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Abstract 
 

 The aim of this research is to contribute knowledge to a scarce number of studies on 

negative effects (NE) in psychotherapy in order to increase awareness of both clinicians and 

patients along with effectiveness and safety of therapeutic approaches. Ninety-two 

participants took part in the study by non-random selection. Participants formed a purposive 

sample and an additional expert sample consisting of people with experience of both 

psychotherapy and NE. The design is mixed methods including between-groups comparisons 

using statistical tools of descriptive, non-parametric and regression testing plus short semi-

structured interview. Two main measurements on NE and alliance were used: Negative 

Effects Questionnaire (NEQ) and Agnew Relationship Measure – 5 (ARM-5) by online 

survey. The results demonstrated that humanistic therapy shows significantly lower level of 

NE to psychoanalysis which led to the rejection of hypothesis. This is partly consistent with 

the body of research. CBT almost achieved significance to humanistic, however more 

research is needed. The childhood-past focus, number of sessions and gender of therapist 

showed no significant contribution to the development of NE, thus the hypotheses related 

were accepted. The result did not match the previous studies on those components. The next 

accepted hypothesis related to therapeutic alliance where the result demonstrated that 

negative effects decrease when alliance increases confirming a body of research indicating an 

importance of therapeutic relationship in psychological treatments. The qualitative results 

pointed to the need of formal explanation of NE to the patients and applying risk prevention 

plan at the beginning of treatment. 
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Chapter One 

Introduction 

 

 The old credo “Primum, non nocere” (First, do no harm) found in the Hippocratic 

Oath points to a need of abstaining from doing harm in a medical practise. Psychology and 

psychotherapy incorporated this rule placing it in their code of ethics as one of the 

requirements of psychological treatment. IACP in its Code of Ethics (3.2) states to “take all 

reasonable steps to ensure that the client suffers neither physical nor psychological harm 

during the practitioner/client relationship” (IACP, 2017, p. 5). The same guidelines are 

included in ethical codes of well-established psychological bodies such as PSI (Avoidance of 

Harm, section 3.3, 2011, p.4) and APA (Avoiding Harm, section 3.04, 2017, p.6). Despite 

those important points being included in ethical codes it is surprising that the studies on 

Negative Effects (NE) of psychotherapy are scarce. Yet, voices on the side effects of 

medications associated with “Big Pharma” are widely shared among professionals, even 

though studies show that the prevalence of negative effects in psychotherapy stands between 

3% - 15% (Berk & Parker, 2009; Linden, 2013), among substance abuse patients 10 to 15% 

(Moos, 2005) and even higher among adolescences  - 29% (Rhule, 2005). Those figures lay 

in a close proximity to a frequency of negative effects in pharmacotherapy (Linden, 2013). 

The discrepancy in research on negative effects between medical and psychological field is 

seen as one of reasons for therapy being perceived to be safer than pharmacotherapy (Nutt & 

Sharpe, 2008).  Therefore, the aim of this research is to contribute to the knowledge on 

negative effects in order to increase the effectiveness and safety of therapeutic approaches. 

Additional aims include increasing awareness among professionals and patients so that both 

parties will have a chance to engage in a process as well-informed participants.  
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Monitoring of Negative Effects 

 

 The avoidance of harm is an important practise highlighted in various codes of ethics 

across psychological associations. Therefore, it is surprising that monitoring is mandatory in 

a medical field where psychotherapy does not practise the same approach (Berk & Parker, 

2009). The review of 132 suitable trials showed that only 21% of professionals showed 

monitoring negative effects with only 3% being able to deliver a description, methods of 

measurement and reporting of those harmful events in their practise (Linden & Schermuly-

Haupt, 2014; Jonsson, Alaie, Parling & Arnberg, 2014). Other studies seem to show a similar 

trend, in the research of Hannan, et al., (2005) only 20% of the 48 therapists noticed 

deterioration of their client giving an estimation of 1 in 40 patients (2.5%) leaving therapy in 

worse state than at the beginning of treatment. Hatfield, McCullough, Frantz and Krieger 

(2010) reported that 21% of the deterioration cases have been recognised by clinicians and 

only 9% of no response. Boisvert and Faust (2006) reported that 28% of 181 participating 

clinicians were unaware that negative effects might occur at all. Yet only 36 of 300 randomly 

selected clinical psychologist of APA agreed on clinical judgment being not sufficient in 

recognition of NE leading the conclusion that positive bias and the lack of recognition of 

limitations within own personal and professional realm may stand on the way to identifying 

negative effects.  

 

 The Dunning-Kruger effect. 

 

 The positive bias in self – evaluation, the Dunning-Kruger effect, seen as an 

overestimation of one’s own abilities and the file-drawer effect occurring by publishing only 

positive results have been noted in a research in the psychotherapy field. Walfish, McAlister, 
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O'Donnell and Lambert (2012) ran an assessment of self-evaluation among mental health 

professionals and found out that 25% of clinicians rated their skills in the 90% percentile, 

placing themselves above average in comparison to peers in their field. None of them 

reported themselves as below average. Further, the study demonstrated both an 

overestimation of the level of client improvement and an underestimation of client 

deterioration. Hannan, et al., (2005) showed that therapists overestimated positive outcomes 

in 91% cases where it only occurred in 40% of the cases. In relation to file-drawer effect 

Franco, Malhotra and Simonovits (2014) conducted analysis of 221 social studies and found 

out that positive results are 40 % more likely to be published than negative results, with a 

60% higher likelihood of positive outcomes being written up. The lack of published negative 

results decreases the probability of clinicians being aware of negative effects of therapy. This 

can lead to misinterpretation and/or misdiagnosis of a patient attending psychological 

treatment. Morris and Ioannidis (2013) mention that it is important to highlight the risks and 

probable consequences in patient care when scientific evidence is weak or one sided. 

Therefore, limitations and negative results are an essential stepping stone towards the critical 

evaluation of treatment in order to prevent risks and thus increase effectiveness of therapy. 

This study follows this premise and aims toward filling up a gap in scientific evaluation of 

negative effects. It also strives towards decreasing the file drawer effect where mostly 

positive effects of psychotherapy have been published. The study focuses solely on negative 

effects which have been widely understudied in order to increase a scientific critical 

evaluation of therapeutic treatments by rising a number of studies on this topic equally to 

positively focused studies. The gap in research and various biases impacting the proper care 

for patient are the factors needed to be changed and improved which this analysis aims to do. 

It is important to mention that this analysis does not aim indiscriminately against 

psychotherapy or clinicians however a more objective evidence-based evaluation of therapy 

practises including the practitioner themselves is needed for the benefits of treatment.  
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Definition 

 

 Negative effects (NE) are challenging to study due to difficulty in interpreting what 

exactly entails negative effects in psychotherapy. Linden (2013) mentions trickiness in 

differentiating between negative effects and inevitable negative episodes, such as difficult 

memories emerging while talking about childhood experiences or panic attack during the 

exposure therapy. He mentions further a blurred context of those occurrences.  Negative 

effects have potential to relate to a diverse set of factors difficult to identify including 

therapist behaviour, incorrect therapeutic approach, poor intervention delivery but also 

correct delivery (adverse treatment reaction, ATR) or just treatment non-response (TNR) 

which can come both from the type of treatment itself, illness or malpractice. 

Aforementioned positive bias and optimistic self-evaluation of professionals does not help in 

recognition of NE as Linden debates further. For example, in one study of Werbart, von 

Below, Engqvist and Lind (2019) found that therapists described outcomes of therapy as 

favourable even though the core problem of a patient has not been resolved. Additionally, 

Linden (2013) observed that a therapeutic process involves various social aspects and outside 

events that are inaccessible and difficult to control for a therapist. Even differentiating 

between positive and negative events itself can be challenging. For example, if the client 

finds his own voice within his own family system which in turn brings up conflicts, this 

change can be perceived as a negative or positive outcome depending on the person’s point of 

view. Similarly, unwanted events are difficult to classify by its source that can be linked to 

illness itself or a result of treatment.  Strupp and Hadley (1976) explored it further delivering 

a tripartite model based on perception of patient, a professional and the society. Their 

research stated that every participant involved in the study shared a different view on what it 

means a mental well-being which brings additional challenges for further categorisation of 

NE (as cited in Bystedt, Rozental, Andersson, Boettcher & Carlbring, 2014).  
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Measuring Negative Effects 

 

 Negative effects seem multidimensional by nature and a cause of their occurrence is 

difficult to define. This study uses two main points to define negative effects for this 

research. The first one has been outlined by Mays and Franks (1980, as cited in Bystedt et al., 

2014) and relates to the continuous decline of a person functioning, starting from the 

beginning of therapy and continuing after closing a therapy (declining plus time). This study 

does not term negative effects as non-response or short fluctuation of the well-being during 

the process even though this fluctuation seems to be significant for further development of 

NE. Evidence for the popular term among clinicians such as “clients must get worse before 

they can get better” does not find scientific support (Cooper, 2008, p.30). Studies show that 

few positive gains experienced from therapy do not lead to the significant improvement in a 

core problem for the client at a later time (Nicholson & Berman,1983). Lambert (2007) 

showed further that the beginning of therapy matters to the positive effect with people 

deteriorating further if their response was poor at that stage of a process. Therefore, it can be 

concluded that the need for treating fluctuations with caution and being prepared for putting 

risk prevention measures in place is a characteristic of an appropriate intervention delivery 

and adherence to ethical standards of a profession.  

