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ABSTRACT

Internet-based interventions have emerged as a possible solution to improve the
accessibility of depression treatments while maintaining the effectiveness of face-to-face
psychotherapy. The Covid-19 pandemic has further emphasized the importance of these
interventions, leading to increased research in this area. However, despite their
effectiveness, internet-based interventions have some disadvantages, such as high
dropout and relapse rates. In this regard, blended therapy, which combines face-to-face
sessions with online modules, has shown promising results as an alternative. However,
the existing research focuses on efficacy studies and client acceptance of these
interventions. The clients' perspective on the change process has not been explored, nor
has the role of common factors such as treatment credibility, outcome expectation, and
treatment satisfaction. Further investigation in these areas could provide valuable insights
to optimize the effectiveness of blended therapy and internet-based interventions for
depression.

This dissertation aims to explore the clients' viewpoint regarding the use of
blended therapy for depression treatment in routine practice and primary health care using
quantitative and qualitative methodologies. To achieve this goal, four distinct studies
were conducted. The first two studies aim to validate the Treatment Credibility and
Expectancy (CEQ) and the Client Satisfaction Questionnaire-18 for the Portuguese
population. The results of the CEQ validation indicate that this version exhibits good
psychometric properties. Two factors were identified, one related to treatment credibility
and another to outcome expectation. As for the Client Satisfaction Questionnaire, only
one factor was found, and after factorial analysis, four items were removed. Therefore,

the Portuguese version consists of 14 items and shows good psychometric properties.
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The objectives of the third study were: to explore variations in treatment
credibility and outcome expectation based on pre-therapy patient characteristics in
different treatment contexts (routine practice and open trial); and to investigate the
influence of treatment context and pre-therapy patient characteristics on outcome
expectations, along with examining the interaction between these variables. The results
suggest that treatment credibility is significantly higher in the open-trial context, while
outcome expectation is significantly higher in routine practice. The divergence in
treatment credibility can be attributed to the consistent presentation of intervention
rationales, as required by the open trial's research design. On the other hand, significantly
higher outcome expectation scores were found in routine practice compared to the open-
trial context, which may be attributed to the higher severity of depressive symptoms
observed in open-trial clients.

The fourth study utilized the hermeneutic single case study method to analyze a
specific case of a client undergoing blended therapy treatment for depression in the
primary health care context. This case study not only provides valuable insights into the
treatment's effectiveness for this specific client but also thoroughly examines the changes
experienced by the client throughout the evolution of the blended therapy treatment. The
results indicated a progressive reduction in symptoms throughout the therapeutic process,
and this improvement persisted even after the intervention. The changes identified by the
client appear to be directly related to the therapy and continued to be evident even after
the completion of the blended therapy treatment.

This dissertation contributes significantly with findings not only regarding the
effectiveness and acceptance of blended therapy from the client's perspective but also for
this treatments provided in primary health care. Analyzing this perspective is especially

important as it allows for the identification of changes that clients recognize within
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themselves throughout the treatment and provides insights into the specific impact of
blended therapy. The results observed in this PhD thesis, however, should be interpreted
considering the limitations associated to the studies that were conducted; henceforth,

future studies should contribute to consolidate or dispute them.
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RESUMO

As intervengdes baseadas na internet t€ém surgido como uma possivel solugdo para
melhorar a acessibilidade dos tratamentos para a depressdo, mantendo a eficacia da
psicoterapia presencial. A pandemia por Covid-19 enfatizou ainda mais a importancia
destas intervengdes, existindo um aumento de investigacdo na area. No entanto, apesar da
sua eficécia, as intervencdes baseadas na internet apresentam algumas desvantagens, tais
como altas taxas de desisténcia e recaidas. Nesse sentido, a terapia combinada que
concilia sessdes presenciais com modulos online tem mostrado resultados promissores,
surgindo como alternativa. No entanto, as pesquisas existentes tém-se restringido a
estudos de eficacia e aceitacdo do cliente destas intervengdes. A perspetiva dos clientes
sobre o processo de mudanga ainda nao foi explorada, assim como o papel de fatores
comuns, como a credibilidade, expectativas de resultado e satisfagdo com o tratamento.
Uma investigagdo mais aprofundada nessas areas pode fornecer contributos para otimizar
a eficacia da terapia combinada e das intervengdes baseadas na internet para a depressao.

Esta dissertacdo tem como foco explorar o ponto de vista dos clientes em relagao
ao uso da terapia combinada para o tratamento da depressdo na pratica rotina e nos
cuidados de atide primarios recorrendo a metodologias quantitativas e qualitativas. Para
tal, foram realizados quatro estudos distintos: os dois primeiros visam validar a Escala de
Credibilidade e Expectativa do Tratamento (CEQ — Credibility and Expectancy) e o
Questionario de Satisfacdo do Cliente-18 (Client Satisfaction Questionnaire-18) para a
populacao portuguesa. Os resultados da validacdo da CEQ indicam que esta versdo
apresenta boas propriedades psicométricas. Foram identificados dois fatores: um
relacionado com a credibilidade do tratamento e outro relativo as expectativas de

resultados. Quanto ao Questionario de Satisfacdo do Cliente, foi encontrado apenas um



fator sendo que, apos analise fatorial, procedeu-se a remogao de quatro itens. A versao
final em portugués ¢ composta por 14 itens e apresenta boas propriedades psicométricas.

Os objetivos do terceiro estudo foram: explorar as varia¢des na credibilidade do
tratamento e nas expectativas de resultado com base nas caracteristicas pré-terapia dos
pacientes em diferentes contextos de tratamento (pratica de rotina e ensaio clinico “open
trial’); e investigar a influéncia do contexto de tratamento e das caracteristicas pré-terapia
dos pacientes nas expectativas de resultado, além de examinar a interacdo entre essas
variaveis. Os resultados sugerem que a credibilidade do tratamento ¢ significativamente
maior no contexto do open trial, enquanto que as expectativas de resultado sdo
significativamente maiores na pratica de rotina. A discrepancia na credibilidade do
tratamento pode ser atribuida a apresentacdo do racional da intervencao, algo previsto no
design de investigacdo do open trial. Por outro lado, as expectativas de resultado sdo
significativamente mais elevadas no contexto da pratica de rotina em comparagdo com o
open trial. Esse resultado pode ser atribuido a maior severidade dos sintomas depressivos
observados nos clientes da open trial, relativamente aos que foram atendidos no contexto
alternativo.

O quarto estudo utilizou o método de estudo de caso Unico hermenéutico
(hermeneutic single case study) para analisar um caso especifico de uma cliente em
tratamento de terapia combinada para depressdo no contexto de cuidados de satde
primarios. Este estudo analisa a evolucdo sintomatologica e explora a perspetiva da
cliente sobre as mudancas ocorridas na terapia combinada. Os resultados evidenciaram
uma reducdo progressiva nos sintomas ao longo do processo terapéutico, e essa melhoria
manteve-se apos a intervencdo. As mudancgas identificadas pela cliente parecem estar
diretamente relacionadas com a terapia e continuaram evidentes mesmo apds o término

do tratamento.
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A presente dissertacdo contribui com resultados significativos ndo apenas em
relacdo a eficicia e aceitacdo da terapia combinada sob a perspetiva do cliente, mas
também nos cuidados de satide primaria. A andlise dessa perspetiva ¢ especialmente
importante, pois permite identificar as mudangas que os clientes reconhecem em si
mesmos ao longo do tratamento e fornece insights sobre o impacto especifico da terapia
combinada. Os resultados observados nesta tese de doutoramento, contudo, devem ser
interpretados considerando-se as limitagdes associadas aos estudos realizados. Assim,

devem conduzir-se estudos futuros para os consolidar ou refutar.
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Effectiveness: Face-to-face psychotherapy versus blended interventions

Over the last few decades, research on the effectiveness of face-to-face
psychotherapy has consolidated its effects, not only in different therapeutic models but
also when compared to the effects of medication (Cuijpers et al., 2020; Kamenov et al.,
2016). Several meta-analyses verified these results in different therapeutic models, such
as psychodynamic therapies, cognitive behavioral therapy, humanistic-experiential
therapy, (Braun et al., 2013; Cuijpers et al., 2008, 2013, 2021) in different mental
disorders (e.g. depression and anxiety; Cuijpers et al., 2008, 2013, 2021); and in different
intervention context, (e.g. clinical trials and primary health care; Cuijpers et al., 2019;
Linde et al., 2015; Twomey et al., 2015; Zhang et al., 2019). The results of these meta-
analysis showed that clients treated with different therapeutic models, presented good
therapeutic outcome at the end of therapy decreasing depressive symptoms to not
clinically significant (Cuijpers et al., 2008, 2019, 2021). Even in the cognitive behavioral
therapy with a remote therapist or self-guided, present similar results, which may sugest
that these modality may have comparable efficacy to traditional psychotherapy (Linde et
al., 2015; Zhang et al., 2019). According with Braun et al. (2013) although psychotherapy
has similar efficacy in different models, this tends to be lower in psychodynamic therapy
and cognitive behavioral therapy tends to be more effective in 90-minute
sessions. Twomey et al., 2015 and Cuijpers et al., 2013 of that found that clients treated
with psychotherapy in different diagnoses, namely anxiety and obsessive-compulsive
disorder, in the primary care have a better recovery of symptoms than clients treated with
the medication or the usual treatment. Research has gone even further and explored the
maintenance of long-term effects of psychotherapy. Braun et al. (2013) in a meta-analysis
verified that effectiveness of face-to-face psychotherapy is maintained up to 24 months

after the end of the intervention in different psychotherapeutic models. This suggest that



the gains in recovery from depressive symptoms are maintained after 24 months of
completion of face-to-face psychotherapy. More recently, a network meta-analysis found
similar results, indicating that cognitive behavioral and psychodynamic therapies have a
greater effect on support of psychotherapy effectiveness in the long term when compared
to usual care (Cuijpers et al., 2021). The results of this network meta-analysis suggest that
psychotherapy has a greater impact on the reduction of depressive symptoms than the
usual treatment of primary care. Comparative studies on the effectiveness of
psychotherapy using other types of intervention such as medication, or even a
combination of interventions, i.e., psychotherapy and medication (Cuijpers et al., 2020;
Kamenov et al., 2016) also show favorable results to psychotherapy effectiveness when
used as only intervention method (Cuijpers et al., 2020; Kamenov et al., 2016). However,
a meta-analysis performed by Kamenov et al., (2016), which evaluated the impact of the
type of intervention (i.e., psychotherapy, medication, and a combination of both) on the
quality of life of depressed clients, revealed that psychotherapy alone has a greater impact
on the client's functioning and quality of life. According to Kamenov et al. (2016)
depressed clients treated with psychotherapy with a duration higher than 3 months of
treatment had an increase of functioning and quality of life.

Although the encouraging results of face-to-face psychotherapy are effective in
the treatment of different mental disorders and about 75% of clients prefer this type of
intervention (McHugh et al., 2013; Zhang et al., 2019), there is a gap in the accessibility
to this kind of treatment (Alonso et al., 2007; Knudsen et al., 2022; Olsson et al., 2021;
Rens et al., 2022). The medication remains the most used form of treatment (Cuijpers et
al., 2019; Olfson & Marcus, 2010), even with the increase in the prevalence of anxiety
and depression, which according to the World Health Organization (2017) is one of the

most disabling disorders in the world. Several causes can explain the increase in



prevalence, from the economic impact and labor productivity, but also the increase in
symptom severity when they access mental health services (National Health Council,
2019). Despite this scenario, the Covid-19 pandemic situation has worsened these
numbers (Czeisler et al., 2020). Only in the first year did the prevalence of depressive and
anxious symptoms increase 7 times (Czeisler et al., 2020; Xiong et al., 2020).

Before the pandemic period, a study on the prevalence of mental disorders in
Portugal revealed that about 8% of diagnoses were depressive disorders, and 17% were
anxiety disorders (Almeida et al., 2013). The same study revealed that about 81% of mild
depressions and 34% of severe ones do not receive treatment due to the lack of
intervention resources (Almeida et al., 2013). During the pandemic period due to
COVID-19 a study of the impact in mental health and access to the mental health care
system in Portugal reveals an increase in the need of intervention (Almeida et al., 2020).
33.7% of participants of the general population report the need of psychological support
(Almeida et al., 2020). 27% reported moderate to severe symptoms of anxiety and 26.4%
of depression, denoting a worsening of the prevalence compared to the results presented
in the pre-pandemic period (Almeida et al., 2020). 24.1% of participants indicate that they
do not have easy access to face-to-face psychological and emotional support, although
31.6% indicate that they have easy access to this support through the helpline (Almeida
et al., 2020).

The post-pandemic period we have been living due to Covid-19 may exacerbate
the need for mental health interventions (Knudsen et al., 2022). In a pandemic period,
internet-based interventions and blended therapy have acquired greater relevance and
became a fertile field for research, and their effectiveness and acceptance overall
increased (Békés & Doorn, 2020; Dores et al., 2020; Khatib et al., 2021; Wind et al.,

2020).



Internet-based interventions and blended therapy have emerged as a possibility to
respond to the needs of intervention in a short period, as well as being a possible response
to situations of less severe symptomatology (Hedman et. al, 2012; Richards &
Richardson, 2012). These interventions have been identified as a solution to the gap
between intervention needs and existing resources, because they are shorter and require
fewer professional resources (Hedman et. al, 2012; Richards & Richardson, 2012). The
internet-based interventions consist of completing self-help online modules,
fundamentally based on the cognitive behavioral model (Ebert et al., 2018). The therapists
have no contact with clients, or minimal contact by email or telephone (Ebert et al., 2018).
Studies have shown that internet-based interventions are effective in reducing depression
and anxiety (Cuijpers et al., 2015; Donker et al.,2013; Ebert et al., 2018; Richards et al.,
2018), being as effective as the treatments as usual in primary care. However, in pre-
pandemic periods, Internet-based interventions had high dropout rates, due to low
expectations and credibility of these treatments, as well as low satisfaction with the
treatment, which led to low adherence to interventions (Donker et al., 2013; Etzelmueller
et al., 2020; Gerhards et al., 2011; Sanders et al., 2012). Furthermore, clients reported that
these interventions have some disadvantages, specifically were too impersonal and
generalist, as well as requiring high autonomy and little professional follow-up (Bendelin
et al., 2011; Donker et al., 2013; Gerhards et al., 2011; Knowles et al., 2015; Sanders et
al., 2012). However, research conducted during the pandemic has indicated a growing
acceptance of these interventions. A pilot study involving university students was
conducted during this period, with the aim of evaluating the dropout and adherence rates
to online interventions. The study findings revealed that out of the 84 participants, 33
individuals (39.3%) did not complete the online intervention, while a significant majority

of participants (78.6%) successfully completed the entire online intervention (Young et



al., 2022). However, studies that explore these results more consistently will be important,
considering the end of the pandemic period.

To overcome the disadvantages of online intervention blended therapy emerged
as a possibility, adding to the advantages of face-to-face psychotherapy (Richards et al.,
2018). Blended therapy offers face-to-face sessions, combined with online modules,
similar to internet-based interventions, based on the cognitive behavioral model (Richards
et al., 2018). The online modules have the same role as the face-to-face sessions in this
intervention (Wentzel et al., 2016), but the online modules must be adjusted to take into
account the client's therapeutic needs (Titzler et al., 2019; Wentzel et al., 2016). Blended
therapy supports and motivates the clients to follow the therapeutic process taking into
account their characteristics and using the online platforms dynamically and flexibly
(Titzler et al., 2019; Wentzel et al., 2016). According with some qualitative therapists and
clients identified several advantageous aspects of the intervention, including the
preservation of client autonomy, enhanced professional support, and shorter treatment
duration (van der Vaart et al., 2014). Furthermore, Wentzel et al. (2016) suggest that
blended therapy promotes structured engagement between sessions, leading to improved
treatment adherence, commitment, and involvement. This positive effect is facilitated by
the therapist's support and the personalized nature of the treatment.

The results on the effectiveness of blended depression treatment have been
promising, when compared to the treatments as usual in primary care (Erbe et al., 2018;
Kooistra et al., 2014; Mathiasen et al., 2016; Richards et al., 2013). An open trial within
the iCare4Depression project (PTDC/MHC-PCL/1991/2014 -
www.icare4depression.ismai.pt) the main project where this Doctoral Thesis is
integrated) had as its main goal to assess the applicability and effectiveness of blended

therapy for depression in Portugal. In this project, the clients had 10 face-to-face sessions



complemented by 7 online modules, which included the following modules, an
introductory module, psychoeducation, behavioral activation, physical exercise, problem
solving, and relapse prevention (see Table 1).

Silva et al. (2023) Table 1. Description of the face-to-face session and online models of blended
therapy of iCare4Depression. In Submitted

Module/ Face to face session Objectives/contents

Introduction Presenting the platform's functioning in a detailed

manner to explain the process of blended therapy.

Face-to-face Session 1 Collection of problem history and explanation of session
functioning
Psychoeducation Raising awareness about depression and its treatment,

assisting patients in setting therapeutic objectives, and
encouraging self-reward through therapeutic exercises.

Face-to-face Session 2 Exploration of developmental history; Review and
definition of objectives (in accordance with Psychoeducation
online module).

Behavioral activation Encouraging the establishment of a balanced daily
routine that incorporates pleasurable activities. Providing
exercises to identify and schedule pleasurable, routine, and
necessary activities, while monitoring their impact on pleasure

and competence.

Face-to-face Session 3 Review of performed/scheduled pleasure activities:
analysis of task completion (expected levels of pleasure vs.
experienced levels), obstacles to completion, new activities.
Introduction to Physical Exercise and anxiety management

(optional).




Physical exercise

Face-to-face Session 4

Cognitive restructuring

Face-to-face Session 5

and 6

Problem-solving

Face-to-face Session 7,

8and 9

Promoting the practice of physical exercise by offering
psychoeducation on its benefits, providing strategies to overcome
obstacles, and assisting in scheduling and monitoring its impact

on mood.

Introduction to Cognitive Restructuring; Training in

thought recording.

Facilitating the alteration of patients' depressive
automatic thoughts through psychoeducation, strategies, and
exercises aimed at challenging and replacing them with more

realistic thoughts.

Cognitive Restructuring: Introducing the challenge
component: practicing different challenge techniques during the
session; creating alternative thoughts based on provided
examples. Review of intervention objectives thus far.

Introduction to Problem Solving (optional).

Providing strategies for addressing various types of
problems, including exercises for decision-making, planning,
implementation, and evaluating the effectiveness of problem-
solving strategies.

Continuation of cognitive restructuring of recorded
thoughts or situations that occurred during the week. Exploration
of Cognitive Schemas (optional - for clients who allow it).
Review of problem record and solution planning, resolution of
interpersonal problems, Problem-Solving - Unsolvable Problems

(optional).




Relapse prevention To encourage the recognition of warning signs and the
development of action plans for coping with difficult future
events, the self-help Moodbuster modules are available if

necessary.

Face-to-face Session 10 Therapeutic process review along with the review of the

online relapse prevention module.

Note: The distribution of online module completion can vary based on clients' needs. The modules for

physical exercise and problem-solving are optional.

The design of the intervention, i.e., the number of face-to-face sessions and the
online modules available was based on the previous research protocols in blended therapy
(Kemmeren et al., 2016; Kooistra et al., 2016; Mathiasen et al., 2016). In the open trial
conducted in Portugal, to investigate the clinical feasibility and effectiveness of blended
therapy, the Patient Health Questionnaire (PHQ-9; Ferreira et al., 2018; Kroenke et al.,
2001; Kroenke & Spitzer, 2002) and System Usability Scale (SUS; Brooke, 1996) were
used as primary measures to monitor depressive symptoms and evaluate the acceptance
of online platforms (Pinheiro et al., 2021). Monitoring of depressive symptoms took place
during the assessment session, follow-up sessions, as well as in all face-to-face sessions
and at the end of each online module (Pinheiro et al., 2021). The SUS was filled out by
both clients and therapists during the follow-up sessions held at 16, 26, and 52 weeks
after the start of the intervention. The results of open trial on the effectiveness of blended
therapy in the treatment of depression showed a significant reduction in the severity of
symptoms, even in cases with severe symptoms (Pinheiro et al., 2021). It was also
revealed that the client's experience with the Moodbuster platform was highly
satisfactory, with significant levels of usability and satisfaction reported (Pinheiro et al.,

2021). According to this study, blended therapy seems to be effective in the treatment of
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depression, and the clients who used the Moodbuster platform were easy to use and
expressed overall contentment with their interaction with it (Pinheiro et al., 2021).
Similar results were found in several international research studies, which indicate
that blended therapy has a higher effect on the reduction of depressive symptoms when
compared with a waiting list, but also presents the same effectiveness as usual treatment
in primary care (Erbe et al., 2018; Heifodt et al., 2013; Richards et al., 2013; van Breda
et al., 2018). Richards et al. (2013), in a study done in the United Kingdom compared the
effectiveness of blended therapy with usual treatment, with 235 clients in the first
condition and 263 in the second. The results found that 48.9% of the clients that received
blended therapy recovered from depression after the intervention and maintained the
results until after 12 months of treatment (Richards et al., 2013). It was also found that in
the usual treatment group, 35.4% of clients achieved and maintained positive results after
12 months of intervention (Richards et al., 2013). Blended therapy appears to be as
effective as the usual treatment in the primary, as this effect persists for at least 12 months
after the completion of the intervention (Richards et al., 2013). In other studies, done
in the Netherlands and Norway the clients also presented higher levels of treatment
satisfaction and engagement with online modules on blended treatments (Hoifodt et al.,
2013; Kooistra et al., 2016). The studies of the effectiveness of blended therapy during
the Covid-19 pandemic are consistent with the previous research showing a reduction of
depressive and anxiety symptoms and an increase in adherence to the online platforms
(Mathiasen, 2022; Owusu et al., 2022). For example, the study by Owusu et al., (2022)
examines the results of expanded implementation of blended therapy for the treatment of
anxiety and depression symptoms. The study included clients who initiated the
intervention between September 3, 2019, and July 21, 2021, in the United States of

America (Owusu et al., 2022). In this study participated, 6,738 American clients with
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symptoms of depression and anxiety. The results revealed that 81.5% experienced a
reduction in symptoms of depression and anxiety by the end of the intervention,
highlighting the effectiveness of blended therapy during the pandemic period (Owusu et
al., 2022).

