was indicated as rather good (M = 89.94, SD = 9.17).
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Table 2 displays the sociodemographic characteristics of the two samples. No be
tween-group differences were found in terms of the sociodemographic data. None of our 
subjects had to be excluded as protest respondents.

Table 2

Sociodemographic Characteristics of Both Samples

Characteristic
Patient Sample

N = 18
Non-patient sample

N = 18

M (SD) Min/Max M (SD) Min/Max
Age (in years) 48.33 (15.22) 22/77 47.89 (14.97) 22/70

Life expectancy (age) 82.28 (9.49) 65/99 83.78 (8.45) 70/110

Health status (0-100) 61.67 (18.31) 20/95 89.94 (9.17) 70/100

n % n %
20 to 69 (poor) 11 61.1 0 0.0

70 to 79 (rather poor) 2 11.1 2 11.1

80 to 89 (rather good) 4 22.2 2 11.1

90 to 100 (very good) 1 5.6 14 77.8

Low remaining lifetime (< 16 years) 4 22.2 1 5.6

Females (rather than males) 16 88.9 11 61.1

Educational level

Basic (nine years) 0 0.0 0 0.0

Secondary (ten years) 8 44.4 7 38.9

Tertiary (> ten years) 10 55.6 11 61.1

Monthly household income

No answer 1 5.6 1 5.6

Below 500 € 0 0.0 0 0.0

500 to below 1.000 € 1 5.6 1 5.6

1.000 € to below 1.500€ 1 5.6 1 5.6

1.500€ to below 2.000€ 4 22.2 4 22.2

2.000€ to below 3.000€ 4 22.2 4 22.2

3.000€ to below 4.000€ 6 33.3 6 33.3

4.000€ and more 1 5.6 1 5.6

Health Insurance

Social insurance 17 94.4 17 94.4

Private insurance 1 5.6 1 5.6

ICD-10 Diagnosis

Depressive episode 8 44.4

Recurrent MDD 10 55.6

Note. M = mean; SD = standard deviation; Min/Max = Minimum/Maximum; N = sample size; MDD = major 
depressive disorder.

Value of Quality-Adjusted Life Year for Depression 10

Clinical Psychology in Europe
2021, Vol. 3(4), Article e3855
https://doi.org/10.32872/cpe.3855

https://www.psychopen.eu/


Results Regarding Hypothesis 1: Probability of Indicating a 
Positive WTP
Results from Fisher’s exact test indicate no association between the sample (patient vs. 
non-patient sample) and the probability of stating a positive WTP (WTP > 0) in three 
of four scenarios (Scenarios B, C, and D). Only in scenario A was the probability of 
expressing a positive WTP higher in the patient sample compared to the non-patient 
sample (χ2 = 6.84, p < .05). Odds ratios could not be calculated, as 100% of the patient 
sample indicated a positive WTP.

In the patient sample, the number-one reason for being unwilling to pay for the 
presented health gains across all scenarios was: “The effects of treatment are too small.” 
In the non-patient sample, the number-one reason stated was: “It would not be so bad/I 
could live with it.” Table 3 shows the frequency of reasons stated for zero WTP.

Table 3

Frequencies of Reasons for Zero WTP

Scenario
N

Zero WTP

It would not 
be so bad/ I 
could live 

with it

Effects of 
treatment are 

too small

I want my 
family to 
have the 
money

I would get 
better 

without 
treatment

I value the 
treatment 
but cannot 

afford it
Other 

reasons

Patient sample
A 0 0 0 0 0 0 0
B 1 0 1 (6.3) 0 0 0 0
C 2 0 0 0 0 0 2 (11.8)
D 8 0 2 (11.8) 0 0 0 6 (35.4)

Non-patient sample
A 6 1 (5.6) 0 1 (5.6) 1 (5.6) 1 (5.6) 2 (11.2)
B 7 4 (22.2) 0 1 (5.6) 0 1 (5.6) 1 (5.6)
C 6 1 (5.6) 0 0 2 (11.2) 2 (11.2) 1 (5.6)
D 8 2 (11.2) 0 0 2 (11.2) 2 (11.2) 2 (11.2)

Note. Percentages are in parentheses. N = sample size; WTP = willingness to pay.

Results Regarding Hypothesis 2: WTP Differences Between Patient 
and Non-Patient Respondents
Mean, median, and maximum WTP values, as well as bias-corrected accelerated 95% 
confidence intervals around means, are displayed in Table 4. In the patient sample, mean 
WTP values ranged from €15,778 (Scenario D) to €54,794 (Scenario A). In the matched 
non-patient sample, mean values ranged from €2,277 (Scenario B) to €4,650 (Scenario 
A). Results from the Mann–Whitney U-Test indicated that patient respondents stated 
significantly higher WTP values than non-patients in all scenarios: Scenario A (U = 33.50, 
z = –3.05, p < .01, r = –.56), scenario B (U = 25.50, z = –2.97, p < .01, r = –.58), scenario 
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C (U = 22.50, z = –3.31, p < .001, r = –.64) and scenario D (U = 10.50, z = –2.83, p < .01, 
r = .65). For all scenarios, differences between samples represented a medium effect in 
accordance with Cohen (1988).

Table 4

Mean, Median and Maximum Values in Euros (€) for Both Samples After Applying General and Scenario-Specific 
Exclusion Criteria

Scenario na

n
WTP > 0 M Bootstrapped 95% CI Mdn Maximum WTP

Patient sample
A 17 17 54,794 14,646-116,424 15,000 350,000

B 16 15 52,667 6,956-121,249 10,000 350,000

C 17 15 23,867 10,714-45,548 10,000 150,000

D 17 9 15,778 7,667-25,762 13,000 50,000

Non-patient sample
A 18 12 4,650 2,322-7,686 2,500 15,000

B 18 11 2,277 1,000-4,126 1,500 10,000

C 18 12 3,433 2,245-4,737 2,750 10,000

D 18 10 2,415 1,183-3,567 1,750 5,000

Note. na= sample size after applying scenario-specific exclusion criteria; n = sample size; CI = confidence 
interval.

Discussion

A Vital Assessment of Patient Preferences
As currently discussed (e.g., Dolan, 2009; Ogorevc et al., 2019; Versteegh & Brouwer, 
2016), the present study is one of the first attempts to directly compare experience-based 
preferences from patients to ‘hypothetical’ preferences of the general population using 
the WTP method.

Results indicate that the probability of stating a positive WTP does not differ between 
patients and non-patient respondents. However, when assessing the number-one reasons 
indicated for zero WTP (patient sample: “Effects of treatment are too small,” vs. non-pa
tient sample: “It would not be too bad/I could live with it”), it seems that respondents 
with no prior experience of depression underestimate the burden of depressive symp
toms. As discussed by Dolan (2007), “hypothetical” preferences of the general public, as 
elicited through assessing WTP values, may not be a reliable basis for judgment because 
the “general public are not good at assessing what it would be like to experience different 
states of health” (Dolan, 2007, p. 6). However, contrary to the assumption that “hypothet
ical” preferences by the public tend to overestimate the severity of a loss of health 
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(Dolan, 2007, p. 6), patients stated significantly higher WTP values than non-patients. 
These findings are in accordance with previous studies (Ogorevc et al., 2019; Versteegh & 
Brouwer, 2016) and emphasize the need to consider both the perspectives of the general 
public and those of patients when assessing values or preferences for health benefits.

In this study, we assessed respondents’ WTP for one specified treatment (electrocon
vulsive therapy) in detail due to its high standardization when compared to other psy
chotherapeutic interventions. Thus, when assessing results for this specified scenario, it 
seems unexpected that only 53% of the patient sample and 55% of the non-patient sample 
were willing to pay money for ECT. One possible explanation might be that 83% of the 
patient sample stated that they knew nothing or little about ECT, compared to 72% of the 
non-patient sample. The present findings accord with the conclusion of a recent study, 
which found that ECT is still largely underutilized due to persisting stigma and lack of 
knowledge about modern ECT techniques (Kellner et al., 2020). In particular, considering 
recent discussions of advocating for patients in the decision-making process regarding 
treatment options (e.g., Barry, 2011; Couët et al., 2015), the present findings underline 
the importance of an informed patient. So-called patient-decision aids — tools designed 
to help patients make an informed choice, which include explanations about treatment 
options based on scientific evidence — can be used to improve patients’ knowledge of 
which treatment route to choose, as well as the risks and benefits of various treatments 
(for an overview, see Perestelo‐Perez et al., 2017).

The cost-effectiveness of primary care for depressive disorders has been investigated 
by, for example, Chisholm et al. (2004) and Pyne et al. (2003). Low-cost, non-medical 
interventions for relief from depression, such as exercise, relaxation, and bibliotherapy, 
are also readily available (for a systematic review, readers are referred to Morgan & Jorm, 
2008). Their (cost-)effectiveness in reducing symptoms of depression is, however, yet to 
be assessed in randomized controlled trials in a clinical population (Bellón et al., 2021; 
Lawlor & Hopker, 2001; Philippot et al., 2019)

Strengths and Limitations
Matching the respondents from the patient sample to respondents from the non-patient 
sample allowed us to control for the effects of individual characteristics (e.g., income, 
level of education) on WTP. Presenting the scenarios in a randomized order let us control 
for ordering effects. However, some limitations should be also mentioned.

First, the size of both samples (n = 18 in each sample) was quite small, and the 
post-hoc power analysis indicated medium power (1– β = 0.89), assuming a medium 
effect size (|d| = 0.5, according to the convention of Cohen (1988)).

Second, the broad majority (88.9%) of the recruited patient sample was female. Results 
from the EuroVaQ study indicate that men stated a higher WTP (Donaldson et al., 2011, 
p. 76). Still, Ahlert and colleagues (2013) investigated the effect of gender in more detail, 
and found that although women were significantly more likely than men to state a 
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positive WTP, males were willing to pay significantly higher amounts than females. 
Therefore, generalization of results may be limited, and a more representative patient 
sample should be recruited in subsequent studies.

Additionally, presenting scenarios that emphasize the certainty of successful treat
ment — which may be especially unlikely with respect to mental health — may have led 
to the overestimation of estimated WTP values. More scenarios with uncertainty charac
teristics should be evaluated in further research, as well as other specified treatment 
options, such as psychotherapeutic treatment approaches or antidepressant medication 
(DGPPN et al., 2015).

Fourth, the assessment of the variable “knowledge about ECT” consisted of one item 
only, and did not objectively specify how much respondents know or how and where 
they became informed (e.g., movies, media, medical services). During administration 
of the present survey, a measure to assess perceptions and knowledge of ECT was 
published (Tsai et al., 2020), and we believe that it should be used in future studies to 
guarantee an objective, more detailed measurement of the respondents’ attitudes toward 
and knowledge of ECT.

Additionally, we only recruited people who were being seen at an outpatient clinic. 
It is possible that patients of an inpatient clinic with more severe depressive symptoms 
would place higher values on mental-health-related quality of life, and might also be bet
ter informed about their treatment options — ECT in particular. Generalization of results 
may therefore be limited to patients from an outpatient setting with no co-occurring 
mental disorders.

Finally, the health-care system (including psychiatric and psychological care) in Ger
many is unique compared to that of other European systems (see Melcop et al., 2019, 
for an overview). In Germany, health insurance is mandatory, and Germans can choose 
between public or private health insurance. Access to mental health care is free of 
additional charges in Germany, which is uncommon among the other European Union 
member states (Strauß, 2009). Additionally, the mental-health-care spending proportion
ate to the gross domestic product is higher in Germany (4.8%) than the European average 
(4.1%), and is only exceeded by that of Denmark (5.4%; OECD, 2018). Therefore, external 
validity may be limited to countries with similar health services for mental disorders.

Conclusion
This study investigated the effect of the personal relevance of a presented health-gain 
scenario on the respondent’s WTP per QALY, and produced findings that add valuable 
information toward estimating the effects that individual characteristics have on the 
value that respondents place on a QALY. Additionally, our findings emphasize the need 
to assess hypothetical population preferences alongside actual patients’ preferences for 
health benefits.
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Abstract
Background: Culturally tailored interventions can increase the engagement and the success rate 
of psychotherapy in immigrant and ethnic minority patients. In this regard, the integration of the 
patients’ illness beliefs is a key element. Applying principles of Motivational and Ethnographic 
Interviewing, we developed a culture-tailored, web-based intervention to facilitate engagement of 
Turkish immigrant inpatients in psychotherapy.
Method: The different aspects of the engagement intervention development are described and its 
acceptance and usefulness were tested in a proof-of-concept trial with an experimental control 
group design (active control condition: progressive muscle relaxation) in a sample of Turkish 
immigrant inpatients in Germany (N = 26). Illness perception, illness-related locus of control, and 
self-efficacy were assessed pre and post intervention.
Results: The engagement intervention was rated better than the control condition (p = .002) and in 
particular, participants felt better prepared for therapy after working with it (p = .013). By working 
with the engagement intervention, self-efficacy increased (p = .034) and external-fatalistic control 
beliefs diminished (p = .021). However, half of the participants needed assistance in using the 
computer and web-based interventions.
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Conclusion: The developed intervention provides a first step towards feasible culture-tailored 
psychotherapeutic elements that can be integrated into routine clinical care. The first results 
regarding acceptance and usefulness are promising.

Keywords
engagement, motivational interviewing, psycho-education, web intervention, cultural tailoring

Highlights
• Culturally tailored psychotherapeutic interventions are more effective than generic 

ones.
• We explored the use of native language, web-based interventions for ethnic 

minority patients.
• An engagement intervention facilitated feeling ready for psychotherapy in Turkish 

immigrants.
• Web-based interventions can address complex themes such as motivational factors 

and illness beliefs.

Prevalence rates of psychological distress and disorders are higher in many ethnic minor
ity populations than in the general population (Aichberger et al., 2010; de Wit et al., 
2008; Sariaslan et al., 2014). Psychotherapy is a well-established and effective treatment 
for many mental disorders, but its interventions are based in European tradition and 
may be difficult to embrace for ethnic minorities (Priebe et al., 2011). Reasons for less 
favorable outcomes might be that socioeconomic stressors that have been reported to 
negatively impact mental health treatment (e.g. lower education, unemployment) are 
common among immigrant populations in Europe (Mösko et al., 2008; Priebe et al., 2011). 
Meta-analytical evidence on premature discontinuation of psychotherapy showed that 
low education, but not ‘race’ (i.e., the proportion of White patients) was a predictor of 
dropout (Swift & Greenberg, 2012). Moreover, conventional psychotherapy may not be 
sufficiently specific and can be incongruent with the cultural values and worldviews of 
ethnic minorities (Mösko et al., 2008; Priebe et al., 2011). Unfavorable treatment expecta
tions, different expectations about the roles of doctors/ psychotherapists and patients, 
and a different understanding of illness and treatment have been shown to reduce patient 
motivation to seek for or engage in psychotherapy (Drieschner et al., 2004; Priebe et 
al., 2011; Reich et al., 2015). Last but not least, even if language, per se, is not crucial 
for the successful delivery of culturally appropriate psychotherapy (Benish et al., 2011), 
the patient must at least have some understanding of what is being said within an 
intervention. Limited access to interpreting services has been shown to curtail immigrant 
health care throughout Europe (Priebe et al., 2011).

Fortunately, some of these factors can be addressed: Preparatory interventions in 
advance of inpatient treatment have been shown to improve knowledge and reduce 
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tension among patients (Best et al., 2009). Meta-analytic evidence showed that culturally 
adapted psychotherapy is more effective than unadapted therapy (Hall et al., 2016) and 
that the extent of cultural adaptation of minimally guided mental health interventions 
had an effect on intervention efficacy (Harper Shehadeh et al., 2016). The adaptation 
of the ‘illness myth’ (i.e., the subjective concepts of illness) in particular was the key 
moderator for a superior outcome (Benish et al., 2011). Patients’ ‘illness myths’ include, 
among others, treatment expectations and self-efficacy beliefs that influence the moti
vation for psychotherapy and treatment outcome (Drieschner et al., 2004; Hagger & 
Orbell, 2003). Both, subjective illness concepts and self-efficacy, can be influenced by 
psychological interventions such as Motivational Interviewing (Miller & Rollnick, 1991; 
Petrie & Weinman, 2012). An integration of techniques from Motivational Interviewing 
(MI) and Ethnographic Interviewing (EI) has been proposed to engage patients from 
ethnic minorities in psychotherapy (Swartz et al., 2007). MI is a ‘directive, client-centered 
counseling style for eliciting behavior change by helping clients to explore and resolve 
ambivalence’ (Miller & Rollnick, 1991). It is effective in a broad range of behavioral prob
lems and diseases (Rubak et al., 2005), and is particularly helpful in clients from ethnic 
minority groups (Lundahl et al., 2010). Complementing MI, EI focuses on the patient’s 
cultural background, including perceptions of the world and its nature, values, and faith 
(Westby, 1990). In this regard, it encourages patients to share their own ‘narrative’, the 
adaptation of which Benish and colleagues (2011) found to be the key to a superior 
outcome in culturally adapted psychotherapy.

However, there is a lack of culturally adapted, standardized interventions for immi
grant patients (Mösko et al., 2008; Priebe et al., 2011). Osilla and colleagues (2012) dem
onstrated how to develop and deliver a culturally relevant MI intervention successfully 
on the web. The use of technological platforms is considered as a strategy with great 
potential to address major barriers to mental healthcare (Rebello et al., 2014). Given the 
background outlined above, we aimed to design a web-based intervention providing in
patients with information and ideas on how they could benefit from the therapies offered 
in inpatient treatment. The primary goal was to encourage patients to accept psychother
apy as a culturally appropriate healing practice and thereby increase motivation for psy
chotherapy. The present study focused on Turkish immigrant inpatients who are among 
the largest immigrant populations in European countries (European Commission, 2011). 
Turkish immigrants reported about language problems and difficulties obtaining medical 
information when hospitalized (Giese et al., 2013) and inpatient treatment for common 
mental disorders was less successful in Turkish immigrants than in non-migrants (Mösko 
et al., 2008). The aims of our study were twofold: A) to develop a culture-tailored, 
web-based intervention to facilitate treatment engagement that can be integrated into 
routine clinical care without major expense, and B) to conduct a proof-of-concept study, 
testing the acceptance and feasibility of the intervention and its effect on motivation, 
control beliefs, and illness representations in a randomized controlled pilot trial.
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Materials and Method

A) Development of the Engagement Intervention
The engagement intervention was based on MI and EI techniques and developed as a 
web-based tool in German and Turkish language versions for the use as one session 
(approx. 50 minutes) within the first two weeks of inpatient treatment for common 
mental disorders. We chose a bi-lingual, web-based approach to bridge the gap between 
patients of Turkish origin with poor knowledge of German and the German healthcare 
system with very scant resources of Turkish-speaking therapists. The engagement and 
the active control intervention were drafted in German and then fully developed in both 
languages simultaneously through expert discussion, pilot testing and feedback with 
the help of five Turkish native speakers (psychotherapists, medical doctors, professional 
interpreters, and university students of psychology).

