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Abstract  

Measurement of adverse effects of psychological therapy is inconsistent due to ambiguity about 

the concept. The perspective of people undertaking psychological therapy (that is, experts by 

experience) has largely been overlooked. This study will investigate whether there is consensus 

between the opinions of professionals and experts by experience. The Delphi method was used. 

In Round 1 thematic analysis was used to analyse qualitative responses. Wilcoxon rank-sum tests 

were used to examine group differences in Rounds 2 and 3. The study protocol was prospectively 

registered, reference osf.io/f9wp7. Fifty-one professionals and 51 experts by experience 

generated 147 potential adverse effects in Round 1, across 9 themes; including “therapy 

amplifies problem”, “emotional lability” and “sense of self”. Each item was rated for overall 

consensus in Rounds 2 (n=62) and 3 (n=63). Thirty-eight items were rated as essential, very 

important or important to include on a list of potential adverse effects. A further 12 items were 

rated as important by the expert by experience group only. Professionals were more conservative 

in their ratings. There appeared to be consensus between professionals and experts by experience 

on what to include in a list of adverse effects of psychological therapy (the EDAPT), including 

novel adverse effects which have not been previously considered. Further research is required to 

understand which adverse effects are necessary, unnecessary, or indeed harmful to 

psychotherapy outcomes.   

Key Practitioner Message 

• There is growing recognition of the importance of acknowledging adverse effects within 

psychological therapy to support informed consent, however there is no consensus on the 

potential adverse effects of psychological therapy. 

• In this study a panel of experts by experience and professional therapists created a 

comprehensive list of adverse effects and ranked how important it was to consider each 

item. 

• This list, the EDinburgh Adverse effects of Psychological Therapy (EDAPT) may be used 

as a teaching tool and to guide clinical discussion. Further research is required to create an 

outcome measure.  

• This study highlighted that therapist ratings of adverse effects are more conservative than 

ratings of experts by experience.  
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Introduction 

Adverse effects are widely acknowledged when applying pharmacological interventions, and open 

and transparent reporting of these is essential for informed patient decision-making and consent to 

treatment (NICE, 2011). At present, much less is known about the possible adverse effects of 

engaging with psychological therapy (henceforth referred to as therapy), yet an emerging evidence 

base indicates that there may be significant personal cost and discomfort (Crawford et al., 2016; 

Linden, 2013; Parry et al., 2016; Vaughan et al., 2014). Reports indicate that between 3 and 10% 

of people may “worsen” after therapy (Berk & Parker, 2009; Crawford et al., 2016) and there is a 

growing recognition by therapists that negative effects exist (Berk & Parker, 2009; Bystedt et al., 

2014). There is no consensus on the definition of adverse effects, and in this context the term refers 

to effects of therapy that are unwanted, uncomfortable or harmful. The creation of a 

transdiagnostic, trans-therapeutic definition would allow for direct comparison across therapeutic 

modalities, and, identify “if there would be another therapy that works without this… [this] would 

be better’ (Linden, 2013). 

Measuring Adverse Effects 

Research on the adverse effects of pharmacological interventions report that between a third and 

a half of patients do not spontaneously report when they experience adverse effects, thus patient-

report questionnaires are recognised as essential in identifying adverse effects (Foster et al., 2008). 

Therapy involves not only the therapeutic approach and patient factors, but also therapist factors 

(Waller & Turner, 2016). The power imbalance inherent to the therapist-patient relationship has 

been identified as a potentially key contributor to adverse effects (Berk & Parker, 2009; Linden & 

Schermuly-Haupt, 2014; Parry et al., 2016) and may further preclude spontaneous reporting of 

adverse effects, especially if it is perceived to relate to the therapist and/or the therapeutic 
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relationship. As with assessment of therapy benefits, use of standardised instruments may help to 

mitigate potential under-reporting, and allow for a more accurate assessment of potential harms.  

Clarity on what patients and therapists identify as necessary or indeed, acceptable, adverse effects 

may also help to reduce “therapist drift” (Waller & Turner, 2016), which may arise due to therapist 

avoidance of effective intervention methods that are perceived to be adverse for patients, such as 

exposure in anxiety interventions, or trauma-focused interventions (Sars & van Millen, 2015; 

Waller & Turner, 2016). Clarity may also increase the ability to distinguish harmful effects from 

uncomfortable, and the necessary from the unnecessary. There are some untested beliefs about 

therapy; what level of discomfort is necessary to the process, or that things need to ‘get worse 

before they get better’ (Department of Health, n.d.). Agreed upon definitions of potential adverse 

effects may support investigation of such beliefs. Indeed, two studies found that early adverse 

effects may impede efficacy or lead to lesser improvement, which challenges the assumption of 

‘no pain no gain’  (Lutz et al., 2013; Moritz et al., 2015). 

Measures of adverse effects of psychological therapy have been published (see Table 1 for an 

overview and comparison of characteristics), however some focus more on the risk factors for 

adverse effects (Berk & Parker, 2009; Bystedt et al., 2014; Linden & Schermuly-Haupt, 2014; 

Parry et al., 2016). Indeed, the Experiences of Therapy Questionnaire (ETQ; Parker et al., 2013) 

and Unwanted Event to Adverse Treatment Reaction (UE-ATR; Linden, 2013) are perhaps best 

described as measures of negative therapeutic processes, whereas the Inventory for the assessment 

of Negative Effects of Psychotherapy questionnaire (INEP; Ladwig et al., 2014) and Negative 

Effects Questionnaire (NEQ: Rozental et al., 2016) focus on the potential adverse effects as 

experienced by the patient. The INEP items were generated from a literature review and the 

opinions of therapy professionals, while the NEQ items were generated from a literature review, 
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expert consensus, and qualitative data from online interventions of social anxiety. Thus, 

generalisability may be limited as the sample included only groups with social anxiety undertaking 

an online intervention.  

Table 1; Characteristics of measures of adverse effects of psychological therapy 

  ETQ UE-ATR NEQ INEP SEPS TOH1 

Scale Characteristics       

Items generated from; Literature + + + + + . 

                         ; Expert opinion - - + + + . 

                         ; Patient opinion - - + - - . 

Examined with patients (n) 707 0 653 195 85 . 

Number of items (n) 63 16 32 21 97 . 

Self (S) or clinician (C) rated S C S S S . 

Scale type (Likert/Checklist (CL)) Likert CL CL Likert Likert . 

Attribution of effects to therapy   + + +  + 

Process Issues + + + + + + 

Adverse effects       

“Negative wellbeing”  +     

Interpersonal difficulty  + 
 

+ 
 

+ 

Work impacted/sick leave  + 
 

+ 
 

 

Deterioration  + 
  

+  

Emotion/symptoms  + + + + + 

“Behavioural deterioration”   
    

+ 

Hopelessness  
 

+ 
  

 

Failure; sense of incompetence  
 

+ 
  

 

Stigmatisation   + + + 
 

 

Dependency  
 

+ + 
 

+ 

Mortality  
    

+ 

Reoffending  
    

+ 

Preoccupation with therapy +      

ETQ: Experiences of Therapy Questionnaire; Parker et al, 2013. UE-ATR: Unwanted Event to Adverse 

Treatment Reaction Checklist; Linden, 2013. NEQ: Negative Effects Questionnaire; Rozental et al, 2016. 

INEP: Inventory for the assessment of Negative Effects of Psychotherapy questionnaire; Ladwig et al, 2014. 

SEPS: Side Effects of Psychotherapy Scale; Moritz, 2015 (combines elements of the INEP and UE-ATR). 

TOH: Typography of harm; Duggan et al, 2014.  
1 The typography of harm is not an outcome measure, rather a guideline for identifying harm. 
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The effects identified in these measures include: feeling retraumatised and unable to cope (Knox 

et al., 2011), an increase in unhelpful coping strategies, such as substance use (Berk & Parker, 

2009), feeling stigmatised or blamed for not improving (Berk & Parker, 2009), dependency 

(Leitner et al., 2013; Lilienfeld, 2007) and interpersonal conflict (Kraus et al., 2011).  

Need for consensus 

As individual psychological therapy is fundamentally an interaction between therapist and patient, 

it is essential that representatives from both sides of the interaction collaboratively agree what 

adverse effects are important. The Delphi method is particularly useful for topics where published 

literature is inadequate or a topic is poorly defined (Jones & Hunter, 1995). This study poses the 

research question: what do professionals and experts by experience (that is, people who have 

undertaken personal therapy) agree should be included on a measure of the adverse effects of 

psychological therapy?  A secondary aim of this study was to compare the perceptions of 

professionals and experts by experience. This comparison was necessarily exploratory in nature, 

as there is no previous research in this area.  

Method 

Study Pre-registration & Ethical Approval 

Ethical approval was received from University of Edinburgh’s Department of Clinical and Health 

Psychology Ethics Research Panel. Informed consent was sought before each online survey. Data 

was collected anonymously and identifying data were deleted. The study protocol was 

prospectively registered on the Open Science Framework, prior to data collection 

(https://osf.io/tyxk2/register/565fb3678c5e4a66b5582f67). No changes were made to the study 
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protocol and the analysis was completed as planned. Two additional post hoc analyses were 

completed and are included in the online Appendices. 