The current research has also revealed that clients consider online modules to be
important to consolidate the learning about the therapeutic model, promote greater
involvement in face-to-face sessions, and allow for a reflection process beyond face-to-
face sessions, making therapy ubiquitous (Cerga-Pashoja et al., 2020). A qualitative study
explored the advantageous aspects according to the therapists and clients upon the
applicability and acceptance of blended therapy (van der Vaart et al., 2014). The results
evidenced very positive aspects: the maintenance of client autonomy, greater professional
follow-up, and shorter intervention time were the aspects considered by therapists and
clients to be advantageous (van der Vaart et al., 2014). Also, according to Wentzel et al.,
(2016) in blended therapy, the clients are encouraged to keep the treatment between the
sessions in a structured way, the personalized support by the therapist increases the
adherence and a higher commitment and involvement in the treatment. The online tools
facilitate the bridge between therapeutic content and client progress in face-to-face
sessions (Cerga-Pashoja et al., 2020). According to Urech et al. (2018), the clients
consider that blended therapy presents various advantages for the treatment of depression,
specifically the support of the therapist not only in the face-to-face session but also in the
client’s adherence to the online modules. Moreover, the client’s perception of constant
monitoring increases the self-effectiveness perception empowered them with problem

resolution (Urech et al., 2019).
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Common factors in psychotherapy — A contextual model

This modality of intervention is here to stay, and its effectiveness and acceptance
are like face-to-face-psychotherapy. Having said that, it becomes increasingly relevant
that research in blended therapy is oriented toward client change processes. Research in
face-to-face psychotherapy has already shown that the effectiveness of interventions is
often not only due to the intervention model and type of intervention, but also to
relational, contextual, client, and therapist variables, i.e. the common factors of
psychotherapy (Frank, 1973; Kazdin, 1979).

Common factors are elements that explain the change, and mechanisms of change
that are similar across different intervention models in psychotherapy and predict part of
its effectiveness (Kazdin, 1979). To understand the literature on common factors it is
important to note that several explicative models for common factors have been proposed
and highlight the importance of specific factors. Although exist, other common factor
models like the first model of Rosenzweig (1936), the model of Frank (1961) purposed
in the Persuasion and Healing, the model of Goldfried (1980), recently a contextual
model has been proposed by Wampold (c.f.Wampold, 2015; Wampold & Imel, 2015;
Wampold & Ulvenes, 2019). The contextual model possibly is the more complete model
that explains the approach of the common factors, and for that, we will give it particular
attention. This approach is influenced by the work of Frank (1961) and according with
the contextual model exists three mechanisms through which psychotherapy produces its
effects after the establishment of an initial connection (Wampold, 2015; Wampold &
Ulvenes, 2019), namely: 1) the existence of a real therapeutic relationship; 2) the creation
of expectations through the explanation of the treatment involved; and 3) specific

ingredients which promote adaptative actions (Wampold, 2015; Wampold & Ulvenes,
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2019). These three pathways can produce benefits in psychotherapy (which means that
we can have several mechanisms underlying these pathways).

The first path is the real therapeutic relationship in psychotherapy, which is
influenced by different social processes underlying an unusual relationship based on
confidentiality, with boundaries where the disclosure of difficult material does not
compromise it and is even encouraged (Wampold, 2015; Wampold & Ulvenes, 2019).
The therapeutic alliance and empathy are presented in the literature as a mechanism of
change in psychotherapy, presenting an important role in the prediction of the
effectiveness of psychotherapy, even in blended treatments (Ly et al., 2015). However,
when clients initiate psychotherapy, they also have expectations about the treatment,
considering their previous experiences, recommendations, and cultural beliefs (Connell,
et al., 2006). The initial interaction between the patient and therapist is crucial because
research indicates that a higher number of patients tend to discontinue therapy
prematurely after the first session compared to any other stage of therapy (Connell, et al.,
2006). Further, several research found that therapeutic alliance is to be related to dropout
in the psychotherapeutic process (Ghaemian et al., 2020; Johansson & Eklund, 2006;
Sharf et al., 2010) A meta-analysis of 11 studies aimed to examine the relationship
between therapy dropout and therapeutic alliance in individual psychotherapy (Sharf et
al., 2010). The results demonstrate a moderately strong relationship between therapy
dropout and therapeutic alliance, suggesting that clients with lower therapeutic alliance
are more likely to discontinue psychotherapy (Sharf et al., 2010).

The second path concerning expectation arises from the fact that the clients are
also impacted by a series of other factors, shaping their outcome expectations (e.g.
previous experiences, recommendations, and cultural background; Benedetti, 2014).

According to the contextual model, clients seeking psychotherapy want an explanation
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for their suffering shaped by their own psychological beliefs (also called “folk
psychology”’; Thomas, 2001). These beliefs are influenced by cultural conceptions, but
also by the client’s idiosyncrasies (Wampold, 2015). Psychotherapy explains the client’s
difficulties, in the sense that provides a means of overcoming or coping with these
difficulties, which increases their expectations about the treatment result. According to
Frank and colleagues (1991), the expectation in psychotherapy is a source of
remoralization. However, in this path, the critical moment for the client’s expectations is
that explanation and action need to be consistent in the therapeutic process (Wampold,
2015). The client and therapist need to agree on therapy goals and tasks, two critical
components of the therapeutic alliance (Crits-Christoph, et al., 2006; Horvath, 2006). The
creation of expectations depends on the consistency of the theoretical explanation of the
client's difficulties and of the intervention tasks, which contributes to the increase of the
client's credibility in the intervention (Wampold, 2015; Wampold & Ulvenes, 2019). A
strong therapeutic alliance throughout the therapeutic process can be seen as a good
indicator to validate that the treatment is meeting the client's expectations (Wampold,
2015). Further on, we will explicit the contributions of expectations and credibility and
their impact in the initial phase as well as throughout the therapeutic process.

In the contextual model, there is the last path, which refers to the treatment's
specific ingredients. According to this model if clients consider the treatment to be
credible and create the necessary expectations to overcome their problems, then the
treatment will have well-specified therapeutic strategies for their resolution, named
specific ingredients (Wampold, 2015; Wampold & Ulvenes, 2019). The specific
ingredients play a very important role because, in addition to contributing to the creation
of expectations (second path). The adoption of adaptive actions for each empirically

validated intervention model is also promoted by the specific ingredients (Wampold,
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2015). The therapeutic alliance is fundamental in this contextual model because without
strong collaborative work, the client will struggle to adhere to the tasks proposed in the
intervention (Wampold, 2015).

The contextual model tries to present a theoretical base to the common factors and
reiterate their importance as therapeutic, not only to the research in psychotherapy but
also to the clinical practice (Wampold, 2015; Wampold & Ulvenes, 2019). The research
in the last decades has focused on several common factors, e.g empathy, alliance, and
expectations. Given the scarce research on blended therapy and the relevance to the
contextual model we only will review the empirical research about the expectations and

credibility.

Outcome Expectation and treatment Credibility: Definition and measures
development

The research about outcome expectations and consequently about treatment
credibility is connected to the research on common factors, mechanisms of the client
change process, and process-outcome research in psychotherapy. However, the role and
relevance of these constructs in research and clinical practice have only gained
importance in the recent history of psychotherapy research. Thus, there is still a wide field
to explore regarding the role of expectations and treatment credibility, not only in face-
to-face psychotherapy but also in blended therapy and internet-based interventions.

A good starting point for this review is the definition of expectations and
credibility, which — although related constructs — present themselves with different
definitions and roles in the psychotherapeutic process. Expectations refer to the
improvement that the client believes they will achieve with a specific treatment, having a

higher focus on emotional processes (Devilly & Borkovec, 2000). Expectations are often

16



related to the clients’ perception of the therapist’s skills, in how they believe in the
therapeutic approach (Constantino, Coyne, et al., 2018). The expectations already exist
before any contact with the therapist and inform the prognosis that clients have about the
treatment they will receive (Constantino, Visla, et al.,, 2018). The expectations are
influenced by several factors, namely: client history; therapist actions; dynamics between
client and therapist, and results that are achieved during the treatment (Constantino, Visla,
etal., 2018). These can often be out mismatched against the possible results. Expectations
can be distinguished in: a) positives, when the client believes the treatment will work; b)
lacking, when the client cannot imagine an outcome; c¢) negatives, when the client
believes the treatment will not work; d) ambivalent situations, when exists a fluctuation
regarding the effects of treatment (Constantino, Visla, et al., 2018).

Credibility refers to how reliable a treatment is (in the perspective of a given
client). Treatment credibility can be influenced by the client’s personal history or by the
beliefs related to the etiology of the mental diseases (Constantino, Coyne, et al., 2018).
In other words, if a specific therapy/treatment was effective in the past with a specific
client, the perception would be that it is more credible than other interventions; or, if a
client considers that the etiology of their problems is due to childhood experiences, the
client will anticipate an intervention focused on attachment as more credible
(Constantino, Coyne, et al., 2018).

Across the evolution of the research in outcome expectations and credibility,
several measures have been developed and validated for different populations, namely:
the Milwaukee Psychotherapy Expectations Questionnaire (Norberg et al., 2011); the
Patients’ Therapy Expectation and Evaluation Questionnaire (Schulte, 2008); the Anxiety

Change Expectancy Scale (ACES; Dozois & Westra, 2005); the Credibility Scale
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(Borkovec &Nau, 1972) and the Credibility/Expectancy Questionnaire (CEQ; Devilly &
Borkovec, 2000).

The Milwaukee Psychotherapy Expectations Questionnaire (MPEQ) is one of the
measures that assesses outcome expectations (Norberg et al., 2011). This measure has 13
items, with 2 factors: process expectations and outcome expectations. The items follow a
Likert scale from 0 (not at all) to 10 (very much). Norberg et al. (2011) explored the
psychometric proprieties of this measure in 3 students’ samples. The results revealed that
MPEQ has an internal consistency higher than .85.

The Patients’ Therapy Expectation and Evaluation Questionnaire (PTEE) is
another measure constituted by 11 items, with three subscales, that assess the hope of
improvement, fear of change, and suitability (Schulte, 2008). The items follow a Likert
scale from 1 (absolutely wrong) to 5 (absolutely right). This measure was validated for
different populations, like anxiety and depression disorders, and the authors did not find
any differences between them (Schulte, 2008). This measure also presented a higher
internal consistency in all the subscales (a=.89 for the hope of improvement, a=.73 for
fear of change, and a=.81 for suitability; Schulte, 2008).

The Anxiety Change Expectancy Scale (ACES; Dozois & Westra, 2005) assesses
the efficacy expectation of change in anxiety disorders. It is as a measure with 20 items,
following a Likert scale from 1 (strongly disagree) to 5 (strongly agree). This measure
presents good psychometric properties in an undergraduate students sample (0=.91;
Dozois & Westra, 2005) .

The Credibility Scale is constituted by 5 items and was developed by Borkovec
and Nau (1972). This scale assesses the client’s perception of treatment credibility.
However, during its development period, several criticisms were raised (Constantino,

Visla, et al., 2018), namely: the absence of psychometric validation, difficulty in
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distinguishing with the expectations construct, and being seen as an outcome measure by
several researchers. Proceeding with a renewed interest in the investigation of
expectations and credibility, a new measure was derived, overcoming the criticisms
considered previously (Constantino, Visla, et al., 2018).

Hence, the Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec,
2000) is constituted of 6 items with two subscales: the first one assesses the credibility,
and the other assesses outcome expectations (Devilly & Borkovec, 2000). The credibility
subscale explores three dimensions: if the treatment appears logical; if the treatment
appears useful; and if the treatment is reliable. The expectation subscale explores: the
improvement that clients think will occur; if clients feel that this therapy will help them;
if clients feel that improvement will occur (Coste et al., 2019). This measure is scored on
a Likert scale ranging from 1 to 9 (e.g., 1 means “not at all”, 5 “somewhat”, and 9 “very
much”) or from 0% to 100% (in 10-point increments). Items 4 and 6 are coded from 0%
-100% and are converted linearly on a Likert scale from 1 to 9 (Devilly & Borkovec,
2000; Nock et al., 2007; Smeets et al., 2008). This self-report measure is easily applicable
to different clinical settings and treatments.

The CEQ is now the mostly used measure to assess expectation and credibility
(cf. Cohen et al., 2015; Greenberg, Constantino, & Bruce, 2006; Newman & Fisher, 2010;
Sochting et al., 2016; Thompson-Hollands et al., 2014; Tompkins, Swift, Rousmaniere,
& Whipple, 2017). The CEQ validation study aimed to assess the psychometric properties
of this measure in three clinical samples of generalized anxiety disorder, and post-
traumatic stress disorder, and presented promising results regarding its factorial structure
and internal consistency (Devilly & Borkovec, 2000). The results in the different samples
were similar. In the three samples, two stables factors were found representing the

subscales of treatment credibility and outcome expectation (Devilly & Borkovec, 2000).
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The internal consistency in each factor was high, ranging from .79 <a < .90 for the
expectancy subscale and ranging from .81 < o < .86 for the credibility subscale (Devilly
& Borkovec, 2000). The internal consistency for the complete scale was also high,

ranging from .84 <a< .85 in the different samples.

Empirical research on Outcome Expectation and Treatment Credibility

Despite its relevance in the change process research in psychotherapy, when we
consider the research on client outcome expectations and treatment credibility
(Constantino, Coyne, et al., 2018; Constantino, Visla, et al., 2018; Newman & Fisher,
2010), the emphasis has been on tracing the association of these two constructs with
psychotherapy outcome and with other psychotherapy process variables (e.g. adherence,
therapeutic alliance; Constantino, Visla, et al., 2018; Newman & Fisher, 2010; Price et
al., 2015).

A meta-analysis exploring the association between outcome expectations at an
initial phase of treatment and psychotherapy outcome showed that higher expectations
predicted better therapeutic outcomes and a higher therapeutic alliance (Constantino,
Visla, et al., 2018). Similar results were found in other intervention contexts such as
hospitals, and internet-based interventions, as well as for different mental disorders or
clinical problems (e.g. depression, anxiety, chronic pain; Constantino et al., 2011;
Newman & Fisher, 2010; Price et al., 2015; Thompson-Hollands et al., 2014). Research
that assesses the predictive role of expectations in a more advanced phase of the
therapeutic process in the outcome, has been limited. However, the available empirical
results show that clients who show less severe symptoms at the begin of the treatment and
have higher outcome expectations, in a later phase of the process, not only present better

results therapeutic and a reduction in interpersonal problems (Constantino et al., 2016).
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A recent study with depressed clients that received face-to-face psychotherapy, explored
the predictors of the change in outcome expectations during the psychotherapeutic
process, through a multilevel analysis (Visla et al., 2019). In this study the client’s
characteristics was considered predictors of both, initial outcome expectation and change
in outcome expectation across the therapeutic process. The outcome expectation was
measured at screening, pretreatment, session 7, and session 14 (Visla et al., 2019). The
results showed that the absence of previous episodes of depression was a predictor of that
change (Vislaetal., 2019). Another study with clients with Generalized Anxiety Disorder
in face-to-face psychotherapy, which explored clients’ characteristics could be predictors
of their pretreatment outcome expectation, using multilevel analysis. To this purpose, the
outcome expectation was measured at the pretreatment (Visla et al., 2021). The results
revealed that predictors could be related to clients’ characteristics, such as educational
status, engagement to treatment, symptoms severity, and therapists’ effects (Visla et al.,
2021). However, more research is needed to gather more consistent results (Visla et al.,
2021).

Regarding the research on treatment credibility, empirical studies explores its
association with treatment outcome, and psychotherapy process variables, like the
therapeutic alliance at the initial phase of the therapeutic process, treatment satisfaction,
adherence, and treatment preferences (Ahmed & Westra, 2009; Alfonsson et al., 2016;
Ametrano, 2011; Ametrano et al., 2017; Constantino, Coyne, et al., 2018; Park et al.,
2019; Sandell et al., 2011; Smeets et al., 2008; Sochting et al., 2016; Uebelacker et al.,
2018). Most of the research incorporated credibility as a co-variable (Ahmed & Westra,
2009; Ametrano et al., 2017), and only a few studies examined the potential of credibility
as a therapeutic factor (Sochting et al., 2016). some studies have shown inconsistent

associations between credibility and treatment outcomes (Uebelacker et al., 2018). These
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may due the way treatment credibility has typically been operationalized and measured
(Constantino, Coyne, et al., 2018).

However, a metanalysis was conducted by Constantino, Coyne, et al., (2018) that
aimed to explore the association between patients’ credibility perception and their
posttreatment outcomes. This meta-analysis included 19 articles with clinical samples of
face-to-face psychotherapy. The CEQ was the only measure used that was not specifically
developed for individual studies (Constantino, Coyne, et al., 2018). The results found a
positive association between credibility and therapeutic outcome (r =.12), with a small
effect size indicating a small, but significant positive effect (d=.24; Constantino, Coyne,
et al., 2018). Although clients with greater treatment confidence have better therapeutic
results, these results should be considered with caution considering the reduced number
of studies included in this meta-analysis, for not meeting the inclusion criteria
(Constantino, Coyne, et al., 2018). According to Constantino, Coyne, et al., (2018) more
studies with clinical samples in clinical trials, contexts of routine practice are necessary
for a greater consolidation of these results.

Research in face-to-face psychotherapy also found that clients’ with higher
credibility scores presented not only a better therapeutic alliance but a better therapeutic
outcome and higher satisfaction with the treatment (Ametrano, 2011; Smeets et al., 2008;
Sochting et al., 2016).

Similar results were observed for Internet-based interventions. A recent study on
Internet-based interventions analyzed the predictive effect of credibility in dropout cases,
adherence to treatment, and therapeutic outcome (Alfonsson et al., 2016). The results
found that early dropout may be due to low credibility and adherence to treatment. They
also found that the rate of access to online materials was associated with the client’s

previous beliefs about the intervention, namely those who showed higher credibility
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scores had greater adherence (Alfonsson et al., 2016). These results were consistent with
research that found that clients that have higher credibility also evidence higher
adherence, especially if that treatment meets their preferences (Park et al., 2019; Sandell

etal., 2011; Uebelacker et al., 2018).

Client Perspectives on Change

In psychotherapy, the therapist is capable to promote the credibility of the
treatment, by being more responsive and persuading and increasing the expectations that
clients have about the therapy (Constantino, Coyne, et al., 2018; Constantino, Visla, et
al., 2018). Prior research suggests that the presentation of a therapeutic rationale,
empathically following the client, and persuasion are possible strategies that may promote
treatment credibility and outcome expectancy and thus can be monitored during the
therapeutic process (Constantino, Coyne, et al., 2018; Constantino, Visla, et al., 2018).

Yet, if there is one consistent result across several paths of process research in
psychotherapy, with high relevance for its implication to the theory, practice, and
intervention policies in psychotherapy, is the overall consensus upon the importance of
the client’s perspective of change (Bohart & Wade, 2013; Levitt et al., 2016; Timulak &
Keogh, 2017; Wampold & Imel, 2015). Focusing on the client’s perspective gives the
therapist indicators for client change trajectories and their expectations across the
treatment (Owen et al., 2015; Wampold & Imel, 2015). According to Timulak and Keogh
(2017) exploring the client's perspective gives us important information about specific
theoretical constructs (e.g. therapeutic alliance, expectations, satisfaction with the
treatment), but also allows us to hear the client's voice about their experiences and
changes prompted by therapy. The studies carried out in the client change process in

psychotherapy may adopt quantitative (e.g. multilevel analysis or psychometric measures
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of client variables) and qualitative, open-ended methodologies (e.g. grounded analysis,
thematic analysis, cases studies) which access in an open-ended format to the client
experiences in psychotherapy; Braun & Clarke, 2012, 2021; Bryant & Charmaz, 2012;
McLeod, 2010; McLeod, et al., 2021; Lutz et al., 2021; Timulak & Keogh, 2017).

In contrast to qualitative research, quantitative research from the client's
perspective on change fundamentally refers to the analysis of the relevance of theoretical
constructs and their association with therapeutic outcomes. These include studies on
expectations (Constantino, Visla, et al., 2018) and treatment preferences (Swift et al.,
2012), as well as studies monitoring and gathering client feedback on the psychotherapy
progress (Lambert, 2013). These studies' results indicate that more positive expectations
about treatments result in therapeutic success/positive outcome, as well as that clients'
psychotherapy preferences are significantly associated not only with the therapeutic
outcome but also with the rates of dropouts. Another aspect analyzed in this kind of
studies is client treatment satisfaction. Client treatment satisfaction gives us to access a
more complete perspective of the client concerning the treatment plans (Pascoe &
Attkisson, 1983), or as an assessment of the quality of services (Siild et al., 2008). Also,
it can provide important information about the treatment that is made available to identify
unsatisfied clients’ needs (Carlson & Gabriel, 2001; Hanson et al., 2007). The research
on client treatment satisfaction is associated with the treatment outcome, as well with the
improvements in life quality (Blenkiron & Hammil, 2003; Donovan et al., 2002; Priebe
et al., 2012; Smith et al., 2014). Clients with less satisfaction tend to disengage with the
treatment (Blenkiron & Hammil, 2003; Hundt et al., 2013; Priebe et al., 2012).