Summary of the Contents

The intervention was named Sağlığa Doğru (Turkish for ‘Path to Health’) and was 
organized into five sections following the structure of the engagement session developed 
by Swartz and colleagues (2007). At the beginning, a short introduction to the structure 
and elements of the intervention was given. The first section of Sağlığa Doğru addressed 
individual symptoms, illness beliefs, and social consequences of the illness. The aim for 
the patients was to feel accepted, understood, taken seriously regarding their individual 
history, and to achieve a positive general orientation about the inpatient treatment. 
The second section dealt with the patients’ previous treatment experiences, allowing 
them to specify wishes for the current treatment. The professional help offered in the 
hospital was introduced as support in addition to the patients’ own resources, such as 
the family. The patients’ own resources were thereby validated while the integration 
of professional mental health care into the patients’ support system was facilitated. 
Educational material about the concept, process, and efficacy of psychotherapy was 
provided in the next section. Positive outcome expectancies regarding treatment success 
were encouraged by providing automated feedback using previous information entered 
by the patients. Section four gave the patients scope to express concerns about their 
treatment. In addition to practical obstacles (e.g. worries about being away from family 
during inpatient treatment), psychological and cultural barriers that may hamper partici
pation in the therapy were addressed (e.g. being ashamed of symptoms, being seen as 
‘crazy’). Feedback was given that such concerns are quite common, and the patients 
were encouraged to talk about their concerns with their therapist. The aim of the final 
section was to strengthen the patients’ commitment to engage in treatment. After a 
brief summary of the previous contents, the patients were asked to write down their 
individual goals for the inpatient treatment as concretely as possible, and what they 
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could do to achieve them. A structured overview of Sağlığa Doğru is given in Table 1; the 
script of the engagement intervention is available as Supplementary Materials.

Table 1

Overview of the Engagement Intervention Sağlığa Doğru

Topic of the 
section Aims Central message Culture-tailored web-MI elements

1. My story Reflect upon symptoms 
and their social 
consequences; learn that 
therapist is validating and 
interested in individual 
story

Your personal view of 
your illness counts, each 
disease history is 
different.

• Turkish sample patient and therapist talk 
about symptoms and social consequences 
in a video. Therapist behaves in a 
validating and encouraging manner.

• Patient is asked about his/her most 
impairing symptom and to check areas of 
life in which he/she is impaired. Written 
feedback corresponding to the chosen 
areas is provided.

• Patient is asked to write down his/her 
‘good reason’ for therapy (‘What do you 
want to do again after treatment?’). 
Examples and hints are given.

2. Treatment – 
what do I already 
know?

Reflect upon previous 
treatment experiences and 
draw conclusions for your 
current treatment

You can shape your 
therapy – say what you 
like and what you don’t 
like!

• Previous treatment experiences are queried 
in adapted stages.

• Questions about personal do’s and don’ts 
for the current treatment based on prior 
experiences (personal, hearsay, positive or 
negative nature of experience, personal 
opinion about psychotherapy).

• Invitation to express a wish for the 
treatment. Examples are given; patients are 
encouraged to tell their practitioners about 
their wish.

3. Psychotherapy 
can help

Learn about the efficiency 
and effectiveness of 
psychotherapy; see how a 
psychological model can 
integrate mixed causal 
illness attributions

Psychotherapy is an 
efficient and effective 
treatment for your 
disease.

• Written and graphic material about process 
and effectiveness of psychotherapy.

• Video sequence in which the sample 
patient and the therapist develop a 
rationale for psychotherapeutic treatment 
and integrate mixed causal illness 
attributions (genetic predisposition, family 
stress, punishment from God, problems 
dealing with emotions) into a working 
model for psychotherapeutic interventions.

• Rating of the personal relevance of causal 
illness attributions addressed in the video 
sequence.
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Topic of the 
section Aims Central message Culture-tailored web-MI elements

4. Possible 
obstacles

Clarify and handle 
(expected) treatment 
difficulties

It is normal to have 
concerns about treatment 
– talk about them!

• Rating of the importance of different 
practical problems associated with 
inpatient treatment (e.g. unfamiliar food, 
difficulties to comply with religious 
requirements in the inpatient setting).

• Video in which the sample therapist asks 
about the sample patient’s concerns 
regarding treatment.

• Rating of the importance of psychological 
and cultural problems associated with 
psychotherapy.

• Feedback acknowledging the concerns and 
stimulating courage to talk about them 
openly with the therapist.

5. Next steps Commit to engage in 
treatment and work for 
individual goals

You can influence the 
achievement of your goals 
and improve your health 
and life.

• Open-ended questions about individual 
goals and actions planned.

• Examples from the sample patient.

Motivational Interviewing (MI) and Ethnographic Interviewing (EI) Elements

Sağlığa Doğru was informed by principles of MI and EI. Using open-ended questions 
and empathic feedback, the patients were asked about their motivation for treatment, 
their motivation for change, and about their own health history (cf. Table 1, Sections 
1, ‘My story’, and 5, ‘Next steps’). Natural resistance to change was integrated into 
the intervention by actively addressing possible barriers and concerns of the patient 
without judgment (see Section 4, ‘Possible obstacles’). Instead, the patients’ concerns 
were validated by written feedback and they were encouraged to actively talk about 
these concerns with their therapist. This should facilitate redirection of resistance into an 
active client behavior in actual therapy sessions. A further goal informed by principles 
of MI was patient empowerment that constituted a particular aim of Sections 2 and 3 of 
the intervention. Knowledge about the treatment offered and an evaluation of previous 
treatment experiences were stimulated, as those formed the basis for informed decision 
making.

Principles of EI helped us to focus on the cultural background of Turkish immigrants 
living in Germany, especially their values and faith. We addressed typical values with 
video sequences of a male Turkish sample patient who talked openly about some issues 
prevalent in Turkish immigrants (e.g. high relevance of religious beliefs and ‘punishment 
from God’ as a causal illness attribution). After watching the video, the participants 
were asked to rate how relevant the respective attributions or concerns were to them 
(see Sections 3 and 4, Table 1). Encouragement to tell one’s own individual story and to 
actively talk about one’s own illness beliefs was given at various points throughout the 
intervention.
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Culturally Adapted Elements

In order to plan and evaluate the cultural adaptations, we used the parameters suggested 
by Hinton and Jalal (2014) to create culturally sensitive CBT interventions, i.e., identify
ing the cultural group, culturally appropriate framing of CBT techniques, identifying and 
addressing key stressors, and incorporating key local sources of recovery and resilience. 
Sağlığa Doğru was culturally adapted in terms of its surface structure, e.g., the use of 
the native language and an ethnically matched therapist, as well as its deep structure, 
involving the incorporation of cultural ideas, beliefs, and values (Heim & Kohrt, 2019). 
Surface structure adaptations included the Turkish name Sağlığa Doğru that was used 
in all presentations and materials (also the German ones). Moreover, we provided a 
complete Turkish language version, for which idiomatic expressions and German stand
ard terms were carefully translated. In addition, names and identities of sample patient 
and therapist were informed by Turkish immigrants living in Germany. For instance, a 
high relevance of the family and religion were taken into account. Comprehensibility 
for persons with low literacy was also an important goal, as many Turkish immigrants 
in Germany had a poor educational background. Therefore, as much information as 
possible was delivered using video, audio, or graphics, and sentences were kept short and 
grammatically simple.

Deep structure adaptations were made regarding the ingredients of psychotherapy 
that make it a culturally accepted ‘healing practice’: A trusting relationship between 
patient and therapist was modeled in video sequences by a female therapist and a 
male sample patient both originating from Turkey, aimed to help the patient to identify 
with the intervention and its contents. The therapist embedded in the program gave 
meaningful feedback and comprehensive information in order to foster the image of a 
capable ‘healer’. A common rationale for illness was developed by way of example in 
a video session, in which we integrated a broad variety of causal illness attributions 
that have been shown to be culturally relevant (Minas et al., 2007; Reich et al., 2015). 
To strengthen confidence in the effectiveness of psychotherapy, general information was 
provided in conjunction with a case vignette as an example of a patient with a Turkish 
migration background who got better following psychotherapy.

Active Control Condition

The active control intervention consisted of an applied progressive muscle relaxation 
(PMR) with a duration of approx. half an hour (see Table 3). The structure of the 
PMR was harmonized with Sağlığa Doğru and offered through a web-based platform 
with the same content management system. The design was interactive and patients 
were addressed directly. In videos, the same sample patient as in Sağlığa Doğru gave 
illustrative information and examples and reported on his experience with the relaxation 
process. After introducing the content and structure of the intervention, the purpose and 
principles of the muscle and breathing relaxation were explained in the first section. In 
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addition, the participant could select answers to related questions regarding the relaxa
tion technique. In section two, ‘My muscle and breathing relaxation’, the participant was 
given the opportunity to participate in a 15-minute PMR audio relaxation session with 
specific instructions. Then, the participants were asked about their positive and negative 
experiences with the relaxation, with the sample patient providing example answers. The 
program concluded with further information and suggestions on how to transfer the 
relaxation exercise to everyday life.

B) Proof-Of-Concept Study
Participants and Setting

The institutional review board of the Department of Psychology, Marburg University, 
Germany, gave ethics approval to the study protocol. All participants provided written 
informed consent.

The study was based on an experimental control group design (see Figure 1) to test 
the feasibility and usefulness of the culture-tailored, web-based engagement intervention 
described above. Participants were recruited between August 2013 and March 2014 in 
two psychiatric hospitals in the Federal State of Hessen, Germany. We included adult 
inpatients with a Turkish migration background and an ICD-10 F3 or F4 principal diag
nosis (depressive, somatoform, anxiety, or adjustment disorder) in their first or second 
week of treatment. Migration background was categorized as present when one or both 
parents were not born in Germany (Schenk et al., 2006). Patients with bipolar disorders, 
acute psychosis, substance abuse disorders, neurodegenerative diseases, and a primary 
diagnosis of eating disorders were excluded.

During the study period, nearly all eligible patients were contacted (about 95%; see 
Figure 1). About 60% of the contacted patients participated in the study. Self-reported 
reasons for non-participation included shame, the current mental state, the duration of 
the study, lack of reading ability or lack of schooling, little experience in using comput
ers, and the planned storage of study data. During the first half of the study period, 
participants were randomly assigned to the experimental conditions (engagement inter
vention or active control intervention). In the second half, groups were gender-matched 
to prevent a bias in the results due to an unequal gender distribution and increase 
internal validity of the study. Three patients dropped out shortly after the initiation of 
the trial. Reasons for discontinuation were exhaustion, as well as language difficulties 
and problems with the contents of the questions. The final total study sample comprised 
N = 26 inpatients.

We hypothesized that patients working with Sağlığa Doğru were going to feel better 
prepared for therapy and be more strongly motivated to engage in therapy than those 
working with the PMR, and that personal and treatment control beliefs as well as self-ef
ficacy would be stronger after using the engagement intervention than before, while 
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external-fatalistic control beliefs and threatening illness perceptions would diminish after 
using Sağlığa Doğru.

Figure 1

Study Design and Flow Chart

Process of the Study Trial
Participants could choose their preferred language, as all instruments and both interven
tions were provided in German and Turkish. They completed all questionnaires and 
the intervention on a computer in the presence of a bilingual research assistant (D.Z.). 
The research assistant was ready to provide help at any time, while paying attention to 
ensure standardized test conditions. Written instructions were given for the individual 
parts of the study. The participants could take a break or discontinue assessments at any 
time without any consequences. To make participation less taxing, all questionnaires (see 
below) were completed in a morning session. In the afternoon, participants worked with 
the intervention, provided feasibility feedback, and completed the questionnaires for the 
post-assessment.

Measures

Clinical diagnoses were reported by the treating physician or psychologist after receiv
ing written consent. Socio-demographics, migration-related characteristics, and dimen
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sional psychopathology (see Supplementary Materials) were assessed at the beginning. 
Questionnaires about illness concept and self-efficacy (Brief IPQ, IPQ-R Personal and 
Treatment Control Scales, KKG External-fatalistic Control Scale, and SWE) were applied 
before and after the interventions. Questions regarding acceptance and feasibility were 
completed at the end of the interventions. All self-rating questionnaires were provided 
on a computer in German or Turkish according to the participants’ choice.

The Brief Illness Perception Questionnaire (Brief IPQ) — The Brief IPQ (nine items) 
assesses the cognitive and emotional representations of illness (Broadbent et al., 2006). 
Response options range from 0 to 10 with labeled endpoints. Item 9 (illness causes) has 
an open response format and was not used in this study. Sum scores range from 0 to 80, 
with higher scores indicating a more pessimistic and threatening illness representation. 
Broadbent and colleagues (2006) demonstrated its validity and reliability. Turkish and 
German versions of the Brief IPQ were available (Weinman et al., 2012).

The Revised Illness Perception Questionnaire (IPQ-R) — The IPQ-R scales ‘Personal 
Control’ (six items) and ‘Treatment Control’ (five items) (Moss-Morris et al., 2002) were 
used to assess the individual’s assumed self-efficacy and efficacy of treatments, respec
tively, for controlling the disorder. Response options range from 1 (‘strongly disagree’) 
to 5 (‘fully agree’). High values indicate high controllability of the disorder by the 
respective domain. Reliability and validity of the IPQ-R have been confirmed repeatedly 
(e.g. Moss-Morris et al., 2002). German and Turkish versions of the IPQ-R were available 
online (Weinman et al., 2012).

Locus of Control Inventory for Illness and Health (KKG) — The KKG scale ‘Exter
nal-fatalistic control’ (Lohaus & Schmitt, 1989) captured the extent to which a patient is 
convinced that his/her complaints depend on chance, fate, or luck. Its seven items are 
answered from 1 (‘not at all’) to 6 (‘fully agree’); sum scores range from 7 to 42. Higher 
values indicate a higher conviction of external-fatalistic control of the illness. Acceptable 
reliability and validity has been shown (Lohaus & Schmitt, 1989). As no Turkish version 
was available, it was translated following the forward-backward-translation method 
(Brislin, 1970).

Generalized Self-Efficacy Scale (SWE) — Based on ten items, the SWE (Schwarzer & 
Jerusalem, 1995) measures an optimistic anticipation of one’s competence to cope with 
a situation successfully. It shows convincing evidence of validity and good psychometric 
properties (Luszczynska et al., 2005). Response options range from 1 (‘not at all true’) 
to 4 (‘exactly true’) and sum scores range from 10 to 40. The reliability of the German 
(Jerusalem & Schwarzer, 1999) and Turkish version (Yeşilay et al., n.d.) was satisfactory 
(Luszczynska et al., 2005).
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Acceptance and Feasibility — At the end of the interventions, patients provided their 
global evaluation of the interventions by rating them on a scale from 0 to 10, with higher 
values indicating a better rating. Subsequently, they answered to four items (‘Are you 
motivated to engage in therapy?’, ‘After using the tool, do you feel better prepared for 
therapy?’, ‘Would you recommend this tool to other patients?’, and ‘Was the tool easy 
to handle?’) on a rating scale ranging from 0 ‘no, not at all’ to 10 ‘yes, absolutely’. The 
research assistant noted whether participants used the computer and the interventions 
without assistance and how much time participants spent using the interventions.

Statistical Analyses

The distribution of continuous variables was assessed for normality using Q-Q plots. One 
univariate outlier was detected: one participant reported 17 years of education because 
of his university degree. Since all other participants had reported 2-12 years of schooling, 
his value was replaced with the maximum schooling duration (i.e. 12 years). Univariate 
normality was assessed with Shapiro-Wilk tests and confirmed for all variables except 
for ‘German language proficiency’, most feasibility variables (see Table 3), and self-effica
cy (SWE pre and post). Homoscedasticity was inspected visually via box-plots and tested 
statistically with Bartlett’s test for normally distributed variables or Fligner-Killeen test 
for non-parametric variables. For all variables, homoscedasticity was confirmed (all p 
> .05), with the exception of treatment control pre (p = .049).

First, the experimental groups were compared regarding socio-demographic, clinical, 
and feasibility variables. Discrete variables were coded dichotomously and their distribu
tion was checked with 2x2 cross tables. Group differences were assessed using a χ2 test 
or Fischer’s exact test in the case of cells with a count less than 5. For sample compari
sons in continuous variables (see Table 2 and Table 3), t-tests for normally distributed 
variables and Mann-Whitney-Wilcoxon U tests for nonparametric variables were applied. 
Then, the effectivity of the engagement intervention in comparison to the active control 
intervention with regard to treatment-related variables was analyzed using analyses of 
variance (ANOVAs) for repeated measures with time (pre vs. post) as within-subjects-fac
tor and experimental group (engagement intervention vs. active control intervention) as 
between-subjects-factor for each variable. Since self-efficacy (SWE) was not normally 
distributed, an equivalent nonparametric analysis was conducted additionally using the 
package nparLD in R (Noguchi et al., 2012). For the group that had worked with the 
engagement intervention, contrast analyses (one-sided t-tests for dependent samples: pre 
vs. post / Wilcoxon signed rank test with continuity correction) were carried out to 
differentiate whether the observed effects originated from an improvement through the 
use of the engagement intervention, and were not merely due to variations in the active 
control condition.
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Table 2

Study Sample Characteristics

Variable

Active control 
intervention

(N = 12)

Engagement 
intervention

(N = 14) Test statistic

Socio-demographic characteristics
Age in years 36-59, 48.6 (7.3) 38-58, 47.8 (5.5) t(20) = -0.31, p = .76

Female sex 6 (50) 7 (50) χ2(1) = 0, p = 1

Education in years 2-11, 6.8 (2.7) 4-12, 7.4 (2.7) t(23) = 0.71, p = .48

Being employeda 6 (50) 10 (71.4) OR = 2.4 [0.4;17.2], p = .42

Migration-related characteristics
Years since immigrationb 9-40, 30.8 (9.6) 17-43, 28.1 (7.4) t(16) = -0.75, p = .46

German language proficiencyc 1-4, 3.1 (0.9) 2-5, 3.4 (0.8) U = 98.5, p = .43

Clinical characteristics (categorical)
Depressive disorder 9 (75.0) 11 (78.6) OR = 1.2 [0.1;11.4], p = 1

Somatoform disorder 2 (16.7) 2 (14.3) OR = 0.8 [0.1;13.4], p = 1

Stress or adjustment disorder 1 (8.3) 1 (7.1) OR = 0.9 [0.1;72.3], p = 1

Comorbid disorders 10 (83.3) 8 (57.1) OR = 0.3 [0.02;2.2], p = .22

Note. For continuous variables, minimum to maximum, mean and standard deviation are given. For discrete 
variables, the frequency and percentage rates are given.
aWorking part-time or full-time. bn = 2 participants in the active control group were born in Germany and are 
not included here. cSelf-reported German language proficiency (1 = very good, 5 = none).

Effect sizes and 95% confidence intervals (as far as available) are reported for all feasibili
ty variables and treatment-related measures. For normally distributed variables, Cohen’s 
d was calculated; a value of .2 was considered a small effect, .5 a medium effect, and .8 a 
large effect. Cliff’s d was used for non-parametric continuous variables. Cliff’s d ranges 
between -1 and 1, with 0 indicating no effect; |d| < 0.147 was considered a negligible 
effect, |d| < 0.33 small, |d| < 0.474 medium, and otherwise a large effect. Generalized eta 
squared (ηG2 ) was given as a measure of effect size for the ANOVAs described above; an 
ηG2  of .02 was considered a small effect, .13 a medium effect, and one of .26 as large. Phi 
was calculated as a measure of effect size for discrete feasibility variables. A value of 
phi = .1 was considered a small effect, .3 a medium effect, and .5 a large effect.

The significance level was set at α = .05; a p-value < .10 was considered a statistical 
trend and also reported in the results section. With respect to ANOVAs with repeated 
measures, only statistically significant effects were reported in the results section; all 
F- and p-values can be obtained as Supplementary Materials. Statistical analyses were 
conducted using R version 3.5.0 (R Development Core Team, 2008).
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Results

Participants
The sample consisted of N = 26 Turkish immigrant inpatients (see Table 2). The mean age 
was 48 ± 6 years, and 50% of the participants were female. On average, participants had 
received 7 ± 3 years of schooling and approximately 60% were employed in a part-time or 
full-time job. Self-reported German language proficiency was moderate, even though 29 
± 8 years had passed since immigration and two participants were born in Germany. The 
most frequent main diagnosis was depression (77%), followed by somatoform disorder 
(15%), and stress or adjustment disorder (8%). About 70% of participants had one or 
more comorbid diagnoses. There were no statistically significant differences between the 
experimental groups in terms of socio-demographic and clinical characteristics.