 

 

Design  

A panel of professional therapists and experts by experience were recruited and the Delphi method 

was applied using the steps described in Yousuf (2007).   

Participants & Recruitment  

An online, snowball recruitment strategy was used to recruit professional therapists and experts by 

experience, aiming to include people with experience from across the spectrum of mental health 

difficulties, and therapeutic styles. A website was created to host the study information and a “sign 

up” link. This website was promoted via Twitter and email. Professional organisations 

representing clinical psychologists, psychiatrists, mental health nurses and psychotherapists were 

approached online, as were a diverse range of UK based charity and advocacy groups asking 

“Would your followers be interested in this study?”.  A blog on this topic was published on “The 

Mental Elf” website which included the study recruitment details.   

Recruitment focussed on, but was not restricted to, UK based participants. Completion of the 

surveys required adequate English language skills and participants were asked to confirm that they 

were aged 18 years or older and did not have a significant neurological disorder or learning 

disability. Experts by experience were eligible to take part whether therapy had completed or not. 
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A “both” category was created to account for professionals who also had personal experience of 

therapy. 

Procedure & Analysis 

Round 1 of the Delphi process included questions about experience of mental health conditions, 

therapeutic models, and pertinent demographics deemed relevant to the experience of adverse 

effects; ethnicity, education and sexual orientation (Crawford et al., 2016). Further demographic 

information was collected in Round 2. Participants were then invited to answer four open ended 

questions about the potential adverse effects of psychological therapy, based upon categories 

identified in the literature (e.g. Linden, 2013; Parry et al., 2016 etc: see online Appendix A). These 

questions were first reviewed by a colleague from a mental health charity to ensure clarity and 

relevance.  

Responses were coded by the first author (EMG) using thematic analysis to identify salient themes 

(Braun & Clarke, 2006). A second coder (JLJ), who was blind to the initial analysis, coded 

responses from a random sample of 10% of the participants. Themes identified by both coders 

were compared and divergence was discussed until a final list was agreed. These were re-written 

as 147 ‘present tense’ statements (included in online Appendix B) for use in Round 2. The Round 

2 survey link was emailed simultaneously to the panel and open for three weeks, with one prompt 

after two weeks. The panel were invited to rate whether each item was important to include on a 

measure of the adverse effects of psychological therapy using a five-point Likert scale; essential, 

very important, important, of little importance or not important at all. 

Similar to other Delphi studies (Langlands et al., 2008) items rated as essential, very important or 

important by at least 80% of the each of the two categories were deemed to have reached a high 
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level of consensus and were included in the final outcome measure. Items rated between essential 

and important by 70-79% of the total panel, or 80% of either group were reassessed in Round 3. 

All remaining items were excluded from the outcome measure. The Round 2 protocol was repeated 

in Round 3, and items not meeting the inclusion threshold were dropped. Participants were invited 

to comment throughout Round 2 and 3 to allow for nuanced opinions and clarification of 

responses; comments were thematically analysed. An exploratory analysis compared the median 

rating of each item by professionals and by experts by experience using Wilcoxon rank-sum test 

using Stata IC- v14.  

 [Insert Figure 1 here] 

Results 

Delphi Panel  

One hundred and thirty-four people signed up to participate. One hundred and two participants 

(76% of those recruited) completed Round 1, 62 participants (61% of Round 1 completers) 

completed Round 2, and 63 (62% of Round 1 completers,) completed Round 3 (see Figure 1 for 

full details). The professional and both categories were combined and analysed together as 

professionals. Full demographic details are reported in Tables 2 and 3, and therapy experience 

details can be found in online Appendix C.  

Table 2: Demographic characteristics of Delphi panel- Round 1 information 

 
Experts by Experience 

n=51 

Professionals  

n=51 

Ethnicity/Cultural identification n % n % 

White or Euro-American 47 92% 48 94% 

Mixed/Multiple ethnic/cultural groups 2 4% 2 4% 

Asian/ Asian European or American 1 2% 1 2% 
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Black/African/Caribbean/Black 

European  
0 0% 0 0% 

Prefer not to say 1 2% 0 0% 

Work Status         

Employee 30 59% 40 78% 

Self-employed 2 4% 4 8% 

Student 2 4% 5 10% 

Homemaker 2 4% 0 0% 

Retired 5 10% 0 0% 

Unemployed (able to work) 1 2% 0 0% 

Unemployed (unable to work) 7 14% 1 2% 

Prefer not to say 2 4% 1 2% 

Highest level of education      

Primary school or less 0 0% 0 0% 

Secondary/High school completed 4 8% 0 0% 

College/University completed 24 47% 9 18% 

Post graduate degree 23 45% 42 82% 

Sexual Orientation      

Heterosexual 36 71% 44 86% 

Lesbian/Gay 1 2% 0 0% 

Bisexual/other 7 14% 4 8% 

Prefer not to say 3 6% 3 6% 

Not sure/Asexual 4 8% 0 0% 

 

 

Table 3: Demographic characteristics of Delphi panel- Round 2 information  

*Data from Survey 2 (n=62) 
Experts by Experience  

n=31* 

Professionals  

n=31* 

Gender*     

Male 0 0% 11 35% 

Female 30 94% 20 65% 

Prefer not to say/Other 2 6% 0 0% 

Age range*     

18-24 2 6% 0 0% 

25-34 7 22% 14 45% 

35-44 9 28% 12 39% 

45-54 5 16% 2 6% 

55-64 3 9% 3 10% 

65-74 4 13% 0 0% 

Prefer not to say 2 6% 0 0% 

Country*      

UK 26 81% 29 94% 

Other (includes USA, Ireland, Norway, 

New Zealand) 
6 19% 2 6% 
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Experts by experience reported undertaking therapy for depression (73%), anxiety (37%) and 

trauma (31%) with a range of therapists, such as clinical psychologists (57%) and/or counsellors 

(57%). Ten percent of experts by experience did not know their therapist’s title/qualification. 

Almost three-quarters reporting having received counselling (73%) and/or CBT (71%).   

Most professionals taking part in Round 1 were applied psychologists (73%). The professionals 

reported delivering CBT (84%), mindfulness & mindfulness-based cognitive therapy (33%), 

acceptance commitment therapy (31%) and counselling (24%), for depression (94%), social 

anxiety (90%), generalised anxiety disorder (86%), trauma (80%) and OCD (80%). Professionals 

who had personal experience reported receiving counselling (65%), CBT (39%) and/or 

psychodynamic or psychoanalytic therapy (39%) for depression (48%), generalised anxiety 

disorder (26%) and trauma (23%). Nineteen percent of professionals with personal experience 

reported that this was for personal development.  

Most participants reported overall satisfaction with psychological therapy; 57% of experts by 

experience, 71% of professionals with personal experience and 89% of professionals. Thirty-four 

percent of experts by experience reported dissatisfaction with therapy received as did 20% of the 

professionals with personal experience. Only 10% of professionals reported dissatisfaction with 

providing therapy. More experts by experience were dissatisfied with the amount of information 

they received about therapy (47%) than were satisfied (43%).  

Round 1: Thematic Analysis 
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Responses to the Round 1 prompts about potential adverse effects of psychological therapy ranged 

from single words to longer narrative text. Thematic analysis of these responses led to the 

generation of 147 unique potential adverse effects categorised (reported in online Appendix B) 

under 9 themes, (detailed in Table 4). 

Round 2 and 3: Delphi ratings  

Thirty-six items (24%) were rated between important and essential by 80% of both the expert by 

experience and professional panels in Round 2. Seventy items (48%) were excluded, and 41 items 

(28%) were included in Round 3 for re-rating (see online Appendix B, and Figure 2). In Round 3, 

two additional items were rated between important and essential by at least 80% of both categories; 

‘Increased frequency or intensity of hopelessness or feeling stuck’, and ‘Own sense of self feels 

like it’s determined by therapist’s opinion’. The list, the Edinburgh Adverse effects of 

Psychological Therapy (EDAPTS – Table 5), was created using 38 items from eight of the nine 

themes. Some items were expanded to allow for nuanced responses. Twelve extra items that were 

rated as important-essential by more than 80% of the expert by experience group, but not by the 

professional group- were included as supplementary items. 

[Insert Figure 2 here] 

Table 4: Themes and brief description 

Theme Description 

Therapy amplifies 

problem 

 

Potential adverse effects in this theme refer to difficulties that are amplified 

in therapy, such as acknowledging how serious the problem is, or having 

painful realisations about one’s past.  

 

Increased emotional 

lability (frequency or 

intensity) 

Participants cited a range of feelings that may be amplified by the 

therapeutic process; from feeling angry, to feeling exposed or experiencing 

a ‘grief reaction’ for the life that could have been lived.  

 

Somatic/physical 

effects 

Similar to ‘increased emotional lability’, a range of potential physical 

and/or somatic effects were suggested as related to undergoing 
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 psychotherapy; from loss of appetite to headaches to increased stomach 

aches.  

 

Increased use of 

negative coping 

strategies 

 

Participants described using substances or engaging in risky strategies 

(such as self-harm) to cope with the increased emotional or somatic effects 

associated with attending therapy. 