 The second point considered in an evaluation of the definition of negative effects in 

this research is a recognition of the best source of data on NE symptoms. The measurement 

tool in this study is based on self-evaluation of participants in psychotherapy and their 

evaluation of negative effects they experienced. This decision is based on studies on feedback 

delivered by patient and clinicians showing that psychotherapists are poor in recognising 

deterioration of their clients (Gold & Stricker, 2011) whereas an extensive research pointed to 

the patient’s feedback being an important indicator of the process. In the studies that use 
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metanalysis and replication methods (Lambert, Hansen & Finch, 2001; Lambert et al., 2002a; 

Lambert et al., 2002b; Lambert et al., 2003) evidence showed that the client’s feedback 

improves effectiveness up to 14% and decreases a deterioration level by 8% for patients with 

a higher risk of failure. Additionally, they noted that a clinician’s awareness and education on 

negative risks yielded better results in predicting deterioration than their intuition. Still, 

patients do not share their negative experiences with their therapists, rather they overly 

evaluate them through positive means (Regan & Hill, 1992).  Therefore, this study aims 

towards increasing awareness of clinicians in terms of negative effects in order to improve an 

outcome for the patients. 

 

Evaluating Therapeutic Approaches 

 

 There are over 600 modalities of psychotherapy where most of them have been 

untested and unverified in their effectiveness and negative effects (Lilienfeld, Lynn, & Lohr, 

2014 as cited in Meichenbaum & Lilienfeld, 2018). Empirically supported therapies consist 

up to 100 modalities classified as “efficacious” or “probably efficacious” (Chambless & 

Ollendick, 2001). However, an extensive review supported by National Institute for Health 

Research in the United Kingdom investigating years 1995-2013 revealed that no research 

mentioned negative effects in psychological interventions contrary to adverse effects in 

pharmacological treatment (Duggan, Parry, McMurran, Davidson & Dennis, 2014). The 

result shows psychological treatments being neglectful in its ethical goals and scientific 

investigation. This study aims mainly towards investigating therapeutic modalities to explore 

negative effects linked to their theoretical approach.  

 Cognitive Behavioural Therapy (CBT), humanistic, psychoanalysis and 

psychodynamic therapies are the main approaches that are widely practised and taught in our 
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time. The research on negative effects in these modalities is scarce. While searching for 

negative effects of psychodynamic therapy in EBSCO search engine (key words: negative 

effects, adverse effects) the results yielded zero results on this topic apart from the one case 

study focusing on negative effects of psychodynamic psychopharmacology (Murawiec, 

2009). Humanistic therapy also resulted with zero findings. Psychoanalysis demonstrated 

three results. The first one was an article discussing resistance of the psychoanalytical field to 

acknowledgment of negative effects emerging within their modality (Kächele & Joseph 

Schachter, 2014). The second paper engaged in a philosophical debate on some aspects of 

psychoanalysis not matching the notion of side effects (Shirahase, 2015). The third paper was 

the only one based on scientific evaluation involving mix method across three settings (von 

Below, 2017) exploring dissatisfaction, non-improvement, deterioration, and general 

experience of young adults of psychoanalytical treatment, which included negative effects 

examination. This study showed that the relationship quality was the main complaint among 

participants pointing to the lack of flexibility, understanding and active approach of a 

therapist that led to the feeling of artificial relationship and abandonment during and after the 

process. The other negative aspects related to the therapy not having connections to the real 

life and focusing too much on the past experiences. Additionally, the study revealed that a 

therapist’s evaluation largely differed from an evaluation of the client with a therapist 

focusing more on the patient’s difficulties. The next modality, CBT, reached better results 

among other therapeutic approaches showing 12 studies concerning negative effects (or 

adverse effects). For example, a study by Schermuly-Haupt, Linden and Augustus (2018) 

demonstrated that 43% of patients experienced at least one adverse effect during CBT 

treatment mostly related to distress, worsening symptoms, and strains in family relations. 

CBT also can elicit adverse effects for some personality disorders (Tyrer et al, 2004) if not 

suited properly.  Seemingly, Linden and Schermuly-Haupt (2014) run the search on 

PsycINFO and PubMed dating from 1954 up to 2014 and found a poor representation of NE 
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studies. Key words such as “psychotherapy” and “side effects” resulted with 12 for PsycInfo 

(PI) and 9 for PubMed (PM), with the term “negative effects” 9 (PI), 4(PM) or “adverse 

events” 2(PI) , 3 (PM). However only a total result was delivered, therefore this researcher 

has done an examination specifically on a different type of therapy.  

 

The Side Effect Profile 

 

 The modality of therapy and its negative effects have been defined as a “side effect 

profile” (SEP) (Linden & Schermuly-Haupt, 2014). It relates to the type of therapy that shows 

particular occurrences that can be harmful or detrimental. These events are important 

components in decision making processes, a patient should be informed in regarding to 

negative effects that may emerge due to the application of a particular treatment (Linden & 

Schermuly-Haupt, 2014). Only a limited number of studies have explored the side effect 

profile showing that no treatment is the same. The study of Powers and Witmer (1951) was 

the first investigation of a harmful treatment and it revealed that after psychological 

intervention delivered to adolescent males enrolled to an intervention group with risky 

behaviour, a number of offending incidents increased. When the measures were taken to 

check whether family background could be a component enhancing NE, the results showed 

that in cooperative families the number of incidents was higher than among uncooperative 

families leading to the pioneering conclusion of treatment leading to NE (as cited in McCord 

& Sayre-McCord, 2007, pp.32-40). However, the results did not elicit a wide-ranging 

attention of the scientific community observing a scarce body of research available on this 

subject. Therefore, this researcher was unable to deliver a higher number of studies exploring 

this topic. Nevertheless, Crawford et al., (2016) ran a cross-sectional survey including 

patients across 184 psychological services in England and Wales. The overall results showed 
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that 1 in 20 responders experienced negative effects, but an effect differed in relation to the 

type of therapy.  Cognitive Behavioural Therapy (CBT) was the most common type of 

treatment among participants (51.03%) resulting in 4% of experienced adverse effects. 

Psychodynamic treatment resulted in 9% of experienced negative outcomes with humanistic 

producing 3% and solution-focused therapy with 4% of NE. The study delivered additional 

information showing that people who received enough information about the possibility of 

NE were less likely to report them. Additionally, minorities such as Black ethnic groups and 

non-heterosexual showed higher probability of reporting NE. In other investigation based on 

randomised controlled trail Watzke et al. (2010) compared CBT and psychodynamic therapy 

showing that a lack of suitability pre-screening correlates with an increased risk of harm for 

psychodynamic therapy. In the next study Rozental, Kottorp, Boettcher, Andersson and 

Carlbring (2016) engaged in an evaluation of patients experience of different types of therapy 

and learnt that CBT patients felt more forced to implement certain strategies in their process 

comparing to psychodynamic or humanistic therapy. However, a non-directive approach 

resulted in an extended period of depression after treatment with clients of psychodynamic 

therapy pointing to feeling offended by their therapist. It is worth mentioning that Crawford 

et al., (2016) established that people who were unable to state what type of therapy they 

received reported a higher number of negative effects suggesting that a lack of focus on a 

type of therapy does not serve patients.  

 

Dimensions of Negative Effects 

 

 Various control components influencing an outcome have been listed in order to 

obtain the most truthful result in this regard including gender of therapist, childhood-past 

focus, number of sessions and therapeutic alliance. There is a debate about the source of 
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influence on effectiveness and negative effects concerning a type of approach and a therapist 

effect. Kim, Wampold and Bolt (2006) delivered a study showing that therapist effect 

accounts for 8% of variance in effectiveness of the treatment whereas type of therapy 

influences 0%. Another study, the metanalysis, showed the variance of 1% to 2% for 

therapeutic techniques (Wampold, 2001 as cited in Wampold & Brown, 2005). The results on 

a range of influence in effectiveness of therapy slightly differ however studies on a 

theoretical orientation and negative effects based on a very limited number of research shows 

prevalence of NE between 3% - 15% (Berk & Parker, 2009; Linden, 2013). Therefore, the 

question on differences between theoretical approaches emerges once more for both 

effectiveness and negative effects by taking into consideration the research on NE that clearly 

points that those differences exist in a level of negative experiences for different therapeutic 

modalities.  

