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Abstract

Side effects (SEs) are negative reactions to an appropriately delivered treatment, which must be discriminated from unwanted 

events (UEs) or consequences of inadequate treatment. One hundred CBT therapists were interviewed for UEs and SEs in one 

of their current outpatients. Therapists reported 372 UEs in 98 patients and SEs in 43 patients. Most frequent were "negative 

wellbeing/distress" (27% of patients), "worsening of symptoms" (9%), "strains in family relations" (6%); 21% of patients 

suffered from severe or very severe and 5% from persistent SEs. SEs are unavoidable and frequent also in well-delivered 

CBT. They include both symptoms and the impairment of social life. Knowledge about the side effect profile can improve 

early recognition of SEs, safeguard patients, and enhance therapy outcome.

Keywords Psychotherapy · Unwanted events · Side effects · Adverse treatment reactions · Quality assurance · Cognitive 

behavior therapy · Deterioration

Introduction

Psychotherapy has both positive and negative effects (Bergin 

1963). Global estimates for the rate of relevant side effects 

(SEs) across different psychotherapies range from 5 to 20% 

of patients (Barlow 2010; Berk and Parker 2009; Lilien-

feld 2007; Linden and Strauß 2013; Parker et al. 2013). 

In an online survey, 13% of 1504 patients reported “bur-

dens caused by therapy” (Leitner et al. 2013). If psycho-

therapists are asked about their own treatments, 20–40% 

remember harmful effects (Buckley et al. 1981; Macaskill 

1992). The most frequent nominations were psychological 

distress (29%) and marital or family stress (13%), although 

some therapists thought this to be necessary for effective 

treatment. Other examples of burdens caused by psycho-

therapy were patients feeling overwhelmed or being afraid 

of the therapist, undermining of self-efficacy, deterioration 

of symptoms, emergence of new symptoms, suicidality, 

treatment failure, occupational problems, stigmatization, 

strains in personal relationships, or changes in the social 

network (Hoffmann et al. 2008).

Over the years, therapists and researchers have repeat-

edly pointed to the importance of side effects in psycho-

therapy, though little empirical data are available (Jonsson 

et al. 2014). So far, there is no generally accepted definition 

or assessment methodology for psychotherapy SEs. There is 

the problem of differentiation between SEs on one side and 

consequences of inappropriate or unethical behavior by the 

therapists on the other. Also, it must be assumed that dif-

ferent treatments, different types of patients, different types 

of patient therapist dyads, and even therapist training can 

have their own side effects, so that detailed data are needed 

to guide clinical practice (Henry et al. 1993). Finally, the 

recognition of SEs poses special problems as therapists can 

have difficulties accepting and recognizing negative conse-

quences of their work. Often they do not expect and there-

fore not recognize them (Hannan et al. 2005; Hatfield et al. 

2010; Lambert 2010).

The assessment of side effects, be it in psychotherapy or 

pharmacotherapy, follows a stepwise process, as shown in 

Fig. 1 (Linden 2013; Linden and Schermuly-Haupt 2014). 

It starts with systematically recording unwanted events 

(UEs), which occur parallel to treatment and which may 

be related to the ongoing therapy or not (e.g. suicide). In a 

second step a professional judgment is needed to determine 
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whether these UEs are adverse treatment reactions (ATRs), 

i.e. related to treatment (has the suicide been caused by treat-

ment procedures?). Thirdly, it must be determined whether 

they are caused by treatment according to professional stand-

ards (were the treatment procedures which caused suicide 

following professional standards?). There may be unwanted 

events during the course of therapy that just happen by coin-

cidence and there may be some unwanted events that are the 

result of malpractice or even therapeutic unethical behavior. 

None of those can be considered as side effects. This dis-

crimination helps therapists to accept that their work can 

have not only beneficial but also negative consequences. The 

distinction between UEs and ATRs makes clear that SEs 

are often an unavoidable part of well-delivered treatment. 

By expecting SEs, we can plan for their management and 

mitigation.