Sense of self 

 

Engaging in psychotherapy was reported to lead to some changes in how 

people saw themselves. For some this felt ‘determined by the therapist’s 

opinion’ or infused with shame or feelings of incompetence if they felt they 

had been responsible for needing therapy in the first place. Some reported 

that therapy could ‘fragment’ their sense of who they were, which then led 

to the emergence of a different self, who may no longer fit in with their 

own life.  

 

Therapy process 

 

There were many suggested effects related to the therapeutic process itself, 

some relating to the power dynamics inherent in the relationship, feeling 

constrained by the model/therapist’s style, and feeling tension with 

maintaining personal boundaries in therapy.  

 

Practical burden 

 

Psychotherapy requires time and effort, and some of the consequences of 

this were cited as potential adverse effects; for example, feeling vulnerable 

between sessions, having less time for ‘day to day’ life or needing to take 

time off work.  

 

Impact on 

relationships 

Relationship change was listed by many participants, with many different 

potential reasons cited. These included; change due to the clients making 

choices based on new insights, indirect change related to discussions in 

therapy about past events and change associated with a ‘devaluing’ of other 

relationships in comparison to the intimacy of the therapeutic relationship.  

 

Consequences and/or 

risks 

Some potential consequences or risks of engaging with therapy were listed, 

with some being related to harmful practice (such as risk of abuse by the 

therapist) and others related to the process. The latter include the risk of 

being misdiagnosed, risk of being perceived negatively if therapy doesn’t 

work and the opportunity cost of not accessing other treatment options 

instead.  

  

 

 

 

Validity of Concept: Qualitative analysis of comments  

Twenty participant comments (17 in Round 2 and 3 in Round 3) raised issue with measuring 

adverse effects and the rating of items in this study; sample quotes can be found in online Appendix 
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D. Some suggested that the concept of adverse effects of psychological therapy was moot for 

reasons including that undertaking therapy is necessarily uncomfortable and that the items listed, 

such as, ‘an increase in negative emotions’, were integral to the process (4 experts by experience 

and 2 professionals). Others (3 experts by experience and 2 professionals) stated that some items 

were indicators of bad therapy – and, as such, did not fit with their concept of adverse effects.  

Regarding the rating system; some (1 expert by experience and 2 professionals) reported that rating 

items as important or not did not capture their nuanced opinion. Eleven participants (5 experts by 

experience, 3 professionals and 3 with both professional and personal experience) raised concerns 

about the creation of a list of potential adverse effects, citing “nocebo effects”, the likelihood that 

presenting a list could put people off therapy, and the inclusion of unacceptable outcomes on an 

outcome measure could suggest that they are ‘acceptable’ and/or likely outcomes of therapy. Eight 

(6 experts by experience and 2 both) commented that a list of adverse effects could benefit the 

therapeutic process by increasing awareness among therapists, prompting pre-emptive discussion 

of adverse effects or helping to identify “red flags”. 

 

Comparison of ratings by Professionals and Experts by Experience 

A Wilcoxon rank-sum test compared ratings by experts by experience and professionals (including 

the ‘both’ group) for each of the 147 items. In Round 2 there was a statistically significant 

difference in the ratings for less than 10% of items (n=14) (full details in online Appendix B). Just 

one item, “Feeling embarrassed about opening up to a stranger” was rated as more important by 

the professionals than the experts by experience (Z= -1.98, p = 0.05). All other items rated 

differently between the groups were rated as more important by the experts by experience.  
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In Round 3, there was a statistically significant difference for 13 of the 41 items (32%), with all 

items rated as more important by the experts by experience. Eleven of the 13 items were rated as 

important by at least 80% of the expert by experience group and were made supplementary items 

on EDAPTS. One item received a statistically significant different rating by experts by experience 

and professionals, however did not meet the 80% inclusion threshold; “Therapy failure may lead 

to a label of “treatment resistant”’ (Z= 2.13, p=0.03).  

Post-hoc analyses 

There were no male responders in the expert by experience group in Round 2, and a secondary 

analysis of gender difference in the “both” group was carried out to review whether male (n=7) 

and female (n=7) responders rated items similarly or differently (see online Appendix E1). This 

post hoc analysis was underpowered yet indicated there was no differences in rating for 86% of 

items. 

The pre-registered protocol determined analysis based on two categories, professionals and experts 

by experience, however the proportion of professionals who identified as having both personal and 

professional experience was larger than anticipated. A Kruskal Wallis test was used to explore 

whether analysing the both category as a distinct group would affect the results. (see online 

Appendix E2). There was less difference across the 3 groups than the pre-specified two group 

comparison, with the opinions of people in the ‘both’ category being less conservative than the 

professional therapist only group, but more conservative than the expert by experience group. 

Discussion 

The Delphi panel identified most of the adverse effects and process issues included in previously 

published measures, except for prolongation of treatment and reoffending. Interestingly, the effects 
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common to previous measures were not all rated by the panel as important or essential to be 

included on an outcome measure; specifically, items relating to deterioration, effects on work/sick 

leave, sense of failure and stigmatisation. The panel also identified a number of novel items which 

have not been included in other measures including; feeling under pressure to “use therapy 

properly”, increased self-harm and suicidal ideation, painful realisations, vulnerability, and 

difficulties with the time limited nature of the therapeutic relationship. The inclusion of the voice 

of experts by experience is likely to account for these previously unrecognised but important 

potential adverse effects.  

Despite its importance, the opinion of experts by experience is least represented in the literature. 

Thus, despite not meeting the pre-specified threshold for inclusion, items which were deemed 

important by the expert by experience group, but not the professionals, were included as 

supplementary on the EDAPTS (see Table 5). These 12 items include process issues related to 

power imbalance; such as, “feeling unable to disagree/criticise the process as this will be perceived 

as denial” and “feeling under pressure to recall bad memories/emotions/give the right 

answers/improve “. Overall, professionals and experts by experience with experience of face-to-

face therapy appeared to agree in their opinions, although professionals were somewhat more 

conservative about what to include as adverse effects.  

Strengths and limitations 

This study represents one of the few attempts to understand the perspective of experts by 

experience on the adverse effects of psychological therapy. It adhered to a preregistered protocol, 

thus reducing the risk of researcher bias. There was also a good response rate in Round 3 (62% of 
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the initial sample). In addition, participant opinion was encouraged throughout each survey, which 

meant participants could critique the study while taking part.   

Nonetheless, this study had some limitations. Although the participants were representative of 

some groups that have been identified as having higher reported adverse effects (Crawford et al., 

2016) including adults of working age, people who identify as non-heterosexual and people who 

are unsure about the type of therapy received; some other groups, including males and people from 

black and minority ethnic groups, were not well-represented. Similarly, there was little diversity 

in the professional sample across ethnicity and education levels, however the latter may be a 

function of the professional requirements to work as a therapist. There was however a wide range 

of satisfaction with therapy, suggesting that the adverse effects they identified are relevant to 

people who have had positive and negative experiences of therapy. 

The lack of male expert by experience participants in Round 2 was unexpected, however without 

gender information in Round 1 it is unclear whether this was related to the recruitment strategy, or 

attrition. Gender differences are complex, however there is some evidence that females are more 

likely to report and seek intervention for mental health difficulties (McManus et al., 2016; Wilkins 

et al., 2008) while males are less likely to use mental health services, remain in treatment, or be 

represented in samples of people with experience of therapy (Ladwig et al., 2014; Wilkins et al., 

2008). Preliminary evidence specific to gender difference in the validation of adverse effects by 

people with personal experience suggests that there are no significant differences (Parker et al,, 

2013).  

The inclusion of the ‘both’ group in the professional category was based on the premise that 

training and practicing therapy may have a greater impact on opinions of therapy than personal 
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experience, however the impact of personal therapy on professional opinions should not be 

understated (Wilson et al., 2015). The finding that more than 60% of the initial sample of 

professionals had personal experience of therapy was also unanticipated. Just 19% of these 

participants cited receiving therapy for personal development, which is consistent with recent 

recognition of the high prevalence of mental health difficulties amongst mental health 

professionals (Tay et al., 2018).   

The list of items rated in Rounds 2 and 3 included some ambiguous items, which combined 

concepts (such as intensity/frequency) or conflated a cause with an adverse effect which may have 

affected the results. The analysis involved multiple exploratory analyses, all including 147 items; 

this increases the likelihood of Type II error, and therefore the results must be interpreted with 

caution. As the Delphi method prioritises the majority opinion, it is possible that minority opinions 

(either demographic, or therapy specific) may have been overlooked. The diverse sample may 

affect the internal validity of the final list, however the high rates of agreement across items 

indicates that a divergent group may be able to agree on this topic.  

Implications  

Understanding the benefits and risks of particular therapeutic approaches is not only essential for 

reducing the time and cost incurred by the provision of unhelpful or unsafe interventions, it is also 

central to informed consent. Informed consent is not only a right (NHS Scotland, 2012) it also 

enhances collaboration and sets realistic expectations for the therapeutic relationship and reduces 

the risk of exploitation and harm (NICE, 2011).  