 Leitner et al., (2012) demonstrated three main dimensions of adverse effects such as 

poor quality of therapeutic relationship (22.3%), burden caused by psychotherapy (13.0%, 

including feelings of emotional overwhelm, fearing therapist, stigmatisation), and 

dependency/isolation (17.9%). Further analysis of those elements demonstrated another three 

contextual aspects such as female patient - male therapist dyadic, the therapeutic modality 

(particularly psychodynamic) and the length of therapy. Following that order, a quality of 

relationship was perceived to be lower among CBT and psychodynamic modalities in 

comparison to humanistic reaching higher score in this context. However, it is a male-

therapist and female patient (MT-FP) arrangement that noted more frequent perception of a 

relationship being poor in all modalities. In terms of burdens of therapy, humanistic and 

systemic scored lower level in this regard whereas psychodynamic showed a significantly 

higher percentage of those experiences. Here again, a combination of MT-FP showed higher 

scores for these types of experiences. The context of dependency/isolation, psychodynamic 
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scored significantly higher where humanistic and systemic significantly lower. MT-FP once 

more showed a trend a feeling of isolation with patients attending male therapists more 

frequently. In terms of a length of therapy, psychodynamic approach entails more sessions 

than humanistic, systemic and CBT and was linked to higher level of perceived burdens of a 

therapy and dependency/isolation. Still, CBT and systemic showed significant difference 

between number of session and burdens of therapy, with humanistic modality showing a link 

to the quality of relationship and dependency/isolation in terms of the length of a treatment. 

Both psychodynamic (higher) and humanistic (lower) were significantly linked to 

dependency/isolation context regardless of large differences in number of sessions 

(psychodynamic median = 120, humanistic = 56), which could suggest that they both share a 

mediator contributing to development of this domain that could be a theoretical approach to 

the client-therapist relationship . When comparing overall modalities, the results showed that 

burdens of therapy were experienced in patients receiving CBT (19.7%), systemic 

psychotherapy (20.4%), humanistic therapy (64.8%) and psychodynamic psychotherapy 

(94.1%). The overall conclusion showed that psychodynamic therapy results in higher 

negative effects prevalence than CBT, humanistic or systemic therapy.  

 

Training and Reporting of Negative Effects 

 

 This section will explore recommendations of training in the context of side effect 

profile and the therapist effect as both seem to contribute to the development of negative 

effects as mentioned previously. Lilienfeld (2007) points to the unknown nature of this 

combination that can be “additive, multiplicative (interactive), or both, in their influence” 

(p.64). However, the process starts with training and a therapist’s ability to observe 

development of negative effect from an objective (non-identity related) stance. An extensive 
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body of research introduced in previous sections showed that a tendency towards various 

biases in a therapist’s self-evaluation and assessment of their client’s progress is quite 

prominent. Meichenbaum and Lilienfeld (2018) coin a term “healthy self-doubt” (not 

excessive) as a suggested standard approach towards self-evaluation and practised type of 

therapy treatment.  They highlight the importance of “a propensity to engage in thoughtful 

self-reflection regarding one’s biases and limitations, as well as regarding one’s selection and 

interpretation of treatment and assessment techniques.” (p.5). Interestingly their review of 

various studies revealed that a right level of self-doubt brings various benefits. For example, a 

study on effective psychotherapists showed that their self-rating on a success of their own 

treatment was marked much lower than in a group of less effective therapists (Najavits & 

Strupp, 1994, as cited in Meichenbaum & Lilienfeld, 2018) suggest professional humility and 

critical self-evaluation as being an important inner make up of an effective practitioner. The 

attitude of therapist towards self-evaluation should also be pointed to the openness to 

scientific research that is met with a resistance within a psychotherapeutic field (Lilienfeld, 

Ritschel, Lynn, Cautin & Latzman, 2013).  

 In order to increase awareness within a professional it has been mentioned so far that 

an open attitude towards sceptical thinking and self-evaluation is particularly important. The 

next step would involve gathering knowledge in relation to negative effects. Castonguay et 

al., (2010) suggests that a list of potentially harmful therapies (PHTs) and extensive research 

delivered by Lilienfeld (2007) should be introduced to trainees. His work includes not only a 

list of harmful treatments but also highlights a certain population and context stressing that 

negative reactions can be effective for some group of patients but harmful for a minority. For 

example, relaxation techniques have shown to not work well for general anxiety (Lynn, 

Martin, & Frauman, 1996, as cited in Lilienfeld, 2007) however it should not be ruled out as 

effective with some other group in a different context and some personal characteristics. The 
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further framework was delivered by Linden (2013) outlining possible areas of NE 

manifestation such as a) diagnostic procedures b) theoretical orientations c) the treatment 

focus d) treatment procedures, e) sensitization processes f) disinhibition processes g) direct 

treatment effects and h) therapist–patient relationship. Linden offers clinical examples to 

illustrate a nuanced picture that intertangles therapy modality with therapist influence. 

Additionally, he offers a definition and categorisation of negative events that can be used in 

monitoring and reporting NE. That brings a next important factor in learning and managing 

NE.  

 There are various tools available that can help navigate this task such as Unwanted 

Events to Adverse Treatment Reactions (UE – ATR) provided by Linden (2013) or Inventory 

for the Assessment of Negative Effects of Psychotherapy (INEP) introduced by Ladwig, Rief 

and Nestoriuc (2014). This research uses a measurement of Rozental et al., (2016) named 

Negative Effect Questionnaire (NEQ) that can also be used in negative effects evaluation. 

The client should be also informed about a therapy profile and the risks involved in an 

application beforehand, in order to increase engagement and autonomic choice (Jonsson, 

2012; Lilienfeld, 2007). In terms of prevention and repair of NE, Castonguay et al., (2010) 

offers few recommendations. In their paper, apart from educational need, they list out the 

importance of strengthening therapeutic relationship with an emphasis on rupture 

management and recognition of client and therapist characteristics. Empathy, collaboration, 

alliance, flexibility in applying techniques, awareness of professional and knowledge on 

theoretical limits are highlighted as being to be crucial in preventing negative effects to 

develop. In particularly, alliance seems to predict a successful treatment and helps in 

repairing ruptures. A meta-analysis of Martin, Garske and Davis (2000) revealed a medium 

but stable correlation between the role of alliance and treatment outcome, however it is the 

client rating which gives better prediction of the therapeutic process than the therapist’s 
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marked score (Cronin, Brand & Mattanah, 2014). Studies pointed one more time to an 

importance of a feedback in terms of effectiveness which should include measurement and 

monitoring of negative effects. 

 

Rationale and Hypothesis 

 

 In summary, negative effects, though difficult to define, have been clearly identified 

in previous research and warrant further study. A few researchers attempted to contribute to 

this area pointing to various characteristics of therapy profile, context, and therapist effect. 

The studies showed that different types of therapy can elicit negative responses in different 

variance, calling for an evaluation of the side effect profile. Available research showed that 

the most prone type of therapy in terms of NE is psychodynamic therapy with CBT showing 

the least NE and humanistic therapy exhibiting sometimes second highest or lowest 

percentage of adverse effects. The areas of context mostly relate to the type of therapy, the 

length of therapy, dyadic relationship male therapist-female patient and the quality of 

relationship resulting in increased distress, dependency/isolation, and a sense of 

stigmatisation. However, there is still not enough research in order to obtain a clear picture of 

the negative effect therapy profile. Therefore, the recommendations for training and research 

are of the utmost importance due to the scarce interest of scientific investigation in this area. 

Hence this study aims to contribute towards this important topic in order to increase safety 

and effectiveness of treatment.  

Hence, the following hypothesis have been proposed: 
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H1. It is hypothesized that there is a particular type of therapy that will significantly increase 

a level of negative effects during psychotherapy treatment. 

 

H2. It is hypothesised that the childhood-past focus will significantly influence higher level 

of negative effects than present-oriented therapy focus. 

 

H3. It is expected that the number of sessions will predict an increased level of negative 

effect of psychotherapy. 

 

H4. It is expected that low alliance within the psychotherapeutic relationship will predict a 

higher level of negative effects. 

 

H5. It is expected that the gender of a therapist will predict negative effects across therapy 

types. 
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Chapter Two 

Methodology 

 

Participants 

 

 The participants of this research have been gathered across the world via online 

snowball sampling by a use of online survey. 92 responses have been collected that includes 

68 females, 21 males and 3 not defined. The sample was targeted internationally with the 

participants being mostly of White ethnicity (80.4%, see Table 1). Everybody who attended 

psychotherapy and experienced negative effects was encouraged to take part in the study 

leading to a convenience sample due to “members of the target population that meet certain 

practical criteria, such as easy accessibility, geographical proximity, availability at a given 

time, or the willingness to participate” (Ilker, Sulaiman & Rukayya, 2016). Furthermore, this 

approach can be defined as purposeful sampling that “identifies and selects individuals or 

groups of individuals that are especially knowledgeable about or experienced with a 

phenomenon of interest” (Palinkas et al, 2015). This study particularly has not been interested 

in the participants with both negative or positive experiences due to the goal of filling up a 

gap between a skewed positive focus and a lack of sufficient negative effects in research. 