As the incidence, nature, severity and duration of SE dif-

fer across different interventions, conditions and settings, 

specific data are needed (Lambert and Ogles 2004; Parker 

et al. 2013; Tarrier et al. 1999). The present study focuses 

on cognitive behavior therapy (CBT). For this treatment 

approach it has been reported that some patients with post-

traumatic stress disorder (PTSD) or anxiety disorders can 

exhibit symptom worsening after imaginary exposure (Foa 

et al. 2002; Mayou et al. 2000; Scheeringa et al. 2011). In 

PTSD patients with hyper-arousal at baseline, emotional 

debriefing (meaning single sessions of psychological assis-

tance shortly after the traumatic event where participants are 

encouraged to talk about detailed aspects of the events and 

their emotional reactions and thoughts) has resulted in sig-

nificantly more PTSD symptoms than educational debriefing 

(single sessions with the focus on information on stress and 

symptoms) or no debriefing (Rose et al. 2002; Sijbrandij et al. 

2006). Treatment of women with agoraphobia resulted in 

psychological symptoms in their husbands (Hafner 1984; 

Milton and Hafner 1979). Patients with generalized anxiety 

disorder treated with behavior therapy that focused on life 

problems instead of on worrying showed less remission than 

patients who had attended unspecific group sessions (Fisher 

and Durham 1990). SEs have also been reported with token 

economy treatment for substance abuse (Rosen et al. 2010), 

group psychotherapies (Roback 2000) and psychotherapies 

for patients with a history of sexual abuse (Brainerd and 

Reyna 2005; Lambert and Ogles 2004).

Given this background, the present study was designed 

to assess the nature, frequency, severity and duration of 

both UEs and SEs in outpatients who were receiving CBT. 

Such knowledge about the routine SE profile of treatments 

is needed to inform and safeguard patients. This paper uses 

a conceptualization and in-depth assessment of SEs that rec-

ognizes the distinction between true side effects, malpractice, 

clinical deterioration and other causes of negative outcomes 

(Linden 2013). By including a large number of therapists and 

outpatients, the SE profile of CBT under routine treatment 

conditions is described (i.e., nature, frequency, severity and 

duration of SEs). This is what therapists should know about 

when informing their patients about the upcoming merits and 

risks of treatment.

Fig. 1  Differentiation of 
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Method

Setting and Therapists

A convenience sample of 100 psychotherapists from three 

outpatient clinics for CBT were asked to participate in an 

interview on UEs and to report about one current patient 

who had received at least ten sessions of consecutive CBT, 

as this duration is estimated to be long enough for therapeu-

tic effects and SEs to manifest (Anderson and Lambert 2001; 

Harnett et al. 2010). The mean age of therapists was 32.2 

(SD = 4.7) years, 78% were female, and 96% had a univer-

sity degree in psychology. Therapists had an average of 5.1 

(SD = 3.4) years of professional experience.

All therapists were specifically trained in “cognitive 

behavior therapy (CBT)”. According to German law and 

health regulations this is specified by an official expert panel, 

as basis for training and reimbursement. CBT is based on 

behavioral analysis and refers to classical learning theory, 

coping and social competency, dysfunctional cognitions, and 

emotional regulation. All treatments in this study were reim-

bursed by the general health insurance. To ensure treatment 

integrity, therapists were supervised after every fourth treat-

ment session using audio or video recordings that are rou-

tine in the clinics to ensure that treatments follow accepted 

clinical standards. The recordings were not available for 

research purposes. On average, therapists had undergone 

7.1 (SD = 4.0) sessions of supervision in the course of the 

treatment about which they reported.

As can be expected in a group of closely supervised thera-

pists, no indicators for gross violations of therapeutic rules 

or inappropriate therapeutic behavior could be found. There-

fore, all ATRs in this report are subsequently called SEs.

The institutional boards of the clinics reviewed and 

accepted the study protocol. After informing the therapists 

about the study, written informed consent was obtained. 

Patients were not personally involved, and data that could 

identify individuals were not recorded.