This study provides evidence that people on both sides of the therapeutic relationship can agree on 

what should be included in a definition of adverse effects. Importantly, however, this study found 
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evidence that professionals may be overlooking some adverse effects that are important to people 

undergoing therapy. Thus, it is recommended that psychological therapists should seek to identify 

what their clients might perceive to be unwanted effects of therapy, and carefully monitor these as 

therapy progresses.   

The EDAPT list developed here is preliminary. Investigation of the nuances of which effects are 

necessary, unnecessary and harmful is required, before the clinical validity, reliability  of EDAPT 

list in clinical groups is investigated. Nonetheless, it provides context and a language to discuss 

the potential adverse effects of therapy, which may inform therapy training and supervision 

(Castonguay et al., 2010). 

The measurement of adverse effects in randomised controlled trials would enable investigation of 

the mechanisms of change and test whether things do “need to get worse before they get better” 

across different therapeutic models. Hypothesis driven research of the specific effects of specific 

therapies is required (Dimidjian & Hollon, 2010), and the results of this study may provide a context 

within which to generate these questions.  

 

 

 

 

   

References  



21 
 

Berk, M. & Parker, G. (2009). The elephant on the couch: side-effects of psychotherapy. Australian and 

New Zealand Journal of Psychiatry, 43, 787-794. 

Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Quantitative Research in 

Psychology, 3 (2).   

Bystedt, S., Rozental, A., Andersson, G., Boettcher, J., & Carlbring, P. (2014). Clinicians perspectives on 

negative effects of psychological treatments. Cognitive Behaviour Therapy, 43 (4), 319-331. 

http://doi.org/10.1080/16506073.2014.939593 

Castonguay, L. G., Boswell, J. F., Constantino, M. J., Goldfried, M. R., & Hill, C. E. (2010). Training 

implications of harmful effects of psychological treatments, American Psychologist, 65(1), 34–49. 

http://doi.org/10.1037/a0017330 

Crawford, M. J., Thana, L., Farquharson, L., Palmer, L., Hancock, E., Bassett, P., … Parry, G. D. (2016). 

Patient experience of negative effects of psychological treatment: results of a national survey. The British 

Journal of Psychiatry, 208, 260–265. http://doi.org/10.1192/bjp.bp.114.162628 

Department of Health, (n.d.). Choosing talking therapies? Available at http://oxleas.nhs.uk/site-media/cms-

downloads/Choosing_talkling_therapies_Department_of_Health.pdf. 10 May, 2020. 

Dimidjian, S. & Hollon, S. (2010) How would we know if psychotherapy were harmful?  American 

Psychologist, 65(1), 21-33. 

Foster, J.M., van der Molen, T., Caesar, M. & Hannaford, P. (2008). The use of questionnaires for 

measuring patient-reported side effects of drugs: its importance and methodological challenges. 

Pharmacoepidemiology and Drug Safety, 17, 278-296.  

Jones, J., & Hunter, D. (1995). Consensus methods for medical and health services research. BMJ: British 

Medical Journal, 311, 376-80. 

http://oxleas.nhs.uk/site-media/cms-downloads/Choosing_talkling_therapies_Department_of_Health.pdf
http://oxleas.nhs.uk/site-media/cms-downloads/Choosing_talkling_therapies_Department_of_Health.pdf


22 
 

Knox, S., Adrians, N., Everson, E., Hess, S., Hill, C. & Crook-Lyon, R. (2011). Clients’ perspectives on 

therapy termination. Psychotherapy Research, 21(2), 154-167.  

Kraus, D., Castonguay, L., Boswell, J., Nordberg, S. & Hayes, J. (2011). Therapist effectiveness: 

implications for accountability and patient care. Psychotherapy Research, 21(3), 267-276. 

Ladwig, I., Rief, W. & Nestoriuc, Y. (2014). What are the risks and side effects of psychotherapy? – 

Development of an Inventory for the assessment of Negative Effects of Psychotherapy (INEP). English 

version of Verhaltenstherapie, 24, 252-264. http://doi.org/10.1159/000367928. 

Langlands, R. L., Jorm, A. F., Kelly, C. M., & Kitchener, B. A. (2008). First aid recommendations for 

psychosis: using the Delphi method to gain consensus between mental health consumers, carers, and 

clinicians. Schizophrenia Bulletin, 34(3), 435-443. 

Leitner, A., Märtens, M., Koschier, A., Gerlich, K., Liegl, G., Hinterwallner, H., & Schnyder, U. (2013). 

Patients” perceptions of risky developments during psychotherapy. Journal of Contemporary 

Psychotherapy, 43(2), 95-105. 

Lilienfeld, S. (2007). Psychological treatments that cause harm. Perspectives on Psychological Science, 

2(1), 53-70. 

Linden, M. (2013). How to define, find and classify side effects in psychotherapy: from unwanted events 

to adverse treatment reactions. Clinical Psychology & Psychotherapy, 20(4), 286-296. 

Linden, M., & Schermuly-Haupt, M. L. (2014). Definition, assessment and rate of psychotherapy side 

effects. World Psychiatry, 13(3), 306-309. 

Lutz, W., Ehrlich, T., Rubel, J., Hallwachs, N., Rottger, M., Jorasz, C., Tschitsaz-Stucki, A. (2013). The 

ups and downs of psychotherapy: Sudden gains and sudden losses identified with session reports. 

Psychotherapy Research, 23(1), 14-24. http://doi.org/10.1080/10503307.2012.693837. 



23 
 

McManus, S., Bebbington, P., Jenkins, R. & Brugha, T. (eds.) (2016) Mental health and wellbeing in 

England: Adult Psychiatric Morbidity Survey 2014. Leeds: NHS Digital. 

Moritz, S., Fieker, M., Hottenrott, B., Seeralan, T., Cludius, B., Kolbeck, K., … Nestoriuc, Y. (2015). No 

pain, no gain? Adverse effects of psychotherapy in obsessive–compulsive disorder and its relationship to 

treatment gains. Journal of Obsessive-Compulsive and Related Disorders, 5, 61–66. 

http://doi.org/10.1016/j.jocrd.2015.02.002 

NHS Scotland (2012). Your health, your rights. The Charter of patient rights and responsibilities. NHS 

Scotland. http://www.gov.scot/resource/0039/00390989.pdf 

NICE: National Institute for Health and Care Excellence (2011). Service user experience in adult mental 

health Improving the experience of care for people using adult NHS, (136), 1–231. 

Parker, G., Fletcher, K., Berk, M., & Paterson, A. (2013). Development of a measure quantifying adverse 

psychotherapeutic ingredients: The Experiences of Therapy Questionnaire (ETQ). Psychiatry Research, 

206(2–3), 293–301. http://doi.org/10.1016/j.psychres.2012.11.026 

Parry, G. D., Crawford, M. J. & Duggan, C. (2016). Iatrogenic harm from psychological therapies- time to 

move on. The British Journal of Psychiatry, 208, 210-212. doi: 10.1192/bjp.bp.115.163618 

Rozental, A., Kottorp, A., Boettcher, J., Andersson, G., & Carlbring, P. (2016). Negative effects of 

psychological treatments: an exploratory factor analysis of the Negative Effects Questionnaire for 

monitoring and reporting adverse and unwanted events, PLoS ONE 11(6): 1–22. 

http://doi.org/10.1371/journal.pone.0157503 

Sars, D., & van Minnen, A. (2015). On the use of exposure therapy in the treatment of anxiety disorders: a 

survey among cognitive behavioural therapists in the Netherlands. BMC Psychology, 3 (26). 

http://doi.org/10.1186/s40359-015-0083-2 



24 
 

Tay, S. (2016). Lived experience of mental health problems among clinical psychologists, stigma and its 

impact on disclosure and help seeking. Unpublished doctorate thesis, 

http://discovery.ucl.ac.uk/1531981/7/Tay_Thesis_final_volume1_Tay_redacted.pdf 

Vaughan, B., Goldstein, M. H., Alikakos, M., Cohen, L. J., & Serby, M. J. (2014). Frequency of reporting 

of adverse events in randomized controlled trials of psychotherapy vs psychopharmacotherapy. 

Comprehensive Psychiatry, 55(4), 849–855. http://doi.org/10.1016/j.comppsych.2014.01.001 

Waller, G., & Turner, H. (2016). Therapist drift redux: Why well-meaning clinicians fail to deliver 

evidence-based therapy, and how to get back on track. Behaviour Research and Therapy, 77, 129–137. 

http://doi.org/10.1016/j.brat.2015.12.005 

Wilkins, D., Payne, S., Granville, G. & Branney, P. (2008). The gender and access to health services study. 

Department of Health, London. As downloaded from http://eprints.leedsbeckett.ac.uk/414/ 10 May, 2020 

Wilson, H.M.N., Weatherhead, S. & Davies, J.S. (2015). Clinical psychologists’ experiences of accessing 

personal therapy during training; a narrative analysis. International Journal of Practice-based Learning in 

Health and Social Care, 3 (2), 32-47.  

Yousuf, M. I. (2007). Using experts” opinions through Delphi technique. Practical assessment, research 

& evaluation, 12(4), 1-8. 