Acceptance and Feasibility
The overall rating for Sağlığa Doğru was better than that for the PMR and participants 
working with Sağlığa Doğru felt better prepared for therapy (see Table 3). Participants 
in both groups showed statistically similar levels of motivation to engage in therapy and 
willingness to recommend their tool to other patients.

Table 3

Acceptance and Feasibility of the Interventions

Variable
Active control 
interventionb

Engagement 
interventionc Test statistic Effect size [95% CI]

Overall rating 5.3 (2.5) 8.4 (1.6) t(18) = 3.63, p = .002 Cohen’s d = 1.48 [0.55; 2.41]

‘Are you motivated to 
engage in therapy?’

8.1 (2.5) 8.7 (1.7) U = 86.5, p = .65 Cliff’s d = .11 [-.34; .51]

‘After using the tool, do you 
feel better prepared for 
therapy?’

3.6 (3.1) 7.0 (2.6) U = 115, p = .013 Cliff’s d = .60 [.10; .86]

‘Would you recommend this 
tool to other patients?’

7.2 (2.8) 7.9 (2.1) U = 94, p = .62 Cliff’s d = .12 [-.33; .53]

‘Was the tool easy to 
handle?a

8.0 (2.7) 9.4 (1.1) U = 21.5, p = .50 Cliff’s d = .23 [-.45; .74]

Use of the intervention 
without assistance [N (%)]

5 (45.5) 7 (50) χ2(1) = 0.0009, p = .98 phi = 0.08

Time working with the 
intervention (minutes)

31.7 (6.8) 49.6 (6.9) t(23) = 6.34, p < .001 Cohen’s d = 2.61 [1.51; 3.71]

Note. Unless otherwise indicated, M (SD) are presented. Rating scales ranged from 0 ‘no, not at all’ to 10 ‘yes, 
absolutely’.
aOnly participants that used the intervention without assistance. bN = 12. cN = 14.
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Only half of the participants were able to use the interventions without assistance, 
regardless of the experimental condition. However, those who used the interventions 
by themselves indicated that they were very easy to handle. Participants worked approxi
mately 28 minutes longer with Sağlığa Doğru than with the PMR.

Illness Perception and Self-Efficacy
Brief IPQ threatening illness perceptions decreased on a descriptive level after using 
Sağlığa Doğru as expected, while there was no change in the PMR-condition. The 
contrast analysis confirmed a statistical trend in the expected direction (Cohen’s d = 
-0.43, see Table 4). After using Sağlığa Doğru, beliefs in personal (Cohen’s d = 0.34) and 
treatment control (Cohen’s d = 0.20) increased, and beliefs in external-fatalistic control 
decreased significantly (Cohen’s d = -0.60). Self-efficacy increased after working with 
Sağlığa Doğru, while it decreased after working with the PMR with a small and statisti
cally significant effect for the group*time interaction (ηG2  = 0.024) that was confirmed by 
the nonparametric approach (Wald-type and ANOVA-type test statistic = 7.432, df = 1, 
p = .006). The contrast analyses confirmed a small effect and a statistically significant 
increase in self-efficacy after using Sağlığa Doğru (Cliff’s d = 0.22).

Table 4

Usefulness of the Engagement Intervention Regarding Treatment-Related Variables

Variable

Active control 
interventiona

Engagement 
interventionb

ANOVA (group*time 
interaction)c Contrast analysesd

Pre Post Pre Post Test statistic ηG2 Test statistic d [95% CI]e

Illness concept

(Brief-IPQ)

58.7 (8.5) 58.6 (7.6) 60.3 (6.0) 57.0 (7.5) F(1, 24) = 1.18, p = .288 0.012 t(13) = 1.62, p = .065 -0.43 [-1.22; 0.35]

Personal control

(IPQ-R)

17.3 (2.1) 16.7 (3.9) 17.4 (3.9) 18.8 (4.1) F(1, 24) = 2.27, p = .145 0.020 t(13) = -1.36, p = .111 0.34 [-0.44; 1.13]

Treatment control

(IPQ-R)

14.7 (2.8) 14.9 (3.6) 15.8 (5.1) 16.7 (4.9) F(1, 24) = 0.17, p = .683 0.001 t(13) = -0.74, p = .236 0.20 [-0.58; 0.98]

External-fatalistic 

control (KKG)

17.0 (6.3) 18.8 (7.1) 16.8 (6.4) 15.0 (6.9) F(1, 24) = 3.94, p = .059 0.019 t(13) = 2.26, p = .021 -0.60 [-1.40; 0.19]

Self-efficacy

(SWE)

15.7 (4.1) 14.6 (3.8) 17.4 (6.4) 19.9 (8.2) F(1, 24) = 6.81, p = .015 0.024 V = 15.5, p = .034 0.22 [-0.24; 0.60]

Note. M (SD) are presented.
aN = 12. bN = 14. cAll main effects for group and time were statistically not significant in ANOVA and are not 
shown. dPre-post comparison for the engagement intervention group only (see Statistics section). eCohen’s d for 
normally distributed data, Cliff’s d for SWE (not normally distributed).
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Discussion
Our work aimed at developing and piloting a culture-tailored intervention assisting 
Turkish immigrant inpatients to engage in psychotherapeutic treatment. In a proof-of
concept study, this intervention was rated better than an active control intervention, in 
particular concerning a better preparedness for psychotherapy. Self-efficacy and personal 
and treatment control beliefs improved through working with Sağlığa Doğru, while 
threatening illness perceptions and external-fatalistic control beliefs diminished.

Multicultural, web-based MI interventions have received positive feedback before, 
particularly regarding less shame, embarrassment, and discomfort compared to face-to
face group interventions (Osilla et al., 2012). Our study demonstrated that a web-based 
intervention is applicable even in a group of relatively low-educated immigrants, but 
the pilot trial showed that half of the sample was unable to use the computer and 
the web-based interventions on their own. We assume that the recruitment strategy of 
the current study (i.e., approaching potential participants in-person during specialized 
inpatient treatment for Turkish migrants) resulted in a sample that was potentially older 
and less digitally literate than participants who are typically included into randomized 
controlled trials, particularly into trials on web-based and app-based interventions with 
inclusion criteria such as having access to the internet (e.g., Heim et al., 2020). Under
standing this barrier to implementation could be addressed by an even more rigorous 
emphasis on user-centered design for the target population (Burchert et al., 2019) or 
through task-sharing with Turkish-speaking non-therapists (e.g. nursing staff) assisting 
patients with low technical or digital literacy (Rebello et al., 2014).

The improvements in self-efficacy and personal control beliefs indicate the engage
ment intervention’s capability to strengthen the belief in one’s own coping abilities. 
The beliefs that health depends on chance, fate, or luck diminished after working with 
Sağlığa Doğru. However, even though the illness perception was less threatening, it 
remained in the range of a rather pessimistic and threatening concept of disease. It has 
been shown previously that a threatening illness perception was associated with poor 
psychological health and low motivation for psychotherapy (Petrie & Weinman, 2012). 
While this highlights the relevance of Sağlığa Doğru, it also suggests that continuous 
work is needed to achieve longer lasting changes in illness perception (Petrie et al., 2012).

Limitations
This proof-of-concept study comprised a small sample, limiting the generalizability of 
the present findings. Only 60% of patients were willing to participate in the study, imply
ing that participant burden due to study duration and concerns about data storage were 
relevant barriers towards participation. German and Turkish language versions of ques
tionnaires and interventions were provided to the participants ad libitum, including the 
options to switch between language versions and use both versions. This approach was 
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well received and facilitated participation but tracking of the use of language versions 
was not possible within the system and hence, no further analysis could be undertaken 
regarding language use. For most Turkish-language versions of the questionnaires, psy
chometric properties, cultural validity, and measurement equivalence with the German 
versions have not been established to a satisfactory degree, which might compromise 
reliability and validity of the findings regarding treatment-related variables. Contrast 
analyses were carried out to give a first impression of the effect of the engagement 
intervention on treatment-related variables, but effects need to be replicated in larger 
trials since statistical power was, at best, acceptable due to the small sample size. Wide 
confidence intervals containing zero point out that the estimates are imprecise and 
cannot be readily transferred to a population level. The intervention material included no 
female sample patient. Therefore, the identification with the (male) sample patient might 
have differed between male and female participants.

Conclusions
The present proof-of-concept study gave an example of how to adapt psychoeducational 
information and foster treatment engagement in Turkish immigrant inpatients in a one
session, web-based intervention. While we found promising first results, the effect of the 
engagement intervention on actual treatment engagement and treatment outcome is still 
to be evaluated. Further evaluation is also needed regarding whether a one-session inter
vention is sufficient, or whether more sessions are necessary to create a reliable effect 
regarding treatment engagement. The evident limitations notwithstanding, this study 
provided a novel approach to fostering the engagement of an immigrant population in 
psychotherapy. It might encourage the further development and application of culturally 
tailored, web-based treatment elements which facilitate the delivery of psychotherapy 
or single techniques (e.g., PMR as a relaxation technique). Treatment enhancement by 
web-based interventions can add language and cultural resources in a scalable way and 
bridge gaps in the field of immigrant and minority psychotherapy. Clinical applications 
may be realized for immigrant and minority patients undergoing professional treatment 
to increase readiness for and thereby effectiveness of psychotherapy. Further applications 
can be envisioned to facilitate the uptake of professional treatment by using culturally 
tailored, web-based interventions to bridge gaps in mental health literacy and foster 
openness for psychotherapy in the most vulnerable populations (e.g. asylum seekers and 
refugees (Böttche et al., 2021), as well as other socio-economic disadvantaged groups, or 
adolescents and young adults).
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Abstract
Background: Perfectionism is often defined as the strive for achievement and high standards, but 
can also lead to negative consequences. In addition to affecting performance and interpersonal 
relationships, perfectionism can result in mental distress. A number of different self-report 
measures have been put forward to assess perfectionism. Specifically intended for clinical practice 
and research, the Clinical Perfectionism Questionnaire (CPQ) was developed and is presently 
available in English and Persian. To promote its use in additional contexts, the current study has 
translated and investigated the psychometric properties of the Swedish version of the CPQ.
Method: A Confirmatory Factor Analysis was performed to examine the best fit with data, using a 
priori-models and a sample of treatment-seeking participants screened for eligibility to receive 
Internet-based cognitive behavior therapy (n = 223).
Results: The results indicated a lack of fit with data. A two-factor structure without the two 
reversed items (2 and 8) exhibited the best fit, perfectionistic strivings and perfectionistic concerns, 
but still had poor structural validity. Correlations with self-report measures of perfectionism, 
depression, anxiety, dysfunctional beliefs, self-criticism, quality of life, and self-compassion were 
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all in the expected directions. Eight-week test-retest correlation was Pearson r = .62, 95% 
Confidence Interval [.45, .74], using data from 72 participants in the wait-list control, and the 
internal consistency for the CPQ, once removing the reversely scored items, was Cronbach’s α 
= .72.
Conclusion: The CPQ can be used as a self-report measure in Swedish, but further research on its 
structural validity is needed.

Keywords
perfectionism, Swedish, psychometrics, Clinical Perfectionism Questionnaire, confirmatory factor analysis

Highlights
• The Clinical Perfectionism Questionnaire is available in Swedish.
• Two factors emerged: perfectionistic strivings and perfectionistic concerns.
• Eight-week test-retest correlation was Pearson r = .62.
• Further research on its construct validity is needed.

Perfectionism can result in the refusal to accept any standard short of perfection and 
the relentless pursuit of achievements (Egan et al., 2011). Shafran et al. (2002) define 
this as the “overdependence of self-evaluation on the determined pursuit of personally 
demanding, self-imposed standards in at least one highly salient domain, despite adverse 
consequences.” (p. 778), noting that certain individuals become dependent on attaining 
high standards, experiencing distress when these are not met. A highly perfectionistic 
person is thought to derive its self-worth on success in one or a few domains, such 
as school or work, and to rely on highly inflexible behaviors, e.g., repeated checking, 
seeking reassurance, and comparing oneself to others (Egan et al., 2011). This is also 
maintained by cognitive biases, such as dichotomous thinking (e.g., “either you succeed 
or you fail”). Perfectionism can have a detrimental impact on interpersonal relationships, 
performance, and well-being (Shafran et al., 2002). In a systematic review and meta-anal
ysis, Limburg et al. (2017) found moderate to strong correlations between self-rated 
perfectionism and many psychiatric disorders. Also, Egan et al. (2011) reviewed some 
of the issues a high degree of perfectionism might impose on treatment, e.g., achieving 
poorer outcomes for patients with depression and worse therapeutic alliance, suggesting 
that it constitutes a transdiagnostic process that may warrant clinical attention.

To assess and determine the nature and severity of perfectionism, different forms 
of self-report measures have been developed (Stoeber, 2018). Among the first and most 
widespread are the Frost Multidimensional Perfectionism Scale (FMPS; Frost et al., 1990) 
and the Multidimensional Perfectionism Scale (MPS; Hewitt & Flett, 1990). Both self-re
port measures conceptualized perfectionism as a multidimensional construct, although 
being composed of somewhat different factors. Regardless of what type of self-report 
measure is used, perfectionism is considered to involve two higher-order dimensions; 
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Perfectionistic Strivings, i.e., perfectionistic personal standards and a self-oriented striv
ing for perfection, and Perfectionistic Concerns, i.e., concern over mistakes, perceived 
discrepancy between standards and performance, and the notion of being judged nega
tively by others (Stoeber, 2018).

A criticism of the two self-report measures is their focus on issues that are a bit 
outside the scope of the two higher-order dimensions. This includes such subscales as 
Organization on the FMPS (i.e., need for order and neatness) and Other-Oriented Perfec
tionism on the MPS (i.e., imposing unrealistic standards toward others), which have been 
recommended for removal (Stoeber & Otto, 2006). Furthermore, it has been argued that 
many items are not associated with perfectionism at all, such as those belonging to the 
factors Parental Expectations and Parental Criticism on the FMPS (Frost et al., 1990), 
which can be seen as developmental antecedents (i.e., having parents that emphasize the 
need for performance and who are highly critical of their child) (Limburg et al., 2017). 
In an attempt to overcome some of these issues, Fairburn, Cooper, and Shafran (2003) 
developed the Clinical Perfectionism Questionnaire (CPQ), arguing that it measures 
behaviors and cognitions related to the clinically relevant aspects of perfectionism, e.g., 
“Have you pushed yourself really hard to meet your goals” (Item 1). In comparison 
to other self-report measures on perfectionism, it also prompts respondents to think 
about life domains relevant for their perfectionism and how perfectionism has affected 
them during the last month. Furthermore, given the multidimensional nature of many 
self-report measure of perfectionism (six for the FMPS and three for the MPS), these 
might not be sensitive enough to detect change during treatment, suggesting that the 
CPQ might be more clinically relevant.

At present, the CPQ has been administered in several clinical trials of perfectionism 
(e.g., Rozental, Shafran, et al., 2017; Shafran et al., 2017; Zetterberg et al., 2019), and a 
number of studies have also explored its psychometric properties in English (Dickie et 
al., 2012; Egan et al., 2016; Stoeber & Damian, 2014), Persian (Moloodi et al., 2017), and 
German (Roth et al., 2021). Overall, it seems to load on two factors, i.e., Perfectionistic 
Strivings and Perfectionistic Concerns, and the internal consistency, Cronbach’s α, has 
been found to be within the acceptable range (.71-.82 for the full self-report measure), de
pending on the study and sample. However, the results also indicate that its two reversed 
items can be removed to increase reliability, as is often the case with reversely scored 
statements (Weijters et al., 2013). Also, two other items have demonstrated cross-loadings 
(Items 7 and 9) in some studies (Egan et al., 2016; Stoeber & Damian, 2014), which could 
reflect the fact that the two higher-order dimensions are supposed to be correlated with 
each other (Limburg et al., 2017), or indicate a more severe problem associated with the 
factorial structure of the CPQ. Further, in terms of its temporal stability, Dickie et al. 
(2012) collected data from 142 undergraduate students and found a four-month test-retest 
correlation of r = .49-.67, depending on the factor investigated. As for its validity, the 
CPQ has been found to be related to different self-report measures of perfectionism 
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and their respective subscales, e.g., Concern over Mistakes (r = .61) as well as Personal 
Standards (.47-.57) on the FMPS, and the same goes for Self-Oriented Perfectionism and 
Socially Prescribed Perfectionism (.42-.59) on the MPS, as shown, for example, in the 
studies by Dickie et al. (2012) and Stoeber and Damian (2014). Only one investigation 
assessed its relation with variables concerning psychiatric disorders (Moloodi et al., 
2017). Here, items on the CPQ belonging to the factor perfectionistic concerns were 
related to rumination (.49-.51) on the Perfectionism Inventory (Hill et al., 2004), as well as 
depression (.44-.48), anxiety (.37-.43), and stress (.45-.51) on the Dysfunctional Attitudes 
Scale (Weissman & Beck, 1978) (with higher correlations belonging to the clinical group, 
in comparison to the general population group).

To promote its use in clinical practice and research in Sweden, the CPQ was transla
ted into Swedish as part of a series of clinical trials (Rozental, Magnusson, et al., 2017; 
Zetterberg et al., 2019). However, no psychometric study of this translation has yet been 
reported, warranting an examination of its factorial structure, internal consistency, valid
ity, and test-retest correlation. In addition, with the exceptions of Moloodi et al. (2017) 
and Prior et al. (2018), all attempts at examining the CPQ have used Exploratory Factor 
Analysis or Principal Component Analysis. Although being useful ways of investigating 
plausible factors or components among items, these methods should primarily be used 
when there is no available hypothesis regarding the underlying construct (Hurley et 
al., 1997). Seeing as there are presently several studies of the CPQ in both English and 
Persian, there is sufficient evidence to test a priori-models using Confirmatory Factor 
Analysis (CFA). This method could help to explore not only the reliability of the Swedish 
version but also to check the proposed two-factor structure using collected data, in line 
with the recommendations by Stoeber and Damian (2014). Hence, the current study aims 
to investigate the psychometric properties of the CPQ in Swedish to facilitate its use 
in Sweden, and to assess the best fitting factorial structure based on previous research. 
The data is derived from a treatment-seeking sample of participants that were recruit
ed for a clinical trial of Internet-based cognitive behavior therapy for perfectionism 
(Rozental, Shafran, et al., 2017). Furthermore, internal consistency will also be explored, 
and convergent and divergent validity will be examined using self-report measures of 
perfectionism, depression, anxiety, dysfunctional beliefs, self-criticism, quality of life, and 
self-compassion. Test-retest correlation will also be assessed using the wait-list control, 
i.e., participants who were assigned to a waiting-period of eight weeks in the clinical 
trial, as these are not subject to an intervention that might affect their scores.
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Method

Participants
Participants were recruited through social media, the recruitment website www.stud
ie.nu, posters set up at Linköping University, Stockholm University, and a number of 
health centers in Linköping, a local public radio show, and a local newspaper. These 
advertisements declared that anyone who experienced severe problems of perfectionism 
and were interested in the study could register and fill out the self-report measures on 
the study’s website. Inclusion criteria were as follows: being over the age of 18, fluent in 
Swedish, and having severe problems of perfectionism. Eligibility was determined using 
both self-report measures (i.e., the CPQ and the FMPS, subscales Concern over Mistakes 
and Personal Standards), and through a case management conference (where each case 
was reviewed and discussed together with an experienced clinician and researcher, GA). 
No cutoff was employed for any of the self-report measures, but each individuals’ scores 
were checked on a case-by-case basis. Exclusion criteria included; pregnancy (given that 
it could have interfered with the completion of treatment), ongoing psychological treat
ment, any change to psychotropic medication less than twelve weeks prior to entering 
the clinical trial, and the need for other or more extensive psychological treatment, 
such as when having anorexia nervosa or elevated suicide ideation, as assessed over 
the telephone using the MINI-International Neuropsychiatric Interview (Sheehan et al., 
1998). Other psychiatric disorders were allowed as long as perfectionism was deemed to 
be the primary concern.