The qualitative research in psychotherapy, specifically in face-to-face
psychotherapy, has increased in the last decades, given that the quantitative measures

reflect strict questions deriving from the theoretical constructs and not allowing access to
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the perspectives and experiences relevant to the clients who are the target population of
the therapeutic process (Timulak & Keogh, 2017). On this issue, Levitt et al. (2016)
conducted a comprehensive qualitative meta-analysis of clients’ experiences in
psychotherapy based on 109 qualitative studies. According to their results, there are five
clusters inherent to the client’s perspective. The first one is that the therapeutic process is
a process of change, oriented by curiosity and a pattern of identification (Levitt et al.,
2016). Secondly, the importance of collaboration and recognition of differences in the
client-therapist relationship; the therapist's credibility appears as a source of trust; also,
and the caring relationship that allows clients to benefit from therapy. Finally, it is crucial
for clients to acknowledge the autonomy within therapy and the significance of adapting
the treatment to their individual needs. (Levitt et al., 2016). The results of this meta-
analysis, denote the active role of the client in the therapeutic process (Levitt et al., 2016).
Qualitative research, besides, allows a clearer representation of the client's experiences
and also helps to explain the functioning of common factors in the therapeutic process,
being able to guide clinical practice and future investigations (Levitt et al., 2016).

Case studies in psychotherapy are another way to analyze the clients’ perspectives
and the effectiveness of the psychotherapeutic process (McLeod et al, 2021). Besides
being able to collect quantitative data on the therapeutic outcome, case studies are
fundamentally focused on the qualitative analysis of process data that allows for exploring
the clients’ perspectives of the change process (McLeod et al, 2021). Another purpose is
the analysis of changes in the client’s perspective due to therapy or other extra-therapy
elements (e.g., life events or client self-help; McLeod et al, 2021). Case studies are
particularly important when the therapy is innovative and is still in evaluation (e.g., online

intervention or blended therapies). There are different methods for analyzing case studies;
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the most rigorous and common are the hermeneutic single-case efficacy (Elliott, 2002) or
narrative case study methodologies (McLeod, 2010).

The hermeneutic single-case efficacy design is an interpretive approach used to
evaluate treatment causality in individual therapy cases (Elliott, 2002). This approach
utilizes quantitative and qualitative methods to establish a network of evidence. Firstly, it
identifies direct demonstrations of causal connections between the therapeutic process
and its outcomes (Elliott, 2002). Subsequently, it examines alternative explanations for
observed changes during therapy to determine plausible non-therapy factors contributing
to the apparent progress (Elliott, 2002). For this analysis, a collection of information about
the client's therapeutic process is collected, including various outcome and process
measures from multiple sources, for instance, the assessment through the Change
Interview (Elliott, 2002).

Narrative case study methodologies involve examining and analyzing the personal
narratives of clients and therapists within the therapeutic context (McLeod, 2010). The
main aim of this approach is to understand how individuals make sense of their
experiences, the meanings they attribute to events, and how these narratives influence
their psychological well-being and therapeutic outcomes (McLeod, 2010).

Qualitative research oriented toward the perspective of clients' change and the
impact that psychotherapy has on them presents important results for developing and
improving the application of innovative therapeutic modalities. Regarding face-to-face
psychotherapy, qualitative research denotes that the evaluation of effectiveness from the
client's perspective is carried out based on clinical, and autobiographical elements and
based on its agency (McLeod et al, 2021).

Recently, considering the relevance and the results on the efficacy of internet-

based interventions and blended therapy we observed an increase in qualitative research
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in this field, using open-ended interview questions, with grounded theory thematic
analysis and only a few cases studies (Andersson & Berger, 2021; Braun & Clarke, 2012,
2021; Bryant & Charmaz, 2012; McLeod,, 2010; McLeod, et al., 2021). However, these
studies are still scarce and tend to focus on the acceptance of these interventions by clients
(Cerga-Pashoja et al., 2020; Urech et al., 2019). Qualitative research that explored clients'
perception of Internet-based interventions reveals that they are seen as impersonal (i.e.
without contact with a professional), generic (i.e. ignoring clients' idiosyncrasies), and
requiring high technological mastery (Gerhards et al., 2011; Knowles et al., 2015; Sanders
et al., 2012). Clients also consider the motivation for the process to be a key element
considering the high autonomy of these interventions (Bendelin et al., 2011). These
results are in line with a systematic meta-synthesis of this literature, but a review of
qualitative studies of Internet-based interventions, suggests that these barriers can be
overcome with greater personalization of treatments (Knowles et al., 2014).

In blended therapy, the client's perspective has been explored usually focusing
upon the acceptance and usability of this modality of psychotherapy, as well as in the
analysis of its barriers and advantages (Cerga-Pashoja et al., 2020; Titzler et al., 2019;
Urech etal., 2019). The results of these studies reveal that clients consider online modules
to be important to consolidate the learning about the therapeutic model, promote greater
involvement in face-to-face sessions, as well and increase the reflection process beyond
face-to-face sessions, making therapy ubiquitous (Cerga-Pashoja et al., 2020). Online
tools also allow in-face-to-face sessions to make it easier to follow and bridge the gap
between therapeutic content and client progress (Cerga-Pashoja et al., 2020). According
to a study by Urech et al. (2018), clients consider that blended therapy presents various
advantages for the treatment of depression, specifically the support of the therapist not

only in the face-to-face session but also in the adherence to the online modules. Also, the
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clients have a perception of constant monitoring increases their self-efficacy perception
empowered them in problem resolution (Urech et al., 2019). Several clients consider
blended therapy more efficient than face-to-face therapy or internet-based interventions

(Urech et al., 2019).

The present research

Internet-based interventions in recent years have been pointed out as a possible
answer to making depression treatments more accessible and maintaining the
effectiveness of face-to-face psychotherapy. The Covid-19 pandemic made these
interventions acquire even more importance, becoming the spotlight on research.
However, despite their effectiveness, these interventions have some disadvantages, e.g.
high rates of dropouts and relapses. Blended therapy (i.e. face-to-face sessions combined
with online modules) has emerged as a possible alternative and with promising results.
However, the current research focuses essentially on studies of efficacy and client
acceptance of these interventions. The clients' perspective on the change process has not
been explored, as well as the role of some common factors, such as credibility,
expectations, and treatment satisfaction.

The present investigation is the result of a funded project "iCare4Depression”
(PTDC/MHC-PCL/1991/2014 - www.icare4depression.ismai.pt), which evaluated the
effectiveness of blended therapy for depression in primary health care. This research
aims to explore the client's perspective on the use of blended therapy for the treatment of
depression in the context of routine practice and in primary health care, using quantitative
and qualitative methodologies. Thus, we can divide this research into 4 studies: the first
two studies refer to the validation for the Portuguese population of the Treatment

Credibility and Expectancy (CEQ) and the Client Satisfaction Questionnaire-18. As
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previously presented, credibility and expectations are considered variables associated
with the processes of change in psychotherapy, being associated with the therapeutic
result, but also allowing us to access the client's perspective on the process itself.

The Treatment Credibility and Outcome Expectancy scale is one of the most used
measures in research to assess these constructs, and it had not been validated for the
Portuguese population when this research began. Satisfaction with treatment, in a similar
way to credibility and expectations, allows us to access the view that the client has about
the treatment at the end of it, with the Client Satisfaction Questionnaire-18 being the most
used instrument and with good psychometric qualities. Thus, these two initial studies have
as their primary objective to explore the psychometric properties of a Portuguese version
of these measures, applied in the context of routine practice, and carrying out a factorial
and robustness analysis for each of the instruments.

The third study's aims were to examine the disparities in treatment credibility and
outcome expectations based on pre-therapy patient characteristics in distinct treatment
settings (routine practice and open trial) at baseline. Additionally, the study aimed to
investigate the impact of treatment setting and pre-therapy patient characteristics on
outcome expectations, as well as the potential interaction between these variables.

Finally, the fourth study is a case study analyzed through the hermeneutic single
case study method, which assesses clients' perspectives on the changes experienced
through a blended therapy treatment for depression, in a primary healthcare context. This
study not only gives us a perspective on the treatment effectiveness for this client but also
analyzes these client's changes and if they are due to the blended therapy treatment

received.
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CHAPTER I - PORTUGUESE VALIDATION OF THE
CREDIBILITY/EXPECTANCY QUESTIONNAIRE IN ROUTINE PRACTICE!

'This study has been published in the journal Research in Psychotherapy: Psychopathology, Process and Outcome, with the
following authors: Sara Silva, Eunice Barbosa, Jodo Salgado & Carla Cunha.
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Abstract

Objective: This study aimed to validate and explore the psychometric properties
of the Credibility / Expectancy Questionnaire (CEQ) for the Portuguese population in the
context of routine practice.

Methods: The sample includes 87 clients from a university psychotherapy clinic.
All clients completed self-report measures to assess credibility and expectation (CEQ),
as well as measures of general mental health (CORE), depressive symptoms (BDI-II) and
therapeutic alliance (WALI) in session 1 and session 2.

Results: The exploratory analysis revealed the existence of two factors in CEQ
for the Portuguese population, factor 1 credibility and factor 2 expectation. The measure
demonstrated good internal consistency, test-retest reliability and good adjustment in the
confirmatory analysis. In terms of convergent validity, no significant correlation was
found between credibility and expectation and the therapeutic alliance.

Discussion: The results corroborate the CEQ psychometric qualities for the
Portuguese population, also showing its applicability in a context of routine practice.

Keywords: Credibility, Expectation, Validation, Routine Practice, Psychotherapy
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Credibility and Expectation — A Brief Construct Review

Client’s credibility and expectation in psychotherapy have been recently
recognized as important aspects for the reduction of clinical symptoms (Constantino,
Coyne, et al., 2018; Constantino, Visla, et al., 2018; Newman & Fisher, 2010). Credibility
and expectations refer to the client's beliefs about the treatment and its role in achieving
the desired changes, as well as the roles they and their therapists will adopt and engage
throughout the therapy (Constantino et al., 2011; Constantino, Coyne, et al., 2018;
Constantino & Westra, 2012). The recognition of the importance of these aspects is not
just based on its impact on symptoms reduction, but also on the impact that clients'
perceptions, motivations and actions have on therapy itself, such as a better understanding
of the psychotherapeutic process, or a greater adherence and involvement in
psychotherapeutic tasks (Constantino et al., 2011; Constantino, Coyne, et al., 2018;
Constantino & Westra, 2012). Recently, several authors have been increasingly
recommending the integration of empirically validated measures to assess client’s
credibility and expectation in clinical practice (cf. Andersson et al., 2012; Norberg et al.,
2011; Twohig et al., 2010; Wahbeh, et al., 2016). However, these measures are often
validated for specific intervention context or specific disorders. For this purpose, we will
apply the Credibility Expectancy Questionnaire in the context of routine practice in a
university psychotherapy clinic and evaluate the psychometric properties of the
Portuguese version of this measure.

The Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) is
one of the mostly used measures to assess the client’s credibility and expectancy, which
has shown results not only in reducing depressive, anxiety and general symptoms, but
also in the increase of the therapeutic alliance in the psychotherapy (cf. Cohen et al.,

2015; Greenberg, Constantino, & Bruce, 2006; Newman & Fisher, 2010; Sochting et al.,
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2016; Stinson et al., 2018; Thompson-Hollands et al., 2014; Tompkins, Swift,
Rousmaniere, & Whipple, 2017). It is a self-report questionnaire composed by 6 items
clustered in two subscales: (1) credibility and (2) outcome expectation (Devilly &
Borkovec, 2000). The credibility assesses how reliable the treatment is for the client
(Devilly & Borkovec, 2000), which means, how much the client believes he/she can trust
that treatment to be helpful for him/her and how helpful it will be. It is often related with
the client’s perception about the therapist’s skills, measuring how much he/she believes
in that therapeutic approach (Constantino, Coyne, et al., 2018). The expectation refers to
the improvement that the client believes will be achieved with the treatment (Devilly &
Borkovec, 2000; Stinson et al., 2018). The expectation precedes any contact with the
therapist and is related to the client’s expectation of how much he/she will improve with
that particular treatment taking into account his/her perceptions upon it before treatment
starts (Constantino, Visla, et al., 2018). While the credibility demands a higher cognitive
focus, the expectation has a higher focus on emotional processes (Devilly & Borkovec,
2000). For instance, if a specific therapy/treatment was effective in the past with a specific
client, the perception would be that it is more credible than other interventions
(Constantino, Coyne, et al., 2018); or, if a client feels that he/she is not capable to
complete a treatment due to a previous experience of dropout, he/she has a lower

expectation about the result (Constantino, Visla, et al., 2018).

Psychometric properties of CEQ

The psychometric properties of CEQ have been originally explored by Devilly
and Borkovec (2000) in three clinical samples across three different contexts. In the first
study, the first sample was comprised by 123 participants of a residential program for

veterans receiving a one-week intervention focused on improving family functioning,
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managing depression, anger and anxiety. The CEQ was filled at the day before the
beginning of the treatment, after clients were informed about the treatment procedures.
In the second study, the second sample was composed by 69 participants with generalized
anxiety disorder, allocated into three therapeutic treatment conditions, namely: cognitive
therapy (CT), relaxation and self-control desensitization, and also a combination of both.
Each participant received 14 treatment sessions and the CEQ measures completed after
sessions 1 and 2 were used for test-retest reliability (although the questionnaire was
applied at the end of all sessions). Finally, the third study had a sample of 22 participants
receiving cognitive behavior therapy (CBT) or eye movement desensitization and
reprocessing (EMDR). The CEQ was applied at the end of the assessment session, after
the therapeutic rational had been introduced.

Across these samples, the authors found promising reliable results regarding the
factorial structure, test-retest, internal consistency, and predictive capacity of CEQ
(Devilly & Borkovec, 2000). They found two factors, representing the subscales of
credibility and outcome expectation. The internal consistency in each factor was high,
ranging from .79 < a < .90 for the outcome expectation subscale, and from .81 < a < .86
for the credibility subscale. The internal consistency for the complete scale was also high,
ranging from .84 < o < .85. Also, a high inter-items correlation was found, specifically of
.53 < r < .85 in the expectation and of .62 < r < .78 in the credibility factor. Results
suggested a good reliability in the test-retest, namely with significant correlations in the
outcome expectation (»=.82, p <.001), and in the credibility subscales (»=.75, p <.001).
Finally, authors also reported that the expectation subscale was a good predictor of
outcome (r = .39, p < .002) on the generalized anxiety sample (Devilly & Borkovec,

2000).
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The CEQ has been validated in other intervention contexts, specifically, to assess
parents’ beliefs about their child’s treatment for conduct problems (Nock et al., 2007) and
for clients’ beliefs on cognitive behavioral intervention for chronic pain (Smeets et al.,
2008). The results are similar to the original version of the CEQ, showing good
psychometric properties and the same factorial structure. Nevertheless, Nock and
collegues (2007) noted that item 5, which aims to assess expectations, cross-loaded on
both factors. Even considering that in the original study the item 5 also cross-loaded on
the credibility factor, it was suggested that in future studies items should be formulated
with “I think” when assessing credibility and with “I feel” when tapping expectations.

Coste, Tarquinio, Rouquette, Montel, and Pouchot (2019) recently explored the
psychometric properties of CEQ for the French population, namely through confirmatory
analysis and test-retest reliability evaluation, with 206 patients diagnosed with post-
traumatic stress disorder starting individual therapy. The CEQ was applied before the first
session and after the presentation of the therapeutic rationale. The results corroborate
those presented in the validation of the original version (Devilly & Borkovec, 2000).
Confirmatory factor analysis suggests that the most robust model has two factors, the first
of credibility (item1, item 2 and item 3) and the second of outcome expectation (item 4,
item 5, item 6; Coste et al., 2019). The test-retest reliability evaluation, presented an
excellent internal consistency with a = .97 for credibility and o = .95 for expectation
(Coste et al., 2019).

Another recent study explored the content validity of CEQ with 17 patients with
nonspecific chronic musculoskeletal pain or fibromyalgia from a clinical trial in pain
rehabilitation with a motivational interviewing intervention (Mertens et al., 2013, 2017).
The main question was how the patients responded and interpreted the CEQ before and

during the intervention. The results suggested that there were no significantly differences
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in understanding the content of CEQ items. However, patients that had finished the
treatment denoted the need to change their answer (Mertens et al., 2017). These results
indicate that during the treatment, patients present different needs and understand the
process of changing expectations in a distinct way (Mertens et al., 2017).

Previous research on the psychometric properties of CEQ has evidenced
encouraging results by showing, in addition to good reliability indexes, good adjustment
indexes and content validity for this measure. However, convergent and divergent validity
was not considered in any of the previous articles (Coste et al., 2019; Devilly & Borkovec,
2000; Mertens et al., 2017; Nock et al., 2007; Smeets et al., 2008; Soto-Pérez & Franco-
Martin, 2014), which is a limitation we hope to address in the present study (see below).
The original validation article of the CEQ (Devilly & Borkovec, 2000) only explored
predictive validity in relation to psychotherapy outcome, taking into account the
improvements after the intervention in the depressive symptoms (assessed through the
Beck Depression Inventory-II; Beck, Steer, Brown, 1996) and anxiety symptoms

(assessed with the State-Trait Anxiety Inventory; Spielberger et al., 1970).

Aims

Up until now, according to our review of the published literature there are no
measures to assess treatment credibility and outcome expectation adapted to the
Portuguese population. Also, previous studies were conducted on small samples (Devilly
& Borkovec, 2000; Mertens et al., 2017; Nock et al., 2007; Smeets et al., 2008; Soto-
Pérez & Franco-Martin, 2014); therefore, we hope to contribute to the literature on
treatment credibility and outcome expectation by expanding the scope of the previous

studies and using a larger sample of clients treated in routine psychotherapy practice.
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The present study aims to adapt and validate the Credibility/Expectancy
Questionnaire (CEQ; Devilly & Borkovec, 2000) to the Portuguese population, and
specifically, to the routine practice of psychotherapy in a university counseling service.
Since the CEQ is one of the credibility and expectancy measures that is most used in
research, and previous studies showed good psychometric properties in different contexts
of intervention and populations (Coste et al., 2019; Devilly & Borkovec, 2000; Mertens
et al., 2017; Nock et al., 2007; Smeets et al., 2008; Soto-Pérez & Franco-Martin, 2014),
the development of a Portuguese validation will contribute to foster research in this field.
We aim to explore the psychometric properties and the factorial structure of CEQ, namely
through exploratory factor analysis, confirmatory factor analysis, reliability test, test-
retest. We will also expand the scope of the previous validation studies by analyzing the
discriminant and convergent validity of the CEQ with depressive symptoms (assessed
through the Beck Depression inventory; Beck, Steer, & Brown, 1996), anxiety symptoms
(through the State-Trait Anxiety Inventory; Spielberger et al., 1970), general symptoms
(Clinical Outcome Routine Evaluation — Outcome Measure 10; Barkham et al., 2013) and
the therapeutic alliance (Working Alliance Inventory—6 items; Falkenstrom, Hatcher,

Skjulsvik, Larsson, & Holmgqvist, 2015).

Method
Participants: This study involved 87 adult participants, all psychotherapy clients

in a university counseling service, of whom 56,3% (n=49) were women and 43,7 %

(n=38) were men, with no statistical differences found between these groups (X2(86) =
87.00, p=.450). Participants’ ages ranged from 18 to 62 years old, with a mean age of 28
years (SD=10.25); 44.8% (n=39) of the participants were employed, 36.8% were students

(n=32); 9.2% (n=8) were unemployed; 6.9% (n=6) were working-students and 2.2%
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(n=2) were maids or held other jobs from home. Also, 85.1% (n=74) of the participants

were single, 10.3 (n=9) were married or in co-habitation and 4.6% (n=4) were divorced.

Routine practice

Participants were recruited from a university counseling service (University
Institute of Maia (ISMAI), Portugal) with the aim to provide psychological support,
psychotherapy and/or personal development services to the university community and to
the surrounding community in general. Even though not all diagnostic information was
available to all clients of this sample, to the ones that were, most were exhibiting the more
common and prevalent emotional disorders, such as depression, anxiety and related
disorders (Timulak et al., 2020). Therapists integrated in this counseling service adopt
different empirically validated therapeutic approaches (e.g., Emotion Focused Therapy,
Cognitive Behavioral Therapy) and receive clinical supervision provided by senior
therapists, to support their evidence based clinical practices, As mentioned, the
psychotherapy interventions follow empirical validated protocols ranging from 16 to 20
sessions. All the participants undergo an evaluation session, which implies the application
of a clinical interview according with Diagnostic and Statistical Manual of Mental
Disorders — 5th (DSM-V; American Psychiatric Association, 2013), namely 7he
Structured Clinical Interview for DSM-5® Disorders: Clinician Version (SCID-V-CV;
First et al., 2016), and the application of several questionnaires to assess depressive,
anxious and general clinical symptoms. Along the psychotherapy process, these clinical
symptoms are also monitored to provide an ongoing monitoring of client change

throughout the therapeutic process.
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Measures

The Structured Clinical Interview for DSM-5® Disorders: Clinician Version
(SCID-V-CV;, First, et al., 2015) is a semi-structured interview which allows to collect,
at an initial assessment moment, general data about psychopathological symptoms and
disorders throughout the life cycle taking into account the classification and diagnostic
criteria of the DSM-V (American Psychiatric Association, 2013).

The Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) is a
self-report measure with 6 items to assess the clients’ treatment credibility and outcome
expectancy. In the credibility factor the items explore: if the treatment appears logical; if
the treatment appears useful; and if the treatment is reliable. The outcome expectation
items explore: the improvement that the patient thinks will probably occur; if the patient
feels that this therapy will help him/her; if the patient feels that improvement will occur
(Coste et al., 2019). This measure is scored on a Likert scale ranging from 1 to 9 (e.g., 1
means “not at all”, 5 “somewhat”, and 9 “very much”) or from 0% to 100% (in 10-point
increments). Items 4 and 6, coded from 0% -100%, are converted linearly on a Likert
scale from 1 to 9 (Devilly & Borkovec, 2000; Nock et al., 2007; Smeets et al., 2008). The
CEQ in the original version is composed by two subscales: (1) treatment credibility (items
1, 2, and 3); and (2) outcome expectation (items 4, 5, and 6). The final scoring of this
measure delivers a subscale score (computed by the sum of the items that compose each
subscale), with a higher quotation indicating greater treatment credibility and outcome
expectation (Devilly & Borkovec, 2000; Nock et al., 2007; Smeets et al., 2008). As
previously mentioned, the original English version of CEQ showed good psychometric
properties with an internal consistency ranging from .84 <a< .85.

The Beck Depression Inventory-1I (BDI-1I; Beck, Steer, Brown, 1996) is a self-

report questionnaire that assesses the intensity of depressive symptoms. The Portuguese
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version of the BDI-II has been developed by Coelho, Martins, and Barros (2002) from
Beck and colleagues (1996). This measure comprises 21 items scored in a Likert scale
ranging from 0 to 3 points. The total score indicates the intensity of depressive symptoms:
mild depressive symptoms (from 0 to 13 points), mild depression (from 14 to 19 points),
moderate depression (20 to 28 points) and severe depression (from 29 to 63 points). The
Portuguese version has an internal consistency of .91 (Steer, Brown, Beck, & Sanderson,
2001).

The State-Trait Anxiety Inventory (STAI,; Spielberger et al., 1970) is a self-report
questionnaire that evaluates the intensity of anxiety symptoms. The STAI is comprised
by two sets of 20 statements to assess both the temporary, transitory anxiety (STAI-State)
and the general anxiety (STAI-Trait). This instrument is scored in a Likert scale of 1 to 4
points. The Portuguese version presented good internal consistency, both on the STAI-
State (a0 = .89) and STAI-Trait (o > .88; Silva & Campos, 1998; Silva, 2006).

The Clinical Outcome Routine Evaluation — Outcome Measure 10 (CORE-10;
Barkham et al., 2013) is a self-report measure that assesses mental health symptoms in
different contexts. The CORE-10 is composed by 10 items clustered into 4 subscales:
subjective well-being; complaints and symptoms; social and personal functioning; and
risk behavior (Barkham et al., 2013). The 10 items are scored on a Likert scale that ranges
from O (“never”) to 4 (“always”). The CORE-10 is a reduced version of the Clinical
Outcome Routine Evaluation — Outcome Measure (CORE-OM; Sales, Moleiro, Evans, &
Alves, 2012), a 34 items questionnaire translated and adapted for the Portuguese
population (Sales et al., 2012). The Portuguese version presented a good internal
consistency (o > 0.80).

The Working Alliance Inventory—6 items (WAI-6; Falkenstrom et al., 2015) is

composed of 6 items that evaluate the quality of the therapeutic relationship using a likert
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scale from 1 (“never”) to 5 (“always”; Falkenstrom et al., 2015). The WAI-6 is a reduced
version of the 12 items Working Alliance Inventory — Short Revised (WAI-SR; Horvath
& Greenberg, 1989) translated and validated to the Portuguese population by Machado
and Horvath (1999). The Portuguese version has an adequate reliability (o =.95; Machado

& Horvath, 1999).

Procedures

First, authorization was requested and provided by the authors of the CEQ for the
translation, use, and validation of the measure for the Portuguese population. Second, the
measure was translated into Portuguese. The translation process went through different
phases: initially, the translation was carried out by two independent researchers who
speak both languages; then, a synthesis of the first translation was carried out by the main
researcher; finally, there was a back-translation and revision performed by an auditor,
fluent in both languages. Third, the current study was submitted and approved by the
ethical committee of the University (ISMAI, Portugal). The goals of the research were
initially presented to all clients initiating psychotherapy at the university psychotherapy
clinic and, when they agreed to participate in this study, researchers gathered their
informed consent regarding the collection of the assessment data. Following the protocol
of the clinic, all the clients had an initial assessment with the SCID-V, in order to assess
clinical diagnosis. These clinical data are included in the clinical and confidential
processes managed by the therapists, and the informed consent approved for this study
did not include access to them. In this study only anonymous data collected a priori. Also,
in this session where filled the BDI-II and the STAI measures. The CEQ was applied in
at the end of session 1 and 2 (with a two week interval between the sessions). The CORE-

10 was applied at the beginning of sessions 1, 2 and 3; and the WAI-6 at the end of the
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session 1 and 2. This assessment protocol allowed the analysis of the discriminant (BDI,
STAI, CORE-10), convergent (WAI) and predictive (CORE-10) validity of CEQ. The
repeated application of the CEQ allowed for the test-retest reliability analysis.

Statistical Analysis

For statistical analysis we used the SPSS 25 and AMOS 24 (SPSS Inc. Chicago,
IL). An Exploratory Factor Analysis (EFA) was performed following the procedures of
the original study (Devilly & Borkovec, 2000). Factor extraction was carried out by the
Principal Axis Factoring method followed by an oblique rotation, since the underlying
factors (i.e. treatment credibility and outcome expectation) are assumed to be related to
each other (Field, 2017). According to the Kaiser criterion, factors with an eigenvalue of
greater than 1 were retained (Fabrigar & Wegener, 2012; Field,2017; Kaiser,1960;
Mardco, 2018). The internal consistency of each factor was evaluated by the Cronbach
alpha coefficient (.60 to .70 acceptable and > .70 recommended; Field, 2017; Mardco,
2018).

Also, Factorial Confirmatory Analysis (CFA) was performed following the
similar strategy adopted by Kaya et al (2015) and Van Prooijen and Van der Kloot (2001).
The adjustment quality of the factorial model was evaluated according to the indexes with
empirical statistical support (Brown, 2015; Flora, 2018; Kline, 2016; Mardco, 2014),
specifically: Chi-square of adjustment (y2/df); Goodness of Fit Index (GFI > .90);
Comparative Fit Index (CFI > .90); Root Mean Square Error of Approximation
(RMSEA).

We also performed a convergent and discriminant validity analysis. The
convergent validity refers to the analysis of scales constituting the same or an identical
construct and, therefore, it is expected that these measures present positive and high

correlations between them (Mardco, 2014). In this study, we explored the correlation

43



between CEQ and WAI-C. The discriminant validity refers to the correlation with other
measures that evaluate different constructs, and therefore, expecting low correlations
between these (Mardco, 2014). For this kind of analysis, we carried out a Pearson
correlation with measures of depressive symptoms (BDI), anxious symptoms (STAI) of
session 0, general symptoms of session 1 (CORE-10) with the therapeutic alliance CEQ.
The predictive validity was performed with CEQ in session 1 and with CORE-10 in
session 3 following the procedures of regression models.
Results

Factor Structure

The descriptive statistics and tests for the normality of the sample were conducted
among the items to ensure no violations of the assumptions were evident. The Kaiser-
Meyer-Olkin measure verified the sample adequacy for the analysis (KMO = .73).
According to several authors, the Kaiser-Meyer-Olkin > 70 is acceptable (Field, 2017;
Maroco, 2018). The item inter-correlation matrix showed a number of significant
correlation and suggest that the questionnaire has a structure which could be detected by
factor analysis [X? (15) = 246.636 p < .000]. The power to conduct the principal axis
factoring was achieved. The initial statistic indicated the presence of 2 factors with

eigenvalues above 1, which explains 75,5% of the total variance (see Table 1).

Table 1. Factor descriptive analysis of Portuguese version of CEQ

Factor Eigenvalue % of variance Cumulative %
1 3,269 54,479 54,479
2 1,261 21,009 75,488

According to the theory, treatment credibility and outcome expectation are related
variables. In fact, for this sample, the two factors derived a correlation of » = - 0.39; thus,
an oblique rotation was performed. As it can been seen in Table 2, the communalities

indicate that the extracted factors accounted for between .49% and .94% of that item’s
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variance, with items 1, 2, 3 loading on factor 1 (credibility) and items 4 and 6 loading on
factor 2 (expectation). The item 5 is cross-loaded in both factors. Due to this, we followed
the recommendation of Costello and Osborne (2005) for the removal of this item, since it

does not give a clear explanation of the constructs and potentially impoverishes them.

Table 2. CEQ factor structure for Portuguese population

Item Factor1 Factor2 Comm Mean c
1. How logical does the therapy offered to you .72 -1 .56 8.38 i
seem
2.  How successful do you think this treatment .67 -45 49 8.09 .93

will be in reducing your symptoms

3. How confident would you be in 77 -42 .61 8.57 .62
recommending this treatment to a friend

4. How much improvement in your symptoms .37 -.84 .58 7.79 98
do you think will occur

5. How much do you really feel that therapy .68 .59 71 8.24 .79
will help you to reduce your symptoms

6. How much improvement in your symptoms .35 -.97 .94 7.62 1.2
do you really feel will occur

Reliability

We analyzed each factor in terms of internal consistency to derive the Cronbach’s
o. We also analyzed the item’s total correlation, without item 5 (removed according to
Costello & Osborne, 2005). A Cronbach’s a = .75 was found for the treatment credibility
factor, and a Cronbach’s a = .90 was found for the outcome expectation factor. A
Cronbach’s o =.78 was found for the complete scale.

We assessed test-retest reliability by correlating the factor scores at session 1 with
the scores at session 2. In the credibility factor, the results of the test-retest reliability were

significant, » (52) = .44, p = .001; in the expectation factor, the results also showed a
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significant correlation, » (51) =.61, p =.000. When both factors were combined, the test-
retest reliability was significant, » (51) =.59, p =.00.

Confirmatory analyses

Confirmatory factor analysis was performed with the same sample in order to test
the stability of the exploratory factor analysis. Initially, the adjustment of the model was
made from the modification indexes (higher than 4; p <.001) produced by AMOS. The
model followed the factorial structure of the exploratory phase with the distribution of
two factors, one of treatment credibility (item 1, item 2, and item 3) and other of outcome
expectation (item 4 and item 6) that showed good adequacy of the items, since none of
the items had a factor load of less than .50 (see Figure 1). However, a good model fit was
not found {32 (4) = 13.711; p2/df = 3.428 p =.008, CFI = .94, GFI = .95, TIL = .86,
RMSEA = .17}. Thus, we analyzed the change indexes in the model, suggesting a cross-
load of the error from item 2 to item 3 were analyzed. According to Brown (2015), a small
modification in the indexes can produce a good-fitting model improving the y2 with 1 df.
In this sense, the modification index was changed from 4 to 1.

After model re-adjustment, the results of the confirmatory factor analysis indicate
an appropriate adjustment model {2 (3) = .596; y2/df=.199 p =.897, CFI = 1.00, GFI
=.99, TIL = 1.05, RMSEA = .000} with the existence of two factors: the credibility factor
constituted by item 1(A=. 17), item 2 (4 = .65) and item 3 (4 = 1.00); and the expectation
factor constituted by item 4 (4 = 1.00) and item 6 (4 = 1. 13), respectively (see figure 2).

It should be noted that there is a cross-load of the error of item 3 with the error of item 2.
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Figurel. Path diagrams of Confirmatory model of CEQ with for two factor model without a good fit

adjustment’s indices {y2 (4) = 13.711; y2/df=3.428 p =.008, CF1 = .94, GFI = .95, TIL = .86, RMSEA
=.17}.
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Figure 2. Path diagrams of Confirmatory model of CEQ with for two factor model, factor of credibility,
with item 1, item 2 and item 3, with a cross-load of the error of item 3 on the error of the item 2; and the
factor of expectation with item 4 and item 6. This model presented an adequate fit adjustment’s indices
{x2 (3)=.596; y2/df=.199 p=.897, CFI = 1.00, GFI = .99, TIL = 1.05, RMSEA = .000}

Convergent validity

Convergent validity analysis was performed between the CEQ and WAI — 6 items.

Results evidenced that the association between treatment credibility on session 1 and
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therapeutic alliance on session 2 was not statistically significant, » (68) = .23, p =.056.
Similarly, the association between outcome expectation and the therapeutic alliance was
not statistically significant, » (68) = .21, p = .009.

Discriminant validity

Regarding the analysis of the discriminant validity, we considered the CEQ of the
first session and the measurement of symptoms in the assessment session and session 1,
namely through the BDI-1I, STAI-T, STAI-S and CORE-10. No statistically significant

associations were found (see Table 3).

Table 3. Correlation of CEQ and symptoms measures. Discriminant validity

BDI STAI-T STAI-S CORE-10
Tp p Tp p Tp p Tp p
Credibility .073 526 -.043 .691 .097 370 -.179 .097
Expectancy -.012 916 -.154 154 -.124 252 -.176 .103
Predictive Validity

In terms of predictive validity, results show an association between the treatment
credibility and the outcome expectation levels reported in session 1, with the symptoms
assessed in session 3, as measured by CORE-10. More specifically, results indicate that
the outcome expectation of session 1 is significantly associated with a decrease of
symptoms of session 3, 7 = -.30, p = .019. Regarding credibility, there was no significant
association with symptoms of the session 3, » = -.12, p = .372. The predictive validity of
CEQ and symptoms at session 3 was also examined through a linear regression analysis
(see Table 4). The results indicate that the outcome expectation significantly predicts the
decrease of symptoms in session 3 (£ = -30; ¢t (60) = -2.41; p=.019). However, outcome

expectation seems to have a low effect on the variability of decreased clinical symptoms.

Table 4. Linear regression analysis of CEQ and general symptoms (CORE-10) in session 3

General symptoms R% B (SE; IC 95%) B 1(dy) p

48



Expectation .074 -.90 (.37; [-1.65-1.52]) -.30 .019

2.41_(60)

Discussion

This research aimed to explore the psychometric properties of the Credibility /
Expectancy Questionnaire (CEQ) for the Portuguese population in routine clinical
practice. We investigated the factorial structure (exploratory and confirmatory), internal
consistency, test-retest, convergent, discriminant validity and the predictive validity of
the scale in decreasing symptoms.

The results suggest the presence of two factors, one of treatment credibility and
one of outcome expectancy, similar to what was found in the original validation study
(Devilly & Borkovec, 2000), as well as in other similar studies (e.g., Coste et al., 2019;
Mertens et al., 2017; Nock et al., 2007; Smeets et al., 2008). However, in previous
exploratory factor analysis, item 5 presented a cross-load factor in both factors (Nock et
al., 2007), which is a result that was also found in the present study. In these cases, several
authors recommend the removal of the item, since it does not give a clear explanation of
the constructs and impoverishes them (Costello & Osborne, 2005). This is what we opted
to do in the present Portuguese version of the CEQ. The cross-load of item 5 in both
factors may be due to the formulation of the item, and it is consistent with previous
findings in other studies. Actually, the empirical results support the view that this item
(“At this point, how much do you feel this treatment will help you reduce your
symptoms?”’) combines elements related both with treatment credibility (how helpful do
you think this treatment will be?) and outcome expectations (what do you feel and expect
out of this treatment?). In sum, the cross-load item 5 in both factors for the Portuguese
version suggests the need of future studies searching for items assessing expectations

while avoiding this overlap with the other subscale.
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Regarding internal consistency, results show that, after excluding item 5, the
Portuguese version of CEQ presents a high internal consistency for each factor (treatment
credibility & =.75 and outcome expectation & =.90), as well as for the full scale (a=.78;
Field, 2017; Maroco, 2018). Similarly, a test-retest analysis with session 2 also shows
good reliability, even without the item 5 (Field, 2017; Mar6co, 2018). These results are
consistent with the results obtained in other investigations, being a good indicator of the
psychometric properties of the CEQ (Coste et al., 2019; Devilly & Borkovec, 2000; Nock
etal., 2007).

In the convergent validity, the association between the CEQ credibility factor and
the therapeutic alliance in session 2 was not statistically significant in the present study
(Maroco, 2014). However, previous research suggests that credibility and expectation are
associated with the therapeutic relationship and these processes may influenced each
other throughout therapy (Ametrano, 2011; Smeets et al., 2008; Sochting et al., 2016). It
is possible, though, that the present results may be explained by the fact that the alliance
was considered here (assessed through the WAI) during the initial sessions, when the
relationship is still being established (Ardito & Rabellino, 2011). Furthermore, research
on credibility and expectations is still recent, and future studies should probably improve
the criteria for assessing convergent validity, namely with a better construct than the
therapeutic alliance.

Regarding discriminant validity, no significant association was found between
CEQ and clinical symptoms. Prior research on this issue is not consistent; however, there
are several previous studies that also did not find a correlation between the symptoms and
the credibility and expectation (Devilly & Borkovec, 2000; Smeets et al., 2008; Sochting
et al., 2016; Thompson-Hollands et al., 2014). Nevertheless, the absence of a significant

correlation between CEQ and clinical measures targeting mental health symptoms are
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within the expected results of a discriminant analysis, giving further support to the use of
a 5-item version in the Portuguese context.

Finally, regarding the predictive validity of CEQ and symptomatic decrease in
session 3, our results suggest that outcome expectation, specifically, has an effect in
decreasing symptoms. These results are consistent with those of other validations (Cohen
etal.,2015; Devilly & Borkovec, 2000; Smeets et al., 2008), which evidence that outcome
expectation predict the decrease of the depressive and anxiety symptoms, treatment
satisfaction and the improvement of well-being.

Previous studies on the confirmatory analysis of CEQ (Coste et al., 2019; Smeets
et al., 2008) confirm the two-factor model, one for treatment credibility and one for
outcome expectation. The present study also presented a similar and adjusted
confirmatory model.

The results of this study, in addition to consolidating the psychometric properties
of CEQ, also suggest its applicability in the context of routine practice. This validation
for routine psychotherapy practice was a first step, which may later enable researchers to
better understand how clients’ characteristics may influence their beliefs in the
therapeutic process. Recently, specific research suggests that some clinical characteristics
of the participants may be related to treatment credibility and outcome expectations, such
as the diagnosis, medication and previous experiences with psychotherapy (Constantino,
Visla, et al, 2018), which were not analyzed here, but should be considered in future
investigations. Despite these limitations, the present study contributes to this field by
expanding the applicability of this measure, allowing for replicability in a larger sample
than the previous ones used for the exploratory factor analysis (e.g., Coste et al., 2019;
Mertens et al., 2017; Nock et al., 2007; Smeets et al., 2008). However, there are some

limitations in the present study that may influence the interpretation of the results
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presented here, specifically related to divergent and convergent validity (i.e. non-
significant results), and with the confirmatory factor analysis (performed with a small
sample, which was the same sample used in the exploratory factor analyzes).

In the future, and following the recommendation of Devilly and Borkovec (2000),
we aim to explore the differences between the outcome expectation, contrasting a higher
focus on emotional processes versus a cognitive focus. Possibly, this will also help to
clarify the role of treatment credibility and outcome expectations in predicting therapeutic
outcome (good versus poor outcome) and psychotherapy dropout. Therefore, an emphasis
on longitudinal and process-outcome research is required, namely, to understand how
treatment credibility and outcome expectations may evolve throughout psychotherapy
and clarify their specific contributions to clients’ involvement during the therapeutic

process.
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CHAPTER II- VALIDATION OF THE CLIENT SATISFACTION
QUESTIONNAIRE: A PILOT PSYCHOMETRIC ANALYSES IN
PORTUGUESE ROUTINE PRACTICE?

*This study has been published in the journal Research in Psychotherapy: Psychopathology, Process and Outcome, with the
following authors: Sara Silva, Isabel Basto, Jodo Salgado & Carla Cunha.
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Abstract

Objectives: Treatment Satisfaction has been found to have good therapeutic results in
psychotherapy, and the 18-item version of the Client Satisfaction Questionnaire (CSQ-
18) is one of the most widely used measures for evaluating it, so this present study sought
to: a) pilot analysis of the psychometric’s properties and factorial structure, as well as
validate the CSQ-18’s applicability to the Portuguese population within the context of
routine clinical practice; b)lt also sought to explore the association that treatment
satisfaction has with general symptoms, therapeutic alliance, and expectations at an early
stage of psychotherapy.

Methods: The sample comprised 98 clients who were undergoing psychotherapy in a
routine practice context. All these clients completed self-reported measures for symptom
assessment and the therapeutic relationship, namely the Clinical Outcome Routine
Evaluation — Outcome Measure, Working Alliance Inventory (WAI), and
Credibility/Expectancy Questionnaire, in addition to the CSQ-18.

Results: The semi-confirmatory factorial analysis demonstrated that the CSQ-18 has
good psychometric properties, and revealed an association between treatment satisfaction
and therapeutic alliance.

Conclusions: The results corroborate the findings of other versions of the measure and

present a good adjustment model to the semi-confirmatory factorial analysis.

Keywords: Treatment satisfaction, Validation, Routine Practice, Psychotherapy

60



According to the World Health Organization (2007), assessing treatment
satisfaction is the best way to account for clients’ concerns about services and opinions
about new treatments. From the therapist’s point of view, assessing satisfaction makes it
possible to solicit feedback about a treatment’s implementation and make improvements
to the services and treatments provided, and it also helps anticipate negative reactions and
behaviors, such as dropout, treatment disengagement, and poor treatment adherence,
among other things (European Foundation for Quality Management, 2013; Draper et al.,
2001; Howard et al., 2007; Vazquez et al., 2019).

Treatment satisfaction encompasses multiple aspects, such as an assessment of the
services, care quality, and available treatments (Larsen et.al.,1979). More specifically,
according to Larsen et al. (1979), treatment satisfaction considers nine dimensions:
physical surroundings, support staff, the type/kind of service, treatment staff, the quality
of treatment, the quantity of treatment, the outcome of services, overall satisfaction, and
service procedures. Assessing a client’s satisfaction with treatment provides us with a
more complete picture of the client without the bias of intervention programs (Attkisson
& Zwick, 1982) and it also provides us with an assessment of the quality of services (Sila
et al., 2008). Moreover, it can provide important information about the treatment a client
is receiving and possibly help to identify a client’s unsatisfied needs and expectations
(Carlson & Gabriel, 2001; Hanson et al.,2004).