This create an inclusion and exclusion criterion, where inclusion aims towards a participation 

of people with an experience in therapy plus negative effects but does not aim towards those 

who did not experience them. Therefore, the online forum related to mental health, 

psychotherapy experiences and psychology had been chosen to target people who are 

interested in sharing their mental health experiences, so a probability of psychotherapy 

attendances was higher than in a general population. Additionally, the researcher used her 
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own social media tools in order to find people with an experience of therapy. This provided 

exposure to other mental health professionals who are more inclined to go through therapy as 

a part of their training. The group of experts joined the research including psychotherapists, 

trainees in psychotherapy, psychologists and psychology students producing an expert 

sampling within “regular” partakers of psychotherapy treatment, which was taken under 

consideration in interpreting results. This form has certain limitations which will be later 

explained.  

 The nonresponse error can undermine external validity of online data collection. 

Nonresponse bias is a difference between partakers getting an invitation of participation and 

the actual responses (Lindner & Wingenbach, 2002). The links with surveys may not reach 

the target group (therapeutic with negative effects experience) due to negative experience 

participants potentially refusing or ignoring the survey. The evaluation of negative effects can 

also be biased due to overestimation of positives in therapy as the research above has 

explained. A few strategies have been applied to decrease the non-response bias in this 

research, such as ensuring anonymity where no identity data of participants was collected by 

the researcher, giving enough time for collections of answers that lasted a month, and making 

sure that surveys will not take more than 15 minutes to fill in. The qualitative part of this 

study was optional. It is important to note that the sample is not randomly assign therefore 

generalisation cannot be assumed. It means that the results will not be representative to the 

whole population however this type of study can be particularly useful in identifying issues, 

developing further hypothesis and alternatives (Frickey & Schonlau, 2002).  
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Research Design 

 

 The research design is defined as the “glue that holds all of the elements in a research 

project together” (Akhtar, 2016, p.68). The elements consist a clear statement of a research 

problem, data collection, processing, and analysing. Additionally, a design puts predictions 

based on research questions, objectives, and forms a hypothesis (Simon, 1969 as cited in 

Akhtar, 2016, p.69). This paper uses two methods, qualitative and quantitative, therefore the 

research design is a mixed method design. Quantitative research is characterised by statistical 

data (numbers, percentages, statistical formulations etc.) and it is characterised by a rigid and 

closed up approach based on deductive reasoning (testing theory). The philosophy behind this 

method, called postpositivism, talks about one objective reality that is accessible to know by 

a use of a scientific process. The tools such as validated surveys and/or experiments are 

applied in order to explore correlations and causations (Eyisi, 2016). The qualitative method 

takes an inductive approach using constructive philosophy that assumes multiply realities. In 

other words it can be described as a “form of social inquiry that focuses on the way people 

interpret and make sense of their experience and the world in which they live” (Holloway & 

Galvin, 2016, p.3). This method uses in depth open question interviews or/and observations 

in order to explore phenomena by inductive (constructive) analysis (Eyisi, 2016; Mohajan, 

2018).  

 These two approaches form a mixed method application in this study called the 

triangulation. The triangulation is seen as a single-stage method that is introducing two 

approaches to gather a data at the same time. Those two methods obtain their findings and 

hold the same investigation value contributing to an exploration of a broader aspect of the 

end result. There are few variations of this model. This study is a representation of validating 

data model aimed towards the expansion of quantitative data by adding few qualitative 
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questions related to patients’ experience of negative effects (Creswell & Plano, 2007, pp.61-

62). The questions represent exploration of the same phenomena within a singular 

investigation, but they are an addition to the quantitative measure. The main phenomena of 

negative effects is the focus of this study however, a quantitative approach measures 

symptoms of negative effects and relationship alliance whereas a short qualitative semi-

structured interview explores pre-treatment knowledge of patients on NE and process 

reaction within a therapeutic relationship during experiencing NE. The questions are also 

aimed towards learning about therapists’ standards in terms of acknowledging and informing 

patients about possible negative experiences.  

 The rationale behind a choice of a mix method design lies in an unclear and complex 

nature of negative effect evaluation. Firstly, negative effects are hard to define and classify 

therefore it is important to gather the most data from different angles in order to form some 

sort of clarification on the subject. Using just one quantitative tool that is still in an early 

stage of a development would not be efficient in comprehending multidimensional 

phenomenon of NE. The quantitative design has been applied with the purpose of a valid 

measurement of symptoms, structure, and guidance for a participant in order to create self-

exploration on negative symptomatology. It gives a chance of more organised knowledge 

using clearer picture based on scientific records which helps to build a foundation to further, 

more efficient application. It could be said that a negative focus is a limitation contributing 

towards an enhancing bias towards negative evaluation however, as research showed, there is 

no negative bias, not even an efficient awareness of NE due to the research already biased 

positively. This study deliberately strives towards guiding a reflection into contemplation on 

negatives that has been unnoticed, neglected and/or ignored. The second qualitative part 

focuses on exploring wider perspectives in pre-treatment knowledge and during the therapy 

timeframe in the context of therapeutic relationship and safety of sharing negative 
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experiences. The qualitative measurement does not take into consideration those aspects in its 

design where, for example, lack of previous knowledge on negative effects could create more 

intensive symptomatic response. By adding questions new cofounds can emerge which will 

contribute to an advancement of knowledge in this area.  

 Additionally, this research applies demographic questions such as gender, age, 

ethnicity and explores dimensions of negative effects such as gender of therapist, childhood-

past focus, number of sessions and therapeutic alliance. The type of therapy was the main 

goal of this investigation and dimensions have been used to obtain the most truthful picture of 

negative effects and the side effect profile. To learn about type of therapy attended by the 

participants a request “Please indicate what type of therapy you attended?” was provided with 

six options such as CBT, Humanistic, Psychoanalysis, Psychodynamic, Gestalt and Art with 

an additional option Other. The Other formed a mixed group due to the small number of 

participants and few opted for Unknow response. The aim of this part of a design is based on 

previous research linking those modalities to negative effects development. The childhood-

past focus has not been yet explored in the research however an assumption of emotions 

emerging from this experience has been put as a predictor of NE. The exploration of those 

components can lead to further recommendations in terms of development of NE.  

 

Materials 

 

 The quantitative approach uses two questionnaires in order to measure components of 

negative effects. The main one is titled Negative Effects Questionnaire (NEQ, Rozental et al., 

2016, Appendix A). A shorter version containing 20 items was applied differentiating 

between symptoms of negative effects caused by treatment or by other circumstances. A 

participant has an option of choosing which one has been experienced in therapy by marking 
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Yes and No response. Further, the scale uses a five-point Likert-scale from “Not at all” to 

Extremely” to mark an intensity of an experience. One open question is included at the end. 

The questionnaire measures factors such as “symptoms”, “quality”, dependency”, “stigma”, 

“hopelessness” and they include statements, for example: “I had more problems with my 

sleep” or “I felt like I was under more stress.” The questionnaire showed fairness in testing 

and goodness of fit delivering a person separation index of 1.08 and the item-separation index 

of 2.61 based on the Rasch assessment model (Rozental et al., 2019). Through the standard 

called a fairness of fitness it can be concluded that the measurement does not exhibit any bias 

based on a participant’s sociodemographic such as age, demographics, civil status and other. 

The standard of goodness of fit includes variables that reached satisfactory variance and fit 

with set of observations. (Rozental et al., 2019). The principal component showed 62.5% of 

the total variance so unidimensionality and therefore increasing interpretability was achieved. 

This measure has been chosen for its recognition of external and internal events and 

additional open-ended question for further elaboration. The questionnaire also obtained 

satisfactory reliability and validity measures mentioned above.  

 The second questionnaire applied in this research relates to the alliance between a 

patient and a therapist. The questionnaire called Agnew Relationship Measure – 5 (ARM-5, 

Appendix B) delivered by Agnew-Davies, Stiles, Hardy, Barkham and Shapiro (1998) 

measures three dimensions: bond, partnership, and confidence in therapy. A participant has 

an option of choosing which alliance components has been experienced in therapy by a 

seven-point Likert-scale from “Strongly Disagree” to “Strongly Agree”. One score has been 

reversed. The examples of statement are as follow: “My therapist is supportive” or “My 

therapist and I agree about how to work together”. The Agnew Relationship Measure – 5 has 

been developed as a short version of 28 item ARM questionnaire meeting satisfactory 

internal consistency (0.88) and various forms of reliability (above 0.86, Cahil et al. 2012). 
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However, the researchers mentioned a ceiling effect characterised with high scores that 

clients were giving to their therapist. This measure has been chosen to be applied to this 

research due to the short version and a high reliability of measurement that allow swift and 

consistent collection of scores for alliance dimension. 

 Additionally, demographic information such as gender, age, ethnicity, therapist 

gender, the childhood-past focus, a type of therapy and number of sessions have been added 

at the beginning of a survey. 

 The third qualitative tool has been introduced to participants as a part of the 

exploration of a context. The four questions YES/NO with following sub questions 

(Appendix C) asked about pre-treatment knowledge and openness of clients to share NE 

experiences with a therapist such as “Have you been aware about possible side effects of 

psychotherapy before the treatment? If Yes, please share it” or “Please share if you did 

disclose those experiences/feelings to your therapist on the session? How did you feel? A 

question related therapist’s attitude towards negative experiences in terms of internal consent 

procedures was given to participants such as “Did your therapist discuss possible negative 

effects and safety prevention in relation to the therapeutic process? If Yes, please share it.” 