25 
 

Table 5: EDAPT: Edinburgh Adverse effects of Psychological Therapy 

 

 

Therapy amplifies the problem 

Painful realisations about own past/childhood/negative experiences/parenting 

Being retraumatised   
Therapy has highlighted factors that contribute to mental health difficulties, that cannot be 

changed 

No longer being able to avoid painful thoughts/beliefs about oneself 

*Viewing own behaviour as abnormal, or as a symptom 

 

Negative Coping Strategies 

Increased self-harm 

Increased suicidal ideation  

Increased suicide attempts 

Developing new ways of coping, but which actually make problems worse, or stop them getting 

better 

*Increased alcohol use 

*Emergence of new 'rules about what I should do' based on what therapist said 

 

Sense of Self 

Own sense of self feels like it is determined by therapist's opinion 

*Doubting own thoughts/feelings/responses 

 

Therapy Process 

Feeling over reliant/dependent on therapist 

Feeling confused about the process, for example, unsure about how and when it will end 

Fear of being left again/abandoned as therapy involves creating a bond that will be severed 

Experiencing a sense of loss when the therapist is away or when therapy ends- and having no one 

to talk to about this loss 

The therapy relationship is difficult, which feels like other relationships 

*Feeling under pressure to recall bad memories/emotions/give the right answers/improve 

*Feeling unable to disagree/criticise the process as this will be perceived as denial 

*Diagnosis/misdiagnosis can affect own sense of self and may become a self-fulfilling prophecy 

*Feeling vulnerable to negative things therapist says about oneself/one's past/family 

 

Practical 

Therapy requires effort at a time of vulnerability 

Feeling vulnerable; in session 

Feeling vulnerable; all day after therapy 

Feeling vulnerable; between sessions 

 

Relationships 

Relationships change as gaining new insight into negative relationships 
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Relationships change as own behaviour changes, for example, becoming more assertive 

Interactions with people are affected if they were discussed in therapy, for example, feeling anger 

about past events 

 

Increased emotional lability (frequency or intensity)  

…anger  

…anxiety/fear/panic/ worry 

…despair/feeling disheartened/demotivated/helpless/haplessness 

…discomfort  

…distress 

…feeling exposed/vulnerable 

…feeling overwhelmed or unable to cope 

…guilt/shame 

…flashbacks 

…seeing or hearing things that might not be there or developing very unusual beliefs that no-one 

else thinks are true  

…being preoccupied with upsetting and intrusive thoughts or having to do certain 'rituals' to feel 

less anxious 

…hopelessness/feeling stuck 

…nightmares 

…stress 

…tired/fatigue/exhaustion/emotionally drained 

…feeling upset/sadness/depression 

*…bewilderment/confusion 

*…loneliness/aloneness 

*…worthlessness 

Experiencing a grief/loss reaction for life that could have been lived 

Anxiety during exposure tasks 

Feeling responsible if therapy doesn't help or feeling pressured to 'use therapy properly' 

Going into therapy feeling good-then come out feeling low and upset 

Worry that the therapy sessions might be unpleasant or that something bad might happen 

*Being preoccupied with ideas from therapy 
*Italics; Supplementary items identified as important by 80% of Experts by Experience. 
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Figure 2; Flow diagram of Delphi rounds 
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EDAPTS Appendix A 

Survey Questions: Round 1 

Question One  

Psychological therapy can be of benefit for a range of mental health conditions and we have evidence that different 

psychological therapies can help for different mental health conditions. 

What we know less about is whether psychological therapy also causes harm or discomfort. We think it’s best to find 

out as much as possible to help people make the best decisions for themselves. 

We are asking you for your opinions because you have professional or personal experience of psychological therapy. 

We know that it can be difficult to come up a list all at once, so after you give your first answer we will share some 

definitions and categories of adverse effects to help you come up with more. 

There will be an opportunity to add to your list on each page. 

-What do you think are the adverse effects (or side effects) of psychological therapy? If you think there are no 

adverse effects, please tell us that in the box below. Please comment… 

 

Question Two 

Adverse effects can be called many different things: Side effects 

Unwanted events 

Unintended consequences 

Treatment-emergent reactions 

Therapeutic risk 

Necessary discomfort. 

There are also many different definitions of Adverse effects: 

‘unwanted because of their negative quality and because they are not intended by the treatment…not... the goal of 

treatment, and if there would be another therapy that works without this… it would be better.’ (Linden, 2013) 

'harmful/uncomfortable/unpleasant events that occur during psychological therapy' 

'get worse before get better' 

We are interested in any effect that is unpleasant or negative. Some may be due to the type of therapy or therapist. 

Some may be necessary or important for treatment, for example, crying or exposure to anxiety. We realise that this 

may be a part of the process but still think it should be measured as an adverse effect. If you disagree, please let us 

know in the box below.  

-After reading these, have you thought of any more adverse effects? 
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Question Three 

Here are some areas where psychological therapy can have a positive effect. 

Physical health 

Relationships with partners, family or friends 

Emotions 

Behaviour 

Daily Routine (such as sleeping, eating etc) 

Work life 

Sense of self  

-Do you think there are adverse effects in any of these areas? 

 

Question Four 

-When you think about what is difficult about psychological therapy, do you think of any more adverse effects?  

 

-End of Survey- 
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EDAPTS Appendix B- Full list of potential adverse effects 

Table B: Full item list generated from Round 1 organised by theme; Exclusion/inclusion status and analysis comparing EBE and Professional ratings 

 Round 2 Round 3 

  Included/ 

Excluded 

Z score* P value Rated 
more NB 

by 

Z score P value Rated 
more NB 

by 

Therapy amplifies the problem        

 Becoming more aware of own thoughts, behaviours, mood, 

problems 

Excluded R3 -1.20 0.23  -1.60 0.11  

 Becoming more judgmental of own thoughts, behaviours, 

mood, problems 

Excluded R3 -0.26 0.79  0.44 0.66  

 Painful realisations about own past/childhood/negative 

experiences/parenting 

Included R2 -1.54 0.12     

 Being retraumatised Included R2 0.20 0.84     

 Pathologising own behaviour, for example, seeing own 

behaviour as abnormal 

Supplementary 2.24 0.02* EBE 1.11 0.27  

 Feeling misunderstood or invalidated Excluded R2 0.49 0.63     

 Therapy can highlight maintaining factors that cannot be 

changed (that is, factors that contribute to mental health 

difficulties)  

Included R2 0.05 0.96     

 No longer being able to avoid painful thoughts/beliefs about 

oneself 

Included R2 -0.78 0.43     

 Accepting help makes mental health problems feel more real Excluded R2 0.72 0.47     

 Difficulties with trust are amplified in the therapy relationship Excluded R2 1.54 0.12     

 Fleeting suicidal impulses are given more meaning  Excluded R2 0.92 0.36     

Increased emotional lability (frequency or intensity)        

 anger  Included R2 -0.57 0.57     

 anxiety/fear/panic/ worry Included R2 -0.81 0.42     

 bewilderment/confusion Supplementary 2.97 0.00* EBE 2.84 0.00* EBE 

 despair/feeling 

disheartened/demotivated/helpless/haplessness 

Included R2 0.58 0.56     

 discomfort  Included R2 -1.81 0.07     

 disempowerment Excluded R2 1.94 0.05     

 distress Included R2 -1.12 0.26     

 feeling exposed/vulnerable Included R2 -0.57 0.57     

 feeling 'foggy'- depersonalised/dereal Excluded R3 1.15 0.25  0.32 0.75  

 feeling judged/criticised/threatened Excluded R2 1.22 0.22     

 feeling overwhelmed or unable to cope Included R2 -0.04 0.96     

 feeling less kind and empathetic Excluded R2 0.52 0.60     

 frustration/disappointment Excluded R3 0.74 0.46  1.19 0.24  

 guilt/shame Included R2 0.35 0.73     

 hallucinations, flashbacks, psychosis, 

obsessions/compulsions 

Included R2 1.99 0.05     

 increased passivity/demotivation Excluded R2 2.15 0.03* EBE    

 hopelessness/feeling stuck Included R3 2.20 0.03* EBE 0.29 0.77  

 loneliness/aloneness Supplementary 1.97 0.05  2.11 0.04* EBE 

 stress Included R2 0.49 0.62     

 tired/fatigue/exhaustion/emotionally drained Included R2 0.41 0.68     

 worthlessness Supplementary 0.56 0.58  2.18 0.03* EBE 

 feeling upset/sadness/depression Included R2 -0.05 0.96     

 Experiencing a grief/loss reaction for life that could have 

been lived 

Included R2 -0.79 0.43     

 Anxiety during exposure tasks Included R2 -1.31 0.19     

 Feeling like one is being manipulated in therapy Excluded R2 3.35 0.00* EBE    

 Feeling like a failure Excluded R2 0.76 0.45     

 Being preoccupied with ideas from therapy Supplementary 1.30 0.19  2.48 0.01* EBE 

 Feeling responsible if therapy doesn't help/feel pressured to 

'use therapy properly' 

Included R2 1.09 0.28     

 Going into therapy feeling good-then come out feeling low 

and upset 

Included R2 0.04 0.97     

 Apprehension about therapy sessions Included R2 -1.94 0.05     

 Crying more often Excluded R3 -1.24 0.22  0.07 0.94  

 Feeling embarrassed about opening up to a stranger Excluded R3 -1.98 0.05* Prof -1.42 0.15  