Interview

A semi-standardized interview1 was conducted by the first 

author, a state licensed clinical psychologist with compre-

hensive training as a cognitive behavior therapist. Thera-

pists were asked to give at least six examples of potential 

side effects of psychotherapy that they had experienced or 

could imagine. Thereafter, they were asked to report on 

their last treatment case of that day or the last few days in 

which the patient had attended at least 10 sessions. This 

minimum number of sessions was required to make sure 

that the treatment had a chance to show some effect. Socio-

demographic indicators and clinical and treatment data were 

collected, including course of the illness, diagnoses, medica-

tion, number of sessions, etc.

Therapists were asked to rate the patient’s present state 

of illness on the Fischer Symptom Checklist (FSCL), an 

observer rating scale with 41 Items, covering common psy-

chiatric symptoms like mood impairment, anxiety, sleep, 

thought process and content, or social activity. The Items 

are scored on a 4 point scale from “not at all” to “severe”. 

The FSCL has shown good reliability and validity and has 

been used in many clinical trials (Fischer-Cornelssen and 

Berchier 1982).

To systematically screen for SEs, the interview then fol-

lowed the Unwanted Events-Adverse Treatment Reactions 

Checklist (UE-ATR Checklist; Linden 2013) that lists 17 

domains of possible UEs (Fig. 2) including, for example, 

emergence of new symptoms or changes in family relations.

For each UE, it was determined whether the event was 

an ATR by asking the therapists to describe the UE in detail 

and explain what might have caused the event in his or her 

view. The final rating on the “degree of relatedness to psy-

chotherapy” was rendered by the therapist using the UE-

ATR Checklist by taking into account the type of UE, the 

relatedness to the psychotherapeutic processes, or its course 

and timing. “Relatedness to therapy” was classified as (1) 

“definitely unrelated”, (2) “rather unrelated”, (3) “rather 

related”, (4) “most probably related”, or (5) “definitely 

related”. Therapists were then asked for information on the 

“duration” and “severity” of that specific UE. Categories of 

“duration” were “hours”, “days”, “weeks”, “months”, and 

“persistent”. “Severity” was rated on a 5-point Likert-scale 

with respect to the impact on the patient from (1) “mild, no 

negative consequences” to (5) “extremely severe”.

The UE-ATR Checklist is an instrument for event sam-

pling in combination with a coding scheme. This is so far 

the only instrument which explicitly discriminates between 

unwanted events (UE), adverse treatment reactions (ATR) 

and side effects (SE), and which systematically guides the 

screening process. Reliability has been tested by having 623 

reports of therapists rated by two raters using the 17 domains 

listed in the UE-ATR Checklist as categories. Cohens Kappa 

was 0.75 (p = .000), which is considered to be good agree-

ment (Wirtz and Caspar 2002). Of the reports, 92% could 

be assigned to the domains of the checklist (8% were rated 

as “others”). Furthermore, we tested interrater agreement 

for the two scales “severity” and “relation to therapy” by 

comparing therapist ratings with the interviewer judge-

ments. Unadjusted intra-class correlations (Shrout and Fleiss 

1979) were 0.68 (p < .001) for severity and 0.84 (p < .001) 

for relation.

1 The interview is available from michael.linden@charite.de.
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Results

Treatment Cases

Each of the 100 therapists reported on one treatment case (a 

total of 100 patients). Of the patients, 51% were female, the 

average age was 38.0 (SD = 11.3) years (range 19–68 years), 

53% were married or living in a relationship, and 16% had 

a university degree.

The mean FSCL total score was 25.1 (SD = 14.2), indi-

cating a degree of psychopathology in the mild to moderate 

range. The most frequent clinical diagnoses based on ICD-
10 criteria (Dilling 2011) were major depressive episode/

recurrent depression (36%), anxiety disorders (16%), and 

personality disorders (15%). Forty-three percent of patients 

had been in an inpatient psychiatric hospital at least once, 

33% had at least one prior period of psychotherapy, and 42% 

were receiving some psychotropic medication while CBT 

was being delivered.