 

Procedure 

 

 The four parts of this research was transferred to the Google Form in order to be 

distributed online: Demographics, The Negative Effect Questionnaire, Agnew Relationship 

Measure – 5 and qualitative questions. The formed link has been placed in various social 

media platforms, forums and websites including LinkedIn, Instagram, Twitter, Reddit, Quora 

and more. The participants were asked to fill up a form only if they had an experience of 

psychotherapy and negative effects together. Anticipated problems included missing scores 
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on various measurements or the link not working properly. The researcher was actively 

engaging in comments and requests in relation to the research resolving issues with the link 

when necessary. No modification of measurements or qualitative section was applied. The 

online survey was collecting data over a month with a researcher regularly updating various 

posts for better exposure. After the collection of data and official closing message to 

participants, the statistical analysis was used by applying tests to obtain the results such as 

One-Way Anova, Linear Regression and Independent Sample T test. The SPSS program was 

used to run the tests. The results have been outlined in the result chapter. 

 The short qualitative section of the research was added to online survey in the form of 

online semi structured interview consisting four in depth questions in relation to NE. The 

process of analysis involved inductive approach of thematic analysis that is “a method for 

identifying, analysing, and reporting patterns (themes) within data” (Boyatzis, 1998 as cited 

in Braun & Clark, 2016). The analysis was be done in the Word document after copying data 

from original Google form. The colours were applied to differentiate emerging codes and 

themes that were recognised by repeatable patterns of words and meaning. Thematic analysis 

was a second stage of evaluation after qualitative testing. 

 This research has obtained acceptance from the Dublin Business School Ethical 

Committee. The ethical consideration such as anonymity and data protection in relation to 

this study was guaranteed by the researcher in order to prevent risks of harm. No identity 

identification was collected. In this research informed consent (see Appendix D) was 

introduced on the first page with a mandatory option to tick in. The description of the subject 

with a warning about sensitive questions in relation to psychotherapy treatment and related 

negative effects was pointed out. Additional contact details of mental health support in case 

of a need for support due to distress was added to the consent. The opt in option was 

mandatory to assure that characteristics of the survey were understood. The option to opt out 
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was available through the whole study at any time. The option to send questionnaires back 

directly to the researcher was offered with contact details like email address, name and 

educational details about the researcher.  The details and aims of the study were clearly 

described with highlighted benefits of the NE research such as a development of the 

framework for risk prevention procedures in psychotherapies and an increased awareness 

both for the client and the therapist about NE. The data was stored in a separate folder with a 

secure encryption before and after calculating the results. The files will be deleted by 

compliance with Dublin Business School retention policy and will be processed only for the 

purpose of this study which was explained to participants. 
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Chapter 3 

Results 

 

Descriptive 

 

Table 1 

The Frequency by Gender, Age, Ethnicity and The Confounding Variables by Gender of 

Therapist, Childhood -Past Focus and Type of Therapy. 

 

Baseline characteristic Frequency Percent 

Gender 

Female 
 

 

68 

 

73.9 

Male 

 

Missing 

 

Age 

18-24 

25-34 

35-44 

45-54 

55-64 

65-74 

 

 

21 

 

3 

 

 

10 

32 

30 

7 

11 

2 

 

 

22.8 

 

3.3 

 

 

10.9 

34.8 

32.6 

7.6 

12.0 

2.2 
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Ethnicity 

White 

Asian 

Black 

Mixed 

Other 
 

 

74 

7 

1 

6 

4 

 

80.4 

7.6 

1.1 

6.5 

4.3 

 
       

 

Gender of Therapist 

Female 

Male 

 

22 

11 

 

23.9 

12.0 

 

Childhood-past focus 

No 

Yes 

 

Type of Therapy 

Cognitive Behavioural Therapy  

Humanistic 

Psychoanalysis 

Psychodynamic 

Gestalt  

Mixed (Bereavement, mix of CBT 

and psychodynamic, DBT, 

EMDR, Hypnotherapy, group 

therapy, IFS, Schema, Art,)  

Unknown  
 

 

 

31 

61 

 

 

21 

21 

14 

15 

2 

12 

 

 

7 

 
 

 

 

33.7 

66.3 

 

 

22.8 

22.8 

15.2 

16.3 

2.2 

13.0 

 

 

7.6 

Total 92 100 
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Table 2 

Descriptive Statistics of Negative Effects, Alliance, and Number of Sessions.  

 Mean SD Skewness Kurtosis Range 

Possible 

Range 

 

Negative Effects Total 

 

29.50 

 

5.44 

 

-. 007 

 

-1.202 

 

19.00 

 

20-39 

Alliance Q Total 22.99 8.90 -.040 -1.423 30.00  5-35 

No. of Sessions 72.34 126.2 5.192 33.97   

       

 

 The skewness for the negative effects and alliance measurement is shown to be less 

than 1.0 therefore the distribution can be assumed normal, bimodal, and very slightly skewed 

left. The number of sessions showed no normal distribution with 5.16 indicating that the 

curve is skewed strongly right making it unimodal distribution.  

 Kurtosis showed that negative effects and alliance shows to slightly flat mesokurtic. 

The number of sessions showed a rapid pick with kurtosis pointing to leptokurtic and high 

number of sessions attended by participants in total.   
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Inferential 

 

H1. It is hypotheses that there is a particular type of therapy that will significantly increase a 

level of negative effects during psychotherapy treatment. 

 

 Homogeneity of variance shows significance of Sig. .009 (p < .05) therefore there is a 

significant variance across the groups so equal variance is not assumed. A One-way ANOVA 

found that there is a significant difference between types of therapy and negative effects (F 

(8, 60) =2.99, p=.011). Therefore, the null hypothesis can be rejected. Tukey HSD post hoc 

analyses highlighted that there is a significant difference between humanistic therapy and 

psychoanalysis in terms of negative effects with humanistic showing the lowest level of 

negative effects than psychoanalysis (Mean difference = 6.85, p = .006, CI [95%] -1.30, -

12.41). Additionally, CBT and humanistic therapy almost achieved significant difference 

showing that CBT elicits more negative effects than humanistic therapy (Mean difference= 

4.92, p=.052, CI [95%] -.0184, 9.86) 

 

H2. It is hypothesised that the childhood-past focus will significantly influence higher level 

of NE than present-oriented therapy focus.  

 

 Homogeneity of variance is assumed as the result shows non significance (Sig. .869) 

therefore there is not a significant difference between variances across the groups. A One-

way ANOVA found that there was no significant difference between childhood-past focus 

and negative effects (F (1, 85) =2.99, p=.174). Therefore, the null hypothesis can be accepted. 

The results showed that childhood focus did not significantly influence negative effects with 
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the mean of therapy focusing on the past being 28.93 in value and SD=5.33. The present 

focus showed Mean=30.62, SD=5.58.  

 

H3. It is expected that the number of sessions will predict an increased level of negative 

effect of psychotherapy. 

 

Table 3 

The Linear Regression of Negative Effects and Number of Sessions. 

 R Adj. R2 β t Sig. 

Predictor 

No. of sessions  

   .022 

 

   -.011  

.022 

 

.206 

 

 

.838 

 

 

 The Linear Regression Test was used to test whether number of sessions predicts 

negative effects. The results of the regression indicated that truly little variance was explained 

by predictor (F (1, 84) =0.42, p=.838, R2=-.011). Therefore, the null hypothesis can be 

accepted. 
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H4. It is expected that low alliance within psychotherapeutic relationship will predict higher 

level of negative effects. 

 

Table 4 

The Linear Regression of Negative Effects and Alliance 

 R Adj. R2 β t Sig. 

Predictor 

Alliance  

   .688 

 

   .473  

-.688 

 

-8.72 

 

 

.000 

 

 

 The Linear Regression test was performed to check whether alliance in therapeutic 

relationship predicts negative effects. The test showed that model explains 47.3% of variance 

of the data and with F=194.16 and df=86 in total there can be stated that relationship is linear. 

The alliance within therapeutic relationship does significantly predict negative effects 

showing negative correlation with negative effects increasing when alliance decreases during 

the treatment (F (1,13) = 194.16, p < .001, R2 = .473). The null hypothesis can be rejected. 

 

H5. It is expected that gender of a therapist will predict negative effects across therapy 

types. 

 The Independent Samples T Test has been run to check a difference between gender 

of a therapist and a development of negative effects. Overall test revealed no significant 

difference between gender of therapists (female M =30.3, SD =5.64, male M=30.54, 



36 

 

SD=6.15) and negative effects emerging during the treatment (t (29)=-.112 = - 2.49, p =.911, 

CI (95%) -4.71 -> 4.22). Therefore, the null hypothesis can be accepted. 