 Therapy triggering a catatonic state  Excluded R2 3.24 0.00* EBE    

Physical/Somatic        

 Increased nightmares Included R2 -0.19 0.85     

 Insomnia Excluded R3 1.01 0.31  1.51 0.13  

 Weight gain/loss/change in appetite Excluded R2 0.22 0.83     

 Loss of sex drive Excluded R2 0.07 0.94     

 Concentration is affected due to thinking about therapy Excluded R3 0.31 0.76  1.01 0.31  

 Eczema has flared up  Excluded R2 0.47 0.64     

 IBS is worse Excluded R2 0.33 0.74     

 Increased headaches Excluded R2 0.53 0.60     

 Physical health conditions have been described as 

psychological  

Excluded R2 0.01 0.99     

 Physical pain due to psychological pain Excluded R2 -0.12 0.91     
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 Round 2 Round 3 

  Included/ 

Excluded 

Z score* P value Rated 

more NB 
by 

Z score P value Rated 

more NB 
by 

 Physical pain from sitting for an hour Excluded R2 -0.81 0.42     

 Somatic difficulties due to retraumatisation Excluded R2 0.87 0.38     

 Stress related increase in infections Excluded R2 0.43 0.67     

 Increased stomach aches Excluded R2 0.84 0.40     

Negative Coping Strategies        

 Increased alcohol consumption Supplementary -0.31 0.76  2.00 0.05* EBE 

 Increased drug use Excluded R2 0.20 0.84     

 Smoking more Excluded R2 0.24 0.81     

 Over-eating Excluded R3 0.18 0.86  1.86 0.06  

 Excessive exercise Excluded R2 0.12 0.91     

 Increased self-harm Included R2 -0.27 0.79     

 Increased suicidal ideation  Included R2 0.25 0.80     

 Increased suicide attempt Included R2 0.05 0.96     

 New safety behaviours develop (that is, behaviours to 

reduce anxiety in the short term) 

Included R2 -1.14 0.26     

 Emergence of new 'rules about what I should do' based on what 

therapist said 

Supplementary -0.68 0.50  2.71 0.01* EBE 

Sense of Self        

 Self-esteem or self-confidence has decreased Excluded R3 0.65 0.52  1.66 0.10  

 A reduced sense of self efficacy and/or feeling deskilled Excluded R3 1.49 0.14  1.88 0.06  

 Own sense of self feels like it is determined by therapist's 

opinion 

Included R3 2.64 0.01* EBE 2.82 0.00* EBE 

 Feeling responsible or to blame for own mental health 

problems, for example, 'I'm depressed because I look at things 

negatively'  

Excluded R3 0.51 0.61  0.55 0.58  

 Feeling incompetent for 'needing therapy' Excluded R2 0.47 0.64     

 Loss of faith Excluded R2 0.04 0.97     

 Feeling stigmatised by therapy process Excluded R2 -0.36 0.72     

 Doubting own thoughts/feelings/responses Supplementary 0.60 0.55  2.38 0.02* EBE 

 Sense of self becomes fragmented- need to rebuild it in therapy Excluded R3 0.63 0.53  0.80 0.42  

 Becoming self-absorbed Excluded R2 1.86 0.63     

 Viewing oneself differently, and then feeling like one no longer 

fits in with own old life 

Excluded R3 -0.20 0.84  1.07 0.29  

Therapy process       

 Therapy leading to a realisation that one is no longer a strong 

person 

Excluded R2 -0.61 0.54     

 Therapy relationship is not private which feels like 

confidentiality breach; for example, there are other strangers 

such as supervisors or other team members involved 

Excluded R3 0.71 0.48  -0.31 0.75  

 Feeling inferior to the therapist Excluded R2 0.41 0.68     

 Feeling like the therapist makes judgements before having had 

a chance to explain oneself fully 

Excluded R2 1.28 0.20     

 Feeling under pressure to recall bad memories/emotions/give 

the right answers/improve 

Supplementary 0.55 0.58  2.46 0.01* EBE 

 Feeling over reliant/dependent on therapist Included R2 0.16 0.87     

 Fearing that there may be consequences for child 

protection/benefits 

Excluded R3 -0.65 0.52  0.89 0.37  

 Feeling unable to disagree/criticise the process as this will be 

perceived as denial 

Supplementary 1.86 0.06  2.57 0.01* EBE 

 Diagnosis/misdiagnosis can affect own sense of self and may 

become a self-fulfilling prophecy 

Supplementary 1.60 0.11  2.22 0.03* EBE 

 Concerned about wasting therapist's time Excluded R2 -1.02 0.31     

 Feeling confused about the process, for example, unsure 

about how and when it will end 

Included R2 1.18 0.24     

 Therapy can feel therapist centred, instead of patient centred Excluded R2 2.22 0.03* EBE    

 Feeling cheated and/or used in private practice Excluded R2 2.54 0.01* EBE    

 Therapist's dogma/standards may be forced upon the client Excluded R2 1.29 0.20     

 Feeling vulnerable to negative things therapist says about 

oneself/one's past/family 

Supplementary 0.25 0.80  2.44 0.02* EBE 

 Feeling guilty because the therapy relationship is one sided; it's 

difficult to get used to 

Excluded R2 -0.67 0.50     

 Feeling like the therapist is  'digging around for trauma' when 

there is none 

Excluded R2 0.68 0.50     

 Being unsure of the clinical reasoning behind the therapist's 

questions 

Excluded R2 0.42 0.67     

 Practical barriers, such as childcare etc. can affect attendance, 

therapist might think this is a sign that one doesn't want therapy 

Excluded R2 -0.26 0.79     

 Finding it difficult to maintain own boundaries- the therapist 

has the power 

Excluded R3 0.10 0.92  1.17 0.24  

 Being offered rehabilitation/superficial support, not recovery Excluded R2 1.16 0.24     

 Own narrative is restricted by therapist/therapy style Excluded R2 1.11 0.27     

 Therapy involves creating a bond that will be severed; fear 

of being left again/abandoned 

Included R2 -0.66 0.51     

 Experiencing a sense of loss when the therapist is away or 

when therapy ends- and having no one to talk to about this 

loss 

Included R2 -1.02 0.31     
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 Round 2 Round 3 

  Included/ 

Excluded 

Z score* P value Rated 

more NB 
by 

Z score P value Rated 

more NB 
by 

 Feeling like one is not being listened to; if therapist won't listen 

then who will? 

Excluded R2 0.79 0.43     

 Repeating things over and over in session; this can make 

unhelpful beliefs stronger 

Excluded R2 1.11 0.27     

 Being unsure about appropriate boundaries, for example, can I 

send a Christmas card? 

Excluded R2 -0.92 0.36     

 Feeling infantalised or patronised in session Excluded R2 1.95 0.05     

 The therapy sessions are so far apart there's no momentum- 

feels like starting over every time 

Excluded R2 1.23 0.22     

 Difficult relationship dynamics are re-enacted in the therapy 

relationship 

Included R2 -0.61 0.54     

 Therapy has articulated problems but did not provide tools to 

cope/change things 

Excluded R3 2.24 0.03* EBE 1.55 0.12  

 Worrying about therapist's opinion Excluded R3 -1.50 0.13  0.94 0.35  

 False sense of success when therapy ended- still struggling with 

difficulties 

Excluded R3 0.61 0.54  1.45 0.15  

 

Practical 

       

 Therapy requires huge effort at a time of vulnerability Included R2 -0.78 0.43     

 Feeling vulnerable; in session, all day after therapy and 

between sessions 

Included R2 -0.06 0.95     

 Asking for time off work can trigger difficulties and lead to 

stigma 

Excluded R3 -0.07 0.94  -0.80 0.42  

 Changes made as a result of therapy can cause conflict at work, 

for example, expressing negative emotions 

Excluded R3 -0.52 0.61  1.62 0.11  

 Deterioration in social life Excluded R2 0.94 0.35     

 Deterioration in occupational functioning/work life Excluded R2 0.33 0.74     

 Therapy involves an 'opportunity cost'; my attention, energy, 

time and money could be spent elsewhere  

Excluded R2 0.31 0.75     

 Therapy is at an inconvenient location Excluded R2 0.30 0.77     

 Time is required; for sessions, to recover, to do homework etc. Excluded R3 -1.50 0.13  1.89 0.06  

 One's capacity to cope with day to day activities is reduced Excluded R3 0.20 0.84  0.94 0.35  