Research into satisfaction with psychological treatments

Studies of treatment satisfaction have been conducted to assess the quality of
health services and establish a treatment’s acceptance and effectiveness in various
contexts, such as hospitals, primary health care systems, group interventions, and clinical
trials (Blake Buffini & Gordon, 2015; Donovan et al., 2002; Hund et al., 2013; Kooistra

et al., 2016; Palacios et al., 2018; Smith et al., 2014). When it comes to mental health,
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however, research has been generally focused on healthcare settings related to substance
abuse and mood and anxiety disorders (Buffini & Gordon, 2015; Donovan et al., 2002;
Hutchison et al., 2022; Schulte et al., 2011; Smith et al., 2014).

The results generally show that satisfaction with psychological treatments tends
to be high, regardless of the context (Hutchison et al., 2022; Schulte et al., 2011). Recent
studies have found treatment satisfaction to be associated with good therapeutic results,
improvements in quality of life, and even a decrease in hospitalizations, regardless of the
treatment received (Blenkiron & Hammil, 2003; Donovan et al., 2002; Priebe et al., 2012;
Smith et al., 2014). Moreover, clients who are not very satisfied with their treatments tend
to disengage and drop out (Blenkiron & Hammil, 2003; Hundt et al., 2013; Lindhiem et
al., 2014; Priebe et al., 2012).

Only a few studies have explored the association between treatment satisfaction
and treatment factors like adherence to therapy, therapeutic alliance, and expectations
(Constantino et al., 2011; Hundt et al., 2013; Smeets et al., 2008). Hundt et al. (2013)
analyzed the predictors of treatment satisfaction following the conclusion of
psychotherapy treatment, and their results showed that treatment satisfaction was
positively associated with well-being, expectations, social support, improvement in
symptoms, and treatment adherence (Hundt et al., 2013). Moreover, further research has
suggested that positive expectations about treatment can predict client satisfaction
(Constantino et al., 2011; Smeets et al., 2008). Other research that explored the
association between treatment satisfaction and therapeutic alliance found that the most-
satisfied clients had a stronger therapeutic alliance, both in the initial phase of therapy
(Egede, et al., 2016; Miller & Weissman, 2002; Rumpold et al., 2005; Warnecke et al.,
2020) and at the end of an intervention (Donker et al., 2013; Palacios et al., 2018;

Rosenvinge & Klusmeier, 2000). However, these studies tend to assess satisfaction with
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treatment retrospectively (Egede, et al., 2016; Hundt et al., 2013; Miller & Weissman,
2002; Rumpold et al., 2005; Warnecke et al., 2020) or at the end of the treatment (Donker
et al., 2013; Palacios et al., 2018; Rosenvinge & Klusmeier, 2000).

Measures of treatment satisfaction

There are only a few empirically validated measures of treatment satisfaction, and
most studies use qualitative measures, such as interviews and other self-developed
measures ( Jenkins-Guarnieri et al., 2015; Miller & Weissman, 2002; Roe et al., 2006;

Schulte et al., 2011; Vazquez et al., 2019). The decision to create specific measures for

different single studies may be justified, but it also raises difficulties when it comes to
comparing between such studies. The Client Satisfaction Questionnaire (CSQ) is one of
the most promising solutions to this problem, and it is the most widely used measure for
assessing treatment satisfaction, especially the eight-item version (CSQ-8; Attkisson &
Zwick, 1982; Larsen et al., 1979). This instrument, which was initially developed by
Larsen et al. (1979) as a version with 18 items (CSQ-18), is a self-reported instrument
based on a Likert scale for assessing treatment satisfaction. The CSQ-8 is of course a
reduction of the CSQ-18, but both versions have good psychometrics with an o >.91
(Attkisson & Zwick, 1982; Larsen et al., 1979). In terms of the factorial structure of the
original CSQ-18 version, it covers only one factor despite evaluating nine dimensions of
treatment satisfaction, namely physical surroundings, support staff, type/kind of service,
treatment staff, quality of treatment, quantity of treatment, the outcome of the service,
overall satisfaction, and service procedure (Attkisson & Zwick, 1982; Larsen et al., 1979).
The convergent validity of the measure was explored by investigating the link between
treatment satisfaction and clinical symptoms, and a negative association between
treatment satisfaction and clinical symptoms was found, meaning that clients with greater

treatment satisfaction saw a reduction in clinical symptoms (Attkisson & Zwick, 1982;
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Larsen et al., 1979). Furthermore, other studies of the CSQ-18’s validity have yielded
similar results, suggesting that improvements in clients’ outcomes are somehow related
to the way they perceive their treatment (Sabourin et al., 1989; Vazquez et al., 2019).
Indeed, this measure has been validated among multiple populations—namely French
Canadian, Castilian Spanish, and Filipino ones—and been shown to have good
psychometric properties (a >. 80), implying that the measure is robust in different
contexts (Matsubara et al., 2013; Roberts et al., 1984; Sabourin et al., 1989; Vazquez et
al., 2019).

Overall, the previous validation studies of the CSQ-18 have reported consistent
results for the one-dimensionality of this measure (Attkisson & Zwick, 1982; Larsen et
al., 1979). However, the previous validation studies of the CSQ only present, as a result
of exploratory factor analysis, the internal consistency of the instrument. It was not found
studies that explored adjusting the model of factorial structure.

The Present Study

The CSQ has not yet been validated for the Portuguese population, so this study
focuses on an initial, a pilot analysis of the psychometric properties’ Portuguese European
version of this instrument. Thus, in addition to analyzing the psychometric properties, we
also present a pilot adjusting the model of factorial structure of the CSQ-18, applying a
bootstrapping, within the context of routine psychotherapeutic practice. Moreover, as a
secondary but complementary goal using the same sample, we also explore the
relationship that treatment satisfaction has with general symptoms, therapeutic alliance,
and expectations at an early stage of psychotherapy.

Method
Participants: This study involved 98 adult participants aged between 18 and 63

(M=29 years; SD=9.99) of whom 68 (69.4 %) were women and 30 (30.6%) were men.
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Of these, 58.2% had university degrees, 39.8% had completed high school, and 2% had
only finished primary school. In terms of employment status, 54.1% were employed,
34.7% were students, 7.1% were unemployed, 3.1% were students/workers, and 1% were
homemakers. Most (76%) of the participants were single, 14.3% were married or
cohabitating, and 9.2% were divorced or widows/widowers.

All participants were recruited through a university counseling service University
Institute of Maia (ISMAI), Portugal). Clients access university counseling services to
receive psychological support, psychotherapy, and/or personal development. Cases may
be self-referred or referred by other health services, and they involve different clinical
symptoms. The participants were divided into clinical and nonclinical according with the
symptom’s severity measured with Clinical Outcome Routine Evaluation — Outcome
Measure 10 (Barkham et al., 2013) in assessment session (see in more detail in the
procedures). In this study’s sample, 83.7% of participants presented clinical symptoms,
while 16.3% had nonclinical issues. Participants were informed about the study and its
confidentiality conditions (i.e., to guarantee the anonymity of each participant), and all of
them consented in writing to participate. For this study, we considered all clients of the
service, even those who were already involved in the therapeutic process.

The clients of the university counseling service could access psychotherapy face-to-
face or online, as well as a mixture of the two. The online sessions came about in response
to the situation caused by the COVID-19 pandemic. More specifically, 84 clients (85.7%)
received face-to-face psychotherapy, 6 (6.1%) received online psychotherapy, and 8
(8.1%) received a mix of both modalities.

Measures

The Client Satisfaction Questionnaire-18 (CSQ-18; Attkisson & Zwick, 1982;

Larsen et al., 1979) is a self-reported measure with 18 items that assess the client’s global
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treatment satisfaction within a clinical context (e.g., quality of service, kind of service,
the needs met, the likelihood of recommending it to a friend, the degree of help, how
problems are dealt with, overall satisfaction, and chances of returning). The client answers
18 questions based on a four-point Likert scale (Attkisson & Zwick, 1982; Larsen et al.,
1979). Thus, each item in the CSQ-18 is scored from 1 to 4, with the total score ranging
from 18 to 72 (Attkisson & Zwick, 1982; Larsen et al., 1979), where higher scores
indicate a greater level of satisfaction with treatment. The original version of the CSQ-18
has been shown to have good internal consistency (a > 0.91; Attkisson & Zwick, 1982).

The Clinical Outcome Routine Evaluation — Qutcome Measure 10 (CORE-10;
Barkham et al., 2013) is a self-reported measure for assessing mental health in different
contexts. It is clustered into four subscales, namely subjective well-being, complaints and
symptoms, social and personal functioning, and risk behavior (Barkham et al., 2013). The
10 items are scored on a Likert scale ranging from 0 (“never”) to 4 (“always”). The
CORE-10 is actually a reduced version of the Clinical Outcome Routine Evaluation —
Outcome Measure (CORE-OM; Sales et al., 2012), which is a 34-item questionnaire that
has been translated and adapted for the Portuguese population with good internal
consistency (o > 0.80; Sales et al., 2012).

The Working Alliance Inventory — 6 items (W AI-6) comprises six items that evaluate
the quality of a therapeutic relationship using a Likert scale that ranges from 1 (“never”
to 5 (“always”) (Falkenstrom et al., 2015). This is a reduced version of the 12-item
Working Alliance Inventory — Short Revised (WAI-SR; Horvath & Greenberg, 1989),
which has been validated for the Portuguese population with an adequate degree of
reliability (o0 =.95; Machado & Horvath, 1999).

The Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) is a

self-reported measure with six items for assessing a client’s credibility and expectations.
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More specifically, the credibility items explore if the treatment is a) logical, b) useful, and
c) reliable. The expectations items, meanwhile, explore a) the improvement that the
patient expects to occur, b) whether the client feels that this therapy will help him or her,
and c) whether the client feels that an improvement will occur (Devilly & Borkovec,
2000). This measure is scored on a Likert scale ranging from 1 to 9, where, for example,
1 means “not at all,” 5 means “somewhat,” and 9 means “very much,” as well as a
percentage scale ranging from 0% to 100% in 10% increments. More specifically, items
4 and 6 are coded from 0—100%, so they are linearly translated to the Likert scale (Devilly
& Borkovec, 2000; Smeets et al., 2008). The Portuguese version of the CEQ has five
items with two subscales, namely (1) credibility with three items and (2) expectations
with two items, and it has been shown to have good internal consistency (o =.78;
reference to be inserted following the peer-review process).

Procedures

Authorization to translate, apply, and validate the CSQ-18 measure for the Portuguese
population was requested from, and granted by, the measure’s creators. Two independent
researchers who were fluent in both relevant languages translated the measure to
Portuguese. The main researcher conducted the first translation, while the back-
translation and revision were performed by a specialized translator. This study sought,
and was granted, approval by the ethics committee (5/CEDSMAI/2019; ISMAI,
Portugal).

The goals of this research were presented to all clients, both the new ones and those
already engaged in psychotherapy, of the university campus psychotherapy center, which
is open to the general public in addition to students and staff. Inclusion in the study
required the clients’ informed consent to participate and allow data to be collected.

Following the clinic’s protocol, all clients had an initial assessment session where they
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completed the CORE-10 before starting the session. The clients that were included in this
study were divided into clinical and non-clinical according with the symptom’s severity
of CORE-10 of the initial assessment session according with the instrument cut of point.
The clients that had a score of 10 or below were consider non-clinical, and of 11 or above
were consider clinical, following the scoring procedure of CORE-10 (Connell &
Barkham, 2007). Clients’ who had already attended fewer than four sessions completed
the CSQ-18 just before starting session four and five, while all remaining participants
completed this measure in two consecutive sessions. The clients included in this study
completed the CSQ-18 twice, with a minimum period between sessions of one week and
a maximum period of three weeks. All clients also filled in the CORE-10 before starting
a session and the WAI-6 and CEQ at the end of all sessions. We used all the CSQ-18
ratings from every participant in our exploratory factor analysis. The repeated application
of the CSQ-18 allowed us to analyze the test—retest reliability. To achieve this study’s
other goals, we considered only those clients who had filled in the CSQ-18 at the initial
stage of the process (i.e., session 4).

Statistical Analysis

Initially, it was performed descriptive statistics and tests for the normality were
conducted among the items, through the analysis of Skweness and Kurtosis (see Table 1).
The Kaiser-Meyer-Olkin measure verified the sample adequacy for the analysis. The item
inter-correlation matrix, through the Polychoric correlation, was performed following the
recommendation of Baglin (2014) for exploratory factor analysis on ordinal variables
(Table 2).

After the preliminary analysis, we performed an exploratory factor analysis using
FACTOR (Ferrando & Lorenzo-Seva, 2017), which is a free program that facilitates such

analyses (Lorenzo-Seva & Ferrando, 2006). The SPSS 25 (SPSS Inc. Chicago, IL)
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software was also used to check the internal consistency in terms of the Cronbach’s alpha
coefficient, test—retest reliability, and Spearman correlation to achieve the remaining

goals of the present study.

Table 1. Description of Normality and homogeneity assumptions (Skewness and Kurtosis of each
item) CSQ-18

Mean Confidence interval IC 95%  Variance  Skewness Kurtosis
Item 1 3.75 [3.59 - 3.90] 0.371 -3.330 14.106
Item 2 3.38 [3.15 -3.62] 0.822 -1.742 2.634
Item 3 3.84 [3.70 -3.97] 0.277 -4.782 8.071
Item 4 3.63 [3.44 - 3.82] 0.537 2.702 8.345
Item 5 3.59 [3.39 - 3.78] 0.546 -2.351 6.551
Item 6 3.64 [3.48-3.79] 0.373 -2.554 10.810
Item 7 3.85 [3.70 - 3.99] 0.310 -4.998 27.653
Item 8 3.62 [3.46 - 3.78] 0.378 -2.430 10.135
Item 9 3.37 [3.20 - 3.55] 0.476 -1.398 4.141
Item 10 3.70 [3.54 - 3.85] 0.353 -2.998 13.526
Item 11 3.77 [3.63-3.91] 0.300 -3.802 20.690
Item 12 3.71 [3.55 -3.87] 0.389 -2.973 11.815
Item 13 3.72 [3.56 - 3.87] 0.364 -3.114 13.447
Item 14 3.76 [3.61 -3.90] 0.305 -3.676 19.640
Item 15 3.72 [3.57 - 3.87] 0.344 -3.175 14.730
Item 16 3.56 [3.38 - 3.73] 0.449 -2.037 6.554
Item 17 3.87 [3.74 - 3.99] 0.235 -5.687 39.240
Item 18 3.68 [3.49 - 3.87] 0.542 -2.931 9.126

For factor extraction (Timmerman & Lorenzo-Seva, 2011), the following criteria
were used: parallel analysis, because it is considered an adequate procedure for
determining the number of factors to retain; and ii) the Kaiser criterion, which involves
retaining factors with an eigenvalue greater than 1 (Field, 2017; Kaiser,1960). Regarding
the quality of the items and the factors for retaining an item, it was decided that
commonality should be greater than .40 and adequate saturations should be greater than
.35 (Costello & Osborne, 2005). Internal consistency was evaluated using the Cronbach’s
alpha coefficient (.60 to .70 is acceptable and greater than .70 is recommended; Field,
2017). The method used was maximum likelihood with orthogonal varimax rotation
(Baglin, 2014; Field, 2017), considering that the variable is ordinal and independent.
Bootstrapping was used to analyze the adjustment quality of the factorial model based on

the indexes with empirical statistical support (Brown, 2015) given the size of the sample,
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specifically the robust mean-scaled chi-square (RMSCS), root mean square error of
approximation (RMSEA), goodness-of-fit index (GFI), adjusted goodness-of-fit index
(AGFI), non-normed fit index (NNFI) and comparative fit index (CFI).

Results

Factor Structure

The Polychoric correlation was preferred over Pearson’s correlation, with this
decision being based on the recommendation of Baglin (2014) for exploratory factor
analysis on ordinal variables (Table 2). The Kaiser—Meyer—Olkin measure supported the
sample’s adequacy for analysis (KMO =.90), as did the significant Bartlett’s test [}2(153)
=1049.6, p <.001]. To determine the number of factors being extracted, we performed a
parallel analysis with an orthogonal varimax rotation. However, four items could not be
retained due to their low quality (Table 3), with their commonality values being lower
than .40 (Costello & Osborne, 2005), namely item 1 (A =.15), item 2 (A = .20), item 3 (A
=.26), and item 17 (A =.19).

After removing items 1, 2, 3, and 17, the factorial analysis was repeated, and was
analyzed the quality of the factorial adjustment model using Bootstrapping with a 95%
confidence interval to analyze the quality of the factorial adjustment model. The Kaiser—
Meyer—Olkin measure verified the sample’s adequacy for analysis (KMO = .93, IC 95%
[.92 -.93]), as did the significant Bartlett’s test [¥2(91) = 1064.9, p <.001]. To determine
the number of factors being extracted, a parallel analysis was again performed with
orthogonal varimax rotation, and this revealed a factor that explained 60.96% of the
variance (eigenvalue =8.53 and a percentage cumulative of 60.96). An analysis of the
commonality values showed a good relation between the items and the model (higher
than .40) and high factor saturations (between .51 and .94; see Table 4). The adjustment

indices for the factorial solution also reflected a good adjustment (see Table 5).
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Table 2. Correlation matrix of items of CSQ-18

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
Item 1 - .29 40 .17 27 13 .19 28 33 .36 .30 .36 .30 31 18 33 17 .38
Item 2 - .57 .50 .37 .29 .38 25 A1 .29 .53 .26 .30 .16 31 .29 22 15
Item 3 - .38 33 21 43 .14 35 31 .54 .37 23 12 45 45 .53 46
Item 4 - .62 .61 44 .69 47 48 .57 .62 .66 .60 .66 .76 24 .56
Item 5 - 56 .36 .57 .37 44 .54 .55 .56 .54 .55 .61 .16 46
Item 6 - 24 47 .38 33 45 .59 Sl .61 42 .66 18 43
Item 7 - 42 .03 22 48 40 .38 .50 49 .34 .54 .55
Item 8 - .53 .50 43 .58 .63 .60 .67 .66 40 .52
Item 9 - .64 .52 .50 46 48 .61 .60 25 27
Item 10 - .67 .56 .56 .50 46 .54 23 .36
Item 11 - 0.63 0.59 0.43 .50 .67 .19 35
Item 12 - .63 .57 .53 .70 17 .55
Item 13 - .66 .56 75 25 .61
Item 14 - .54 .63 41 .69
Item 15 - 78 43 .52
Item 16 - 31 .56
Item 17 - .49
Item 18 -
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Table 3. Exploratory factor solution for the CSQ-18 items

Item Factor 1 Comm Mean Confidence interval IC 95% c

1 0.38 0.15 3.75 [3.59 -3.90] 0.37
2 0.44 0.20 3.38 [3.15-3.62] 0.82
3 0.51 0.26 3.84 [3.70 - 3.97] 0.28
4 0.83 0.68 3.63 [3.44 -3.82] 0.54
5 0.70 0.49 3.59 [3.39 - 3.78] 0.55
6 0.65 0.43 3.64 [3.48 - 3.79] 0.37
7 0.66 0.30 3.85 [3.70 - 3.99] 0.31
8 0.75 0.56 3.62 [3.46 - 3.78] 0.38
9 0.61 0.37 3.37 [3.20 - 3.55] 0.48
10 0.66 0.43 3.69 [3.54 -3.85] 0.35
11 0.74 0.55 3.77 [3.63 -3.91] 0.30
12 0.77 0.60 3.71 [3.55-3.87] 0.39
13 0.80 0.64 3.72 [3.56 - 3.87] 0.36
14 0.74 0.55 3.76 [3.61 -3.90] 0.31
15 0.78 0.60 3.72 [3.57 - 3.87] 0.34
16 0.88 0.78 3.56 [3.38 - 3.73] 0.45
17 0.43 0.19 3.87 [3.74 - 3.99] 0.24
18 0.70 0.48 3.68 [3.49 - 3.87] 0.54

Table 4. Bootstrapping exploratory factor solution for the CSQ with 14 items

Item Factor 1 Comm Mean Confidence interval IC 95% c
4 0.83 0.69 3.63 [3.44 -3.82] 0.54
5 0.85 0.73 3.59 [3.39 - 3.78] 0.55
6 0.66 0.43 3.64 [3.48 - 3.79] 0.37
7 0.53 0.28 3.85 [3.70 - 3.99] 0.31
8 0.92 0.85 3.62 [3.46 - 3.78] 0.38
9 0.51 0.26 3.37 [3.20 - 3.55] 0.48
10 0.64 0.41 3.69 [3.54 - 3.85] 0.35
11 0.70 0.48 3.77 [3.63-3.91] 0.30
12 0.94 0.89 3.71 [3.55-3.87] 0.39
13 0.82 0.68 3.72 [3.56 - 3.87] 0.36
14 0.76 0.58 3.76 [3.61 -3.90] 0.31
15 0.76 0.58 3.72 [3.57 - 3.87] 0.34
16 0.89 0.80 3.56 [3.38 - 3.73] 0.45
18 0.66 0.44 3.68 [3.49 - 3.87] 0.54

Table 5. Bootstrapping adjustment of the factorial solution for the CSQ with 14 items

RMSCS 72 (77) = 12.882, p = 250 .
RMSEA .000 [.000, .010]
FI . .920, .
Index of adjustment G 9701920, .990]
AGFI .964 [.906, .989]
NNFI 1.151 [.447, 1.343]
CFI 1.128[.532,1.290]

Note. 95% CI BCa = bias-corrected and accelerated confidence intervals for 95% level of confidence.