 

Additional Findings 

 

 The three additional frequency tests have been run to check a frequency of responses 

by a particular question within a test. The goal was to learn about the most common symptom 

occurring within NE experience, the lasting duration of symptoms in general and the most 

prominent alliance component emerged in the therapeutic relationship for participants. The 

Negative Effects Questionnaire showed that experiencing more unpleasant feelings was the 

highest chosen option by the participants (M=1.74, SD=4.43). 65.2% of people shared that 

the lasting duration of this negative effect persisted up to month and longer.  

 The AGNEW-5 relationship questionnaire showed that the highest component in a 

relationship noticed by the participants was a confidence of a therapist in himself/herself and 

his/her techniques (M=6.10, SD=1.26). The standard deviation was also the most clustered 

around mean when comparing with other components of an alliance construct. 
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Thematic Analysis 

 

Coding Process 

 

 The first step of thematic analysis started from the researcher familiarizing with the 

data. Reading and re-reading was performed. Then the second step involved generating codes 

that represented relevant and repeatable features (concepts, ideas) of the researched subject. 

The analysis has been conducted by highlighting in colour repeatable patterns in Word 

document. No other program was used. The first sketch of coloured representation emerged, 

and Child Nodes were presented. Afterwards, Parent Themes have been generated from the 

set of codes that included broader meaning/idea of codes. The names have been placed on 

themes that matched to the context of codes. Reviewing themes again was implemented in 

the next phase. The themes have been compared with the research questions to make sure that 

all relevant data represents the purpose of this research.  

 

Themes Results 

 

Question 1 

 “Have you been aware about possible side effects of psychotherapy before 

treatment?” 

52% of participants said they were not aware of possible negative effects before the 

treatment. 47% said they were aware of negative effects. This group was introduced to a 
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follow up question asking for details of this knowledge and their origin. The following 

themes has emerged: 

1.0 Professional Theme 

 An almost half of responses (18 out of 39) were coming from professionals such as 

psychotherapists or students of psychology. It seems that knowledge about negative effects 

come from reading and studying but also from their own experience of therapy and 

supervision.  

“From my own training I would have known. I just didn't believe it 

really applied to me.” 

“1. based on my previous experience, and 2. because I was training 

to be a therapist at the time myself”.  

(I am professional code) 

Interestingly the common phrase learnt and passed on to students related to difficult emotions 

in treatment has been shared by this group in the questionnaire. 

“I studied psychology and we were always told that treatment can 

make things worse before they get better.” 

“I understood that things might feel worse before they feel better” 

(Common phrase code) 

1.1 Personal experience Theme 

 The second group was represented by clients not being involved in the 

psychotherapeutic field. This group pointed mostly to their own experience of therapy that 

lead them to the realisation of difficulties coming from the treatment. 

“I know it because I experienced it. I felt my vulnerability was 

completely exposed in a first session, so I did not return.” 

“Side pain.” 

(I experienced that code) 
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 The articles, movies, books, and other people experience has been promised as a 

second source of knowledge about negative effects. 

“Articles. And next-door neighbours own experience.” 

“I saw this in the Television series “in Treatment”. 

(Second source code) 

 

 Unfortunately, therapist’s explanation about possible negative effects on therapy was 

only delivered few times (3 out of 39 responses) as a part of consent application and it 

represents the lowest level in terms of source of knowledge for clients among other themes, 

“My therapist and I discussed potential effects, both good and bad.” 

“My therapists told me painful memories could come up and that could 

cause me to feel worse temporarily.” 

(Low-Therapist told me code) 

 

Question 2 

 “Did your therapist discuss possible NE and safety prevention in relation to the 

therapeutic process?” 

 68.5% of participants responded No to the above question with 31% stating that they 

had been informed by a therapist of possible negative effects. Among 22 responses on the 

first session explanation of possible negative effects few themes emerged, 

2.0 Emotions Theme 

 The highest number of responses (12 out of 22) pointed to the therapist informing a 

patient about possible difficult emotions emerging during a treatment. 

“They told me about how memories could resurface.” 
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“My therapist did much to educate me on some of the sensations and 

thoughts I might experience following sessions where we worked with 

traumatic experiences” 

(Resurfacing code) 

2.1 Safety measures Theme 

 The safety measures such as self-care techniques, meditation, emergency contact and 

social support questioning have been introduced to patients on the first session by few 

therapists (5 out of 22 responses) 

“We discussed DBT techniques for grounding and TIPP procedures, as 

well as mindfulness. I was always allowed to call, text.” 

“He recommended taking care of my emotional and physical health 

between sessions.” 

(techniques code) 

 None of participants mentioned that negative effects have been lined out in the 

therapeutic contract itself. 5 out of 22 responses stated clearly that they did not get written 

outline on negative effects.  

“It was stated, not in a contract” 

“A contract wasn't proposed.” 

(just talk, no contract code) 

 

Questions 3 

 “Did you disclose experienced NE to the therapist on the session?” 

65.9% of those experiencing negative effects did disclose it to their therapist on the session 

where 34% of participants shared, they did not share this information with a professional. 

An almost half of participants (20 out of 46) answering Yes to the question on sharing 

negative experiences in therapy revealed that they have not been welcomed with their 
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honesty. 18 of out 46 participants experienced a positive response from therapist stating that 

their feedback has been accommodated accordingly. 

The question asking for a reason for not disclosing this information to the therapist two 

themes emerged based on external and internal evaluation.  

3.0 Internal Negative Theme 

“Because I felt silly ......” 

“I was doubting my own perception.” 

(afraid, fearful code)  

3.1 External Negative Theme 

“She came across as quite judgmental” 

“My therapist had her own agenda.” 

(relationship was poor/not trusting therapist code) 

3.2 External Positive Theme 

“My therapist was very understanding and heard me and my 

experiences.” 

“At all times, my safety was paramount, my treatment was consensual 

and at every stage it was discussed with my best interest at the centre.” 

(I was heard code) 

 

Question 4 

 “Is something you would like to share here that will help improve therapeutic services 

and meet a person needs of safety in terms of negative effects in psychotherapy?” 

 40 responses in total was collected. Most replies related to the therapists’ approach 

towards patients with varying components within (26 out of 40). 
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4.0 Therapist attitude Theme 

“therapists to take responsibility for their own part in the process and not to 

hide behind wrongly understood cold professionalism” 

“they understand the person they are dealing with and can empathise with 

them.” 

“The importance of validating the client's emotions and experience.” 

(relationship/empathy code) 

4.1 Clear Rules Theme 

 10 out of 46 mentioned an importance of clear explanation at the beginning of session 

about possible emotions arising during the therapy. The written template has been mentioned 

for higher transparency.   

“A formal template describing the positive and negative aspects and potential 

outcomes of therapy.” 

“I feel that negative effects need to be discussed in order for through growth 

to happen within the industry.” 

(formal description code) 
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Chapter 4 

Discussion 

 

 The focus of this study explored the topic on negative effects (NE) in psychotherapy. 

Firstly, it emerged that humanistic therapy significantly differs from psychoanalysis in the 

level of NE. Humanistic yields the lowest level of NE whereas psychoanalysis shows the 

highest level of these occurrences. CBT almost achieved a significant difference with 

humanistic therapy, showing CBT eliciting a higher level of NE than humanistic, however 

more research is needed to explore this relationship. Therefore, it can be stated that the Side 

Effect Profile (SEP) exists and different types of therapy result in a different level of NE. 

That stands in line with a previous research pointing to those differences (Crawford et al., 

2016; Rozental et al., 2016). However, there are few interesting characteristics emerging 

from this study. Psychoanalysis has not been explored before in terms of contrasting NE with 

other modalities apart from one available study of von Below (2017) investigating 

dissatisfaction, non-improvement, deterioration, and general experience of young adults of 

psychoanalytical treatment. The contrasting modalities studies regularly point to 

psychodynamic therapy holding the highest level of NE. This research showed no significant 

influence on those developments and presents psychodynamic as producing slightly less NE 

symptoms than CBT which does not match the results from other studies (Crawford et al., 

2016; Rozental et al., 2016). The one assumption proposed to explain this result points to the 

question of understanding a difference between psychoanalysis and psychodynamic by the 

general population as both these modalities seem to create confusion. “The differences are 

murky” states Shedler (2006, p. 9) whereas Kächele (2010) mentions that techniques and 

outcomes between psychodynamic therapy and psychoanalysis do not differ in their quality 
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and effectiveness. Therefore, it would be suitable to ask what exactly was measured in the 

psychoanalysis and psychodynamic approach if they seem interchangeable.  This research did 

not provide an explanation of therapy characteristics to the participants therefore it could be 

possible that psychodynamic and psychoanalysis was not clearly understood. Alternatively, 

an expert sample including psychologists, psychotherapists and students could increase the 

accuracy of this evaluation. The researcher has not collected a separate data on a type of 

sample which could explain differences is responses. This and the lack of treatment 

description is considered as one of the limitations of this study yet the recommendation on 

the side effect profile and NE can be made.  