 Needing to reduce medication to take part in therapy- could 

lead to less coping in daily life 

Excluded R2 2.01 0.04* EBE    

Relationships        

 Relationships change as gaining new insight into negative 

relationships 

Included R2 -0.15 0.88     

 Relationships change as own behaviour changed, for 

example, became more assertive 

Included R2 -0.72 0.47     

 Therapy feels like a barrier- other relationships feel devalued in 

comparison 

Excluded R2 0.75 0.45     

 Loved ones might not be able to provide support or might 

withdraw their support as they know one is in therapy 

Excluded R2 0.16 0.87     

 Withdrawal of intimacy from loved ones because of 

preoccupation with therapy 

Excluded R2 0.07 0.95     

 Loved ones may feel betrayed, isolated, disempowered, 

defensive 

Excluded R2 0.85 0.40     

 One's interactions with people are affected if they were 

discussed in therapy, for example, feeling anger about past 

events 

Included R2 1.05 0.29     

 Throwaway comments made by therapist can become a self-

fulfilling prophesy, for example, comments about attachment 

style 

Excluded R2 0.80 0.42     

 Therapy affects how one interacts with people- for example 

stop opening up to people, or saying everything without filter 

like in therapy 

Excluded R2 0.77 0.44     

Consequences and/or risks        

 Could be diverted away from other possible treatments Excluded R2 2.08 0.04* EBE    

 Therapy failure may lead to a label of 'treatment resistant' Excluded R3 1.17 0.24  2.13 0.03* EBE 

 Information about therapy is shared in medical notes  Excluded R3 -1.32 0.19  1.91 0.06  

 May be misdiagnosed Excluded R3 1.79 0.07  1.58 0.12  

 May misuse what was learned in therapy to inappropriate 

situations 

Excluded R2 0.55 0.58     

 At risk of institutional abuse Excluded R2 0.44 0.66     

 At risk of experiencing a misuse of power, whether deliberate 

or accidental 

Excluded R2 0.63 0.53     

 At risk of financial exploitation Excluded R2 2.84 0.00* EBE    

 Feeling that therapists are agents of the state and will not 

critique social injustice 

Excluded R2 0.20 0.84     

 At risk of being bullied by therapist Excluded R2 0.54 0.59     

 At risk of gas lighting (being made to doubt own sanity) by 

therapist 

Excluded R2 0.95 0.34     

 At risk of being abused by therapist; emotionally, physically, 

sexually 

Excluded R2 0.59 0.55     

 At risk of psychiatric abuse if detained Excluded R2 -0.43 0.67     

 Feel caught between psychiatry and psychology and that own 

voice is never heard 

Excluded R2 1.04 0.30     

 Feel that therapy can distract from wider issues in society Excluded R2 0.26 0.80     

 *Likert scale [1-5: essential, very important, important, of little importance or not important at all]. 
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EDAPTS Appendix C 

Table C1; Characteristics of experience of psychological therapy; Round 1, by group  

  

Experts by 

Experience 

Professional’s 

personal 

therapy 

Professionals 

delivering 

therapy 

  n=51 n=31 n=51 

Type of therapy             

Counselling 37 73% 20 65% 12 24% 

Cognitive Behaviour Therapy (CBT) 36 71% 12 39% 43 84% 

Psychodynamic or psychoanalytic therapy 17 33% 12 39% 8 16% 

Don’t know 11 22% 1 3% 0 0% 

Mindfulness &Mindfulness-Based Cognitive 

Therapy 
10 20% 3 10% 17 33% 

Interpersonal Psychotherapy (IPT) 9 18% 4 13% 3 6% 

Dialectical Behaviour Therapy (DBT) 5 10% 0 0% 9 18% 

Solution focused therapy 5 10% 1 3% 8 16% 

Cognitive Analytic Therapy (CAT) 5 10% 3 10% 6 12% 

Acceptance Commitment Therapy (ACT) 3 6% 2 6% 16 31% 

Mentalization Based Therapy 2 4% 1 3% 4 8% 

EMDR 1 2% 3 10% 0 0% 

Transactional Analysis 0 0% 3 10% 0 0% 

Other: (see line below) 10 20% 5 16% 10 20% 

Other: Compassionate Focused Therapy, Group Therapy, Humanistic/Integrative, Emotion Focused 

Therapy, Neurofeedback, Family Therapy/Systemic, Schema Therapy, Narrative, Metacognitive, 

Transpersonal 

Qualification of Therapist    

Clinical Psychologist 29 57% 13 42% 18 35% 

Counsellor 29 57% 16 52% 3 6% 

Psychiatrist 14 27% 1 3% 1 2% 

IAPT Professional 13 25% 0 0% 3 6% 

Nurse 11 22% 6 19% 1 2% 

Counselling Psychologist 10 20% 3 10% 0 0% 

Psychotherapist 7 14% 1 3% 1 2% 

Don’t know 5 10% 1 3% 0 0% 

Social Worker 4 8% 0 0% 0 0% 

Psychoanalyst/Psychodynamic 3 6% 2 6% 0 0% 

Clinical Associate Applied Psychologist 

(CAAP) 
1 2% 0 0% 7 14% 

Trainee Clinical Psychologist 0 0% 0 0% 12 24% 

Other: (see line below) 5 10% 4 13% 8 16% 

Other: BACP registered therapist, Occupational Therapist, Student psychotherapist, Art therapist, 

CBT therapist, Trainee Counselling Psychologist, Hypnotherapist, CAT therapist, Transactional 

analysis therapist, Prefer not to say 

 

 

Mental health difficulty therapy was for  

Depression 37 73% 15 48% 48 94% 

Generalised Anxiety Disorder 19 37% 8 26% 44 86% 

Trauma 17 33% 7 23% 41 80% 
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Experts by 

Experience 

Professional’s 

personal 

therapy 

Professionals 

delivering 

therapy 

  n=51 n=31 n=51 

Self-Harm and Suicidal Behaviour 16 31% 6 19% 38 75% 

Social Anxiety/Social Phobia 15 29% 2 6% 46 90% 

Eating Disorders 11 22% 2 6% 19 37% 

Panic Disorder With/Without Agoraphobia 8 16% 0 0% 34 67% 

Psychosis (including Schizophrenia) 7 14% 0 0% 20 39% 

Borderline Personality Disorder 6 12% 1 3% 28 55% 

Bipolar Disorder 6 12% 1 3% 22 43% 

Obsessive Compulsive Disorder 5 10% 1 3% 41 80% 

Don’t know 3 6% 1 3% 0 0% 

Alcohol Problems 2 4% 1 3% 18 35% 

Personal Development 0 0% 6 19% 0 0% 

Substance Use 1 2% 0 0% 18 35% 

Non-psychotic perinatal affective disorders 0 0% 0 0% 7 14% 

Other: (see line below) 9 18% 6 19% 4 8% 

Other: Dissociative Identity Disorder, Other Personality disorders, Emetophobia, OCPD, 

Perfectionism, ADHD, PTSD, Attachment problem, Neurodevelopmental disorder, Bereavement 

counselling, Couples counselling, Life event adjustment, Reject diagnostic categories. 

Satisfaction with Therapy  

Very Satisfied 10 20% 5 16% 9 18% 

Somewhat Satisfied 19 37% 17 55% 36 71% 

Neither Satisfied nor Dissatisfied 4 8% 3 10% 1 2% 

Somewhat Dissatisfied 6 12% 3 10% 5 10% 

Very Dissatisfied 11 22% 3 10% 0 0% 

Satisfaction with information received about Therapy        

Very Satisfied 7 14% 5 16%    

Somewhat Satisfied 15 29% 13 42%    

Neither Satisfied nor Dissatisfied 5 10% 6 19%    

Somewhat Dissatisfied 8 16% 5 16%    

Very Dissatisfied 16 31% 2 6%    

* “Other” represents categories where there were 2 or fewer participants in each group.  
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EDAPTS Appendix D 

Sample quotes from comments in Round 2 and Round 3 

Validity of Concept 

“By all means inform people that therapy can open the door to all these situations as part of a 

consent process for treatment but to say that these experiences are adverse is to miss the point 

of therapy completely.”- Expert by Experience 

“My problem with all of above is that I read them as risk factors only if working with a poor-

quality therapist.  With a good well-trained therapist, they are adverse effects that may be 

experienced but should both be shared immediately and satisfactorily dealt with.  So they may 

occur as the natural impact of the therapy but if they persist or become pathological then THAT 

is the problem not the adverse effects themselves.” -Expert by Experience 

“This is tricky! I think the basics should be clearly set […] but this need not be listed as an 

adverse effect as such, just made very clear from the start and not left ambiguous at all.  […] 

A lot of adverse effects occur when things have already gone wrong and trust is broken so that 

is why certain things need to be made very clear early on and it is important the patient has a 

safety and support network in place BEFORE starting therapy- like the therapist already has.” 

-Expert by Experience  

“Impossible to distinguish these 'potential effects' from the symptoms that might drive one to 

seek therapy anyway. Therapy might intensify all of these feelings, but that need not be 

harmful, if the feelings are properly heard and understood by the therapist.” -Expert by 

Experience 

“Many of the issues listed here are likely to occur in therapy, but they should not be considered 

adverse effects, indeed if they did not occur it is hardly likely that therapy would be beneficial.” 

- Professional 

“I think it's important to stress that these are POTENTIAL adverse effects, and that they may 

not apply to all people, and that the experience of therapy is extremely individual. I am a little 

concerned about a nocebo effect, I guess.” -Both professional and personal experience 

 

Inappropriateness of Rating System 

“I found it difficult to rate these symptoms in terms of how important they are to be recognised- 

all of them are important if a patient is experiencing them, however I am not sure that some of 

them are experienced by many patients, such as bewilderment or catatonia. Some of the 

symptoms would be extremely concerning if they are regularly found to be experienced by 

patients, and would indicate significant problems in the quality of the therapy being provided, 

such as being invalidated or judged.” -Professional 

“I think it's difficult to rate these in terms of 'importance', rather, my responses are more 

reflective of the extent to which I agree these may be adverse effects of psychological therapy.  