At the time of the interview, patients had completed 

10–100 sessions of CBT with a mean of 28.5 (SD = 16.8) 

sessions over 10.6 (SD = 7.0) months. Prior to conducting 

the UE-ATR interview, each therapist was asked to make a 

global judgment on the course of treatment. Five percent 

expected full remission and 59% expected a good response 

at the end of treatment.

Unwanted Events (UEs)

When asked for a spontaneous report, 74% of therapists 

were not aware of any UE or SE in the treatment of their 

patients. While answering the structured interview, which 

systematically evokes domains of UEs, therapists reported a 

total of 372 UEs (average of 3.7 (SD = 2.0) UEs per patient). 

0 10 20 30 40 50 60

Abuse of therapy

Stigmatization

any change in the life circumstances of the patient

problems in the extended social net

sick leave of the patient

changes in work situation

strains in work relations

changes in family relations

strains in family relations

very good patient therapist relationship, dependency

strains in the patient therapist relationship

negative well being/ distress

deterioration of existing symptoms

emergence of new symptoms

non compliance of the patient

prolongation of treatment

lack of improvement or deterioration of illness

Percent of patients

definitely related most probably related rather related

rather unrelated definitely unrelated

Fig. 2  Percentage of patients with different unwanted events and their relation to therapy
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Only for two of the 100 patients no UEs were reported. 

Three patients had a maximum of 9 UEs. Figure 2 shows 

the frequencies of the UEs for each of the 17 domains of 

the UE-ATR Checklist. Most frequent UEs were: “negative 

well-being/distress” (53% of patients) and “deterioration 

of existing symptoms” (46% of patients). Least frequent 

were “change in life circumstances” (6% of patients) and 

“emergence of new symptoms” (10% of patients). The 

mean “severity” was 2.13 (SD = 0.89) (i.e., 65.6% of UEs 

were mild or moderate). Regarding the “duration” of the 

UEs, 15.9% lasted only for hours, 14.0% for days, 26.1% for 

weeks, 22.0% for months, and 16.7% were expected to be 

persistent (Table 1).

Side Effects (SEs)

Of the 372 UEs 35.8% were, according to professional 

judgement of the interviewer, rated as “definitely unrelated” 

to treatment, 19.9% as “rather unrelated”, 16.4% as “rather 

related”, 9.4% as “most probably related” and 15.3% as “def-

initely related” to treatment. All events that were rated as 

“definitely related” to treatment were considered to be SEs.

Of the 100 patients, 43% suffered from at least one SE 

(average 0.57 (SD = 0.81) SEs per patient). Thirty-one 

patients had only one SE reported, while one patient had the 

maximum of 4 SEs reported. Figure 2 shows the frequencies 

of SEs for each of the 17 domains of the UE-ATR Checklist 

and Table 1 shows their “severity” and “duration”.

The most frequent SEs were “negative wellbeing/distress” 

(7.2% of all UEs, 27% of patients), “deterioration of symp-

toms” (2.4% of UEs, 9% of patients) and “strains in family 

relations” (1.6% of UEs, 6% of patients). Mean severity was 

2.32 (SD = 0.78). Fourteen percent of the SEs were rated 

as mild (in 9% of patients), 45.6% as moderate (in 25% of 

patients), 35.1% as severe (in 18% of patients) and 5.3% 

as very severe (in 3% of patients). No SEs were rated as 

extremely severe. Regarding duration, 31.6% of SEs lasted 

only for hours, 31.6% for days, 21.1% for weeks, 5.3% for 

months and 8.8% were expected to be persistent (Table 1).

To provide a better clinical understanding of the nature of 

UEs and SEs, Table 2 gives some qualitative reports of what 

is meant by the different dimensions of the UE-ATR Check-

list. Examples describe severe and persisting side effects 

such as suicidality, breakups, negative feedback from family 

members, withdrawal from relatives, feelings of shame and 

guilt, or intensive crying and emotional disturbance during 

sessions.

The longer the treatment lasted, the more UEs, and to a 

lesser extent SEs, were reported. The correlation between 

the number of CBT sessions and the number of UEs was 

r = .55 (p < .001), and the number of SEs r = .30 (p < .01). 