In total, 273 individuals registered on the study’s website, of which 223 (81.7%) 
completed all of the self-report measures and were included in the current psychometric 
study, regardless of whether they were included in the clinical trial or not. Of those 
eligible for inclusion, 78 were randomized to a wait-list control and were used to estab
lish the test-retest correlation of the CPQ (eight weeks), with 72 (92.3%) completing the 
second round of assessments. For more detailed information concerning the screening 
procedure, see Rozental, Shafran, et al. (2017). Although data in the current psychometric 
study are derived from the clinical trial, there are no overlaps in study design, statistical 
analyses, or the presentation of data or results. Table 1 includes the sociodemographics 
of the participants.
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Table 1

Sociodemographic Characteristics of the Participants

Sociodemographics
Total sample

(n = 223)

Women: n (%) 193 (86.5)

Age (years): M (SD) 34 (9.6)

Relationship status: n (%)
Single 63 (28.3)

Married/Partner 154 (69.1)

Divorced/Widowed 5 (2.2)

Answer missing 1 (0.4)

Children: n (%)
Yes, at home 74 (33.2)

Yes, not at home 10 (4.5)

No 134 (60.1)

Answer missing 5 (2.2)

Pregnant: n (%) 2 (0.9)

Highest education level: n (%)
Elementary School 4 (1.8)

High School 57 (25.6)

University 156 (70.0)

Graduate School 6 (2.7)

Employment: n (%)
Unemployed 8 (3.6)

Student 57 (25.6)

Employed 141 (63.2)

Parent leave 6 (2.7)

Sick leave (> 3 months) 5 (2.2)

Other 5 (2.2)

Currently diagnosed with a psychiatric diagnosis: n (%) 24 (10.8)

Ongoing psychological treatment: n (%) 15 (6.7)

Regularly taking psychotropic medication: n (%) 39 (17.5)

Procedure
Individuals having registered their interest to participate completed a screening proc
ess on a secure online platform (Vlaescu et al., 2016), consisting of sociodemographic 
information and self-report measures. During the registration, individuals received an 
auto generated identification code, e.g., 1234abcd, guaranteeing their anonymity. Prior 
to recruitment and data collection, ethics approval was granted by the Regional Ethical 
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Board in Linköping, Sweden (Dnr: 2015/419-31), and informed consent was obtained 
from all participants during the screening process.

Measures
Clinical Perfectionism Questionnaire

The CPQ includes the definition of perfectionism as put forward by Shafran et al. 
(2002), followed by a yes/no question of whether the individual has tried to achieve 
high standards during the last month regardless of having succeeded at this, and what 
life domain(s) this pertains, e.g., performance at work (however, none of these parts 
are analyzed quantitatively). It is then followed by twelve items concerning clinically 
relevant aspects of perfectionism that are scored on a four-point Likert-scale 1-4 (Not 
at all to All of the time), with two reversed items (Items 2 and 8), and employing a 
time-frame of one month.

For more information regarding the factorial structure and validity of the CPQ, please 
see the introduction.

The Swedish version of the CPQ was developed in relation series of clinical trials 
(Rozental, Shafran, et al., 2017; Zetterberg et al., 2019), with translation and back-transla
tion being made by the researchers of the current study to ensure that nothing was lost 
in the process of translating the self-report measure.

Other Self-Report Measures

Several self-report measures were also used in the current study to establish the conver
gent and divergent validity of the CPQ. The FMPS was administered to establish the 
relationship with another self-report measure of perfectionism (Frost et al., 1990). The 
FMPS is rated on a five-point Likert-scale 1-5, Strongly disagree (1) to Strongly agree (5), 
with 35 items covering the subscales Concern over Mistakes, Personal Standards, Doubts 
about Action, Parental Expectations, Parental Criticism, and Organization. The FMPS has 
been shown to correlate with other self-report measures of perfectionism and different 
symptoms of psychiatric disorders (e.g., Purdon et al., 1999). With regard to internal 
consistencies, α ranges from adequate to excellent, .77-.93 (Frost et al., 1990), see Table 2 
for this estimate for the FMPS and the other self-report measures in the current study. 
The FMPS does not include a predefined time-frame.

Moreover, the nine-item Patient Health Questionnaire (PHQ-9; Löwe et al., 2004) 
was distributed to evaluate the degree of depression and is scored on a four-point Likert
scale, Not at all (0) to Nearly every day (3). The PHQ-9 is often used as a screening tool 
for depressive symptoms, employs a time-frame of two weeks, has been validated against 
other self-report measures and clinical interviews of depression, and has an excellent in
ternal consistency, .89 (Löwe et al., 2004). The seven-item Generalized Anxiety Disorder 
(GAD-7; Spitzer et al., 2006) determines the level of anxiety and worry and is scored on a 
four-point Likert-scale, Not at all (0) to Nearly every day (3). The GAD-7 is often used as 
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a screening tool for anxiety symptoms, employs a time-frame of two weeks, corresponds 
well with other self-report measures of anxiety and clinical interviews of generalized 
anxiety disorder, and has an excellent internal consistency, .92 (e.g., Dear et al., 2011). 
The 40-item Dysfunctional Attitude Scale, sometimes referred to as Form A (as compared 
to the original version of 100-item) (DAS; Weissman & Beck, 1978) assesses various 
maladaptive beliefs, e.g., self-criticism. The DAS is scored on a seven-point Likert-scale, 
Strongly disagree (1) to Strongly agree (7), is correlated with other self-report measures of 
depression (e.g., Oliver & Baumgart, 1985), and has an excellent internal consistency, .90 
(Cane et al., 1986). Moreover, the 15-item subscale Self-Criticism was explored separately 
in the current study given its relationship with perfectionism (e.g., Dunkley et al., 2009; 
Imber et al., 1990). The DAS does not include a predefined time-frame. The 12-item 

Table 2

Range in Scores, Means, Standard Deviations, and Internal Consistencies of the Self-Report Measures (n = 223)

Self-report measure Range in scores M (SD)
Internal consistencies

Cronbach α

CPQ 12-48 38.3 (4.6) .68

PSa 1-24 15.0 (2.7) .58

PCa 1-20 17.0 (2.4) .69

FMPS 35-175 97.9 (16.3) .89

PSt. 35 28.3 (4.1) .69

CM 45 34.2 (6.6) .86

DA 20 13.7 (3.3) .61

PC 20 9.5 (4.4) .86

PE 25 12.3 (5.5) .90

O 30 24.4 (4.4) .83

PHQ-9 0-27 10.3 (5.9) .85

GAD-7 0-21 8.6 (5.3) .88

DAS-40 40-280 175 (31.7) .91

SC 15-105 63.1 (15.7) .90

BBQ 0-96 41.8 (16.8) .71

SCS-SF 12-60 26.1 (6.3) .79

Note. CPQ = Clinical Perfectionism Questionnaire; PS = Perfectionistic Strivings; PC = Perfectionistic Concerns; 
FMPS = Frost Multidimensional Perfectionism Scale; PSt. = Personal Standards; CM = Concern over Mistakes; 
DA = Doubts about Action; PC = Parental Criticism; PE = Parental Expectations; O = Organization; PHQ-9 = 
Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder; DAS-40 = Dysfunctional Attitude Scale; 
SC = Self-Criticism; BBQ = Brunnsviken Brief Quality of Life Scale; SCS-SF = Self-Compassion Scale - Short 
Form.
aBased on the best fitting model in the current study, i.e., Stoeber and Damian (2014), without reversed items 
and with Item 7 belonging to the factor perfectionistic concerns.
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Brunnsviken Brief Quality of Life Scale (BBQ; Lindner et al., 2016) explores the quality of 
life within six different areas, e.g., leisure and learning, and level of importance, e.g., “my 
leisure time is important to me”. The BBQ is scored on a four-point scale from Strongly 
disagree (1) to Strongly agree (4). The BBQ demonstrates good convergent and divergent 
validity, good classification ability, and has an adequate internal consistency, .76 (Lindner 
et al., 2016). The BBQ does not include a predefined time-frame. Lastly, the twelve-item 
Self-Compassion Scale - Short Form (SCS-SF) (as compared to the full self-report measure 
of 26 items) tests the degree of self-compassion and is scored on a five-point scale from 
Almost never (1) to Almost all of the time (5), range in scores 5-60. The SCS-SF has been 
shown to be negatively correlated with self-report measures of symptoms of psychiatric 
disorders, and has a good internal consistency, .86 (Raes et al., 2011). The SCS-SF does 
not include a predefined time-frame. All of the self-report measures used in the current 
study have previously been translated and/or were available in Swedish.

For an overview of the means and standard deviations of all self-report measures used 
in the current study, see Table 2.

Data Analysis
In order to investigate the factorial structure of the Swedish version of the CPQ and to 
relate the results to previous studies on the same self-report measure, CFA was used on 
the total sample (n = 223). In comparison to employing an Exploratory Factor Analysis 
or Principal Component Analysis, CFA allows the researcher to test one or several a 
priori-model(s), making it possible to assess the reliability of the CPQ as well as to 
confirm or refute prior findings (Brown, 2015), in this case with regard to its previously 
proposed two-factor structure. For comparison, a single factor model with and without 
the reversed items were also analyzed. Model fit was subsequently examined using the 
likelihood-ratio χ2-test (p > .05), the Tucker-Lewis Index (TLI; > .95), the Comparative Fit 
Index (CFI; > .95), the Root Mean Square Error of Approximation (RMSEA; < .06), with 
cutoffs for indices presented in parentheses (Brown, 2015). Given that the CPQ violated 
assumptions of normality, Weighted Least Squares was used as estimator. Items with 
cross-loadings were added to the factor with the highest positive loading.

Internal consistencies were explored using Cronbach’s α, and the convergent and 
divergent validity were investigated by examining the correlations between the manifest 
scale scores of the CPQ and the other self-report measures administered in the current 
study. Meanwhile, test-retest correlation was determined by studying the correlation on 
the CPQ for the wait-list control (n = 78) between two points of measurement that were 
eight weeks apart.

All analyses were performed in R Studio 1.4.1717 (RStudio Team, 2020).
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Results

Confirmatory Factor Analysis
Each a priori-model from the previous studies of the CPQ were tested separately using 
CFA. However, none of them demonstrated an acceptable fit, as seen in Table 3. With the 
exception of significant likelihood-ratio χ2-tests, the TLI, CFI, and RMSEA all exhibited 
indices that were below/above the cutoffs. Similar results were obtained for a single 
factor model and the two models without the reversed items.

Table 3

Goodness of Fit Indices for Each Priori-Model From Prior Research on the Clinical Perfectionism Questionnaire 
(n = 223)

Model χ2 df TLI CFI RMSEA 95% CI

Two-factor structure
Dickie et al. (2012) 101* 34 .59 .69 .09 .07, .12

Factor 1: 1, 3, 6, 9, 10, 11

Factor 2: 2, 4, 5, 12

Stoeber and Damian (2014)a 116* 49 .72 .79 .08 .06, .10

Factor 1: 1, 3, 5, 6, 7, 8, 9, 10, 11

Factor 2: 2, 4, 5, 7, 8, 9, 12

Stoeber and Damian (2014)a, without reversed items 76* 31 .73 .81 .08 .06, .11

Factor 1: 1, 3, 5, 6, 7, 9, 10, 11

Factor 2: 4, 5, 7, 9, 12

Egan et al. (2016)b NAc NA NA NA NA NA

Factor 1: 1, 3, 6, 7, 8, 9, 10, 11

Factor 2: 1, 2, 4, 5, 8, 12

Moloodi et al. (2017)d 114* 43 .66 .74 .09 .07, .11

Factor 1: 1, 3, 6, 7, 9, 10, 11

Factor 2: 2, 4, 5, 12

Single factor structure
Single factor 142* 54 .67 .73 .09 .07, .10

Single factor without reversed items 91* 35 .70 .77 .09 .06, .11

Note. Likelihood-ratio χ2-test (p > .05), the Tucker-Lewis Index (TLI; > .95), the Comparative Fit Index (CFI; 
> .95), the Root Mean Square Error of Approximation (RMSEA; < .06), cutoffs for indices presented in parenthe
ses. df = Degrees of Freedom; CI = Confidence Interval.
aBased on the results reported for the first Exploratory Factor Analysis.
bBased on the results reported for Study 1.
cModel did not converge.
dBased on the results reported for the general population.
*p < .05.
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Table 4 contains the factor loadings for each item using the model with the best fit 
in the current study, i.e., Stoeber and Damian (2014), without reversed items. Factor 
1 (Items 1, 3, 6, 7, 9, 10, and 11) fits well with the first higher-order dimension of 
perfectionistic strivings, while Factor 2 (Items 4, 5, 7, 9, and 12) corresponds to the 
second, perfectionistic concerns. One item exhibited a significant cross-loading between 
factors, Item 7, “Have you judged yourself on the basis of your ability to achieve high 
standards?”. Given its emphasis on negative evaluation, it was deemed more appropriate 
to include it in Factor 2 (i.e., perfectionistic concerns).

Table 4

Standardized Factor Loadings for Each Item Using the Best Fitting A Priori-Model in the Current Study, i.e., Stoeber 
and Damian (2014), Without Reversed Items (n = 223)

Items Skewness

Factor 1:
Perfectionistic 

Strivings

Factor 2:
Perfectionistic 

Concerns

1. Have you pushed yourself really hard to meet your goals? -0.67 .57*

3. Have you been told that your standards are too high? -1.27 .55*

4. Have you felt a failure as a person because you have not 
succeeded in meeting your goals?

-1.30 .64*

5. Have you been afraid that you might not reach your standards? -1.05 .07 .54*

6. Have you raised your standards because you thought they were 
too easy?

0.04 .36*

7. Have you judged yourself on the basis of your ability to achieve 
high standards?

-0.98 .11* .53*

9. Have you repeatedly checked how well you are doing at meeting 
your standards (for example, by comparing your performance with 
that of others)?

-0.72 .16 .45*

10. Do you think that other people would have thought of you as 
a ”perfectionist”?

-0.42 .35*

11. Have you kept trying to meet your standards, even if this has 
meant that you have missed out on things?

-0.57 .63*

12. Have you avoided any tests of your performance (at meeting 
your goals) in case you failed?

-0.86 .49*

*p < .05.
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Convergent and Divergent Validity
The manifest scale scores of the CPQ were correlated with the other self-report measures 
distributed to the participants (see Table 5 for the correlation matrix, and Table 6 and 7 
in the Online Appendix, Supplementary Materials, for partial correlations controlling for 
each factor). Overall, the CPQ demonstrated moderate to large positive correlations with 
FMPS (the full self-report measure) and the subscales Personal Standards and Concern 
over Mistakes, which are often used to examine levels of perfectionism in many clinical 
trials. Meanwhile, the CPQ exhibited small positive correlations with the rest of the sub
scales, which are considered antecedents to, or, in the case of the subscale Organization, 
unrelated to perfectionism. The CPQ also exhibited moderate positive correlations with 
depression, anxiety, and self-criticism. Furthermore, the CPQ was negatively related to 
self-report measures of quality of life and self-compassion with correlations in the small 
to moderate range.

Table 5

Correlations Between the Self-Report Measures (n = 223)

Self-
report 
measure CPQ PS PC FMPS PSt. CM DA PC PE O PHQ-9 GAD-7 DAS-40 SC BBQ SCS-SF

CPQ – .84* .77* .49* .48* .46* .33* .23* .16* .26* .34* .41* .47* .44* -.20* -.38*

PS – .41* .38* .45* .24* .24* .22* .17* .28* .23* .31* .31* .28* -.06 -.18*

PC – .51* .35* .56* .37* .24* .16* .13 .43* .44* .54* .54* -.27* -.42*

FMPS – .66* .74* .48* .74* .71* .26* .27* .34* .55* .58* -.22* -.29*

PSt. – .48* .29* .22* .28* .39* .24* .32* .31* .30* -.07 -.20*

CM – .38* .27* .19* .15* .33* .38* .70* .72* -.22* -.44*

DA – .13 .04 .18* .21* .33* .33* .37* -.17* -.10

PC – .82* .10 .10 .12 .26* .32* -.16* -.09

PE – .11 .02 .01 .14* .16* -.11 -.05

O – .07 .20* .04 .00* -.02 -.03

PHQ-9 – .72* .34* .36* -.28* -.26*

GAD-7 – .37* .36* -.28* -.30*

DAS-40 – .92* -.28* -.51*

SC – -.26* -.43*

BBQ – .33*

SCS-SF –

Note. CPQ = Clinical Perfectionism Questionnaire; PS = Perfectionistic Strivings; PC = Perfectionistic Concerns; 
FMPS = Frost Multidimensional Perfectionism Scale; PSt. = Personal Standards; CM = Concern over Mistakes; 
DA = Doubts about Action; PC = Parental Criticism; PE = Parental Expectations; O = Organization; PHQ-9 = 
Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder; DAS-40 = Dysfunctional Attitude Scale; 
SC = Self-Criticism; BBQ = Brunnsviken Brief Quality of Life Scale; SCS-SF = Self-Compassion Scale - Short 
Form.
aBased on the best fitting model in the current study, i.e., Stoeber and Damian (2014), without reversed items 
and with Item 7 belonging to the factor perfectionistic concerns.
*p < .05.
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Inspecting the two factors of the CPQ more closely, both Perfectionistic Strivings and 
Perfectionistic Concerns show similar relationships with the other self-report measures 
when looking at the overall correlations. However, the partial correlation revealed that 
Perfectionistic Strivings (controlling for Perfectionistic Concerns) was primarily associ
ated with the subscales Perfectionistic Standards and Organization, while Perfectionistic 
Concerns (controlling for Perfectionistic Strivings) was most notably related to Concern 
over Mistakes and Doubts about Action. Overall, Perfectionistic Concerns can also be 
distinguished by its stronger positive correlations to depression, anxiety, dysfunctional 
beliefs, self-criticism, and stronger negative correlations with quality of life and self-com
passion, even after controlling for Perfectionistic Strivings.

Test-Retest Correlation
Of the 78 participants who were randomized to wait-list control, 72 (92.3%) completed 
the CPQ at both measurement points. Using this data, the eight-week test-retest corre
lation was Pearson r = .62, 95% Confidence Interval (CI) [.45, .74]. For Perfectionistic 
Standards, r = .49, 95% CI [.30, .65], and Perfectionistic Concerns, r = .65, 95% CI [.50, .77].

Internal Consistency
Internal consistencies for the CPQ are shown in Table 2. The reliability statistic for the 
full scale also indicated that it would increase if Items 2 and 8 were removed (from .68 
to .72), suggesting a somewhat improved reliability if the two reversely scored statements 
were to be excluded. With regard to the best fitting model, the reliability statistic was .58 
for Perfectionistic Strivings and .69 for Perfectionistic Concerns.