Some of these things are just facts that are good to know about, much of these statements are 
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not outwith the realms of possibility (e.g. abuse by therapist) but realistically I don't feel they 

are adverse effects, like you might have a side effect list on medication.”  - Both professional 

and personal experience 

“Some 'Of little importance' selections based on imagining low probability of event, and 

weighing that up against adverse consequence of suggesting fear-inducing consequence where 

the event is unlikely.” -Professional  

 

Concern about use of a list 

“Some of these feelings/consequences are not things that 'should' occur in therapy- it is more 

a sign of something gone wrong and I would think/hope are extremely rare (many I have had 

no experience of whatsoever). To tell people some of these things are possible consequences 

of therapy would be very alarming and in my opinion, would not be a realistic outcome of 

therapy.” -Expert by Experience 

“There are some enormously important considerations here, but I'm not clear what would be 

done with them. To have these on some kind of list, and to be giving that list to an anxious and 

vulnerable person, would – I believe – be wildly unhelpful. However, for therapists to be aware 

of these potential outcomes, and to be encouraged to bear them in mind and explore them: 

*that* would be brilliant.” -Professional 

“The items on this list seem to me more like ‘let your doctor know if any of these occur’.”  -

Expert by Experience 

 

  



39 
 

EDAPTS Appendix E 

Post hoc analyses 

E1: Gender 

There were no male expert by experience responders in Round 2, and so an exploratory analysis of 

gender difference in the “both” group was carried out to review whether male (n=7) and female (n=7) 

responders rated items similarly or differently in Round 2. This analysis is not intended to account for 

the lack of a male voice in the experts by experience group, rather provide some context of the potential 

differences between male and female responders. Differences (with a p value <.05) were identified 

foR20 of 147 items (14%) items- see table F1 for a list of items. Where there was a statistically 

significant difference, male responders were more conservative about what to include, with lower 

ratings of importance compared to female responders on all but one item; “Feeling like one is being 

manipulated in therapy”. The samples however are small and the results of this analysis are likely 

underpowered. 

 

Table E1; Items with statistically significant different rating by gender 

  Round 2 

 Included/ 

Excluded 

 

Z score 

 

P value 

Rated as 

more NB by 

Therapy can highlight maintaining factors that cannot 

be changed (that is, factors that contribute to mental 

health difficulties)  

Included R2 2.08 0.04 female 

Increased frequency or intensity; distress Included R2 2.97 0.00 female 

Anxiety during exposure tasks Included R2 2.41 0.02 female 

Feeling like one is being manipulated in therapy Excluded R2 -2.42 0.02 male 

Therapy leading to a realisation that one is no longer a 

strong person 

Excluded R2 1.96 0.05 female 

Fearing that there may be consequences for child 

protection/benefits 

Excluded R3 2.12 0.03 female 

Practical barriers, such as childcare etc. can affect 

attendance, therapist might think this is a sign that one 

doesn't want therapy 

Excluded R2 2.69 0.01 female 

Finding it difficult to maintain own boundaries- the 

therapist has the power 

Excluded R3 2.35 0.02 female 

Therapy involves creating a bond that will be severed; 

fear of being left again/abandoned 

Included R2 2.26 0.02 female 

Therapy has articulated problems but did not provide 

tools to cope/change things 

Excluded R3 2.04 0.04 female 
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  Round 2 

 Included/ 

Excluded 

 

Z score 

 

P value 

Rated as 

more NB by 

Worrying about therapist's opinion Excluded R3 2.71 0.01 female 

False sense of success when therapy ended- still 

struggling with difficulties 

Excluded R3 2.66 0.01 female 

Therapy requires huge effort at a time of vulnerability Included R2 2.77 0.01 female 

Feeling vulnerable; in session, all day after therapy 

and between sessions 

Included R2 2.06 0.04 female 

Changes made as a result of therapy can cause conflict 

at work, for example, expressing negative emotions 

Excluded R3 3.11 0.00 female 

Therapy is at an inconvenient location Excluded R2 1.99 0.05 female 

Time is required; for sessions, to recover, to do 

homework etc. 

Excluded R3 2.06 0.04 female 

Relationships change as gaining new insight into 

negative relationships 

Included R2 2.73 0.01 female 

Relationships change as own behaviour changed, for 

example, became more assertive 

Included R2 2.71 0.01 female 

One's interactions with people are affected if they were 

discussed in therapy, for example, feeling anger about 

past events 

Included R2 3.03 0.00 female 

 

E2; Participant status 

The pre-registered protocol (registered on Open Science Framework; https://osf.io/tyxk2/) specified a 

Wilcoxon rank-sum test foR2 independent groups. The high proportion of participants that identified 

as having both personal and professional experience was not anticipated. There is little evidence to 

identify whether personal experience or professional training has more influence on opinions about 

therapy and it was decided to categorise those with experiences of both in the professional group for 

the primary analysis. Given the lack of empirical support for this decision, an exploratory analysis was 

carried out to investigate the impact of considering the ‘both’ category as a third independent group. A 

Kruskal Wallis test was chosen in place of Wilcoxon rank-sum test to identify any differences in ratings 

between the 3 distinct participant groups. Where a statistically significant difference of p>.05 was 

found, the Dunn test was used post hoc to identify where this difference lay.  

Differences were identified for 11 of the 147 (7%) items in Round 2, and 8 of the 41 (20%) items 

included in Round 3 (see table F2 for details). This represents less difference between the 3 groups 

compared with the dichotomous expert by experience/professional analysis, which identified 

differences for 10% and 32% of items respectively. As seen in table F2, the rating by the ‘both’ group 

was between the professional only and expert by experience groups for 13 items, indicating that the 

opinions of people in the both category tended to be less conservative than the professional only group, 

but more conservative than the expert by experience group. Differences were identified for 4 items 

https://osf.io/tyxk2/
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which were not rated differently in the original analysis; 3 were rated as more important by the both 

group; “increased anxiety/fear/panic/worry”, “increased distress”, and “increased guilt/shame”. The 4th 

item, ‘becoming self-absorbed’, was rated as most important by the expert by experience group. As in 

the original analysis, the expert by experience group were more likely to rate items as more important, 

and the professionals did not rate any items as more important, compared to the other groups. 

Table E2; Items with statistically significant different rating by group status  

   Difference (p> 0.05)  

  Included/ 

Excluded 

Prof 

 v 

EBE 

Prof  

v 

Both  

EBE  

v 

Both  

Order of rating 

from most NB to 

least 

Round 2      

 Pathologising own behaviour, for 

example, seeing own behaviour as 

abnormal 

Excluded R3 yes - - EBE- Both- Prof 

 anxiety/fear/panic/ worry Included R2 - yes yes Both - EBE -Prof 

 bewilderment/confusion Excluded R3 yes - yes EBE - Both -Prof 

 bewilderment/confusion- also Round 3 ... yes - yes EBE - Both -Prof 

 Distress Included R2 - yes yes Both - EBE -Prof 

 guilt/shame Included R2 yes yes - Both - EBE -Prof 

 Feeling like one is being manipulated in 

therapy 

Excluded R2 yes - yes EBE- Both-Prof 

 Therapy triggering a catatonic state  Excluded R2 yes - yes EBE- Prof- Both 

 Own sense of self feels like it is 

determined by therapist's opinion 

Included R3 yes - - EBE- Both-Prof 

 Own sense of self feels like it is 

determined by therapist's opinion- also 

Round 3 

… yes - yes EBE- Prof- Both 

 Becoming self-absorbed Excluded R2 yes - - EBE- Both-Prof 

 Feeling cheated and/or used in private 

practice 

Excluded R2 yes - yes EBE- Both-Prof 

 At risk of financial exploitation Excluded R2 yes - - EBE- Both-Prof 

 

Round 3 

     

 Being preoccupied with ideas from 

therapy- Round 2 

Excluded R3 yes - - EBE- Both-Prof  
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   Difference (p> 0.05)  

  Included/ 

Excluded 

Prof 

 v 

EBE 

Prof  

v 

Both  

EBE  

v 

Both  

Order of rating 

from most NB to 

least 

 Emergence of new 'rules about what I 

should do' based on what therapist said 

Excluded R3 yes - yes EBE- Both-Prof 

 Doubting own 

thoughts/feelings/responses 

Excluded R3 yes yes - EBE- Both-Prof 

 Feeling under pressure to recall bad 

memories/emotions/give the right 

answers/improve 

Excluded R3 yes - yes EBE-Prof- Both 

 Feeling unable to disagree/criticise the 

process as this will be perceived as 

denial 

Excluded R3 yes yes - EBE- Both-Prof 

 Feeling vulnerable to negative things 

therapist says about oneself/one's 

past/family 

Excluded R3 yes - yes EBE- Both-Prof 

 Round 2; EBE (n=31), Both (n= 17), Professional (n=14) 

Round 3; EBE (n=27), Both (n= 19), Professional (n=17) 

 

 

 

 

 

 

 

 

 

 

 

 