There was no significant correlation between the FSCL 

score and the number of UEs (r = .14, p > .05), but there 

was a modest negative correlation between the FSCL score 

and the number of SEs (r = − .22, p < .05). In this respect, 

there was a medium-sized significant difference in regard to 

symptom severity as measured with the FSCL [t(98) = 3.03, 

p < .01, d = .65], with patients with SEs showing less symp-

tom severity than patients without SEs.

To explore whether one could predict which patients 

would develop SEs, a binary logistic regression analysis 

was calculated with patient and therapist characteristics as 

predictors and group (patients with or without SEs) as a 

dichotomous independent variable. The set of potential pre-

dictor variables focused on variables found to impact out-

come in other studies such as severity of disease, experience 

Table 1  Frequencies of “severity” and “duration” for unwanted events and side effects

a 5.4% missing values in duration of unwanted events; 2 1.8% missing values in duration of side effects

Severity Mild Moderate Severe Very severe Extremely 

severe

Unwanted events (n) 102 142 107 20 1

 Percent (n = 372) (%) 27.4 38.2 28.8 5.4 0.3

 % of patients 69 94 70 18 1

Side effects (n) 8 26 20 3 –

 Percent (n = 57) (%) 14.0 45.6 35.1 5.3 –

 % of patients 9 25 18 3 0

Durationa Hours Days Weeks Months Persisting

Unwanted events (n) 59 52 97 82 62

 Percent (n = 372) (%) 15.9 14.0 26.1 22.0 16.7

 % of patients 51 40 62 47 40

Side effects (n) 18 18 12 3 5

 Percent (n = 57) (%) 31.6 31.6 21.1 5.3 8.8

 % of patients 19 17 0 3 5
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of therapist or match of gender (Crits-Christoph et al. 1991; 

Hamilton and Dobson 2002; Lambert 2011; Leitner et al. 

2013; Sotsky et al. 1991). A test of the model against a 

constant-only model was statistically significant, indicat-

ing that the predictors distinguished between patients with 

and without SEs (chi square = 18.417, p < .05 with df = 9). 

Table 3 shows the variables and their coefficients. With a 

Nagelkerke´s  R2 of .23, the effect size was very small, result-

ing in a successful prediction of group in only 63% of cases 

(instead of 57%).

Further analyses showed that the FSCL score was the 

only variable that could by itself significantly predict the 

classification of patients with or without SEs. Patients with 

a lower FSCL score tended to be patients with SEs. No sig-

nificant prediction was found with respect to number of ses-

sions, number of diagnoses, age of patient, age of therapist, 

years of experience of the therapist, gender of therapist, 

gender of patient or match of gender.

Discussion

To our knowledge, this is the first study to attempt to sepa-

rate unwanted events (UE), adverse treatment reactions 

(ATR), and side effects (SE) in a large sample of psycho-

therapy patients. It demonstrates that one can make this 

distinction, and it confirms the concept and the tool. Look-

ing for unwanted events independent of any early judg-

ment as to causality helps to overcome the non-recognition 

bias of therapists. We found that 74% of therapists were 

not aware of any side effects in their treatment before the 

systematic evaluation began. The present findings suggest 

that the use of structured assessment methods like the UE-

ATR Checklist can improve the recognition of side effects.

A separate judgment about whether an unwanted event 

is an adverse treatment reaction helps to avoid incorrectly 

inflating the rate of side effects. In our sample, 98% of 

patients had experienced some unwanted events, but only 

43% were found to suffer from adverse treatment reactions 

or side effects. It is an open question who is in the best 

position to report side effects: the patient, the therapist or 

other professionals. The patient is positioned to identify 

negative feelings or outcomes, but does not have the pro-

fessional knowledge or perspective to say whether these 

are side effects. The therapist can make a judgment about 

side effects, especially those of clinical relevance, but may 

have a recognition or judgement bias. Our method of hav-

ing an independent professional interview the therapist is 

perhaps best, though it might be improved if a separate 

interview of the patient had been possible. Future research 

should combine both perspectives.

We found 372 unwanted events in 98 of 100 patients. 