 Basing on a present and previous research the side effect profile is an occurring 

phenomenon. The recommendation would suggest creating a template of negative effects 

attached to the consent, or alternatively discussing with a patient on a first session a 

possibility of emerging emotions during the treatment. It is important to monitor those 

emotions without a preconception of “natural ways of how therapy works” that can lead to 

lowering therapist’s attention and consequently a lack of proper engagement in NE 

monitoring. The risk prevention plan should be put at place with safety measures clearly 

explained to a patient. They can include mediation techniques, a social support at place or an 

emergency contact to the therapist. The first session should also include an explanation of 

theoretical approach applied by therapist to assure a client’s awareness on a type of received 

treatment. In addition, an increased burden of a particular approach should be explained. 

Those burdens can include dependency, pressure and other that should be addressed once in 

treatment. However, this type of evaluation and openness to apply solutions demand certain 

healthy attitudes from a side of professional which will be explained further in the Chapter 5. 

 Furthermore, this study showed that therapeutic alliance holds a significant link to 

negative effects. This stands in line with previous studies pointing to poor therapeutic 
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relationship being an important dimension influencing development of NE (Leitner et al., 

2012; Cronin et al., 2014). Humanistic and psychodynamic modalities place a quality of 

relationship at the centre of their philosophy and they both yielded no significant difference 

in a development of NE. Surprisingly psychoanalysis is supposed to hold the same premise in 

the form of positive transference which is referred to therapeutic alliance however negative 

effects appeared to emerge there the most. The aforementioned study of von Below (2017) 

pointed to the quality of relationship being a main complain among participants of the 

psychoanalytic treatment across three type of settings: dissatisfaction, non-improvement plus 

deterioration and overall satisfaction. Therefore, in terms of psychoanalysis eliciting the most 

negative effects it can be assumed that alliance could be an important factor contributing to 

the development of NE within this approach. The one main difference between 

psychoanalysis and humanistic therapy is that humanistic modality holds the optimistic belief 

on human nature: the belief of intrinsic self-actualising properties within each individual. 

However, psychoanalysis holds a more deterministic and pessimistic stance (Gomez, 2004).  

Theoretical differences have a potential to bring a different approach to building an alliance. 

The “alongside” alliance that humanistic therapy represents supports the natural growth of a 

person whereas psychoanalysis uses both “alongside” and “opposite” stance (Gomez, 2004). 

This approach has a chance to be read as a rupture in a therapeutic relationship. Yet studies 

confirmed that the most common negative effect in psychodynamic approach is a patient 

feeling offended by the therapist (Rozental et al., 2016). If psychoanalysis and 

psychodynamic are interchangeable modalities, a question about an approach to alliance 

arises as both seem to show common themes in outcomes and a level of negative effects 

basing on this and previous studies. The relationship building skills are a part of 

psychotherapeutic training however not all modalities put the same emphasis on a role of 

therapeutic relationship within their philosophy. There is still a debate on components 

necessary for building an alliance that is helpful for the patient. A meta-analysis of Martin, 
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Garske and Davis (2000) showed that alliance and a treatment outcome are linked in a 

medium but stable relationship. This study showed that therapeutic alliance is a part of 

equation also in a development of negative effects however the research did not explore how 

exactly this influence is expressed: does NE develop in a lesser extend or a patient shares 

openly his emotional struggle with a therapist due to strong therapeutic alliance thus a 

negative effect is addressed and therefore stopped during the treatment. This investigation did 

not pursuit further analysis on this matter apart from one symptom described in additional 

findings however recommendation for the skilful relationship management holds the ground. 

Additional suggestions will be proposed in the Conclusion and Recommendation section. 

 Furthermore, there is a fluctuation in level of NE between humanistic and CBT. In 

one study CBT shows the lowest level of NE (Leitner et al., 2012) but in other scientific 

investigation it showed that actually it is humanistic that elicits the lowest degree of NE 

(Crawford et al., 2016). Therefore, the results agree partially with the scarce body of research 

in terms of side effect profile that humanistic produces the lowest rate of NE. In terms of 

fluctuating position of CBT and humanistic therapy it can be assumed that different strategies 

used by the particular therapeutic modality could explain this phenomenon.  Through 

exploring dimensions of negative effects from the aforementioned research a few points 

emerge. Humanistic therapy places a central importance on the quality of relationship and 

previous studies showed that along with psychodynamic therapy both can lead to dependency 

(Leitner et al., 2012). The other aspect previously mentioned was that a passive approach of 

humanistic therapy can lead to a worsening of depressive symptoms after the treatment 

(Rozental et al., 2016). A two-fold explanation can be proposed. The non-directive approach 

is the foundation of humanistic modality which can be a wrong match for an issue which 

already shows symptoms of low vitality and motivation. The other explanation could point to 

the relationship not being a source of activation but deactivation, meaning in the safe and 
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warm environment the depressed person does not have to search for self-motivation to feel 

better.  However, it is not clear if therapy dealing with different set of issues develops the 

same level of negative symptoms therefore more research is needed.  On the other hand, CBT 

represents an active and directive approach. It places more importance on cognitive aspects of 

the psyche using techniques often offered as a part of homework. This approach could 

decrease a quality of a relationship as mentioned before patients experienced CBT to be more 

set on practising techniques which was felt as a burden from the perspective of participants 

(Rozental et al., 2016). In a hierarchy of symptoms, it has been noted that burden of therapy 

has held a stronger impact than dependency even though both are significantly important 

(Leitner et al., 2012) which would explain humanistic therapy showing lower level of NE 

than CBT. Consequently, in both modalities there are aspects that seem to relate to negative 

effects and perhaps depending on the sample and a person’s issues, these modalities switch 

the places in ranking across different studies. Therefore, monitoring and openness to 

feedback at every stage of therapeutic process is crucial due to fluctuations in the level of 

negative effects in different modalities.  

 Additionally, the dimensions of NE have been investigated such as the number of 

sessions and gender of therapist and they showed no significant relationship with NE. 

Aforementioned modalities use those components in a varying degree yet they do not play a 

role in the development of NE in contrast to previous studies (Leitner et al.,2012). The 

childhood-past focus had been a new addition in research on this topic and also demonstrated 

no influence on NE. Hence psychoanalysis and humanistic, both using the past focus, could 

not be explained by this component as both resulted in contrasting level of negative effects. 

 The online semi structured interview produced responses supporting the body of 

research illustrating attitudes among clinicians in terms of negative effects. The results 

revealed that most of participants of therapy did not know about possible NE of therapy. The 
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number was expected to be lower due to the sample including expert responses. The vast 

majority of answers pointed to therapist not informing about possible negative effects which 

supports the body of research indicating a lack of recognition of NE among professionals 

(Hannan, et al., 2005; Linden & Schermuly-Haupt, 2014; Jonsson et al.,2014). However, 

most of the patients shared their negative feelings with a professional when they occurred 

contradicting study showing that usually patients do not share their negative experiences 

(Regan and Hill, 1992) yet this sample is very small to show the trend.  The sample consists 

also an expert sample therefore an approach to be more open with one’s own emotions can be 

a part of more training approach. Furthermore, the popular statement “clients must get worse 

before they can get better” was found in both the professional and the client’s narratives. The 

previously mentioned study (Cooper, 2008, p.30) showed that this particular sentence does 

not fit the available research that demonstrated a worsening deterioration of the patient once 

the beginning of therapy was unsatisfactory. Another study pointed to few gains but not 

significant benefits occurring for an individual when an issue is not resolved (Werbart et al., 

2019). It seems that attitude towards “lows” are met with a conditioned relaxed belief learnt 

in training that the process naturally can elicit negative emotions and its occurrence is not 

harmful. That can lead to decreased attention and reduced openness to the possibility of 

negative effects turning into the long-term process for the client and passivity in applying risk 

prevention and safety measures. Interestingly, additional findings showed that the highest 

answered option for an alliance measure (AGNEW-5) was related to the therapist being 

confident in his/her own approach and techniques. It could be assumed that the Dunning-

Kruger effect prominent among professionals in the study of Walfish et al., (2012) could 

emerge in this investigation.  
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Limitations 

 

 This study holds certain limitations. Aforementioned sample characteristics do not 

allow to draw a clear picture on an experience of NE among general population. Firstly, the 

expert sample i.e. psychologists, psychotherapists, students etc deliver their knowledge on the 

topic from different sources than the general population. This group has a higher chance to 

learn about NE and how to approach them due to knowledge and training skills they 

encounter. The general population relies on a chance with their own resources of books, 

movies, general research, and other people’s experiences which can contribute to a different 

sense of preparation for the treatment therefore different copying reactions. That leads to the 

lack of description of therapies’ characteristics which could contribute to confusion on 

modalities that are seen as interchangeable. Besides, the sample is small and was targeting 

specific groups therefore the results can not be generalised. Only people with therapy 

experience plus negative effects were invited to participate. Additionally, the majority of 

participants were of White ethnicity which could discriminate against minority experience. 

The subject is also unexplored therefore comparison with the body of research was limited 

however it can also be counted as an advantage of this study gaining an opportunity to 

expand this topic.  