RMSCS = robust mean-scaled chi-square. RMSEA = root mean square error of approximation. GFI =

72



goodness-of-fit index. AGF1 = adjusted goodness-of-fit index. NNF1 = non-normed fit index. CFI =

comparative fit index.
Reliability
The internal consistency was analyzed without items 1, 2, 3, and 17 following the

recommendation of Costello and Osborne (2005), with this yielding a Cronbach’s o =.88.
The test-retest reliability was assessed by correlating the factor scores from the first
application of the CSQ with those from the second application, and it was found to be
reliable and significant, » (61) =.76, p =.00.
The associations that treatment satisfaction has with general symptoms, therapeutic
alliance, and expectations at an early stage of psychotherapy

To analyze the associations that treatment satisfaction has with general symptoms,
therapeutic outcomes, and expectations, we used the Spearman correlation because
normality requirements were not met. Only those participants who had completed the
CSQ in session 4 were considered in this analysis. Treatment satisfaction and general
symptoms (N=56) were found to have a moderately negative but statistically significant
association, 7 (56) = -.31, p =.02, meaning that at the early stage of psychotherapy, higher
levels of treatment satisfaction tend to coincide with lower levels of general symptoms.
Furthermore, as expected, treatment satisfaction was also significantly associated with
higher levels of therapeutic alliance at an early stage of psychotherapy, r; (28) = .39, p
=.04. Finally, the association between treatment satisfaction and expectations was weak
and not statistically significant, »; (28) = .09, p =.66.

Discussion

The present study set out to pilot exploration of the psychometric properties and
factorial structure of the CSQ within the context of routine practice, as well as analyze
the associations that treatment satisfaction has with general symptoms, therapeutic

alliance, and expectations at an early stage of psychotherapy.
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Similar to what was found in other studies that have analyzed the CSQ’s factorial
structure, the results suggest the existence of a single factor (Attkisson & Zwick, 1982;
Larsen et al., 1979; Matsubara et al., 2013; Roberts et al., 1984; Sabourin et al., 1989;
Viazquez et al., 2019), indicating that treatment satisfaction is a homogeneous variable
across different countries and cultures. In addition, the results of the present study suggest
removing items 1, 2, 3, and 17 because they have lower levels of saturation and retention
(Costello & Osborne, 2005). This finding is not consistent with those for the original
CSQ-18 version, but in the reduced CSQ-8 version, items 1, 2, 3, and 17 were also
eliminated for having low levels of saturation and retention (Attkisson & Zwick, 1982;
Larsen et al., 1979). Thus, the pilot validation of European Portuguese version should
comprise 14 items, and we suggest that future studies should refer to it as CSQ-14-PT.

The previous validation studies did not explore the CSQ’s adjustment model, so
the present study proposed pilot analysis with Bootstrap, taking into account the removal
of the previously mentioned items. The results gave a good adjustment index for the
presented factorial structure, but this finding should be treated with caution given the
relatively small sample size.

Regarding the internal consistency, the reduced version yielded a good
Cronbach’s alpha value (o =.88) and demonstrated good test—retest reliability. The former
result is consistent with previous validation studies that have found good Cronbach’s
alpha values (a > .80) (Attkisson & Zwick, 1982; Larsen et al., 1979; Matsubara et al.,
2013; Roberts et al., 1984; Sabourin et al., 1989; Vazquez et al., 2019).

By analyzing the means of each CSQ item, we verified that satisfaction with the
psychotherapy treatment in the routine practice context was high, with it being similar to
what would be found in a hospital, community, online, or group intervention context

(Buffini & Gordon, 2015; Donker et al., 2013; Donovan et al., 2002; Palacios et al., 2018;
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Schulte et al., 2011; Smith et al., 2014; Warnecke et al., 2020). Previous research into the
association between satisfaction with psychotherapy treatment and general symptoms has
found that satisfaction relates to lower levels of symptoms at the end of an intervention
(Hundt et al., 2013). The results of the present study are in line with this trend, although
they indicate that higher levels of satisfaction with treatment at an early stage of therapy
are associated with lower levels of general symptoms.

Regarding the association between a client’s satisfaction with treatment and the
therapeutic alliance, the results indicate a significant relationship, such that greater
satisfaction relates to a stronger therapeutic alliance at an early phase of therapy. This
resembles the findings of studies of brief psychotherapy and group psychotherapy
(Rumpold et al., 2005; Warnecke et al., 2020), as well as some studies that retrospectively
analyzed the relationship between therapeutic alliance and satisfaction with treatment
(Keleher et al., 2019).

The association between satisfaction with treatment and expectations was not
found to be statistically significant. This is contrary to previous studies (Constantino et
al., 2011; Smeets et al., 2008), but it should be noted that those previous studies analyzed
the predictive power of initial expectations for determining the satisfaction level at the
end of the treatment (Constantino et al., 2011; Smeets et al., 2008), while our study used
one point of assessment at an early phase of treatment. Combining these findings suggests
that satisfaction may improve over time as the results start to manifest.

This study has some limitations that should be considered when interpreting the
results, especially the limited sample size. Although it meets the recommendations for
validating psychometric properties (Gorsuch, 1983), a larger sample would make the
results more robust. The data collection also occurred at different stages, and this was

also a limiting factor because some clients were already engaged in the therapeutic
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process while others were just beginning it. More specifically, being at different stages may
have influenced the clients’ perspectives about their treatment. However, we did not
identify any studies that have analyzed differences in clients’ treatment satisfaction at
different stages of the therapeutic process, so this would be a research gap for a future
study to fill.

The present study provides some important indicators for the importance of
assessing clients’ satisfaction with their treatment, not just at the end but also during the
therapeutic process. Given that there is limited research that has analyzed the role of
treatment satisfaction in psychotherapy, some aspects should be explored in future
studies, particularly the predictive effect of the therapeutic alliance on satisfaction with
treatment at different points in the therapeutic process. It would importantly explore the
ruptures our lower levels on the therapeutic alliance interfere with the treatment
satisfaction, and impact with the adherence to the therapeutic process. Regarding to the
client’s expectation, it would be interesting explore if the association of client’s
expectations and the treatment satisfaction is mediated by symptoms severity, treatment
credibility. Moreover, some studies in psychiatric contexts have suggested that clients
with a lower level of satisfaction tend to be more likely to drop out (Smith et al., 2014),
so it would also be valuable to explore whether dropping out from treatment can be

predicted by low levels of treatment satisfaction across different contexts.
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CHAPTER III - EFFECTS OF TREATMENT SETTINGS ON
OUTCOME EXPECTATION, TREATMENT CREDIBILITY, AND PRE-

THERAPY PATIENT CHARACTERISTICS?

3This study has been submitted to the journal Psychotherapy Research, with the following authors: Sara Silva, Andrea Visla,
Patricia Pinheiro, Jodo Salgado & Carla Cunha.
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Abstract
Previous studies suggest that patients’ outcome expectations and treatment credibility
are associated with the outcome of psychotherapy. However, most of these findings
came from clinical trials, and there is scarce knowledge about what happens in routine
practice. The present study goals were to explore: i) the differences in the baseline
treatment credibility, outcome expectations, and pretreatment patient characteristics
between two treatment settings; ii) explore the predictive effect of treatment setting pre-
therapy patient characteristics on outcome expectations and treatment credibility; and
ii1) the interaction effect between treatment setting and pre-therapy patient
characteristics in predicting outcome expectations. Data from 64 patients in an open
trial and 70 patients from routine practice were collected. At baseline all 134 patients
completed the Credibility/Expectancy Questionnaire to assess treatment credibility and
outcome expectations, the Patient Health Questionnaire, and the Beck Depression
Inventory—II to assess depressive symptoms. Pre-therapy patient characteristics data
were also collected. Results showed that are differences between treatment settings in
baseline outcome expectations and treatment credibility. We found treatment credibility
to be higher in the open trial than in the routine practice and outcome expectations to be
significantly higher in the routine practice.
Keywords: Treatment credibility, Outcome expectations, patient characteristics, open

trial, routine practice, psychotherapy
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Positive pretreatment patient’s beliefs about how effective the psychological
treatment might be seem to contribute to the engagement in the psychotherapeutic
process (Constantino et al., 2017). Studies have shown that patients’ early beliefs that
treatments will work usually result in symptom improvements: this has been termed as
outcome expectations(Constantino,2012). Outcome expectations reffers to the patient's
prognostic belief about how helpful the treatment will be (Constantino, Visla, et al.,
2018) and can also be associated with the sensation of hope, instilling a hopeful
sentiment toward the effectiveness of a specific treatment. According to Snyder's (2002)
hope theory, hope arises from a positive state of motivation for transformation,
highlighting the patient's active participation in the journey and their anticipation of
favorable results.

Outcome expectations may be, of course, influenced by how effective the patient
considers a given treatment will be. This has been termed treatment credibility by
Devilly and Borkovec (2000). Although treatment credibility and outcome expectations
are related constructs, they are not synonymous. Treatment credibility encompasses
patients' perceptions regarding the reliability and effectiveness of a treatment, forming
an essential cognitive aspect within the treatment process (Devilly & Borkovec, 2000).
On the other hand, outcome expectations relate to an individual's anticipations regarding
the outcomes that may arise from undergoing a specific treatment.

Previous research about the treatment credibility and outcome expectations have
been focused on their impact in the therapeutic process and in the reduction of clinical
symptoms. Research has shown that patients with higher treatment credibility tend to
dropout less and have greater adherence to the treatment (Alfonsson et al., 2016). Also,

higher baseline outcome expectations predict a better therapeutic outcome (Constantino,

Visla, et al., 2018).

86



Treatment credibility has also been associated with other variables of the
therapeutic process. For example, patients with higher treatment credibility scores
evidence higher therapeutic alliance, better therapeutic outcomes, and higher treatment
satisfaction (Ametrano, 2011; Smeets et al., 2008). Constantino, Coyne, and colleagues
(2018) performed a metanalysis exploring the association between treatment credibility
and treatment outcomes, and found a positive association between treatment credibility
and therapeutic outcome, with a small effect size (» =.12).

Treatment credibility may be particular important when introducing new
interventions. Hence, it is important to note that studies investigating the treatment
credibility of online interventions have yielded similar findings. A study on a 4-week
internet-based cognitive behavioral relaxation program analyzed the predictive effect of
treatment credibility in dropout cases, adherence to treatment, and therapeutic outcomes
(Alfonsson et al., 2016). These authors found that early dropouts from this web-based
intervention program were predicted by lower treatment credibility measured at
baseline. Furthermore, treatment credibility measured at baseline predicted overall
symptom improvement at the end of the program.

The role of outcome expectations as a mechanism of change is well established,
and several studies have evidenced its association with therapeutic outcomes (e.g.,
Constantino, Visla, et al., 2018; Newman & Fisher, 2010; Price et al., 2015). Previous
research had consistently shown that higher outcome expectations is associated with
better therapeutic outcomes and therapeutic alliance (Constantino et al., 2005; Newman
& Fisher, 2010; Price et al., 2015; Thompson-Hollands et al., 2014; Tsai et al.,
2014;Webb et al., 2013), and predicts patients’ treatment satisfaction at therapy
termination (Hundt, et al., 2013). Recently, a metanalysis by Constantino et al. (2021)

showed that more optimistic outcome expectations was significantly associated with a
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better quality of the therapeutic alliance across 10 independent samples comprising over
1000 patients. Another meta-analysis studied the association between outcome
expectations measured at an initial phase of treatment and showed that higher outcome
expectations predicted better therapeutic outcomes across 72 studies, including trials
and naturalistic studies (Constantino, Visla, et al., 2018).

Given these results regarding the relationship between treatment
credibility/outcome expectations and therapeutic outcomes, the research in the last years
has been focusing on understanding which patients’ characteristics and contextual
variables (for instance, treatment setting, research design) may influence their treatment
credibility and outcome expectations. Research in this field will allow therapists to
better adjust interventions to address differences in patient characteristics, in order to
promote greater engagement, adherence to treatment, and preventing treatment dropouts
(Constantino et al., 2017; Frovenholt et al., 2007).

As the previous meta-analysis of Constantino and colleagues (e.g., Constantino,
Coyne, et al., 2018) found the relation between outcome expectations and outcome to
not differ depending on the treatment settings. Therefore, research on the role of
patients’ pre-therapy characteristics (e.g., age, sex, education, socioeconomic status; the
severity of symptoms, previous therapy experiences, and medication) have been
explored as potential predictors of the treatment credibility and outcome expectations
(Cohen et al., 2015, Constantino et al., 2014, 2017; Mooney et al., 2014; Tran & Bhar,
2014; Tsai et al., 2014; Visla et al., 2019, 2021; Webb et al., 2013). Usually, patients’
variables are collected before the start of the interventions, allowing the establishment
of a relationship between demographic and clinical characteristics (at pre-therapy) and
baseline (i.e., session 0) outcome expectations or treatment credibility (Visla et al.,

2019, 2021).
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Previous research has shown that age is associated with the patient’s baseline
treatment credibility and outcome expectations (Cohen et al., 2015; Tran & Bhar, 2014),
even if in an inconsistent way. For example, Tsai et al. (2014) found that older patients
have higher outcome expectations when initiating a group intervention for depression.
Another study by Mooney et al. (2014) also found that age and education are predictors
of treatment credibility at a baseline, explaining 31.3% of its variance. Specifically,
older patients and patients with lower education showed lower baseline treatment
credibility, and those patients who considered their treatments more credible at intake
achieved a greater improvement in their symptoms of depression and anxiety.

Research has also been finding an association between the severity of symptoms
and early outcome expectations (measured at baseline or at an initial phase of treatment)
across clinical diagnoses (e.g., depression, substance abuse, anxiety, somatic disorders,
personality disorders; Cohen et al., 2015; Constantino et al., 2014; Smeets et al., 2008;
Swift et al., 2012; Tran & Bhar, 2014; Tsai et al., 2014; Webb et al., 2013). Namely,
initial treatment credibility and outcome expectations were negatively associated with
the severity of depressive and anxiety symptoms (Cohen et al., 2015; Constantino et al.,
2014). According to these findings, the symptom severity can interfere with the
treatment outcome and with the patients' engagement or adherence to treatment (Cohen
etal., 2015).

Research by Rutherford and colleagues (2018) examined prospectively the
patient outcome expectations mediated by placebo effects in adults with major
depressive disorder, randomly assigned to a medication program or a placebo program.
The patient's outcome expectations were measured the pre-and post-randomization and
then treated with medication or a placebo for 8 weeks (Rutherford et al., 2018). The

results showed that the patients that were medicated had higher outcome expectations
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and a faster decrease in depressive symptoms (Rutherford et al., 2018). The mediation
model showed that patient outcome expectations post-randomization partially mediated
the effects of the medication at the end of the treatment (week 8; Rutherford et al.,
2018).

Other studies also suggest that positive previous therapy experiences are
associated with higher baseline outcome expectations (Swift et al., 2012; Tsai et al.,
2014). A recent study by Constantino et al. (2017) demonstrated that the participants
(non-graduated students) who had had previous therapy experiences presented higher
outcome expectations and greater treatment satisfaction about the therapy experience.

Recent studies conducted by Visla et al. (2019, 2021) explored patients'
characteristics at the intake (i.e., depression severity, previous depressive episodes,
well-being, previous psychotherapy) as a predictor of baseline outcome expectations in
a sample of depressive patients. The results obtained by Visla et al. (2019) showed that
when the predictor was entered separately into analyses, the presence of previous
psychotherapy, previous depressive episodes, depression severity, and well-being
predicted the baseline outcome expectations. However, when a multipredictor model
with all the predictors entered simultaneously, only the patients’ pre-therapy levels of
well-being and previous depressive episodes remained as predictors of baseline outcome
expectations, explaining 38% of the variance. More recently, Visla et al. (2021) also
carried out a study with a multipredictor model in a sample of patients with generalized
anxiety disorder. These researchers explored the patient's characteristics as predictors of
baseline outcome expectations (i.e., age, gender, marital status, education, worry
severity, depressive severity, and comorbidity; Visla et al., 2021). Their results showed

that only the depressive symptom severity predicted the baseline outcome expectations,
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explaining 10% of the variance: namely, higher depressive symptom severity predicted
lower baseline outcome expectations.

In sum, previous studies have been showing that age, symptom severity,
previous experiences in psychotherapy, and being under medication are variables

associated with either treatment credibility or outcome expectations.

The present study

We devised this study in order to explore the relationship between treatment
settings, patients’ characteristics, and their interaction (settings*patients’
characteristics), with outcome expectations and treatment credibility. Taking into
account that no differences were found in previous meta-analytic studies conducted by
Constantino and collaborators (Constantino, Coyne, et al., 2018; Constantino, Visla, et
al., 2018) about the relation between outcome expectations and treatment credibility and
outcome, to not differ depending on the treatment setting, when comparing different
treatment modalities, research designs, or even samples with different homogeneity,
these variables do not seem relevant. This suggests, for example, that clinical trials do
not have, per se, an effect in outcome expectations or treatment credibility. At the same
time, the patients’ characteristics were shown to be relevant and associated with
treatment credibility and outcome expectations. Thus, we may ask if in particular cases,
especially if particular settings “attract” different kinds of patients, the setting in itself
may not be relevant per se but may be constituted by clients with particular profiles that
may be relevant.

Taking this general background, the goals of this study were to: 1) explore if
there are differences in the baseline treatment credibility and outcome expectations of

patients involved in two treatment settings (routine care, open trial) within the same
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mental health service; ii) explore the predictive effect of treatment setting pre-therapy
patient characteristics, such as age, symptom severity, medication, and previous therapy
experiences on outcome expectations and treatment credibility; iii) analyze the effect of
the interaction of treatment setting and patient pre-therapy characteristics on outcome
expectations. These pre-therapy patient characteristics were selected given the extensive
literature showing their association with the baseline outcome expectations and
treatment credibility (c.f. Cohen et al., 2015; Constantino et al., 2017; Rutherford et al.,
2018; Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019, 2021).

Method

Participants

The present study included a total of 134 patients, with ages ranging from 18 to
67 (M =33; SD = 11.57). The sample includes participants in an open trial, occurring in
University of Maia (n=64) and participants receiving treatment in the routine practice of
that university clinic (n=70).

The 64 patients gathered in the open trial iCare4Depression conducted in
University of Maia showed an average age of 38 years, mostly women (Table 1).
Regarding qualifications, 46.9% had completed high school and 48.4% had university-
level education. 45.3% were employed and 34.4% were unemployed. 53.1% of this
sample’s participants had previous therapy experiences and 53.1% used psychiatric
medication. In terms of diagnosis (Table 2), 65,6% of the patients presented a depressive
disorder diagnosis, which is coherent with the advertising of this study (open trial for the
major depressive disorder). 50% had a single diagnosis of depression, and about 23.3%
had a diagnosis of a depressive disorder with comorbidities, such as anxiety (4.7%) and

borderline personality disorders (10.9%).
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The 70 patients gathered in the routine practice of a university clinic showed an

average age of 28 years (see Table 1), mostly women also (57.1%). Regarding

qualifications, most of the patients have a high school education (60%) and were

employed (57.1%). The prevalence of students (31.4%) was high in this sample, which is

expected in a university clinic. In terms of clinical characteristics, 67.1% of the patients

had no previous experience in psychotherapy, and 72.9% were not taking any psychiatric

medication. The most prevalent diagnoses were anxiety (30%) and depressive disorders

(22.9%), and 15.6% of patients had a diagnosis of depressive disorder with comorbidity

with another clinical psychopathology (Table 2). 17.1% of the cases had other clinical

conditions and/or subclinical symptoms.

Table 1. Description of pre-therapy patients’ characteristics (N =134)

Routine Practice (N = 70)

Open trial (N =64)

Sociodemographic

Age

Gender

Female

Male

Civil Status

Single

Married/ Co-habitation
Divorced

Widow
Qualifications
Primary education
High School
University Education
Professional Situation
Unemployed
Employee

Student

M =28 (SD = 8.66)

57.1%
42.9%

85.7%
11.4%
2.9%

4.3%
35.7%
60.0%

5.7%
57.1%
31.4%
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M =38 (SD = 12.09)

57.8%
42.2%

48.4
7.5
17.2
1.6

4.7%
46.9%
48.4%

34.4%
45.3%
7.8%



Employee and Student 4.3% 4.7%

Others 1.4% 7.8%

Clinical

Previous Therapy 32.9% 53.1%

With medication 27.1% 53.1%

PHQ-9 - M= 16,02 (SD=5,34)
BDI M= 22,34 (SD=11,25) -

Note:Phg-9 from 15 to 19 = moderately/severe depression;
BDI from 20 to 28 points= moderate depression.

The patients included in the sample were collected between 2017 and 2019. All
participants of the current study provided written informed consent to the use of their
data. Participants were given information about the study and confidentiality conditions
at the recruitment stage, to guarantee their anonymity in the research data analysis and
publication.

Table 2. Diagnosis by DSM-5 in both contexts

Diagnosis Routine Practice (N=70) Open trial (N=64)
Spectrum of schizophrenia and other

psychotic disorders 2.9% 4.7%
Bipolar disorders and related disorders - 1.6%
Depressive Disorders 22.9% 50%
Anxiety Disorders 30% 12.5%
Somatic symptom disorders and related

disorders - 3.1%
Substance-related disorders and additive

disorders - 1.6%
Obsessive-compulsive disorders and

related disorders 2.9% -
Trauma-related disorders and stressors 2.9% -
Eating and food ingestion disorders 1.4% -
Sexual dysfunctions 1.4% -
Disruptive disorders, impulse control and

behaviors 1.4% -
Depressive Disorders and Anxiety

Disorders 7.1% 4.7%
Depressive Disorders and Borderline

Personality - 10.9%
Depressive Disorders and other clinical

Diagnoses 8.5% 4.7%
Other clinical conditions/ Subclinical

symptoms 17.1% 6.3%
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Note: Other clinical conditions/ Subclinical refers to relational problems, occupational, non-specifically diagnoses, and subclinical
symptoms.