Discussion
The current study explored the psychometric properties of the Swedish version of the 
CPQ. Based on the results from the CFA, none of the a priori-models examined showed 
an acceptable fit. The single-factor model demonstrated poorest fit with data, refuting a 
unidimensional construct, as already noted in prior research of the self-report measure 
(Dickie et al., 2012; Egan et al., 2016; Moloodi et al., 2017; Stoeber & Damian, 2014). 
This is in line with the theoretical notion as well as empirical findings of perfectionism 
being comprised of two higher-order dimensions, that is, perfectionistic strivings and 
perfectionistic concerns (Stoeber, 2018). Using the same single factor model without the 
two reversed Items (2 and 8) increased the fit slightly, albeit still not being satisfactory. 
Meanwhile, using the model proposed by Stoeber and Damian (2014), and excluding the 
two reversed items, resulted in the best fit in the current study, yet still without meeting 
cutoffs on the indices. Of note is that one significant cross-loading was found; Item 7, 
“Have you judged yourself on the basis of your ability to achieve high standards?”. This 
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could indicate that there is an inherent problem with this item or that it challenges 
the proposed factorial structure of the CPQ, that is, being related to both higher-order 
dimensions of perfectionism, i.e., setting high standards and being demanding of oneself 
(Perfectionistic Standards) and critically appraising one’s own behavior (Perfectionistic 
Concerns). In the current study, Item 7 was included in latter factor, but the decision 
was data-driven rather than based on theory as there is no consensus in the literature 
on how to deal with this issue. Judging by its wording, it could however be assumed 
that it relates to the core concept of perfectionism, as conceptualized by Shafran et 
al. (2002), i.e., an overdependence of self-evaluation. This might be explored further 
by, for example, including additional items related to self-worth and investigating their 
loadings on either of the two factors. Similarly, Item 8, which is a reversed statement, 
demonstrated a negative correlation with one factor and positive correlation with the 
second. Moreover, two additional, albeit not significant, cross-loadings were observed, 
Items 5 and 9, “Have you been afraid that you might not reach your standards?” and 
“Have you repeatedly checked how well you are doing at meeting your standards (for 
example, by comparing your performance with that of others)?”. In the current study, 
these belonged to the factor Perfectionistic Concerns, but also taps into the concept of 
setting high standards (i.e., Perfectionistic Standards), perhaps explaining this finding. 
However, because there is no agreement on a theoretical concept behind the CPQ with 
regard to what items belong to what factor, there is an inherent problem in examining 
different models. This makes it difficult to understand and manage cross-loadings as 
well as how to develop the self-report measure further, warranting a more collaborative 
approach to generating a theoretical concept of perfectionism and model testing.

Given the results from the CFA, a two-factor solution seems most reasonable. Howev
er, this still displayed a poor fit, suggesting that further research on its structural validity 
is needed. Furthermore, a shorter version of the CPQ with 10 items, excluding Items 2 
and 8, might be more useful to administer in the future, as has already been proposed 
by Prior et al. (2018). The removal of these two reversed items improved the factorial 
structure, in line with Stoeber and Damian (2014), suggesting that the findings from the 
current study should not be a translational issue. Still, there may be diagnostic reasons to 
retain reversely scored items, such as to preventing the risk of acquiescence bias. Future 
research should explore the structural validity of the CPQ in greater detail by employing 
larger samples and both clinical and non-clinical participants, as well as determining 
how to manage the more problematic items, i.e., 2, 7, and 8.

Meanwhile, the analysis of convergent and divergent validity shows that the CPQ 
is positively correlated with the FMPS, both for the full self-report measure and for 
the clinically most relevant subscales Personal Standards and Concern over Mistakes, as 
has been found previously in the literature (Limburg et al., 2017). These estimates are 
similar, albeit a bit smaller than what has been found in other studies, such as .57 for 
Personal Standards and .61 for Concern over Mistakes (Stoeber & Damian, 2014). The 

The Clinical Perfectionism Questionnaire in Swedish 14

Clinical Psychology in Europe
2021, Vol. 3(4), Article e4581
https://doi.org/10.32872/cpe.4581

https://www.psychopen.eu/


two factors of the CPQ, Perfectionistic Strivings and Perfectionistic Concerns, also had 
somewhat different relationships with other variables, but all in the expected directions. 
When controlling for Perfectionistic Strivings, the correlations between the CPQ and the 
FMPS are stronger for the subscales Concern over Mistakes and Doubts about Action. 
Meanwhile, when controlling for Perfectionistic Concerns, the CPQ is more strongly 
related to the subscales Personal Standards and Organization. These results were antici
pated and corresponds to the findings by, for example, Dickie et al. (2012). In addition, 
a high degree of perfectionism as assessed using the CPQ, and in particular the factor 
Perfectionistic Concerns, seems to be associated with such issues as depression, anxiety, 
and self-criticism, while at the same time being linked to a lower quality of life and less 
of a compassionate stance towards yourself, confirming the results from Moloodi et al. 
(2017).

In terms of the test-retest correlation, the results for the wait-list control between 
the two points of measurement (i.e., eight weeks) was r = .62, which was slightly higher 
for Perfectionistic Concerns than Perfectionistic Strivings, r = .65 compared to .49. Albeit 
in line with the estimates found by Dickie et al. (2012), the correlation is still lower 
than many self-report measures used to assess symptoms of psychiatric disorders, e.g., 
the Penn State Worry Questionnaire, r = .84 (Pallesen et al., 2006). The reason and 
implication of this is unclear. On the one hand, it might be argued that the CPQ is 
expected to exhibit greater temporal stability given its many trait-like features and the 
fact that no intervention was provided during the waiting period. On the other hand, it 
is not unlikely to see spontaneous remission and deterioration among participants in a 
wait-list control (e.g., Rozental, Magnusson, et al., 2017), as well as other external factors 
influencing their scores, such as being on holiday or not being exposed to triggers for 
their perfectionism at the second round of assessment, thereby affecting the test-retest 
correlation. Another explanation may be that the CPQ captures how cognitions and 
behaviors related to perfectionism fluctuates depending on situations the individual 
is exposed to, resulting in some variation in scores between assessments. Additional 
research is required in order to get a better impression of the test-retest correlation of 
the CPQ, preferably by using a normal population and a shorter time-frame, such as 
one or two weeks, as recommended by Tingey et al. (1996). Also, longitudinal studies 
could investigate the theoretical assumptions behind the test-retest correlation, such as 
factorial invariance and reliability index.

The current study has a number of strengths as well as limitations that need to be 
addressed when reviewing the results. Similar to Prior et al. (2018), it used a clinical 
sample, in line with the intended use of the CPQ in clinical settings. The average levels 
of perfectionism on the self-report measures were therefore high at screening, CPQ 
38.3 (SD = 4.6), and Personal Standards 28.3 (SD = 4.1) and Concern over Mistakes 34.2 
(SD = 6.6) on the FMPS, implying that they probably had quite severe problems before 
treatment. Symptoms of depression and anxiety were also evident, for example PHQ-9 
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10.3 (SD = 5.9) and GAD-7 8.6 (SD = 5.3), indicating slightly elevated levels of depression 
and anxiety. However, the inclusion of participants from a normal population would 
have been helpful to distinguish clinical from non-clinical perfectionism and should be 
pursued in future research. Using a larger sample size and interviews with regard to 
the clinical implications of the participants’ perfectionism could also be used to assess 
classification accuracy. Meanwhile, data was solely based on the responses at screening 
as part of being assessed for eligibility to participate in a clinical trial. This made it 
possible to explore convergent and divergent validity to a greater extent than before 
as other self-report measures were administered at the same time. Yet, this recruitment 
method could be affected by self-presentation bias, that is, exaggerating one’s problems 
in order to be eligible for inclusion in treatment. An alternative would have been to 
administer the CPQ to patients already in a clinical setting to confirm the results from 
the current study, e.g., eating disorders, which is advised in future psychometric studies 
of the self-report measure. Similarly, participants included in the analyses were predom
inantly in their 30’s, women (86.5%), having a university degree, and being employed, 
which might affect generalizability. Although such sociodemographics are not uncom
mon in treatment-seeking populations (Vessey & Howard, 1993), especially in terms of 
Internet-based cognitive behavior therapy (Lindner et al., 2015; Titov et al., 2010), it does 
raise some questions concerning the self-report measure’s application across groups, 
e.g., age and gender, therefore research should try to include more diverse samples 
in upcoming studies. In addition, other aspects warranting further investigation is to 
determine the validity of the time-frame used in the instructions for the CPQ, i.e., one 
month, perhaps by employing a longitudinal study design. On a different note, exploring 
rank order stability is also important, that is, how well the self-report measure functions 
for different symptom severity levels among individuals undergoing treatment.
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• Table 7: Partial correlations between the self-report measures, controlling for Perfectionistic 
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Abstract
Background: In the 11th revision of the International Classification of Diseases (ICD-11) 
posttraumatic stress disorder (PTSD) and the complex variant (CPTSD) were newly conceptualised. 
The International Trauma Questionnaire (ITQ) was developed as a brief self-report measure to 
screen for both disorders. The English original version has been rigorously tested and presents 
convincing psychometric properties. The aim of the current study was to validate the German 
version by means of item response theory (IRT).
Method: This is a secondary analysis of a representative, trauma-exposed adult sample from the 
German general population (N = 500). 1- and 2-parameter logistic IRT models (i.e. examination on 
an item level), diagnostic rates and confirmatory factor analyses were calculated.
Results: All items showed good model fit and acceptable to good performance aligning with the 
items of the English original except for item C1 (Long time to calm down) which had a high 
endorsement rate and a low discriminatory power yielding low information gain. CPTSD 
diagnostic rate of 3.2% was lower than in comparable literature. Confirmatory factor analysis 
deemed the six first-order, two second-order factors model superior.
Conclusion: Measurement and factorial validity of the German version of the ITQ was confirmed. 
The German translation matches the English original in most psychometric properties and can 
thus be used for research and clinical practice.
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Highlights
• The ITQ is a short self-report questionnaire measuring ICD-11 PTSD and CPTSD 

symptoms. There is a lack of evidence regarding the validity of the German 
translation.

• 1- and 2-parameter logistic Item Response Theory models were calculated and are 
comparable to the English original.

• Evidence for the measurement and factorial validity of the German translation was 
found.

• Confirmation of these results and further examination of the German ITQ are 
desirable.

ICD-11 PTSD and CPTSD
In 2018, the World Health Organization (WHO) released the ICD-11 in which the two 
diagnoses posttraumatic stress disorder (PTSD) and the complex “sibling” diagnosis 
(CPTSD) were redefined and newly conceptualised (WHO, 2018). This reorganization 
aimed at improving clinical applicability and intercultural adaptation of the diagnoses for 
example by including a limited number of symptoms and clear delineation from other 
disorders (Keeley, Reed, Roberts, Evans, Medina-Mora, et al., 2016; Reed, 2010).

The diagnosis of PTSD consists of three symptom clusters (re-experiencing in the 
present, avoidance, and perception of current threat) in response to a traumatic event. 
Symptoms must persist for several weeks and cause significant impairment. Regarding 
CPTSD, three more symptom clusters called Disturbances in Self-Organization (DSO), 
must be clinically endorsed in addition to the presence of PTSD symptoms: problems 
in affect regulation, negative self-concept, and difficulties in relationships. The two 
diagnoses are mutually exclusive (WHO, 2018).

A growing body of evidence has confirmed the usefulness of these ICD-11 conceptu
alizations of PTSD and CPTSD. For instance, regarding the factorial structure of PTSD 
the three-factor structure has been demonstrated in various studies (e.g. Hansen, Hyland, 
Armour, Shevlin, & Elklit, 2015; Hyland, Brewin, & Maercker, 2017). For CPTSD two 
superordinate factors (PTSD and DSO) with six subordinate factors (symptom clusters) 
were the best-fitting models (Hyland, Shevlin, Elklit, et al., 2017; Nickerson et al., 2016; 
Shevlin et al., 2017). Several studies found clearly distinctive symptom profiles for indi
viduals with PTSD and CPTSD by means of latent class and profile analyses (e.g. Knefel, 
Garvert, Cloitre, & Lueger-Schuster, 2015; Sachser, Keller, & Goldbeck, 2017). For CPTSD, 
divergent validity was found regarding Borderline Personality Disorder by means of 
latent class analyses (Cloitre, Garvert, Weiss, Carlson, & Bryant, 2014) and by means 
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of a network analysis (Knefel, Tran, & Lueger-Schuster, 2016). A vignette-based study 
with international mental health experts found that the diagnostic guidelines for ICD-11 
C/PTSD provide substantial clarifications in the diagnostic framework in comparison 
to ICD-10 (Keeley, Reed, Roberts, Evans, Robles, et al., 2016). Nevertheless, the ICD-11 
concept for C/PTSD is not without controversies. For instance, in a network analysis 
with Israeli men, Gilbar (2020) found no clear boundaries between ICD-11 C/PTSD, 
depression, and anxiety symptoms. Finally, Møller, Augsburger, Elklit, Søgaard, and 
Simonsen (2020) compared measured ICD-11 C/PTSD and active ICD-10 diagnoses in 
Danish psychiatric outpatients and found an overlap between ICD-11 CPTSD and ICD-10 
affective, personality, anxiety, behavioural, and emotional disorders.

Development of the International Trauma 
Questionnaire

New diagnoses require accurate measuring instruments that are well conceptualized and 
validated. The International Trauma Questionnaire (ITQ) was developed to serve this 
purpose for ICD-11 PTSD and CPTSD (Cloitre, Roberts, Bisson, & Brewin, 2015; Cloitre 
et al., 2018). Items were developed in an iterative process based on criteria formulation 
from the Diagnostic and Statistical Manual of Mental Disorders (DSM) 5 PTSD (Brewin 
et al., 2009), the results of the DSM-IV field trials which assessed the most frequently 
reported CPTSD symptoms (van der Kolk et al., 2005), and a consensus survey among 
expert clinicians (Cloitre et al., 2011). The initial English ITQ resulted in a preliminary 
version with 28 items (Cloitre et al., 2015). Studies provided support for this version's fac
torial, discriminant, and convergent (Karatzias et al., 2016) as well as predictive validity 
(Hyland, Shevlin, Brewin, et al., 2017). In a last step, the number of items was reduced 
to 12 to conform to the organizing principle of ICD-11 that disorders should focus on 
a limited but central set of symptoms. This was done by assessing the psychometric 
properties of the items using item response theory (IRT) models (Cloitre et al., 2018).

In the validation study of the English ITQ, Cloitre et al. (2018) applied confirmatory 
factor analyses and IRT to data from both a community and a clinical sample with 
trauma exposure. For both, the PTSD and DSO cluster groups, a 1- and a 2-parameter lo
gistic IRT model were compared. The 1-parameter model had a superior fit regarding all 
clusters except for the DSO items in the community sample. Differential item functioning 
was tested with multigroup IRT models comparing the two samples and showed adequa
cy of the ITQ for both of them. Rates of indicated diagnosis (diagnostic rates) of 5.3% 
PTSD and 12.9% CPTSD in the community sample and 14.6% PTSD and 61.1% CPTSD in 
the clinical sample were found mirroring outcomes from previous versions of the ITQ 
and pre-existing literature. Regarding the latent structure, Redican et al. (2021) conducted 
a systematic review of studies using factor analysis and mixture modelling. They found 
that the two-factor second-order model (the six symptom clusters as subordinate factors, 
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PTSD and DSO cluster groups as superordinate factors) was consistently deemed the 
optimal model in clinical samples whereas in most community samples the six-factor 
model (the six symptom clusters each measured by two items) was preferred. Both 
models as well as the results of mixture modelling indicate that the ITQ can distinguish 
between PTSD and CPTSD. In summary the studies investigated by Redican et al. (2021) 
suggest that the ITQ is a valid measure of ICD-11 C/PTSD.

Up to now, the ITQ has been frequently applied (Cloitre et al., 2019; Hyland, Shevlin, 
Fyvie, Cloitre, & Karatzias, 2020; Karatzias et al., 2019; Redican et al., 2021) and recently 
examined the impact of COVID-19 (Tsur & Abu-Raiya, 2020). The ITQ has been trans
lated into different languages and is publicly available (https://www.traumameasuresglo
bal.com/itq). The German translation was done by Lueger-Schuster, Knefel, and Maercker 
(2015/2018) but has not yet been validated.

Aim of the Study
In order to be used in clinical practice and research regarding all related areas of C/PTSD 
the German translation of the ITQ needs to be clinically validated (Delahaye et al., 2015). 
So far, such a validation is still missing. Furthermore, additional investigations of the 
ITQ on the item level as well as data about the constructs of C/PTSD would support the 
understanding of these disorders and thus promote this field of research and its benefits. 
Therefore, this study aimed to validate the German translation of the ITQ by estimating 
1- and 2-parameter logistic IRT models to examine item characteristics.

Method

Participants and Procedures
This is a secondary analysis of the data presented in Maercker, Hecker, Augsburger, and 
Kliem (2018). With the assistance of a scientific demographic consulting company (USU
MA, Berlin, Germany) a representative sample for the German general population was 
selected. Participants were visited by a study assistant (trained layperson) and informed 
about the study. All participants or caregivers for minors provided written informed 
consent. Measurements were self-rating questionnaires except for the sociodemographic 
data. Overall, 2524 persons between the age of 14 and 99 years completed the assessment 
between January and March 2016. Since there is a version of the ITQ designed for chil
dren and adolescents from 7 to 17 years (Haselgruber, Sölva, & Lueger-Schuster, 2020), 
participants under the age of 18 (n = 84) were excluded. Further, participants with no 
traumatic event (n = 1774) and with missing values on all items of the ITQ (n = 166) were 
excluded. This resulted in a sample of N = 500 for the current study. Ethical approval for 
the study was granted (452-15-21122015, University of Leipzig, Medical School). Details 
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are reported in Maercker et al. (2018). The mean age of participants was 52.41 years (SD 
17.46, range 18-93).

Measures
Only variables relevant for the current study are reported here. For further information, 
see Maercker et al. (2018).

Sociodemographic Data

Sex, age, family and partnership status, educational background, and employment status 
were assessed. The data is shown in Table 1.

Traumatic Events

The trauma list of the Munich version of the Composite International Diagnostic Inter
view PTSD module (Perkonigg, Kessler, Storz, & Wittchen, 2000; Wittchen & Pfister, 
1997) was applied. It assesses exposure to eight traumatic events (war, physical violence, 
rape, natural disaster, sexual abuse in the childhood, severe accident, kidnaping, life 
threatening illness) in addition to the category "other severe events and catastrophes" 
and witnessed events. “Other events” were counted if they met the definition of a 
traumatic event. Of the participants 14.6% (n = 73) reported having experienced war, 
26.2% (n = 131) physical violence, 10.2% (n = 51) rape, 8.6% (n = 43) natural disaster, 
9.8% (n = 49) sexual abuse in the childhood, 29.6% (n = 148) severe accident, 1.8% (n = 
9) kidnapping, 18.0% (n = 90) life threatening illness, 41.6% (n = 208) witnessed an event 
and 3.8% (n = 19) other kinds of traumatic events. 59.2% (n = 296) of participants reported 
having experienced one traumatic event. 40.8% (n = 204) reported two or more traumatic 
events (mean number of experienced traumatic events = 1.66, SD = 1.01).

International Trauma Questionnaire (ITQ)

The German version of the ITQ was used (Lueger-Schuster et al., 2015/2018). This 
version has already been used in several studies, e.g. with survivors of institutional 
abuse (Lueger-Schuster et al., 2018) and in international network analyses (Knefel et 
al., 2019; Knefel et al., 2020). The ITQ assesses each of the three clusters of PTSD 
(P1-P6) and DSO (C1-C6) by two items as well as three additional items for functional 
impairment for PTSD (P7-P9) and DSO (C7-C9) each. Items are answered on a five-point 
Likert scale ranging from "0 = Not at all" to "4 = Extremely". A symptom cluster/the 
functional impairment is considered fulfilled if at least one of the items is clinically 
endorsed (score ≥ 2, “moderately”). A diagnosis of PTSD is indicated if every symptom 
cluster and the functional impairment item of the PTSD cluster group are fulfilled. If all 
symptom clusters and both functional impairments (across both PTSD and DSO cluster 
groups) are fulfilled, a diagnosis of CPTSD is indicated. In the current study the first 
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item for functional impairment of the DSO cluster was not measured due to survey item 
restrictions.