Unwanted events that were “definitely related” to treatment 

were found in 43% of cases. This is a conservative estimate 

of side effects. Had we included those unwanted events 

that were rated as “most probably” and “rather related” 

to the treatment, 63% of cases would have been classified 

as suffering from side effects. This rate of side effects is 

somewhat higher than in most other studies (Barlow 2010; 

Berk and Parker 2009; Leitner et al. 2013; Lilienfeld 2007; 

Linden and Strauß 2013; Parker et al. 2013), which can be 

explained by the use of the structured UE-ATR procedure.

A point of discussion is whether ordinary reactions 

to CBT which may be indispensable for the success of 

treatment, such as distress during exposure treatment 

should be called “side effects”. We argue that they are 

side effects although they may be unavoidable, justified, or 

even needed and intended. If there were an equally effec-

tive treatment that did not promote anxiety in the patient, 

the present form of exposure treatment would become 

unethical as it is a burden to the patient. It is important 

to make a distinction between unavoidable and possibly 

even intended negative effects on one side, and desired 

ones on the other. This is a general rule in medicine, like 

in surgery, where in earlier times it may have been neces-

sary, unavoidable and intended to remove a breast to fight 

cancer. But still, it was not desired and so surgeons devel-

oped new treatments without this burden to the patient. 

Unavoidable and intended negative effects are burdens 

to the patient and therefore undesired. To acknowledge 

this is important for the improvement of psychotherapy 

in the individual case as this can help to avoid unnec-

essary distress for the patient and select the best treat-

ment option. It is also important for the development of 

Table 3  Logistic regression analysis of group membership (patients 

with or without SEs)

The dependent variable in this analysis is group coded so that 

0 = patients without SEs and 1 = patients with SEs

FSCLFischer Symptom Checklist; SEs Side effects

Independent variable b SE Wald Probability Odds

Number of sessions .018 .014 1.680 .195 1.018

Number of diagnoses .208 .252 .683 .409 1.232

Sum FSCL − .054 .019 8.039 .005 .948

1.041

Age of patient .040 .021 3.603 .058 1.041

Age of therapist .001 .061 .000 .990 1.001

Years of experience 

of the therapist

− .005 .086 .003 .955 .995

Gender of therapist .226 .599 .143 .706 1.254

Gender of patient .423 .472 .805 .370 1.527

Match of gender .261 0.303 0.740 .390 1.298

Model χ2 = 18.417  p < .05

Pseudo  R2 = .226

n = 100
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treatment alternatives that are better tolerated, similar to 

the development of strategies in surgery which allow to 

keep a breast.

Most of the side effects in this study were rated as mild 

or moderate (59.6%) and transient (89.6%). However, more 

than 40% of side effects were rated as severe (i.e., counter-

measures are necessary) or very severe (i.e. enduring nega-

tive consequences) and 8.8% as persistent. Psychotherapy 

is not harmless.

Apart from prevalence, our data also show that side 

effects are very multi-facetted in regard to type and content. 

Deterioration of symptoms can be caused by increased feel-

ings of hopelessness or despair when looking at existing 

problems. Feelings of dependency and lack of self-efficacy 

can be caused by a very close and supportive therapeutic 

relation. Break up of relations with partners or parents, 

or avoidance of work can result from explicit or implicit 

incrimination of living situations. Problems in therapy 

cooperation can follow feelings of shame after not doing 

homework assignments. Those reports have to be interpreted 

carefully and may not be applicable to other samples and set-

tings. Still, these examples show that regular and appropriate 

therapeutic interventions can have negative consequences, 

which may even be enduring like quitting a job, getting into 

trouble with close persons, undermining of self-confidence, 

or aggravation of problem perception.