This study includes a total of 22 therapists, two of whom working in the open
trial study and 20 in the routine practice study. The two therapists of the open trial were
female, aged between 29 and 34 years old, and their clinical experience ranged between
four and seven years. One of the therapists had a Doctoral Degree in psychology and the
other had a Master's Degree in clinical and health psychology. In the open trial research
design, the therapists were only responsible for the assessment session (the moment
where the baseline treatment credibility and outcome expectations were evaluated, as
presented in the procedures section), each one evaluated between 25 and 39 participants
respectively.

In the routine practice research design, three of the 20 therapists were male and
17 were female. The therapists age ranged between 23 and 48 years old (M =32.05; SD
=7.43) and between 1 and 17 years of clinical experience (M =4.8; SD =4.97). Most of
the therapists had a Master's Degree in clinical and health psychology and 4 therapists
had Doctoral Degrees in psychology. In routine practice, all the therapists were
responsible for all the sessions, including the assessment session. Each therapist treated
a minimum of 1 participant and a maximum of 12 participants (M = 3.5; SD = 2.89). Of
the 20 therapists, 6 of them treated only one participant.

Treatment Settings

Open trial

The sample from a research context was recruited from the open trial of the
project iCare4 Depression. The open trial was advertised (e.g., university context,
newspaper, flyers), and participants signed up for assessment on the project's official
website. The intervention protocol was a blended cognitive-behavioral therapy for

depression, combining face-to-face sessions and online modules for 16 weeks
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(Mathiasen et al., 2016). Although research is still scarce on this type of blended
therapy, some studies have shown promising results (Richards et al., 2013; van der
Vaart et al., 2014). Blended therapies showed an efficacy that is similar to what has
been seen with usual, face-to-face treatments (Mathiasen et al., 2016).

Routine Practice

The routine practice patients were recruited from the university counseling clinic
of University of Maia. This clinic aims to provide psychological support, psychotherapy,
and personal development services and is open to the general community (not only
university students). The cases are referred to by the patients themselves or by health
services. Cases with different clinical presentations are treated in the clinic. Therapists
use different empirically validated therapeutic approaches (e.g., Emotion-Focused
Therapy; Cognitive Behavioral Therapy) and have regular supervision meetings.
Treatment length depends on the needs of each specific case.

Measures

The Structured Clinical Interview for DSM-5® Disorders: Clinician Version
(SCID-5-CV; First et al., 2016) is a semi-structured interview that aims a systematic
assessment of patients’ clinical conditions, considering the classification and diagnostic
criteria of the Diagnostic and Statistical Manual of Mental Disorders — 5th Edition (DSM-
5). The SCID-5-CV allows to collect, at the initial moment, sociodemographic
characteristics, and general data about psychopathology throughout the patients’s life
cycle (First et al., 2016). Subsequently, it addresses in detail each of the DSM-5 disorders,
namely: mood disorders, psychotic disorders, substance use disorders, anxiety disorders,
obsessive-compulsive disorder, post-traumatic stress disorder, adult attention-
deficit/hyperactivity disorder, adjustment, and other nonspecific disorders (First, et al.,

2016).

96



The Beck Depression Inventory-II (BDI-II) is a self-report questionnaire that
assesses the intensity of depressive symptoms. The Portuguese version of the BDI-II has
been translated and adapted by Coelho and colleagues (2002) from Beck and
collaborators (1996). This measure comprises 21 items scored on a Likert scale ranging
from 0 to 3 points. The total score indicates the intensity of depressive symptoms: mild
depressive symptoms (from 0 to 13 points), mild depression (from 14 to 19 points),
moderate depression (20 to 28 points), and severe depression (from 29 to 63 points). The
Portuguese version has an internal consistency of .91 (Campos & Gongalves, 2011). The
present study also presented a good internal consistency ( a=.90).

The Patient Health Questionnaire (PHQ-9; Kroenke et al, 2001) is a 9-item self-
report instrument that assesses depressive symptoms considering. The patients must
answer 9 questions using a Likert scale from 0 (never) to 3 (almost every day). The final
score is obtained by summing up the item’s responses and indicating the severity of the
depressive symptoms: subclinical depression (from 0 to 4 points), mild depression (from
5 to 9 points), moderate depression (from 10 to 14), moderately/severe depression (from
15 to 19); severe depression (from 20 to 27). The PHQ-9 has shown good psychometric
properties in different versions, including the Portuguese version with an internal
consistency of .86 (Ferreira et al., 2019). The present study also showed good
psychometric properties with an internal consistency of .81.

The Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) is
a self-report measure with 6 items to assess the patients's treatment credibility and
outcome expectation regarding treatment. Concerning the treatment credibility, the CEQ
explores: a) if the treatment appears logical; b) if the treatment appears useful; and c) if
the treatment is reliable. Regarding the outcome expectations, the CEQ explores: a) the

improvement that the patients thinks will occur; b) if the patients feels that this therapy
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will be helpful; c) if the patients feels that improvement will occur (Coste et al., 2019).
This measure is scored on a Likert scale ranging from 1 to 9 (e.g., 1 means “not at all”, 5
“somewhat”, and 9 “very much”) or from 0% to 100% (in 10-point increments). Items 4
and 6 are coded from 0% -100% and are linearly transformed on a Likert scale from 1 to
9 (Devilly & Borkovec, 2000; Nock et al., 2007; Smeets et al., 2008).

The Portuguese version of CEQ has 5 items with 2 subscales, namely: (1)
treatment credibility composed by the first 3 items; and (2) outcome expectation
composed by the last 2 items (Silva et al, 2021). In this version, CEQ presented good
psychometric properties, with a Cronbach’s alpha of .78 (Silva et al, 2021). The internal
consistency of CEQ for the present study was o = .84.

Procedures

The present study was approved by the ethical committee of the University of
Maia(5/CEDSMALI/2019; ISMALI, Portugal). In this study, the patients were recruited
both from the routine practice and open trial (as described above).

In the open trial, after patients sign up on the website, they were contacted for an
assessment session. The therapist who did the assessment session was not the same with
the one that treated the patients that met the inclusion criteria. At the beginning of that
session, patients were informed about the goals and the procedures of the open trial.
They were informed that their therapist will be randomly assigned if they meet the
inclusion criteria to be integrated into the trial. The patients received at this moment
also a brief rationale about the blended treatment, where the principles of the treatment
and the combination of face-to-face sessions with online modules were explained. Next,
the psychologist conducted the SCID-5-CV diagnostic clinical interview during the
session. Patients filled in the PHQ-9 before the interview and the CEQ at the end of the

session. After all these procedures, the patients were informed if they were or were not
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included in the open trial to receive a blended treatment. The sample of the current
study was composed of the participants who signed up on the site, and who were
afterward screened in the assessment session.

The patients who sought psychotherapy at the routine practice were also
assessed during an initial session using the SCID-5-CV. The therapists in all the
patients of the routine practice were responsible not only for the assessment session but
also to provide the treatment. During the assessment session, no information about the
specific treatment was provided at this phase. At the beginning of the assessment
session all the patients filled in the BDI-II and the end, they filled in the CEQ.

Statistical Analysis

Concerning the statistical analysis, it was conducted a standardization in z-score for
BDI-II and PHQ-9, allows for comparing the results of both measures of depressive
symptoms with SPSS 26 (SPSS Inc. Chicago, IL). Furthermore, to analyze the
differences between treatment settings on baseline credibility and outcome expectations,
pre-therapy patients' characteristics were performed with a T-test and a Chi-square. The
exploration of the prediction and moderation (interaction) analysis was conducted in R
software using the package lessR (Gerbing, 2023) and the interactions package (Long,
2021).

Results

Differences in pre-therapy patient characteristics, treatment credibility, and
outcome expectations between treatment settings (goal 1)

First, we explored differences in the pre-therapy patients' characteristics. Results
showed significant differences in the following patient characteristics. Age was
significantly higher in the open trial, # (113.193) = 5.536, p = 0.00, » = .43. Previous

therapy experiences were significantly lower in the routine practice setting: a lower
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number of patients from the routine practice sample had had previous experience in
psychotherapy, ¥? (1) =5,619, p = .018. The use of medication was significantly lower
in the routine practice setting: a lower number of patients used psychiatric medication in
the routine practice sample, y2 (1) =9,440, p = .002.

To explore the differences between the baseline outcome expectations and
treatment credibility across different treatment settings, a t-test was performed. Results
indicated that treatment credibility was significantly higher in the open trial compared
with routine practice, ¢ (100.281) =4.768, p = 0.00, » = .43. Also, baseline outcome
expectations was significantly higher in the routine practice than in the open trial, ¢
(114.694) = -3.852, p = 0.00, r = .34.

Effects of treatment setting on baseline outcome expectations and pre-therapy
patient characteristics (goal 2 and goal 3)
Primary Analysis

Some preliminary analyses were considered before answering this second goal.
The interdependence of the predictors (Patient age; Previous therapy experiences;
Depressive symptoms; Medication use; Treatment setting) was explored with an
intercorrelation analysis presented in Table 3. Results showed that the highest
correlation found was between age and the treatment setting (» = -.44). Other variables

did not present a significant correlation or demonstrated a poor correlation ( <.30).

Table 3. Bivariate correlation between the predictors of treatment credibility and outcome expectations
pretreatment

1 2 3 4 5.
1.Age - .06 -.06 - 26%%* - 4qrEE
2.Previous Therapy - -17* A7 - 21%*
3.Z-score_Depressive - .28 .00
4.Medication - D 7EE

5. Treatment setting -
Note: ***p<.001,**p<.01, *p<.05

Subsequently, two prediction analyses were performed: a Multipredictor analysis

to explore the predictive effect of treatment setting and pre-therapy patient
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characteristics on baseline treatment credibility and outcome expectations; and a
Moderation (Interaction model) analysis to analyze the interaction between the variables
on the baseline treatment credibility and outcome expectations.

Initially, we analyzed treatment setting and patient characteristics in baseline
(age, previous therapy, severity of depressive symptoms, and medication use) as the
predictor variables to predict baseline treatment credibility and outcome expectations.
Treatment setting was the only significant predictor of baseline treatment credibility (s
=-4.05, SE =.831, p <.00; R?=.15). Treatment setting explained 15% of the variability
of treatment credibility, with higher treatment credibility scores shown by patients in the
open trial research design. The multipredictor model and the interaction model were not
performed on this variable since none of the other pre-therapy patient characteristics
were found as significant predictors.

Regarding baseline outcome expectations, the variables previous therapy (B2 = -
1.28, SE =.63, p <.05), depressive severity symptoms (z-score BDI and PHQ-9; 3= -
.66, SE =31, p <.05), medication use (4= 2.00, SE =.63, p <.01), and treatment setting
(Bs=2.34, SE =.60, p <.001) were all evidenced as significant predictors. Age was the
only predictor that was non-significant (6= -.05, SE =.03, p =.06). Results showed that
the variance of baseline outcome expectations was explained by the following pre-
therapy patient characteristics, reported here according to their order as predictors.
Treatment setting explained 9% of the outcome expectations variability: i.e. routine
practice patients showed higher outcome expectations. Medication use explained 7% of
outcome expectations variability, given that patients who were medicated showed
higher outcome expectations. Depressive symptoms at pre-therapy explained 3% of
baseline outcome expectations: that is, higher levels of depressive symptoms predicted

lower baseline outcome expectations. Previous therapy experiences explained 2% of
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outcome expectations: fewer previous therapy experiences predicted higher baseline
outcome expectations for the treatment that was being initiated.
Multi-predictor models on the outcome expectations at the intake

Given the aforementioned results, we performed a prediction analysis to explore
the predictive effect of treatment setting and pre-therapy patient characteristics on
baseline treatment credibility and outcome expectations. In the first multi-predictor
model (Model 1) it was entered in the equation all the variables that were significant
(previous therapy, depressive severity symptoms, medication, and treatment setting).
The results show that previous therapy no longer predicts the outcome expectations at
the intake (t =0.79, p > 0.05). The depressive severity symptoms were non-significant,
but with a statistical trend approaching significance (t = -1.86, p =.06). According to
this model, 17% of the variance of the baseline outcome expectations is explained by
medication and the treatment setting (R?=.166).

A second model was performed removing previous therapy as predictor variable
(Model 2). All the predictors remain significant, inclusive the depressive severity
symptoms, which means that the inserted clinical variables and the intervention context
predicts the outcome expectations at the intake (Table 4). In this model, 17% of the
variance of the baseline outcome expectations is explained by the pre-therapy patient

characteristics and treatment setting (R?=.170).

Table 4. Multipreditor model and Interaction Model of the effect of treatment setting and pre-therapy
patients' characteristics on the outcome expectations pretreatment

P (SE) 1/df]

Model 1

Intercept 6.99 (1.39)*** 5.04 [130]
2.Previous Therapy 49 (.62) .79 1130]
3.Z-score_Depressive -.056 (0.30) -1.86 [130]
4.Medication 1.30 (.62)* 2.08 [130]
5. Treatment setting 1.91 (.61)** 3.10 [130]
Model 2

Intercept 7.54 (1.20)*** 6.30 [130]
3.Z-score_Depressive -.60 (.30)* -2.02 [130]
4.Medication 1.305 (.62)* 2.18 [130]
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5. Treatment setting 1.99 (.61)** 3.29 [130]
Interaction Model

Intercept 6.95 (3.10)** 2.24 [126]
3.Z-score_Depressive .08 (3.10) 0.03 [126]
4.Medication 1.68 (1.92) 0.88 [126]
5. Treatment setting 2.44 (2.10) 1.16 [126]
Treatment setting x Z-score_Depressive -.73 (2.10) -.35[126]
Treatment setting x Medication -.24 (1.25) =75 [126]
Treatment setting x Z-score_Depressivex 1.10 (1.25) .88 [126]
Medication

Note: ***p<.001,**p<.01, *p<.05

Interaction of model of the pre-therapy patient characteristics variable and the treatment
setting variable

A Moderation (Interaction model) analysis was performed to explore the effect
of the interaction of treatment setting and pre-therapy patient characteristics on the
effect of baseline outcome expectations. The results did not find a statistically
significant interaction between the variables (Table 4).

Overall, these results suggest that the treatment setting and medication use
have statistically significant positive effects on the outcome expectations, while more
severe depressive symptoms have a negative effect. However, the interactions between
these variables do not appear to be statistically significant, indicating that the combined

effects of these variables on outcome expectations are not significant.

Discussion
Exploring the factors influencing patients' expectations and treatment credibility
prior to therapy initiation holds substantial relevance in contemporary healthcare. These
expectations and perceptions possess the potential to wield a noteworthy influence on
treatment outcomes, patient engagement, and overall therapeutic effectiveness. In our
study, we delved into the intricate interconnections among treatment setting, patient

characteristics, individuals' baseline outcome expectations and treatment credibility as
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they prepare for their therapeutic process. By exploring these complexities, our aim was
to uncover insights that could contribute to informed clinical practices and an improved
quality of care.

Specifically, the main goal of the present study was the exploration of the
relationship between treatment settings and patients’ characteristics, in relation to
outcome expectations and treatment credibility. We investigated not only the direct
effect of these variables, but also tested for potential interactions between them using a
moderation analysis.

Regarding the first aim, our findings revealed significant differences in treatment
credibility and outcome expectations between the two treatment settings. Specifically,
the open trial participants reported higher treatment credibility baseline scores, while the
routine sample showed higher baseline outcome expectations scores. These contrasting
results may initially seem contradictory, but they actually highlight the importance of
differentiating between treatment credibility and outcome expectations.

Treatment credibility relates to patients' perception of the treatment's reliability.
From a patient’s point of view, it is more focused on the perception of the treatment
itself in general, and not necessarily on how this treatment will be helpful to me as a
patient. In the open trial context, an intervention rationale was consistently presented, in
line with research requirements, which likely contributed to the higher treatment
credibility reported by participants. According to previous research, the presentation of
a rationale for the intervention may increase adherence to treatment and increase
credibility (Constantino et al., 2017; Frévenholt et al., 2007). This aspect was probably
less frequent in the routine practice setting prior to the data collection, potentially
explaining the lower scores observed in this context. Moreover, the trial was announced

as a new form of intervention within a funded research project by a national science
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agency, which may have influenced participants' perceptions of its credibility and
reputation.

Outcome expectations, on the other hand, reflects patients' emotional beliefs
about therapy and their confidence in its effectiveness in a more personalized way
(Devilly & Borkovec, 2000). Surprisingly, we found higher baseline outcome
expectations scores in the routine practice setting, which may be attributed to the
differences in patient characteristics between the two samples, particularly related to
depression severity. Notably, the depressive symptoms severity scores found in the open
trial patients were higher than the ones found in the university clinic. According to
previous research, more severe depressive symptoms are associated with lower outcome
expectations for treatment results (Cohen et al., 2015; Constantino et al., 2014;
Constantino et al., 2017; Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019, 2021).
Thus, this finding in outcome expectations might be attributed to the variation in
depression severity across the two treatment settings. Furthermore, this is coherent with
the hope theory proposed by Snyder (2002). According to this theory, hope is based on
a state of positive motivation for change, enhancing the patients’ agency in this process
and the expectations of positive outcomes. However, hope may be compromised by
depressive cognitive biases, which can also influence outcome expectations (Snyder et
al., 2000; Vilhauer et al., 2013).

Furthermore, our study explored the prediction of baseline outcome expectations
based on patient's pre-therapy characteristics. We found that clinical variables, such as
medication use and the severity of depressive symptoms, are much more associated with
baseline outcome expectations compared to other characteristics like age, gender, or
education. Patients using psychiatric medication reported higher baseline outcome

expectations, suggesting that hope and optimism may be incremented by combining
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medication and psychotherapy as complementary approaches. Conversely, patients with
more severe depressive symptoms exhibited lower baseline outcome expectations.
These findings highlight the importance of considering patients' clinical profile and
mental health condition when assessing their expectations about treatment outcomes.

We also explored potential interaction effects among treatment setting,
medication use, and depressive symptom severity. However, none of these interactions
were found to be statistically significant. This suggests that while treatment setting,
medication use, and depressive symptom severity each independently influence baseline
outcome expectations, their combined effects, or interactions, did not significantly alter
patients' initial expectations. This finding implies that the impact of treatment setting
and patient characteristics on outcome expectations may operate largely independently.

The results of this study reinforce previous studies and suggest an association of
pre-therapy patients' characteristics with outcome expectations. Considering these
elements at the baseline may promote a higher involvement in therapy. The biggest
novelty of this study was the exploration of the interaction of the patient's characteristics
and treatment setting on treatment credibility and outcome expectations. Although the
results were unclear as to what the effect of the treatment setting was due to, it allows
addressing some questions that were not possible to explore, such as whether the effect
of the setting is primarily due to variables related to the clients and therapists rather than
design variables of the study itself.

To finalize, some limitations must be considered here, namely due to the
heterogeneity of the treatment settings. In this study, we presented two treatment
settings with patients with higher variability of pre-therapy patients characteristics,
specifically the diagnosis that in the open trial was mainly depressive patients and the

procedures of recruitment of the open trial. These differences may interfere with the

106



patient’s perception of the treatment's credibility and outcome expectations. Another
limitation, that should be addressed in future studies, is the role of therapist effects,
specifically in this study, in which some therapists only treated one case. Prior research
has found variability in outcome expectations among therapists (Visla et al., 2019).
Lastly, the measurement of treatment credibility and outcome expectations before the
beginning of therapy (a baseline measurement) must be considered, especially given the
studies that show that these scores can vary along the treatment (e.g. Constantino et al.,
2021; Visla et al., 2019, 2021). However, the main goal here was to replicate studies
about the effects of research design and patient characteristics; so, the measurement
procedures were similar to others (e.g. Cohen et al., 2015; Constantino et al., 2017,
Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019, 2021). It remains also important
to understand whether the treatment credibility and baseline outcome expectations
scores predict the patients’ involvement throughout the therapy, as well as their
treatment evolution (e.g. Visla et al., 2021).

In conclusion, our study provides valuable insights into the complex relationship
between treatment settings, patients’ pre-therapy characteristics, baseline outcome
expectations, and treatment credibility. A better understanding of the clinical impact of
these variables can guide healthcare professionals in tailoring interventions to meet
individual needs more effectively. By refining our understanding of these factors, we
can enhance the efficacy and quality of psychotherapeutic interventions and ultimately

improve patients' mental health outcomes.
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CHAPTER 1V - WHAT WORKS IN BLENDED THERAPY? A CLIENT
CHANGE PERSPECTIVE IN BLENDED THERAPY INTERVENTION FOR

DEPRESSION IN PRIMARY CARE 4

“This study has been submitted to the journal Psychotherapy Research, with the following authors: Sara Silva, Nuno Magalhaes,
Joao Salgado, & Carla Cunha.
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Abstract

Depression ranked among the world's most disabling disorders prior to the
COVID-19 pandemic. However, the pandemic exacerbated its prevalence, widening the
gap between the demand for intervention and the inadequate resources available for the
treatment of depression. One potential solution proposed is blended therapy, which
combines face-to-face sessions with online modules, thereby reducing the required
intervention time. Encouraging results have emerged, even in primary care settings,
demonstrating the effectiveness of blended therapy and the positive reception from
clients. Nevertheless, little is currently understood about the mechanisms of change and
how clients perceive these changes in the context of blended therapy.

The present study intends to analyze, through a hermeneutic single-case study, the
evolution of client symptoms along blended therapy for the treatment of depression; to
analyze the client's perspective upon the changes that occurred during therapy and
whether these are due to blended therapy. For that, we analyzed a case of a client treated
for depression through blended therapy in a primary health care setting. The client was
monitored for depression, anxiety, and mental health symptoms throughout the process.
The client's perspective about changes was assessed with the Change Interview. Results
showed a decrease in symptoms throughout the process and the maintenance of symptom
reduction after the intervention, even during a pandemic period. The changes identified
by the client seem to occur due to the therapy and were maintained after the end of the
treatment with blended therapy.