Statistical Analysis
Statistical analyses were conducted using the Software R (version 3.6.2) with the package 
ltm (Rizopoulos, 2018).

Table 1

Sociodemographic Data

Variable / Category

Response

% n
Sex

Female 53.0 265 

Male 47.0 235 

Family status
Married/living together 36.4 182 

Married/living separated 3.4 17 

Single 30.0 150 

Divorced 16.2 81 

Widowed 13.8 69 

No answer 0.2 1 

Living with a partner
Yes 12.0 60 

No 49.8 249 

No answer 38.2 191 

Educational background
No or basic school leaving certificate 36.4 182 

Intermediate school leaving certificate 37.2 186 

Advanced school leaving certificate (university entrance level) or university degree 26.2 131 

Other 0.2 1 

Employment status
Employed (full- or part-time) 47.8 239 

Currently not working/unemployed 12.6 63 

Studying 5.0 25 

Retired 32.6 163 

No answer 2.0 10 
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Data Preparation

Missing values in the ITQ (present in n = 38, max. of 5 missing values) was imputed by 
multiple (five) imputation. Analyses with imputed values were compared with complete 
cases. No significant differences were found.

Analysis of Dimensionality

To choose appropriate IRT models, an analysis of dimensionality of the symptom items 
for PTSD, DSO and both together (ITQ) was conducted (Mair, 2018). Dimensionality was 
explored with categorial principal component analyses, item factor analysis models and 
exploratory factor analyses as no assumption about the factor structure of the translation 
was made. However, since there are a lot of studies about the factor structure of the 
ITQ in other languages (Redican et al., 2021) a confirmatory factor analysis was done 
in addition. More detailed information is reported in Appendix A (see Supplementary 
Materials).

IRT Models

IRT focusses explicitly on which conclusions can be drawn from measured values/man
ifest variables (e.g. answer to an item) on underlying constructs/traits (θ) (e.g. PTSD) 
which are assumed to have a probabilistic relationship that can be modelled with differ
ent grades of complexity. One of the simplest models is the 1-parameter logistic model 
(Rasch, 1993). It models the dichotomous answer to an item in dependence of θ with 
a difficulty parameter which indicates at which level of θ the probability of endorsing 
that item is .5. The more complex model is the 2-parameter logistic model (Birnbaum, 
1968) with an additional discrimination parameter, which indicates the discriminatory 
power of an item (Moosbrugger & Kelava, 2007). Using the marginal maximum likelihood 
method, unidimensional 1-parameter logistic and 2-parameter logistic IRT models were 
calculated for the PTSD and DSO cluster groups with dichotomized items. Model fit was 
assessed via the z-statistics to investigate whether item parameters were significantly 
different from zero (z > 1.65) and models were re-run with randomly generated data and 
compared to the real dataset. Here, a p-value < .05 indicated that an item did not fit the 
model. 1-parameter and 2-parameter model within each cluster were compared using the 
Akaike Information Criterion (AIC) (Akaike, 1974) and Bayesian Information Criterion 
(BIC) (Schwarz, 1978) with lower values indicating the better model. A difference in 
those values of ≥ 10 was considered "significant" (Raftery, 1995) and on the basis of 
parsimony, the 1-parameter model was chosen unless the criteria indicated the 2-parame
ter model is superior. Finally, item information curves were calculated to visualize item 
parameters and compare the information richness gained (Wood & Molenaar, 2017). 
Estimated item difficulty and discrimination parameters along with endorsement rates 
were compared to the results for the community sample of the analysis by Cloitre et 
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al. (2018), as they used a similar method to validate the English version. Additionally, 
diagnostic rates for PTSD and CPTSD were compared to previous literature.

Results

Analysis of Dimensionality
Overall, the categorial principal component analysis as well as the criteria very simple 
structure and minimum average partial supported unidimensionality of PTSD and DSO 
cluster groups. Exploratory factor analysis models with different numbers of factors all 
showed insufficient fit and all criteria values of the item factor analysis models laid very 
close to each other. Confirmatory factor analysis found the six first-order, two second-or
der factors model to be superior. More detailed results of the analysis of dimensionality 
are reported in Appendix B (see Supplementary Materials).

IRT Models
Model fit was good for all four estimated models (1-parameter logistic and 2-parameter 
logistic models for each the PTSD and DSO cluster groups): None of the z-statistic values 
were ≤ 1.65 and thus item parameters were significantly different from zero. Item fit 
within models yielded p-values of > .05 for all items, confirming their fit. AIC and BIC of 
the 1-parameter and 2-parameter models within each cluster group are shown in Table 2. 
For PTSD, no model was favoured according to the AIC (difference < 10) and according 
to the BIC the 1-parameter model was superior. For the DSO cluster group both criteria 
indicated the 2-parameter model was better.

Table 2

Comparison of the 1- and 2-Parameter Logistic Models

Model AIC BIC

PTSD
1PL 2700.48 2729.98

2PL 2700.39 2750.97

DSO
1PL 2169.03 2198.54

2PL 2114.77 2165.34

Note. AIC = Akaike information criterion; BIC = Bayesian information criterion; DSO = Disturbances in 
Self-Organization; PTSD = posttraumatic stress disorder; 1PL = 1-parameter logistic; 2PL = 2-parameter logistic.

Validation of the German International Trauma Questionnaire 8

Clinical Psychology in Europe
2021, Vol. 3(4), Article e5501
https://doi.org/10.32872/cpe.5501

https://www.psychopen.eu/


Item information curves of the 1-parameter model for the PTSD cluster group are visual
ized in Figure 1. Item difficulty (left-right shift) showed a narrow, even distribution 
except for items P1 (Upsetting dreams) and P2 (Powerful images or memories) whose 
item information curves practically overlapped.

Figure 1

Item Information Curves of the 1-Parameter Logistic Model for the PTSD Cluster Group

Item information curves of the 2-parameter model for the DSO cluster group are visual
ized in Figure 2. Item difficulty showed a narrow distribution as well, except for item C1 
(Long time to calm down) whose item information curve was an outlier on the lower end 
of DSO trait. Discriminatory power varied largely with item C4 (I feel worthless) on the 
upper end with a tall narrow curve and item C1 on the lower end showing a flat wide 
curve.

Item parameters of the models and the endorsement rates from the current study as 
well as the community sample of the study by Cloitre et al. (2018) are shown in Table 
3. For PTSD, endorsement rates of the two studies spread over similarly sized ranges. 
The ranges overlapped with the highest two endorsement rates of the present study 
within the range of the study by Cloitre et al. (2018) and their three lowest rates within 
the range of the present study. Discrimination parameters were the same for all items 
of the German ITQ and for the items of each cluster in the English ITQ which is due 
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to the use of slightly different 1-parameter logistic models. Discrimination parameters 
of the German version were lower. In contrast, item difficulty parameters of this study 
were higher than those reported by Cloitre et al. (2018). Still, difficulty parameters within 
the two studies scattered over similarly sized areas. Item information curves of the 
non-favoured models are reported in Appendix C (Supplementary Materials).

For DSO, endorsement rates found in this study were generally lower than the ones 
reported by Cloitre et al. (2018). Endorsement rate of item C1 (Long time to calm down) 
constitutes an anomaly within the DSO cluster group of the German version as it is more 
than double the size of the next highest endorsement rate. This was not the case for any 
other endorsement rate including the same item in the English version. Discrimination 
parameters of the German version were descriptively lower and difficulty parameters 
higher. In the German version the parameters of item C1 again did not align with the 
other items. 5.0% (n = 25) in the current sample exceeded the threshold for an indication 
of PTSD diagnosis and 3.2% (n = 16) indicated CPTSD diagnosis.

Figure 2

Item Information Curves of the 2-Parameter Logistic Model for the DSO Cluster Group
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Table 3

Endorsement Rates and Item Parameters of the Present Study and Cloitre et al. (2018)

Item

Endorsement (%) Discrimination (SE) Difficulty (SE)

Present study Cloitre et al. Present study Cloitre et al. Present study Cloitre et al.

PTSD
P1 22.8 26.8 2.50 (0.17) 3.89 (0.17) 0.91 (0.08) 0.67 (0.05)

P2 22.0 31.8 2.50 (0.17) 3.89 (0.17) 0.94 (0.08) 0.51 (0.04)

P3 25.9 37.7 2.50 (0.17) 6.32 (0.58) 0.79 (0.08) 0.32 (0.04)

P4 28.9 34.6 2.50 (0.17) 6.32 (0.58) 0.69 (0.07) 0.40 (0.04)

P5 32.5 36.0 2.50 (0.17) 6.53 (0.62) 0.56 (0.07) 0.36 (0.04)

P6 19.2 29.5 2.50 (0.17) 6.53 (0.62) 1.06 (0.08) 0.55 (0.04)

DSO
C1 40.9 42.8 1.34 (0.21) 2.78 (0.21) 0.36 (0.10) 0.22 (0.05)

C2 15.2 36.1 2.09 (0.32) 3.79 (0.33) 1.32 (0.13) 0.41 (0.04)

C3 9.8 36.3 5.48 (1.32) 6.64 (0.91) 1.34 (0.08) 0.37 (0.04)

C4 11.0 34.5 7.05 (2.22) 8.41 (1.43) 1.27 (0.07) 0.42 (0.04)

C5 13.4 40.3 3.64 (0.61) 5.69 (0.74) 1.21 (0.09) 0.27 (0.04)

C6 20.2 39.6 2.03 (0.29) 4.54 (0.48) 1.08 (0.11) 0.30 (0.04)

Note. C1 = Long time to calm down; C2 = Feeling numb; C3 = Feeling like a failure; C4 = Feeling worthless; 
C5 = Feeling cut off from people; C6 = Finding it hard to stay emotionally close to people; DSO = Disturbances 
in Self-Organization; PTSD = posttraumatic stress disorder; P1 = Upsetting dreams; P2 = Powerful images or 
memories; P3 = Avoiding internal reminders; P4 = Avoiding external reminders; P5 = Being “super-alert”; P6 = 
Feeling jumpy; SE = standard error.

Discussion
This study aimed to validate the German translation of the ITQ. This is essential for the 
scale to be clinically valid (Delahaye et al., 2015) and enhances the understanding of the 
C/PTSD disorder structure. Previously this was done successfully for the English version 
by Cloitre et al. (2018) with a similar analysis.

Due to the strong empirical support, unidimensional IRT models were calculated. 
For PTSD, the 1-parameter and for DSO, the 2-parameter logistic models were deemed 
superior. This suggests that the items of the PTSD cluster group do not vary enough 
in discriminatory power for having to consider this parameter in modelling, whereas in 
the DSO cluster group discriminatory power seems to vary too much to be omitted as a 
parameter.

PTSD items showed no excessive high or low endorsement rates and no outlier. 
Cloitre et al. (2018) found similar values but with higher overall average. This difference 
could be due to the translation however endorsement rates of all PTSD items were lower 
indicating that sample differences seem more likely. Such a difference could arise from 
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the number of traumatic experiences in each sample since this is associated with higher 
probability of C/PTSD (Karatzias et al., 2016; Kolassa, Kolassa, Ertl, Papassotiropoulos, 
& De Quervain, 2010). In the community sample of Cloitre et al. (2018) the average 
number of traumatic experiences was 3.36 while in the current study it was 1.66 with 
the majority (59.2%) having experienced just a single traumatic event. This could explain 
higher PTSD traits and thus higher endorsement rates in the sample of Cloitre et al. 
(2018). Within the DSO cluster group item C1 (Long time to calm down) was an outlier 
in terms of endorsement rate and had the lowest discrimination parameter. This resulted 
in relatively little information gained from this item. In the English version, item C1 had 
a similar endorsement rate however it did not constitute an outlier and had a higher 
discrimination parameter. A possible reason for this difference could lie in the broader 
meaning of the German translation. While upset ("When I am upset, it takes me a long 
time to calm down.") represents feelings of worry, unhappiness, or anger, the German 
equivalent word aufgeregt additionally represents the feeling of pleasant anticipation as 
well as a physiological arousal or agitation. This could lead to higher endorsement of this 
item in the German translation.

All other DSO items had quite low endorsement rates compared to the PTSD cluster 
group as well as to the results of Cloitre et al. (2018). Since low endorsement rates 
were consistent over five items sample differences in CPTSD trait seem a more probable 
reason than the translation process itself. Differences in the average number in traumatic 
events could explain these different rates. To better understand the performance of item 
C1 and the low endorsement rates of items C2 to C6 it would be desirable to have future 
studies investigate this, for example, using polytomous IRT modelling with a community 
and a clinical sample.

Combined diagnostic rate of PTSD (5.0%) and CPTSD (3.2%) was 8.2% and thus lower 
than in comparable studies like Ben-Ezra et al. (2018) (9% PTSD and 2.6% CPTSD), Knefel 
et al. (2019) (12.9% PTSD and 20.6% CPTSD), and Hyland et al. (2020) (5.0% PTSD and 
7.7% CPTSD). In the latter study with a nationally representative sample form Ireland 
the difference in diagnostic rates was mainly due to the difference in CPTSD rate. The 
CPTSD rate in the current study was most probably underestimated by omission of item 
C7 (concern about social life) due to survey item restrictions. Diagnostic rates can thus 
be considered in accordance with pre-existing literature.

The prevalence ratio of PTSD and CPTSD in different samples is subject to an ongo
ing scientific debate (Cloitre et al., 2018). There is a dominant hypothesis that community 
rates of PTSD should be higher than CPTSD while the reverse is true for trauma clinics 
(Brewin et al., 2009). However, this view is challenged by studies showing that multiple 
traumatic experiences are associated with higher rates of CPTSD than PTSD (Elklit & 
Shevlin, 2007) and that in community samples multiple experiences of traumatisation 
is more common than a single experience (Scott et al., 2013). In the present study the 
PTSD rate was higher than CPTSD. This is in line with the proposed hypothesis that 
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in a community sample PTSD is higher. On the other hand, it contradicts the findings 
that multiple experiences of traumatisation may be more likely in community samples. In 
comparison to the diagnostic rates of Cloitre et al. (2018) (5.3% PTSD and 12.9% CPTSD) 
the 5.0% PTSD rate in the present study was similar whereas the 3.2% CPTSD rate was 
lower. Again, this difference is likely due to the omission of item C7 as well as a higher 
mean number of traumatic experiences in the sample of Cloitre et al. (2018).

Confirmatory factor analysis showed the six-factors and the six first-order, two sec
ond-order factors model to be of good fit and the latter to be superior. This coincides 
with other studies on community samples e.g. with the Italian (Somma, Maffei, Borroni, 
Gialdi, & Fossati, 2019) or the Korean translation (Choi, Kim, & Lee, 2021) and speaks for 
the validity of the German translation of the ITQ (Redican et al., 2021).

Using IRT methods, the German translation of the ITQ was investigated with a 
special focus on the item level. The results support the validity of all items except 
for item C1 (Long time to calm down). Additionally, confirmatory factor analysis too, 
pointed to the validity of the investigated questionnaire. Since the present study used 
data of a community sample the ITQ could not be tested for differential item functioning, 
i.e. different performance in a community than in a clinical sample. Differential item 
functioning, potential changes in diagnostic rates and applicability in clinical samples 
would be interesting to investigate in the future. Finally, this validation approach should 
be complemented with classical test theory (e.g., investigating convergent and divergent 
validity) in other studies.

Limitations
Almost half of the individuals contacted refused to participate in the study. Although 
this is common in surveys of this kind, a potential selection bias cannot be excluded 
(Maercker et al., 2018). Individuals who experienced strong avoidance symptoms might 
have been overlooked due to the inclusion criteria of a subjectively most burdensome 
event. Further, not all CPTSD impairment items could be included in the study due 
to survey item restrictions. This did not impact IRT model estimation but might have 
influenced CPTSD diagnostic rate.

Conclusion
The German translation of the ITQ can be considered a valid measure for ICD-11 C/
PTSD. An exceptional case was the item C1 ("When I am upset, it takes me a long time to 
calm down."), which showed mismatched item parameters in comparison to other items 
of the same cluster group. As this is the first study to specifically examine the validity of 
the German version of the ITQ its findings are important in many regards. Having a vali
dated measurement for ICD-11 C/PTSD in German supports future research and its ben
efits concerning the German speaking population worldwide as well as global research 
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by providing data from this population. Research and benefits for the population apply 
to all related areas of C/PTSD, from the disorders themselves, over disorders specifically 
associated with stress, to anything including C/PTSD as a precursory, accompanying or 
resulting condition and be it about prevalence, prevention, intervention, rehabilitation, or 
others. Some studies already used the German translation of the ITQ prior to this valida
tion (Knefel et al., 2019; Knefel et al., 2020; Lueger-Schuster et al., 2018). Results gained 
this way receive backup through the validation of the instrument. Besides research this 
study provides an important contribution to the clinical applicability of the ITQ and thus 
the health care of the German speaking population. As a validated instrument it can be 
used in practice to screen for ICD-11 C/PTSD, support the diagnostic process, accompany 
a (therapeutic) process and more. Further, the information gained about the performance 
of the translated items also furthers the understanding of the appropriate wording and 
combination of items to measure the C/PTSD constructs in German as well as opens the 
possibility to improve the ITQ. For the German ITQ, consider renaming the previous 
translation of "upset", e.g., using the German verb "aufgewühlt" or "aufgebracht". Future 
studies should try to confirm the present findings including a clinical sample to test for 
differential item functioning and changes in diagnostic rates and include item C7. Also 
of interest would be the investigation of different kinds of validity of the German ITQ to 
consolidate the findings here.
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Abstract
Background: Although depression is one of the main public health challenges of our time, the 
uptake of interventions aimed at the prevention and treatment is low to modest. New approaches 
are needed to reduce the disease burden of depression.
Method: Indirect prevention and treatment may be one method to increase uptake of services. 
Indirect interventions aim at problems related to depression but with lower stigma and prevent or 
treat depression indirectly. This paper describes the approach, the empirical support and 
limitations.
Results: A growing number of studies focus on indirect prevention and treatment. Several studies 
have examining the possibilities to prevent and treat depression through interventions aimed at 
insomnia. Several other studies focus on indirect interventions aimed at for example stress and 
perfectionism. Digital ‘suites’ of interventions may focus on daily problems of for example 
students or the workplace and offer a broad range of indirect interventions in specific settings.
Conclusion: Indirect prevention and treatment may be a new approach to increase uptake and 
reduce the disease burden of depression.
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Highlights
• Effective treatments and preventive interventions are available for depression but 

uptake is low.
• Indirect prevention and treatment focus on problems related to depression.
• Uptake of indirect interventions is higher because they focus on daily problems.
• Indirect interventions may provide a new paradigm for prevention and treatment.

Depressive disorders are highly prevalent (Alonso et al., 2004; Kessler & Bromet, 2013), 
have a high incidence (Waraich et al., 2004), and are associated with a substantial 
loss of quality of life for patients and their relatives (Saarni et al., 2007; Vos et al., 
2016), increased mortality rates (Cuijpers et al., 2014), high levels of service use, and 
enormous economic costs (Greenberg et al., 2003; Smit et al., 2006). Major depression is 
currently ranked fourth worldwide in disease burden, and it is expected to rank first in 
high-income countries by the year 2030 (Mathers & Loncar, 2006). There is no doubt that 
depression is one of the most important public health challenges in the coming decades 
(Cuijpers et al., 2012).