The positive correlation between number of sessions and 

number of unwanted events and side effects gives validity 

to the assessment, as more unwanted events should emerge 

over the course of time. An interesting and somewhat unex-

pected finding was that patients with side effects had lower 

scores on the FSCL, which suggests that side effects are 

not an expression of severity of illness. It can be assumed 

that mild side effects are better recognized in less severe 

cases. The FSCL score was the only significant predictor of 

side effects. Other variables, such as number of diagnoses or 

experience of therapists, did not contribute to the classifica-

tion of patients with or without SEs. This finding may be due 

to a relatively small sample size concerning the number of 

variables in the model. Further research is needed to identify 

patients at risk for developing side effects and to replicate 

the association between symptom severity and side effects.

Our study has several implications. First, therapists are 

often not aware of side effects in their treatment as they 

primarily focus on positive changes (Tomba et al. 2017). 

An awareness and recognition of unwanted events and side 

effects in all therapies will benefit patients, improve therapy 

or reduce attrition, analogous to the benefit of measurement-

based monitoring of treatment progress (Castonguay et al. 

2010). It is probably not realistic to expect that therapists 

use checklists in their daily practice, as is similar with other 

clinical scales. Still, it may be helpful to know the dimen-

sions of the UE-ATR Checklist, as this can help therapists to 

not forget important aspects in the clinical assessment. The 

scale could and should be used in the training of therapists, 

so that they learn what a side effect is, how to recognize side 

effects, and how to ask patients about them (Nolan et al. 

2004). The therapist bias of not seeing side effects must be 

overcome during training. Finally, the checklist may be used 

in research and especially in clinical trials, where there is 

often a lack of focus on side effects (Jonsson et al. 2014). 

The research question is not only to describe side effects 

but also to develop strategies on what to do should they 

occur, to identify patients at risk, and to develop therapies 

without certain side effects (Creed et al. 2014). Finally, the 

data describe the SE profile of CBT under routine clinical 

conditions in a heterogenous patient population. This is what 

can occur with some probability in patients undergoing this 

mode of treatment. Therapist can use this knowledge when 

informing their patients about the treatment and also for risk 

monitoring in the course of treatment.

Limitations

The identification of SEs in this report depends on our judg-

ment as to the appropriateness of the therapy and the unob-

served but presumably ethical behavior of the therapists. 

We can say that all therapists were trained in CBT, but that 

does not necessarily verify treatment integrity and compe-

tency (Lambert 2011). However, since the therapists were 

closely supervised, gross malpractice is very unlikely. The 

cross-sectional study design has limitations, including that 

of recall. Prospective, longitudinal data would have allowed 

a more fine-grained analysis and potentially a more accu-

rate assessment of the events during the course of therapy. 

Another limitation is that we do not have data on the rela-

tionship between SEs and the outcome of therapy. This 

report focused only on the nature, frequency, severity and 

duration of UEs, but not their consequences. Since about 

half of the patients were receiving additional psychotropic 

medication, we cannot attribute the presence of SEs to the 

psychotherapy alone. The instructions for the therapists were 

very clear as to report unwanted events and subsequently rate 

whether those events were caused by psychotherapy and psy-

chotherapy only. But since those ratings can be flawed some 

SEs may have been related to the pharmacotherapy itself 

or an interaction between the pharmacotherapy and CBT. 

To use therapists ratings only, limits the generalizability of 

the results per se. It may be possible that patients would 

consider the same events noted by therapists as wanted and 

beneficial instead of unwanted (e.g. a break up) or not caused 

by psychotherapy but some aspects outside of therapy (e.g. 

job loss). A combination of the patient, therapist and a sepa-

rate interviewer may indeed be the best way to approach 

this problem (Smith et al. 2003). Since we investigated a 
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heterogeneous sample of patients with different conditions 

treated by a range of therapists with a range of skills and 

experiences and different methods of CBT, the results could 

be different in different samples of patients, conditions, ther-

apists and even types of therapy.

Conclusions

A structured assessment, using the UE-ATR-Checklist 

allows to measure side effects of psychotherapy (SE), and 

discriminate between SEs and other unwanted events (UEs). 

SEs include symptoms, but also additional problems in many 

areas of life. They are common even in the course of rig-

orously supervised CBT. The data describe the SE profile 

of CBT under routine clinical conditions in a heterogenous 

patient population. Such information is needed in clinical 

practice, training, and research.
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