 Additionally, this paper focused on quantitative exploration with a small qualitative 

study which could be seen as a limitation for an investigation of multidimensional 

phenomenon. Due to difficulty with defining NE the qualitative approach could bring more 

details for this purpose. Yet additional option included in quantitative questionnaire provided 

an opportunity to share further comments. However, due to the sensitivity of this topic which, 

based on the responses, were detailed with various emotions and issues, the face to face 

approach could elicit more in-depth responses than online. Still, this justifies mixed method 

approach in order to fulfil the gaps in these matters.  The recommendation for further study 
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would include an exploration of three-fold model of negative effects including therapist 

effect, type of therapy and type of disorder to investigate relationship between them in 

forming of NE which this paper did not explore.  The childhood-past focus requires 

replication as it was a new addition to the body of research on NE. The alliance influence 

could be further explored in order to learn how it influences development of negative effects 

in order to increase a professional focus to aspects mediating the change. The duration of 

negative effects should be included to observe changes within the process. 

 

Dissemination Plan 

 

 It is important for the research to be shared among clinicians and individuals 

accessing psychological treatment in order to increase standards in a profession and form 

well informed participants of the therapy. Therefore, this research will be accessible on 

various professional and general public platforms in order to contribute to aforementioned 

goals (see Appendix E). On the website of Irish Association of Psychotherapy and 

Counselling (IACP) the Research Corner option is available to members to post news and 

projects on the subject of psychotherapy and counselling. This researcher has access to this 

option and will be using it for dissemination purposes. Additionally, IACP delivers their own 

Irish Journal of Counselling and Psychotherapy to the members where engagement of 

professionals is encouraged. The review of this thesis can be introduced to the IACP journal 

committee in order to be published on the bigger forum. The other professional body, 

Psychological Society of Ireland (PSI) can be requested to share the findings with a Division 

of Clinical and Counselling Psychology. The next professional body, the HSE National 

Counselling Service (NCS) focuses on delivering counselling and psychotherapy to all 

regions of Ireland. The section on their website Publication and Reports are available for the 
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public however no mention of negative effects was found by this researcher. The contact can 

be made in order to offer this paper to call attention to include those aspects in the future 

reports. Apart from professional bodies social media can be used to share the results for both 

general population and professional. The Linked In is used by this researcher to keep 

professional connections from psychological and psychotherapeutic field therefore this 

research can be shared in a post for access to all interested. Additionally, the paper will be 

uploaded on Research Gate website for further access. In order to access general population 

various mental health forums will be approached such as Mental Health Ireland or Mental 

Health Forum. Further social forums such as Reddit or Quora with the communities focused 

on mental health topic can be accessed for research sharing purposes. The method of delivery 

to all target groups will be done online. In order to results being clearly understood by, in 

particular, general population the summary report will be prepared written in a plain English 

before accessing full paper. The email address will be available for any further questions 

from both groups. 
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Chapter 5 

Conclusion and Recommendations 

 

 This study showed that the side effect profile (SEP) exists, and that therapeutic 

alliance is a moderator influencing the development of NE. In the previous chapter it was 

mentioned that various measures can be applied in order to manage development of NE. 

However, psychological dynamics related to the therapist’s motivation to appliance of these 

measures should be noted. Based on the findings and aforementioned body of research 

pointing to the importance of therapist effect recommendations for professional approach are 

two-fold. The first one relates to the psychotherapists training in an attitude based on non-

identity (Lilienfeld, 2007) towards their own choice of therapeutic approach. Various studies 

suggest that therapists are choosing theoretical orientation based on their personality. For 

example, the research of Ogunfowora and Drapeau (2008) revealed that personality predicted 

theoretical preference for the cognitive-behavioural, humanistic-existential, psychodynamic, 

and feminist orientations including part preference for dimensions such as multicultural, 

family systems, and neuropsychological orientations. That leads to the deeper level of 

evaluation where therapeutic modality is a representation of therapist’s personality traits 

which can contribute to the difficulties in forming the non-identity approach. It can be stated 

that challenging one’s own identity has a potential to rise various defence mechanisms that 

stand against a change of attitude. Therefore, the critical thinking skill used towards one’s 

own choice of therapeutic modality seems to carry a significant stance in recognition of 

negative effects related to SEP however, on the other hand, it brings challenges because of 

deeply rooted origin of this choice. The training could include the feedback measurements 

once practising therapeutic skills in training however it would be important to not based them 
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on teacher/lecture’s feedback but number of individuals from general population across years 

of training to gain higher sample and therefore validity. The requirement encompassed in the 

training by educational centres could include mandatory delivery of those feedbacks once in 

practise during training or mandatory evaluation with a supervisor under confidentiality rules.  

The supervisor could be a representant of a different modality or could be specially trained to 

notice over-identification and properly address in order to sustain within a professional an 

openness to the client’s honest feedback. The training should include a section on negative 

effects in different modalities in order to make therapists aware of those possibilities to 

emerge.  

 This leads to the second part of recommendations that include curious approach 

towards self-evaluation by using healthy self-doubt (Lilienfeld, 2018), attitude towards 

client’s feedback and openness to application of scientific assessment. The evaluation of 

one’s own orientation choice that is linked to one’s own personality and self-evaluation 

demands the same set of critical thinking skills with an inclusion of healthy self-worth and 

aforementioned curiosity. Those personal attitudes find its expression in further aspects such 

as an openness to feedback from the patient which is related to alliance building. It has been 

noted that therapists often do not notice deterioration of their clients (Hannan, et al., 2005) 

and they evaluate the process based on the patient’s difficulties, not self-reflection on their 

own clinical delivery (Von Below, 2017) which has a potential to developing the Dunning – 

Kruger effect. Therefore, using already available measurements for example Unwanted 

Events to Adverse Treatment Reactions (UE – ATR) provided by Linden (2013) is 

recommended. Additionally, the conditioned belief not confirmed by research expressed by 

“clients must get worse before they can get better” (Cooper, 2008, p.30) can stand in the way 

of placing attention to risk prevention. The training should avoid this expression and 

highlight “an unknow stance” on “things getting better at the later stage” encouraging 
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professionals to always equip a patient with an action plan towards monitoring and 

decreasing an impact of NE. In terms of practise, therapists are also encouraged to use 

alliance inventories for tracking the strength of bond with the patient  such as the Working 

Alliance Inventory-Short Revised (WAI-SR, Hatcher  &  Gillaspy, 2006) or used in this 

research Agnew Relationship Measure – 5 (ARM-5). However, here again critical evaluation 

is important because clients show a tendency to positive over evaluation of their therapists. 

Some form of more “detached” application of this evaluation such as sending the link to a 

person or allowing a person to give feedback within their own space and time could decrease 

the effect of experiencing therapist influence in the session. Apart from the procedure’s 

recommendation enhancing therapeutic alliance is crucial. Different studies point to different 

aspects of therapeutic alliance however it is important to be aware of a differing view 

between patients and therapists on what alliance entails as research suggested therapists 

emphasize different components in alliance construct than clients (Bachelor, 2011). The 

feedback one more time shows to be a significant tool in psychotherapeutic work. The 

qualitative part of this research delivered comments from patients stating that clients would 

prefer to get formal template on negative effects or at least discussion and the risk prevention 

plan at the beginning of therapy. If a measurement is not applied, then a session re-cap on 

emotions and emerged issues with the client should be applied regularly. For the patient, if 

that is possible, a recommendation would include in-depth research on modalities and NE 

before entering therapy or making use of the first session for questioning chosen therapist on 

his/her theoretical background, negative effects and practise of collecting the feedback on 

alliance and NE throughout the process. The awareness of one’s own positive bias would also 

be recommended. The need of pleasing a professional will not bring an expected benefit to a 

mental state for a participant of therapy and it can even end in a development of NE. 

Therefore, honesty and courage to express patient’s inner states is very important for the 

success of therapy.  
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 This paper was investigating negative effects of psychotherapy related to therapeutic 

orientation. The result revealed that side effect profile (SEP) exists and different therapeutic 

modalities elicit different levels of negative effects. Additionally, dimensions influencing NE 

such as childhood-past focus, number of sessions and the therapist’s gender did not show 

significant influence on development of NE however therapeutic alliance did influence the 

progression of NE. Additional results showed that the most common NE symptom relates to 

an increase of intense emotions that last long after the therapy (up to a month or longer). 

Also, the aspect of alliance was linked to therapist expressing confidence in his/her approach 

and techniques which can be evaluated positively and negatively in terms of NE. These 

results show that therapeutic modality and therapist effect is linked to NE and critical 

evaluation of therapeutic modality and therapeutic-personal stance is important. A therapeutic 

alliance influences a level of negative effects therefore skills in relationship management and 

bond strengthening approaches should be at focus in a professional training. At the same 

time, a non-identity and healthy doubt approach is also needed. Moreover, the qualitative 

investigation showed that there is a need for a formal template explaining side effect profile 

to people entering treatment. The openness to feedback and risk prevention strategies should 

be put in place from the beginning with a practise of monitoring levels of negative effects and 

therapeutic alliance throughout the process.  
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