One of the main problems that limits the impact of attempts to reduce the burden of 
disease of depression is the low uptake of treatments. This uptake is low in the general 
population, with rates that are often lower than 30%, even in high income countries 
(Chisholm et al., 2016). In some specific groups, such as adolescents, young adults, older 
adults and minority groups, the number of those seeking help is even considerably 
lower. For example, one study found that the uptake in college students in high income 
countries was only 30% for those with a 12-month depressive disorder (Bruffaerts et al., 
2019). The low uptake of treatment is related to several factors, such as lack of financial 
resources and availability of clinicians. This is an important reason why the uptake of 
services is low in low– and middle-income countries, where hardly any infrastructure 
for mental health care exists, too few trained clinicians are available and insufficient 
resources are available to pay for these services. However, also in high-income settings 
the uptake is low because of the stigma related to depression, being unaware that exist
ing problems are indeed depression, lack of time and the preference of many patients to 
manage their problems on their own or with friends and family.

The uptake of preventive services is even lower. In one study we estimated that 
about 1% of those meeting criteria for participation in indicated prevention actually 
participated, even when offered free or almost free of charge (Cuijpers et al., 2010). 
Reasons are comparable to those mentioned earlier for the low uptake of treatments and 
include stigma, and preference to solve problems her/himself instead of seeking help 
(Cuijpers et al., 2010).

Another limiting factor in the reduction of the disease burden of depression is that 
interventions aimed at the prevention and treatment of depression are effective, but 
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their effects are modest. The impact of interventions can be seen as the product of the 
uptake and the effects, and when both the uptake and the effects are small, the impact is 
also small. Meta-analyses of psychological and pharmacological treatments usually find 
that the interventions improve outcomes in about 20 to 25% of patients, compared to 
control conditions (Cipriani et al., 2018; Cuijpers et al., 2021b). That means that most 
patients either improve regardless of treatment or do not respond to them (Cuijpers, 
2018). Preventive interventions are also effective and can reduce the risk of developing a 
depressive disorder in the coming year with about 20% (Cuijpers et al., 2021a), but despite 
these positive effects the majority of high-risk participants still develop a disorder. 
Together with the low uptake of these services, it should not come as a surprise that the 
prevalence of depressive disorders has not been reduced over the past decades, despite 
the availability of services for prevention and treatment (Ferrari et al., 2013).

The Indirect Approach to Prevention 
and Treatment

Conventional methods to increase help-seeking rates include universal mental health 
awareness campaigns (Salerno, 2016; Yamaguchi et al., 2013), gatekeeper training (Lipson 
et al., 2014) and specific interventions aimed at improving help-seeking behaviours 
(Ebert et al., 2019). An alternative method to increase uptake is what could be called 
“indirect” prevention and treatment. The basic idea of these “indirect” interventions 
is that they focus on problems related to depression, but not directly on depression 
itself. At the same time the participants learn techniques which not only directly affect 
the problem, but also have an effect on depression or may prevent future depressive 
symptoms or disorders. For example, people with insomnia and depression receive an 
intervention aimed at insomnia, but also learn skills to manage their mood. Insomnia is 
less stigmatising than depression to talk about or to seek treatment for, and if the inter
vention aimed at insomnia is also effective in reducing depression, then the participant is 
still successfully “treated” for depression in an indirect way.

The same idea can be applied to prevention. If someone with insomnia has subthres
hold depression but no diagnosis for a depressive disorder, this person meets criteria for 
participation in an indicated prevention program. An intervention aimed at insomnia 
for this person could be considered as indicated prevention and has the potential to 
prevent the onset of depressive disorders in an indirect way. Again, participation in an 
intervention on insomnia is probably less stigmatising as an intervention to prevent a 
depressive disorder.
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Research on the Indirect Approach
A growing number of studies is focusing on this strategy. For example, recent studies 
have shown that cognitive behaviour therapy for insomnia in patients with both insom
nia and depression, reduces not only insomnia but also depression (van der Zweerde et 
al., 2019). The effect sizes found for such interventions on depressive symptomatology 
are comparable to those of ‘regular’ treatment of depression. This is true even though the 
interventions are not directly aimed at depression, and the stigma to participate in inter
ventions for insomnia is lower than interventions for depression. The generic cognitive 
behavioural strategies that participants learn for handling insomnia, are in many ways 
comparable to those that are used in cognitive behavioural therapies for depression. Or it 
could be the case that improvement of insomnia is the first step to escape from a vicious 
circle of mood problems. Other research has used the same principle as a preventive 
strategy. For example, one study found that participants with insomnia and subthreshold 
depression who receive cognitive behaviour therapy for insomnia had a smaller chance 
to develop major depression at follow-up (Christensen et al., 2016).

But this principle of ‘indirect’ prevention and treatment of depression is not limi
ted to insomnia. One recent study examined the effects of an intervention aimed at 
perinatal women scoring high on perfectionism, with depression and anxiety as an 
outcome (Lowndes et al., 2019). This study found that the intervention significantly 
reduced perfectionism, and path analyses demonstrated a significant indirect effect of 
the intervention on depression and anxiety. Another study showed that a considerable 
part of the participants in interventions aimed at ‘stress management’ also suffer from 
depression, and that the effects of this stress management training on depression were 
considerable and comparable to the effects of psychological treatments of depression 
in general (Weisel et al., 2018). Interventions aimed at problems like perfectionism, 
procrastination, and low self-esteem have also been found to have considerable effects 
on depression in those suffering from depression at baseline (Cuijpers et al., 2021). There 
is much research on interventions for such common psychological problems and for 
many high-risk groups, but not with a focus on indirect prevention and treatment of 
depression.

One could argue that this approach is very similar to selective prevention. Selective 
prevention is aimed at people who have an increased risk to develop a depressive 
disorder. Selective interventions are for example aimed at children of depressed parents 
(Clarke et al., 2001), pregnant women with an increased risk for postpartum depression 
(Phipps et al., 2013; Zlotnick et al., 2016), dementia caregivers (Cheng et al., 2020) or 
patients with general medical disorders (Rovner et al., 2014). Interventions aimed at these 
high-risk groups may support participants in coping with their problems but may at 
the same time prevent or reduce existing depressive symptomatology. However, these 
studies usually first have the intention to support participants with their problems and 
have depression only as secondary outcome. They are hardly ever designed as indirect 
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treatment or prevention of depression in the sense that they report the number of 
depressed participants at baseline and the effects of the intervention on depression in 
these participants.

“Suits” of Indirect Interventions for 
Specific Settings

One important development in recent years may help in disseminating indirect interven
tions. Internet-based cognitive behavioural interventions have been developed for many 
different disorders, problems and target groups. Because they can be easily adapted and 
broadly disseminated it could be possible to develop ‘suites’ of multiple interventions 
for problems with relatively low stigma that are related to depression. For example, it 
could be possible to develop a suite of interventions for college students on procrastina
tion, perfectionism, low self-esteem, test-anxiety, stress, worry, and any other common 
problem that is brought forward by students themselves. Or a suite of interventions 
for employees in large companies on stress, conflict resolution, assertiveness, time man
agement and problem-solving. Comparable suites could be developed for high-school 
students, perinatal women, or specific groups of patients in general hospitals. Because 
such interventions are scalable and not expensive after first development, they could be 
offered to full populations, but are in fact meant to be early interventions for depression 
and potentially other common mental disorders.

Challenges and Limitations
It is possible that indirect interventions can be an option for mild depression, but not 
for moderate and severe depression. However, not every person with severe depression 
gets treatment, and it is very well possible that they are willing to participate in these 
‘indirect’ interventions. It is an empirical question whether indirect treatments in these 
patients are still better than the current practice of not providing treatment at all if 
the patient cannot be motivated to get treatment. How other clinical issues, such as 
suicidality and comorbidity, should be handled is also not yet clear. If patients partici
pate in interventions that are not directly aimed at depression, who will take care of 
suicide risks and correct diagnoses? In order to avoid risks in these domains extended 
baseline assessment could be needed for these indirect interventions. It is also uncertain 
whether such an approach would indeed lead to higher uptake rates of services. Will 
interventions aimed at reducing insomnia, perfectionism or stress lead indeed to better 
outcomes then just offering mental health services? These are empirical question that 
have to be answered with future research, but at ‘face value’ they can lead to a higher 
uptake, especially when they are offered as ‘suits’ of interventions.
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Conclusion
Depression is a highly heterogeneous condition with largely varying symptoms patterns 
and associations with other variables. This heterogeneity is typically seen as problematic 
and hampering progress in our understanding and management of depression. But it may 
also offer new possibilities for indirect prevention and treatment. A growing number of 
studies focuses on problems related to depression, and interventions focus not directly on 
depression itself, but participants learn techniques that not only affect such problems di
rectly, but also depression. This may offer new possibilities to get effective interventions 
to people who usually do not get treatment for depression. Much research is needed to 
examine whether this is possible, feasible and effective, but the first findings are hopeful. 
Maybe we are witnessing the start of a new paradigm in the prevention and treatment of 
depression.
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Abstract
Background: Traumatic experiences may result in Posttraumatic Stress Disorder (PTSD), which is 
characterized as an exaggerated fear response that cannot be extinguished over time or in safe 
environments. What are beneficial psychotherapeutic treatment options for PTSD patients? Can 
oxytocin (OXT), which is involved in the stress response, and safety learning, ameliorate PTSD 
symptomatology and enhance psychotherapeutic effects? Here, we will review recent studies 
regarding OXT’s potential to enhance psychotherapeutic therapies for PTSD treatment.
Method: We conducted a literature review on the neurobiological underpinnings of PTSD 
especially focusing on OXT’s involvement in the biology and memory formation of PTSD. 
Furthermore, we researched successful psychotherapeutic treatments for PTSD patients and 
discuss how OXT may facilitate observed psychotherapeutic effects.
Results: For a relevant proportion of PTSD patients, existing psychotherapies are not beneficial. 
OXT may be a promising candidate to enhance psychotherapeutic effects, because it dampens 
responses to stressful events and allows for a faster recovery after stress. On a neural basis, OXT 
modulates processes that are involved in stress, arousal and memory. OXT effectively counteracts 
memory impairments caused by stress and facilitates social support seeking which is a key 
resilience factor for PTSD and which is beneficial in psychotherapeutic settings.
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Conclusion: OXT has many characteristics that are promising to positively influence 
psychotherapy for PTSD patients. It potentially reduces intrusions, but preserves memory of the 
event itself. Introducing OXT into psychotherapeutic settings may result in better treatment 
outcomes for PTSD patients. Future research should directly investigate OXT’s effects on PTSD, 
especially in psychotherapeutic settings.

Keywords
PTSD, oxytocin, treatment, medication-enhanced therapy, stress

Highlights
• Lower endogenous OXT levels after traumatic experiences are associated with 

developing PTSD.
• OXT administration around the time of the traumatic event may result in fewer 

intrusive memories.
• Abnormal signaling of the hippocampus and the vmPFC to the amygdala result in 

hyperactivation of the amygdala in PTSD.
• OXT facilitates social support seeking and safety learning while reducing personal 

distress.
• OXT’s characteristics are promising to enhance psychotherapeutic treatment for 

PTSD patients.

Traumatic experiences may result in Posttraumatic Stress Disorder (PTSD), which is 
characterized as an exaggerated fear response that cannot be extinguished over time 
or in safe environments. The lifetime prevalence of developing PTSD lies at about 
4% (Koenen et al., 2017). This number is relatively low considering that 80% of the 
general population experience traumatic events during their lifetime. Critical factors 
that determine if someone develops PTSD after experiencing or witnessing traumatic 
events include female gender, history of mental disorder (Tortella-Feliu et al., 2019), 
childhood adversities (McLaughlin et al., 2017), but also individual emotional contagion 
and empathy (Trautmann et al., 2018). In particular, for witnessed trauma, the ability to 
distinguish own feelings from that of others is crucial to avoid excessive personal distress 
and anxiety (Preckel, Kanske, & Singer, 2018). Also, emotion regulation abilities may 
be indicative of PTSD development after a traumatic experience, as prospective studies 
on emotion regulation and trauma symptoms show (Bardeen, Kumpula, & Orcutt, 2013; 
Ehring & Ehlers, 2014).

Treatment approaches for PTSD are not yet sufficiently successful, this is shown by 
patient drop-out rates, for instance, which are highly variable with rates between 16% to 
53.1% (Hatchett & Park, 2003; Lewis, Roberts, Gibson, & Bisson, 2020), depending on how 
the drop-out rates were defined. Importantly, although trauma‐focused cognitive behav
ior therapy is the best‐validated treatment for PTSD, it has failed to develop over the 
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past few decades. Importantly, only two‐thirds of PTSD patients respond effectively to 
this therapy. Besides, the majority of PTSD patients does not take part in evidence‐based 
treatment, this applies predominately to low‐ and middle‐income countries (Bryant, 
2019). This underlines the need for better therapeutic approaches and ongoing research 
on this topic. Behavioral and medication treatment approaches for PTSD have different 
strengths and weaknesses (Flanagan & Mitchell, 2019), which makes a combination, of 
a medication-enhanced psychotherapy approach very promising. Regarding the common 
symptoms of PTSD such as intrusive memories and flashbacks, avoidance behavior, 
(negative) changes in cognition and in arousal (American Psychiatric Association, 2013), 
as well as deficits in social cognition (e.g. empathy, compassion and Theory of Mind) 
(Couette, Mouchabac, Bourla, Nuss, & Ferreri, 2020; Palgi, Klein, & Shamay-Tsoory, 
2016), the neuropeptide and hormone Oxytocin (OXT) may bear relevance for the 
treatment of PTSD (Palgi, Klein, & Shamay-Tsoory, 2016). OXT may be a relevant 
treatment enhancer, because it has been found to influence memory (Lee et al., 2015), 
approach-avoidance behavior (Preckel, Scheele, Kendrick, Maier, & Hurlemann, 2014), 
social cognition (e.g. emotion recognition) (Schwaiger, Heinrichs, & Kumsta, 2019) and 
arousal (Rash & Campbell, 2014). Due to OXT’s broad influence on human well-being, 
it has been introduced as a promising treatment agent for various disorders including 
PTSD (Koch et al., 2014; Misrani, Tabassum, & Long, 2017; Preckel, Kanske, Singer, 
Paulus, & Krach, 2016). Furthermore, OXT attenuates the development of PTSD symp
toms after trauma exposure in patients with high acute symptomatology (van Zuiden 
et al., 2017) and is useful as an early preventive intervention (Frijling, 2017). Another 
study found that OXT was able to reduce PTSD symptoms which were triggered by 
trauma-script exposure (Sack et al., 2017).

In this update article, we review the latest literature on the relationship of biological 
underpinnings of PTSD, memory formation and OXT. We investigate the question: What 
role can/ does OXT play in PTSD symptom development and how might it improve 
PTSD symptoms?

We start our article by describing the stress physiology and the roles that OXT 
and cortisol play in it, we then continue by discussing the influence of OXT on the 
neural circuits of fear conditioning, PTSD and memory and, before summarizing our 
thoughts, we discuss the potential benefits of OXT as a treatment enhancer for PTSD 
psychotherapy.

Stress Physiology and the Roles of Oxytocin 
and Cortisol

The stress response involves multiple levels, which include cognitive, behavioral and 
physiological processes. On the physiological level, highly stressful or traumatic experi
ences, activate the hypothalamic-pituitary-adrenal (HPA) axis as well as the oxytociner
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gic system (Donadon, Martin-Santos, & Osório, 2018). Activity of the HPA axis and 
its end-product cortisol facilitate adaption to the faced stressor (e.g. de Kloet, Joëls, & 
Holsboer, 2005). A typical physiological stressful response involves the following steps: 
The hypothalamus releases the cortiocotropin-releasing-hormone (CRH) to the pituitary 
gland, which in turn releases the adrenocorticotropic hormone (ACTH) into systemic 
circulation. ACTH prompts the adrenal gland to release glucocorticoids such as cortisol. 
When cortisol levels in the blood increase, this is perceived by brain regions (e.g. hypo
thalamus) and the release of CRH is stopped to return to homeostasis (Smith & Vale, 
2006).

In PTSD patients, the reinstating of homeostasis fails (Yehuda, 2002), resulting in 
an indiscriminately heightened physiological stress responses (e.g. McFarlane, Atchison, 
Rafalowicz, & Papay, 1994). Hypocortisolism is often reported in PTSD patients, which 
might at first sight be counterintuitive. Yet, the downregulation of available cortisol 
could be an attempt of the body to compensate for exaggerated stress responses (Thaller, 
Vrkljan, Hotujac, & Thakore, 1999). This compensatory attempt, however, results in 
a sensitization to the glucocorticoid system (Rohleder, Wolf, & Wolf, 2010), meaning 
that low concentrations of cortisol are sufficient to induce a fear or stress response. 
Furthermore, the observed hypocortisolism may be dependent on the type of cortisol 
measure, because in the cerebrospinal fluid of patients with PTSD, a sustained increase of 
the corticotropin-releasing hormone was observed (Sherin & Nemeroff, 2011). While hair 
cortisol levels are commonly reported to be lower in PTSD patients when compared to 
those of healthy controls (Steudte-Schmiedgen, Kirschbaum, Alexander, & Stalder, 2016; 
Steudte-Schmiedgen et al., 2015; van Zuiden et al., 2019), but there are contradictory 
findings (van den Heuvel et al., 2020).

Exogenously administered OXT promotes a faster recovery after the stress response 
(Heinrichs, Baumgartner, Kirschbaum, & Ehlert, 2003; Kubzansky, Mendes, Appleton, 
Block, & Adler, 2012), and it attenuates salivary cortisol elevations after a physical stres
sor (Cardoso, Ellenbogen, Orlando, Bacon, & Joober, 2013). Endogenous OXT levels are 
frequently measured in the periphery and lower endogenous OXT levels after traumatic 
experiences are associated with developing PTSD (Donadon, Martin-Santos, & Osório, 
2018), even though endogenous OXT levels of individuals who suffer from PTSD and 
those of healthy controls did not differ (Engel et al., 2019). Interestingly, OXT and cortisol 
levels are positively correlated when participants were able to anticipate a stressor 
(Brown, Cardoso, & Ellenbogen, 2016). Anticipation and predictability seem to strongly 
influence OXT’s action, because also exogenously administered OXT has ambiguous 
effects on threatening responses which is partly due to the predictability or unpredicta
bility of threatening cues. This means that OXT administration results in anxiogenic 
effects when threat cues are unpredictable, because defensive responses to unpredictable 
shocks were significantly increased by OXT (as compared to placebo and vasopression 
administration), while predictable shocks were not influenced by OXT administration 
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(Grillon et al., 2013). Furthermore, OXT’s effects on anxiety depend on the timing of 
OXT administration and threat content, because both anxiolytic and anxiogenic effects 
have been reported (Frijling, 2017; Neumann & Slattery, 2016). Importantly though, in 
people who experienced moderate emotional trauma, anxiolytic effects of OXT have 
been found (Donadon et al., 2018). While OXT’s effects on cortisol are diverse, a recent 
meta-analysis reported that OXT attenuated the cortisol response to a greater extend, 
when the HPA-axis was strongly activated and this effect was strongest among clini
cal populations (patients with PTSD, Major Depressive Disorder and Bipolar Disorder) 
(Cardoso, Kingdon, & Ellenbogen, 2014). These ambiguous findings may be due to the 
cross-binding ability of OXT and vasopressin, (for more detail see: Preckel & Kanske, 
2018). Moreover, OXT enables rapid and flexible adaptation to fear signals in social 
contexts, which can be advantageous in preventing PTSD; but simultaneously it may 
elevate vulnerability for interpersonal trauma (Eckstein et al., 2016).

Thus, we assume that the dampening effect of OXT on the HPA axis (Neumann, 
Krömer, Toschi, & Ebner, 2000) may act on different levels and result in reduced stress 
responses, thereby eliciting the opposite effects of typical stress tasks such as the Trier 
Social Stress Test (TSST; Kirschbaum, Pirke, & Hellhammer, 1993). This assumption is 
grounded in the observation that OXT is associated with faster recovery of the endocrine 
and the autonomic system after stressful events (Engert et al., 2016), as well as on 
skin conductance findings which were measured directly after traumatic events and 
predicted subsequent chronic PTSD development (Hinrichs et al., 2019). Consequently, 
OXT’s dampening effect on the HPA axis activation may function as a stress-buffer for 
traumatic events and by buffering stress responses it may prevent the development of 
chronic PTSD after trauma exposure. The anxiolytic OXT effects may also result in fewer 
treatment dropouts.

Cortisol, like OXT, has time-sensitive effects on the HPA-axis activity. Activating the 
HPA-axis by exposing participants to a stress task, for instance the TSST, before they 
participate in a trauma analogue paradigm (trauma film), results in increased numbers of 
intrusive memories (in participants who biologically respond to the TSST) as compared 
to participants who perform a control task (placebo TSST) and are not stressed prior to 
the trauma film paradigm (Schultebraucks et al., 2019). In contrast, administering cortisol 
after a trauma results in fewer intrusions (De Quervain, 2006). Outcomes of post-trauma 
cortisol administration are, however, also somewhat inconclusive, because not all stud
ies report fewer subsequent intrusions (Graebener, Michael, Holz, & Lass-Hennemann, 
2017; Ludäscher et al., 2015). Cortisol (here: hydrocortisone) as a treatment enhancer 
augmented psychological treatment successfully, meaning that prolonged exposure ther
apy resulted in greater retention when participants received cortisol (Yehuda et al., 2015).

Thus, OXT as well as cortisol are promising agents for medication-tailored treatment 
for PTSD patients.
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OXT’s Influence on Fear Conditioning, and its 
Role in PTSD and Memory

To investigate the mechanisms, which underlie PTSD, Pavlovian fear conditioning para
digms are helpful models. In fear conditioning experiments, an aversive stimulus is used 
as an unconditioned stimulus (US) in order to establish fear as soon as the conditioned 
stimulus (CS) is presented. In PTSD, one traumatic event is sufficient to establish a CS. 
The main brain structures that are involved in fear conditioning and PTSD include the 
amygdala, the hippocampus and the ventromedial prefrontal cortex (vmPFC) (Careaga, 
Girardi, & Suchecki, 2016; Koenigs & Grafman, 2009). The amygdala is the core structure 
of fear conditioning (Duvarci & Pare, 2014; Ehrlich et al., 2009) and extinction (Maren, 
2011; Myers & Davis, 2002). The different nuclei of the amygdala have specialized 
roles in the fear learning and extinction processes. The lateral nucleus of the amygdala 
(LAn) provides the amygdala primarily with input and is important for mediating fear 
learning via neural plasticity, while the basolateral and basomedial nuclei converge 
sensory information of the conditioned stimulus and the unconditioned stimulus (Herry 
& Johansen, 2014). The hippocampus is important for encoding information, and for 
modulating appropriate emotional responses to potentially fearful stimuli (Acheson, 
Gresack, & Risbrough, 2012; Lissek & van Meurs, 2015). Furthermore, lower hippocampal 
activation has been linked to direct memory suppression in healthy participants (Benoit 
& Anderson, 2012), that can be interpreted as reduced voluntary recall. The vmPFC 
mediates the extinction of conditioned fear by inhibiting the amygdala (Koenigs et al., 
2008).

In PTSD patients, these brain regions differ on a structural and functional level in 
comparison to healthy controls. For example, reduced hippocampal volume is associated 
with PTSD development (Gilbertson et al., 2002; Logue et al., 2018; Pitman et al., 2006) as 
well as being a consequence of stressful experiences (Admon et al., 2013). On a functional 
level, abnormal hippocampus activation hindered extinction learning in safe contexts 
(Patel, Spreng, Shin, & Girard, 2012) and reduced top-down regulation to the amygdala 
which results in enhanced fear conditioning (Rauch, Shin, & Phelps, 2006). A reduction of 
functional and structural connectivity between the hippocampus and the vmPFC has also 
been reported (Admon et al., 2013).

The amygdala is also crucially involved in associative learning (LeDoux, 1996; 
McGaugh, 2000) and its dysfunction may be responsible for increased fear conditioning 
responses in PTSD patients, which in turn results in stronger memory formation of the 
traumatic event (= intrusive memories) (Careaga et al., 2016). Also, vmPFC activation 
is lower and results in decreased top-down regulation of the amygdala (Rauch, Shin, 
& Phelps, 2006). The hippocampus as well as the vmPFC project to the amygdala and 
their failure to adequately inhibit amygdala activation causes its hyperactivity which is 
frequently found in PTSD patients (Hayes, Hayes, & Mikedis, 2012; Liberzon & Abelson, 
2016; Patel, Spreng, Shin, & Girard, 2012; Pitman et al., 2012; Shin & Liberzon, 2010). 
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Amygdala hyperactivation is especially pronounced when compared to non-trauma ex
posed controls, but not necessarily when compared to trauma-exposed controls (Patel 
et al., 2012), therefore it cannot be ruled out that this mechanism is related to trauma 
exposure rather than to PTSD (van Wingen, Geuze, Vermetten, & Fernandez, 2011). 
However, the evidence that amygdala hyperactivation might be causally related to PTSD 
development, could be shown by previous lesion studies in veterans with and without 
PTSD (Koenigs & Grafman, 2009). Another lesion study showed that elevated amygdala 
activation is related to dysfunctional vmPFC activity (Motzkin et al., 2015). Furthermore, 
PTSD patients (as compared to healthy controls) display an initially increased amygdala 
response when confronted with trauma-related negative (vs. non-trauma related nega
tive) stimuli (Protopopescu et al., 2005). The elevated amygdala activation may explain 
the emotional memory quality in PTSD patients, especially, because this activation does 
not habituate over time (Protopopescu et al., 2005).

Diminished structural connectivity between the amygdala and vmPFC has been 
found in PTSD patients (Koch et al., 2017). The functional connectivity between these 
regions, could be increased by OXT (in men with PTSD), thereby reducing amygdala 
hyperactivity (Koch et al., 2014).

Returning to fear conditioning experiments, administering intranasal OXT before fear 
conditioning results in faster fear conditioning, (Eckstein et al., 2016) while administra
tion after fear-conditioning and before fear extinction results in better fear extinction and 
inhibited amygdala activation (Eckstein et al., 2015). Moreover, reduced skin conductance 
responses to electric shocks after OXT as opposed to placebo administration in human 
studies support the notion of OXT’s “anti-stress-properties” (Eckstein et al., 2016). Thus, 
exogenous OXT effects are time sensitive and remain currently inconclusive.

The amygdala is further suggested to mediate influences of medication on memory 
consolidation (McGaugh, 2000), therefore it may also mediate OXT effects on memory 
and potentially change the emotional content of memories in PTSD patients. A recent 
study showed that the severity of childhood trauma exposure (as reported from memory) 
was related to oxytocin-modulated amygdala responses in patients with PTSD while this 
was not the case in healthy controls (Flanagan et al., 2019). If OXT has the potential to 
change the content of memories to turn more positively, this may already result in less 
hyperactivity of the amygdala, which is strongly influenced by negative valence (Preckel 
et al., 2019). This is further supported by OXT’s inhibiting effects on the activation of 
(para-)limbic structures, its facilitating action on cognitive performance and its inhibiting 
effects on arousal (Lischke, Herpertz, Berger, Domes, & Gamer, 2017; Misrani et al., 2017; 
Solomon et al., 2018). Animal studies report that exogenous OXT has “anti-stress proper
ties” on hippocampal plasticity and memory (Lee et al., 2015). The hippocampus plays an 
important role in the negative feedback loop of the HPA-axis (Joseph & Whirledge, 2017) 
and it is altered in PTSD patients (Schumacher et al., 2019).
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Regarding OXT’s effects on memory, earlier studies found that OXT impairs mem
ory recall, the generation of associated target words, or explicit memory (Heinrichs, 
Meinlschmidt, Wippich, Ehlert, & Hellhammer, 2004). Recent findings, however, suggest 
that exogenous OXT may also have positive influences on memory. For example, OXT 
improves safety learning in healthy humans (Eckstein et al., 2019) and animal studies 
show that OXT effectively counteracts memory impairments caused by stress on a 
cellular level, thereby preventing memory impairments (Lee et al., 2015). Another animal 
study found changes in long-term synaptic plasticity in the amygdala (medial nucleus) 
due to OXT’s action. These oxytocin-induced synaptic changes are strongly related 
to social recognition memory (Rajamani, Wagner, Grinevich, & Harony-Nicolas, 2018). 
These findings indicate that OXT may have restoring functions on plasticity related to 
memory processes.

Furthermore, OXT improves memory performance which is accompanied by in
creased connectivity between the dorsolateral (dl)PFC and the ACC in traumatized as 
compared to trauma exposed individuals without PTSD (Flanagan et al., 2018). This is 
an important finding, because decreased connectivity between the dlPFC and the ACC 
is described as a maladaptive neural process (= reduced neural processing efficiency) 
in demanding cognitive tasks. Furthermore, the decrease in connectivity between these 
brain regions is associated with the trait measure “worry” (as a dimension of anxiety) 
in healthy individuals (Barker et al., 2018). Regarding the association between worry 
and PTSD that has been found in previous studies (Blazer, Hughes, & George, 1987), it 
may be assumed that similar neural maladaptations take place in PTSD and which may 
be positively influenced by OXT administration. Increased ACC activation after OXT 
administration has also been reported elsewhere (Preckel, Scheele, Eckstein, Maier, & 
Hurlemann, 2015). To sum up, OXT positively influences memory on a cellular, neural 
activation and behavioral level.

Moreover, exogenous OXT was able to improve social behavioral deficits in autism 
spectrum disorder patients (ASD) via reinstating vmPFC activation, during a social-com
munication task (Aoki et al., 2015). In male PTSD patients, OXT reinstated diminished 
connectivity between the amygdala and the vmPFC and in female patients it reestablish
ed increased connectivity between the amygdala and the dorsal anterior cingulate cortex 
(dACC), accompanied by reduced subjective anxiety and nervousness (Koch et al., 2016b). 
A recent study showed that OXT dampened amygdala activation in PTSD patients, 
when they saw emotional faces (regardless of valence), while amygdala activation was 
increased in trauma-exposed control participants (Koch et al., 2016a). Assuming that 
OXT’s action in ASD patients is the same as in PTSD patients, as the common action on 
brain activity suggests, OXT may also improve social and affective functioning in PTSD 
by restoring vmPFC activation.
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Oxytocin’s Potential Benefit in Psychotherapy 
for PTSD

Apart from different comorbidities such as depression, anxiety or alcohol abuse, social 
support is one of the strongest predictors for successful PTSD therapy (Dewar, Paradis, 
& Fortin, 2020), just like therapeutic alliance (Lantz, 2004). The willingness to share 
thoughts and emotions is clearly related to perceived social support (Kahn & Cantwell, 
2017). As mentioned previously, OXT increases social support seeking and the perception 
of received social support (Cardoso, Valkanas, Serravalle, & Ellenbogen, 2016) and it 
also increases the willingness to verbally share one’s emotions with someone else (Lane 
et al., 2013). This makes it specifically promising for medication-enhanced psychother
apeutic interventions, because it might facilitate emotional disclosure. OXT increases 
social support seeking and the perception of received social support (Cardoso, Valkanas, 
Serravalle, & Ellenbogen, 2016) as well as safety learning (Eckstein et al., 2019) in healthy 
individuals. Assuming that OXT unfolds the same characteristics in PTSD patients, it 
is likely that OXT can ameliorate PTSD symptoms successfully. In a study on trauma 
disclosure, OXT alone did not increase the tendency to disclose trauma (Scheele et al., 
2019). This might be due to insufficient(ly perceived) social support, because it has 
also been suggested that the presence of social support might be necessary to elicit 
prosocial OXT effects (Cardoso et al., 2016), to mention one of many context-dependent 
OXT effects. Therefore, administering OXT in a psychotherapeutic setting, where social 
support is available, might result in increased disclosure. Concerning the therapeutic 
relationship which is important for successful therapy outcomes, increased sensitivity 
to social reward may result in increased social support seeking and may thus increase 
the likelihood of a positive psychotherapeutic relationship. Notably, it has been found 
that anterior insula activation was normalized, during social reward processing, in PTSD 
patients after OXT administration (Nawijn et al., 2017).

Psychotherapeutic interventions that have been successful in ameliorating PTSD 
symptoms include eye movement desensitization and reprocessing (Shapiro, 2014) pro
longed exposure (Singh, 2019), imagery rescripting and reprocessing therapy (Grunert, 
Weis, Smucker, & Christianson, 2007), exposure therapy (Paunovic & Ost, 2001) as well 
as exposure-based cognitive-behavioral group therapy (CBGT) (Schwartze, Barkowski, 
Strauss, Knaevelsrud, & Rosendahl, 2019). Clinical trials which have investigated OXT’s 
enhancing effects on different treatment options, revealed that OXT could enhance expo
sure-therapy in PTSD patients (Flanagan et al., 2019) and patients with arachnophobia 
(Acheson et al., 2015). A study, which focused on physiological responses to OXT, found 
one notable difference and that was a higher skin conductance baseline level in the OXT 
group (Pitman et al., 1993).

Here, we take CBGT as an example to explain how simultaneous OXT administration 
can enhance psychotherapy.
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OXT improves various aspects of social cognition, for example trust (Kosfeld, 
Heinrichs, Zak, Fischbacher, & Fehr, 2005). Trust is an essential component of psycho
therapy that needs to be established first, before the actual therapy can begin (Wampold, 
2015). Therefore, if OXT facilitates trust, by decreasing amygdala and dorsal striatum 
activation as neuroimaging studies were also able to show (Baumgartner, Heinrichs, 
Vonlanthen, Fischbacher, & Fehr, 2008), it may have beneficial effects on psychothera
peutic outcomes. A recent study on food intake reported that OXT enhances brain 
activation in areas that govern cognitive control, including the vmPFC (Spetter et al., 
2018). Should OXT have the same effects on the vmPFC in PTSD patients, OXT might 
be particularly beneficial for PTSD patients who take part CBGT. There is a growing 
literature body which investigates OXT’s potential on psychotherapies for PTSD patients 
(e.g. Engel et al., 2021; Koch et al., 2014; Koch et al., 2019). Though OXT appears to be a 
promising candidate to ameliorate PTSD symptoms, especially when combined with psy
chotherapies, further studies are required to disentangle the exact mechanism of OXT. 
It is also crucial to find out which PTSD patients can benefit most from OXT-enhanced 
psychotherapy, because OXT has many person-specific characteristics, ranging from 
a person’s attachment style to oxytocin receptor gene variations which differentially 
influence OXT’s action in individuals (Bartz, Zaki, Bolger, & Ochsner, 2011; Olff et al., 
2013). Thus, studies with precise designs which combine behavioral, biological, imaging 
and clinical aspects are required to further address these questions (Giovanna et al., 
2020).

Conclusion and Outlook
In this update paper, we described the mechanisms underlying PTSD by discussing 
the most recent studies on structural and functional brain changes associated with 
PTSD, including findings on structural and functional connectivity. We have discussed 
potential OXT mechanisms of action from the healthy population and ASD patients and 
related these to mechanisms that are malfunctioning in PTSD patients, thereby building 
direct implications for OXT’s potential action mechanism. Most importantly, we like to 
emphasize OXT’s promising characteristics as a psychotherapeutic enhancer. However, 
there are still uncertainties, which need further investigation. These include the critical 
aspects of pharmacodynamics and the ideal dosage. It became clear that therapeutic 
approaches are not yet sufficiently successful in treating PTSD patients, because patients 
drop out of therapy frequently and some symptoms remain after treatment. OXT remains 
a promising candidate for medication-tailored PTSD therapy and research on this topic 
should be continued.
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Correction of Abeditehrani, H., Dijk, C., Sahragard 
Toghchi, M., & Arntz, A. (2020). Integrating Cognitive 
Behavioral Group Therapy and Psychodrama for Social 
Anxiety Disorder: An Intervention Description and an 
Uncontrolled Pilot Trial

Clinical Psychology in Europe, 2021, Vol. 3(4), Article e7727, https://doi.org/10.32872/cpe.7727

Published (VoR): 2021-12-23

Correction note to:

Abeditehrani, H., Dijk, C., Sahragard Toghchi, M., & Arntz, A. 
(2021). Integrating cognitive behavioral group therapy and 
psychodrama for social anxiety disorder: An intervention 
description and an uncontrolled pilot trial. Clinical Psychology in 
Europe, 2(1), Article e2693. https://doi.org/10.32872/cpe.v2i1.2693

In the originally published version of the above mentioned article, there was a typo
graphical error in Table 4. In the second row ("LSAS"), an incorrect value in the "p" 
column was provided (.19). Instead, the correct data for "LSAS" under the "p" column 
is: .019. This change has no effect on the conclusions drawn in the article as the authors 
had already explained correctly that there was a significant decrease (p = .019) in social 
anxiety symptoms assessed with the LSAS. The corrected table can be found below (see 
Table 4). The authors apologize for any inconveniences caused.

Table 4

Pretest and Posttest Comparison for the CBPT Intervention

Scale

Pre Post

t (4)

M difference [CI 99%]
Cohen’s 

d
Hedges’ 

gM SD M SD LL UL p
BFNE 35.60 7.02 28.40 4.10 2.86 -4.39 18.79 .046 1.03 0.82

LSAS 99.40 16.99 58.40 24.81 3.82 -8.44 90.44 .019 2.41 1.93

SADS 14.40 5.64 11.80 7.73 1.31 -6.56 11.76 .261 0.46 0.37

PAS 133.20 13.88 131.60 17.21 0.20 -34.67 37.87 .849 -0.12 -0.09

OPQ 56.20 23.18 35.80 16.63 3.22 -8.74 49.54 .032 0.88 0.70
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Scale

Pre Post

t (4)

M difference [CI 99%]
Cohen’s 

d
Hedges’ 

gM SD M SD LL UL p
OCQ 64.80 23.47 47.00 26.67 5.95 4.03 31.57 .004 0.76 0.61

BDI 19.60 5.86 12.60 8.20 2.03 -8.82 22.82 .111 1.19 0.96

QOLI 29.40 21.31 36.00 25.17 -0.88 -41.13 27.93 .429 0.31 0.25

Note. Observed Means (M) and Standard Deviations (SD) for the Pre and Post assessment points; results of 
t-test analyses (t, p-value) and effect sizes Cohen’s d and Hedges’ g. BFNE = Brief Fear of Negative Evaluation; 
LSAS = Liebowitz Social Anxiety Scale; SADS = Social Avoidance and Distress Scale; PAS = Personal Attitude 
Scale-II; OPQ = Social cost and probability by the Outcome Probability Questionnaire; OCQ = Outcome Cost 
Questionnaire; BDI = Beck Depression Inventory; QOLI = Quality of Life Inventory. Cohen’s d was estimated as 
d = (mean pre-post change)/(pretest SD). Hedges’ g was calculated as follows: g = J*d, with d = Cohen’s d; J = (1 
– 3/(4*df-1)); df = N-1. The sign of the effect size was chosen so that a positive effect size indicates improvement 
and negative effect size represents worsening.
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