Keywords: Depression, Hermeneutic single-case study, Blended Therapy,

Psychotherapy, Client Change.
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According to the World Health Organization (2017), despite depression being the
most disabling disease in the world, many people remain untreated due to a scarcity of
resources and the stigma of suffering from mental health problems. This gap has been
worsening due to the pandemic situation of Covid-19, and recent studies denote an
increase in the prevalence of depression since the beginning of the pandemic (Czeisler et
al., 2020; Salari et al., 2020; Xiong et al., 2020). A recent meta-analysis goes even further,
stating that during the pandemic there was an increase of seven times in the prevalence
of cases of depression when compared to the pre-pandemic period (Bueno-Notivol et al.,
2021). Therefore, it becomes essential to gather intervention resources to reduce the
pandemic's impact on mental health, and in particular on depression (Czeisler et al.,
2020).

Internet-based interventions have been a solution to bridge the gap between the
available intervention opportunities and the intervention needs, because they are easier to
access and require fewer professional resources (Hedman et. al, 2012; Richards &
Richardson, 2012). These interventions are characterized by self-help online modules,
where the contact with the therapists is nonexistent or occurs through email or telephone
making the client-therapist contact minimal (Ebert et al., 2018). Several prior studies have
shown that internet-based interventions are effective in reducing depression and anxiety
(Cuijpers et al., 2015; Donker et al.,2013; Ebert et al., 2018; Richards et al., 2018). Some
studies are even more promising: for example, a study of cancer survivors experiencing
clinical symptoms of depression and anxiety, comparing the effectiveness of usual
treatment (in person, face-to-face) and an internet-based intervention, revealed that the
online intervention was more effective in reducing depressive symptoms and anxiety than
the usual treatment (Murphy et al., 2020). However, these interventions have shown high

dropout and relapse rates (Donker et al.,2013; Etzelmueller et al., 2020; Gerhards et al.,
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2011; Sanders et al., 2012), with the phenomena being explained by low outcome
expectation and lower client satisfaction with this kind of interventions (Donker et al.,
2013; Gerhards et al., 2011). Moreover, several studies have elicited barriers to adhering
to these interventions, namely, the high technologic knowledge required, the excess of
generic content with little or no personalization at all, little professional support (requiring
high client autonomy), as well as low treatment credibility in the internet-based
interventions (Bendelin et al., 2011; Donker et al., 2013; Gerhards et al., 2011; Knowles
etal., 2015; Sanders et al., 2012).

To overcome the difficulties evidenced in internet-based interventions, blended
therapy has been proposed as a viable alternative, leading to the development and
implementation of this treatment modality. Blended therapy includes two types of
interventions: face-to-face sessions and online modules (Richards et al., 2018). In blended
therapy, the online modules have the same role as the face-to-face sessions (Wentzel et
al., 2016). The online modules should be adjusted and selected according to the clients’
therapeutic process and progress (Titzler et al., 2019; Wentzel et al., 2016). Blended
therapy supports and motivates clients to follow the therapeutic process by taking into
account the client's characteristics in the use of the online platforms, dynamically and
flexibly (Titzler et al., 2019; Wentzel et al., 2016). This type of intervention is
advantageous since it suppresses criticisms considered in internet-based interventions,
but maintains the benefits by reducing therapy time and waiting lists (Richards et al.,
2018). A prior qualitative study exploring the client's and therapists' perspectives on the
applicability and acceptance of blended therapy was developed by van der Vaart et al.
(2014). The results were very positive, with the maintenance of client autonomy, greater
professional follow-up, and shorter intervention time being reported as advantageous

aspects by both therapists and clients (van der Vaart et al., 2014). Moreover, according to
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Wentzel et al. (2016), in blended therapy, the clients are encouraged to keep the treatment
focus between sessions in a structured way, while treatment adherence, commitment, and
involvement increase in parallel with the support of the therapist and the personalized
treatment.

Regarding the effectiveness of blended therapy in the treatment of depression, the
results have also been promising when compared to the usual primary care treatments
(Erbe et al., 2018; Kooistra et al., 2014; Mathiasen et al., 2016; Richards et al., 2013).
The results found by Richards et al. (2013) reveal that clients that were treated with
blended therapy had better recovery from depression when compared with the usual
primary care treatments. However, the research about blended treatments is starting to
raise new questions that go beyond the efficacy of these treatments, for instance,
exploring the effect of mechanisms of change (Richards et al., 2018). Research about
these mechanisms will allow for the adaptation of treatment to the client's specific needs
(Richards et al., 2018).

Client perspective of the change process

In addition to effectiveness studies, the research on blended therapy has also
explored the clients’ perspectives on the acceptance and usability of this intervention
model, as well as in the analysis of its barriers and advantages (Cerga-Pashoja et al., 2020;
Titzler et al., 2018; Urech et al., 2019). The studies carried out in this area have been
mainly of a qualitative character, through the analysis of interviews with clients who have
been assisted in blended therapy (Cerga-Pashoja et al., 2020; Titzler et al., 2018; Urech
et al.,, 2019). Clients consider that online modules are important to consolidate the
learning about the therapeutic model, promote greater adherence to the treatment, and to
even facilitate involvement in face-to-face sessions, as well as to increase the reflection

process beyond face-to-face sessions, making therapy ubiquitous (Cerga-Pashoja et al.,
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2020; Urech et al., 2019). In addition, the client’s perception of constant monitoring
increases their self-efficacy perception, empowering them to problem resolution (Urech
etal., 2019).

As we have seen, studies on blended therapy have focused particularly on the
effectiveness of these interventions in: i) the reduction of symptoms (Erbe et al., 2018;
Kooistra et al., 2014; Mathiasen et al., 2016; Richards et al., 2013), ii) treatment
acceptance (Cerga-Pashoja et al., 2020; Urech et al., 2019), and iii) identification of
barriers and advantages associated with it (Cerga-Pashoja et al., 2020; Titzler et al., 2018;
Urech et al., 2019). Even when addressing the client’s subjective perception, research on
blended therapy has been mainly focused on detailing the issues related to efficacy, and
potential (dis)advantages of its use. However, research has begun to raise new questions
that need to be explored, not only about the effects of blended therapy (Richards et al.,
2018) but also about the specific change processes that this modality of treatment enables.
What works in blended therapy, remains a question to be addressed (Richards, 2018).

In this regard, research about the client perspective of change has high relevance
for its implication to the theory, practice, and intervention policies in psychotherapy
(Constantino et al., 2022; Owen et al., 2015; Wampold, 2015). This type of research can
have different foci: one avenue for research can explore the client’s experience about
specific theoretical constructs (e.g., therapeutic alliance, outcome expectation,
satisfaction with the treatment), while another avenue for research can give emphasis to
the clients’ voices or perspectives upon their experiences and changes in therapy
(Timulak & Keogh, 2017). Although the research in this field may adopt quantitative and
qualitative methodologies, case studies can assume particular relevance in exploring the
changes from the client's perspective (Timulak & Keogh, 2017). Case studies in this

context can help to understand the change process in a single case, taking into account its
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idiosyncrasies, and inform the therapist concerning the relevance of some themes for the
client, as well as to difficulties that need to be overcome in clinical practice (Timulak &
Keogh, 2017). Case studies that aim to explore the client's perspective on the change
process usually use semi-structured interviews, for example, the Change Interview
(Elliott, 2012; in more detail below). This analysis can follow a hermeneutic single-case
efficacy design (Elliott, 2002; MacLoed et al., 2012; Wall et al., 2017) that gives
important indicators about the relationship with clients, of the change process in general
(Timulak & Keogh, 2017).

Although case studies have been a fertile and stimulating field for investigation in
face-to-face psychotherapy, as they are particularly informative about the processes of
change for psychotherapists, the truth is that studies in blended therapy adopting this
method are still scarce. The few exceptions are the qualitative studies conducted by
Cerga-Pashoja et al. (2020); and Urech et al., (2019) which focus on the acceptance of
these interventions by clients. These studies identify the advantages and disadvantages of
these interventions from the client's and therapist's perspective through thematic analysis
and content analysis of interviews (Cerga-Pashoja et al., 2020; Urech et al., 2019). The
investigation is even more scarce on case studies on blended therapy, and for this review,
only the study by Titzler et al. (2019) was found. The main aim of the Titzler et al. (2019)
study was to demonstrate the application of blended therapy in a case of depression in a
clinical trial, not exploring the client's perspective regarding the intervention and the
changes that are associated. Therefore, more systematic case studies are needed in the
field of blended therapy.

Present Study

Research in blended therapy at present consists of results about the effectiveness

and the acceptance by the clients of this type of treatment for depression. New directions
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are resurfacing, specifically with studies on the mechanisms of change in blended therapy,
the client change perspective.

The present study is based on the hermeneutic single-case design, which aims to
establish if the client changed (or not), which changes were experienced, whether therapy
played a role in these client changes, and what processes brought about change (Elliott,
2002; Elliott et al., 2009; MacLoed et al., 2012; Wall et al., 2017). The hermeneutic
single-case design has been used mainly in face-to-face psychotherapy (c.f. MacLoed et
al., 2012; Wall et al., 2017); however, no studies were found in blended therapy. In this
case study, we analyze a case of a depressed client, receiving blended therapy in a primary
health care setting, with the following aims:

a) To characterize the initial treatment credibility and outcome expectation about the

blended therapy (according to a self-report measure by Credibility/Expectancy

Questionnaire; Devilly & Borkovec, 2000);

b) To characterize the evolution of depressive symptoms across the therapeutic process;

c¢) To understand the changes reported by the client at the end of the therapy;

d) To analyze how the client explains the changes identified at the end of the therapy.
Method

Client. This client description was based on information collected through
research questionnaires. “Anna” (fictional name) was 48 years old at the beginning of
therapy. She is a married woman with 2 daughters, has a primary school degree, and was
employed as a factory worker. The client was assisted in primary health care, in a hospital
context, and was referred by the primary care doctor to psychological services for
showing depressive and anxious symptoms. Anna was assessed by following the protocol
of the icare4Depression project, to verify her eligibility to participate in the project. It

should be noted that the research goals and procedures approved by the ethics committee
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were explained and presented to Anna, who then provided an informed consent to
participate in this study.

Throughout the evaluation session, it was found that the client experienced a
recurrent episode of major depressive disorder, consistent with the diagnosis of major
depression, and she was also diagnosed with generalized anxiety disorder. At the
beginning of the therapy, Anna presented depressed mood, loss of interest, hopelessness,
sleep disturbance, low self-esteem, and anxiety symptoms. Regarding the client's medical
history, previous episodes of depression were identified after her mother’s death (3 years
ago). At the time, Anna had been followed up only with medication. However, Anna felt
that depressive and anxiety symptoms became more intense a few months before the
evaluation session, after the loss of her sister-in-law to cancer, with the client being one
of her main caregivers. In addition to these episodes of grief, the client was living alone,
as her husband and daughters were working and studying abroad. The client’ social
support was scarce, and the emergence of negative thoughts increased: “I'm alone” and
“if something happens, I can't help them”. Regarding her medication, Anna was
medicated in the last 3 years with an antidepressant of Selective Serotonin Reuptake
Inhibitors (SSRIs) and an anxiolytic for emergencies belonging to the group of
benzodiazepines.

Therapist. The psychotherapist was a male licensed Psychologist, 43 years old at
the beggining of the intervention. He had 20 years of experience in therapy and 18 years
of experience in Cognitive Behavioral Therapy. The therapist received 20 hours of
specific training in blended therapy, including training on the use of all the platforms of

the icare4Depression project, specifically in the Moodbuster platform and in the mobile

app.
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Researchers. In the follow-up sessions, Anna was evaluated by a researcher who
was a member of the icare4Depression project team, and the same person who
administered the change interview. This researcher is a female PhD fellow in clinical
psychology (first author) with 31-years-old, 7 years of experience in Cognitive
Behavioral therapy and 3 years of experience in blended therapy. This researcher was
blind to the therapeutic process and outcome in Anna’s case.

The qualitative analysis involved two judges with experience in psychotherapy
change process research, and a third one acting as an auditor. The two judges were female
Ph.D. fellows in clinical psychology, aged 32 and 36 years old, with 6 and 7 years of
clinical experience, respectively. When the judges could not reach a consensus, they
consulted a third researcher (auditor). The auditor was a female Ph.D. researcher in
clinical psychology, with 19 years of clinical experience.

Treatment

The intervention followed the Cognitive Behavioral Therapy for depression
protocol, with an adaptation to the blended therapy format (Kemmeren et al., 2016;
Mathiasen et al., 2016). Anna had ten face-to-face sessions, complemented by seven
online modules in Moodbuster (c.f. Erbe et al., 2017). The therapist guided the client
through the completion of the online modules, which included: an introduction to blended
therapy, psychoeducation, behavioral activation, physical exercise, problem solving,
cognitive restructuring, and relapse prevention (see Table 1). Anna also had a mobile
application to monitor her automatic thoughts, sleep, eating, and anxiety symptoms (for
ecological momentary assessment), with available exercises for anxiety management.
The therapist monitored and helped Anna in the completion of the online modules and

the exercises of the mobile app.
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Table 1. Description of the face-to-face session and online models of blended therapy inf the
iCare4Depression project

Module/Face-to-face Session Objectives/contents

Introduction

Face-to-face Session 1

Psychoeducation

Face-to-face Session 2

Behavioral activation

Face-to-face Session 3

Physical exercise

Face-to-face Session 4

Cognitive restructuring

Face-to-face Session 5
and 6

Problem-solving

Face-to-face Session 7,
8and 9

Relapse prevention

Face-to-face Session 10

Presenting the platform's functioning in a detailed manner to explain the
process of blended therapy.

Collection of problem history and explanation of session functioning

Raising awareness about depression and its treatment, assisting patients in
setting therapeutic objectives, and encouraging self-reward through therapeutic
exercises.

Exploration of developmental history; Review and definition of objectives (in
accordance with Psychoeducation online module).

Encouraging the establishment of a balanced daily routine that incorporates
pleasurable activities. Providing exercises to identify and schedule pleasurable,
routine, and necessary activities, while monitoring their impact on pleasure and
competence.

Review of performed/scheduled pleasure activities: analysis of task completion
(expected levels of pleasure vs. experienced levels), obstacles to completion,
new activities. Introduction to Physical Exercise and anxiety management
(optional).

Promoting the practice of physical exercise by offering psychoeducation on its
benefits, providing strategies to overcome obstacles, and assisting in
scheduling and monitoring its impact on mood.

Introduction to Cognitive Restructuring; Training in thought recording.

Facilitating the alteration of patients' depressive automatic thoughts through
psychoeducation, strategies, and exercises aimed at challenging and replacing
them with more realistic thoughts.

Cognitive Restructuring: Introducing the challenge component: practicing
different challenge techniques during the session; creating alternative thoughts
based on provided examples. Review of intervention objectives thus far.
Introduction to Problem Solving (optional).

Providing strategies for addressing various types of problems, including
exercises for decision-making, planning, implementation, and evaluating the
effectiveness of problem-solving strategies.

Continuation of cognitive restructuring of recorded thoughts or situations that
occurred during the week. Exploration of Cognitive Schemas (optional - for
clients who allow it). Review of problem record and solution planning,
resolution of interpersonal problems, Problem-Solving - Unsolvable Problems
(optional).

To encourage the recognition of warning signs and the development of action
plans for coping with difficult future events, the self-help Moodbuster modules
are available if necessary.

Therapeutic process review along with the review of the online relapse
prevention module.

Measures

Note: The distribution of online module completion can vary based on clients needs. The modules for physical
exercise and problem-solving are optional

Structured Clinical Interview for DSM-5® Disorders: Clinician Version (SCID-

5-CV, First, et al., 2016) is a semi-structured interview that allows for conducting a
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systematic assessment of clients according to the Diagnostic and Statistical Manual of
Mental Disorders - 5th Edition (DSM-5). This interview consists of a clinical exploration
of mental disorders in an adult’s life and allows for the collection of general information
about the existence of psychopathology (First, et al., 2016).

Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) is a
self-report measure to assess the clients’ treatment credibility and outcome expectation.
Treament credibility refers to how logical and useful the treatment is and its reliability.
The expectation denotes the improvement that the client feels they will have with the
therapy (Devilly & Borkovec, 2000). This measure is scored on a Likert scale ranging
from 1 to 9 (e.g., 1 means “not at all”, 5 “somewhat”, and 9 “very much”) or from 0% to
100% (in 10-point increments). Items 4 and 6 are coded from 0% -100% are converted
linearly on a Likert scale from 1 to 9 (Devilly & Borkovec, 2000; Smeets et al., 2008). A
higher score in the CEQ indicates more treatment credibility and outcome expectation.
The Portuguese version of CEQ has 5 items with 2 subscales, (1) credibility with the first
3 items; and (2) expectations with the last 2 items. This version presents a good internal
consistency (o = .78; Silva,2021).

The Client Satisfaction Questionnaire (CSQ; Attkisson & Zwick, 1982; Larsen et al.,
1979) is a self-report measure that assess the global client treatment satisfaction in a
clinical context (e.g., quality of service, kind of service, met needs, reference, amount of
help, deal with problems, overall satisfaction, and return). A higher score in the CSQ
indicates greater treatment satisfaction. The Portuguese version has 14 items and presents
good psychometric proprieties with Cronbach’sa = .88 (Silva et al., 2023).

Patient Health Questionnaire (PHQ-9; Kroenke et al., 2001) is a self-report
questionnaire that evaluates depressive symptoms considering their duration and

intensity. The client answers nine questions using a Likert scale from 0 (never) to 3
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(almost every day). The final score is obtained by adding the classification of all items.
The Portuguese version has shown good psychometric properties with an internal
consistency of .86 (Ferreira, et al., 2019). The PHQ-9 cut-off score is 9 points combined
with an improvement of 50% (McMillan et al., 2010).

Clinical Outcome Routine Evaluation — Outcome Measure 10 (CORE-10; Barkham
et al., 2013) is a reduced version of the Clinical Outcome Routine Evaluation — Outcome
Measure (CORE-OM; Sales et al., 2012), that evaluates mental health. The CORE-10 is
clustered into 4 subscales: subjective well-being; complaints and symptoms; social and
personal functioning; and risk behavior (Barkham et al., 2013). The 10 items are scored
on a Likert scale that ranges from 0 (“never”) to 4 (“always”). The clinical cut-off score
is 11 with a reliable change index of 6 points. The validation of the Portuguese CORE-
OM has shown good internal consistency (o > .80; Sales et al., 2012).

Generalized Anxiety Disorders (GAD-7; Spitzer et al., 2006) is a 7 items
questionnaire that assesses generalized anxiety symptoms according to a Likert scale
from 0 (not at all) to 3 (nearly every day). The total score ranges from 0 to 21; the higher
scores indicate more severe anxiety symptoms. The Portuguese validation showed good
internal consistency (o = .88; Sousa et al., 2015). The GAD-7 cut-off score is 5 points for
the Portuguese population.

Client Change interview (Elliott, 2012) is a semi-structured interview developed
by Robert Elliott, which accesses the clients' perspectives of the changes that occurred
during the intervention, as well as the factors that influenced it (Elliott, 2012). The
interview takes between 30 to 45 minutes. This interview collects a qualitative assessment
of the changes considering the client's own words (Elliott, 2012). It also allows a
quantitative analysis of changes, through the client rating the changes according to a

Likert scale from 1 (totally expected) to 5 (totally surprise; Elliott, 2012).
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Procedures

The project was implemented within a hospital in the North of Portugal that had a
research collaboration protocol with the University of Maia. The icare4Depression
project was presented to all the clients referred to the psychology department with
depressive symptoms. All the clients that showed interest in participating in the project
had an assessment session to explore the existence of exclusion criteria, specifically: (a)
absence of symptoms for Major Depressive Disorder; (b) absence of proficiency in the
Portuguese language; (c) not having a computer and/or a smartphone with internet access;
(d) presence of severe psychiatric comorbidity requiring alternative treatments, primary
to depression treatment; (e) high risk of suicide; (f) currently receiving psychotherapy;
and (g) changes on medication in the last month or plans to change it before the end of
the study. The following inclusion criteria were considered: (a) age of > 18 years old; (b)
diagnosis of Major Depression Disorder; (c) PHQ-9 score > 9 at baseline; and (d)
availability to use the Moodbuster platform. It is important to note that the protocol for
this study was approved by the Ethics Committee of the Faculty of Psychology and
Educational Sciences of the University of Porto (2017/09-1) and by the Hospital where it
was implemented (Alto Minho Local Health Unit; n°29/2019-CES).

According to the icare4Depression project protocol, the clients that met the
inclusion criteria received 15 weeks of CBT treatment in blended therapy, with 10 face-
to-face sessions and 7 online modules delivered through the Moodbuster platforms. The
clients were assessed in several moments, i.e., at pre-treatment, post-treatment,
throughout the face-to-face sessions, and the three follow-up sessions (after 16, 26, and
52 weeks after the treatment beginning). All the clients and therapists gave informed

consent to participate in the current study.
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All the clients were evaluated with SCID-5 (First et al., 2016), a semi-structured
clinical interview to verify the diagnosis of depression, as well as the existence of
exclusion criteria;, PHQ-9 (Kroenke, et al., 2001; Ferreira, et al., 2019) to assess
depressive symptoms; CORE-10 (Barkham et al., 2013) and GAD-7 (Sousa et al., 2015;
Spitzer et al., 2006) to assess the mental health and general anxiety levels. They also
completed the CEQ (Devilly & Borkovec, 2000; reference to be inserted at the end of the
peer-review process) to assess the treatment credibility and initial outcome expectation,
even for those who were not included in the blended intervention. The clients who
participated in the blended therapy intervention during the 15 weeks were monitored in
all sessions with the PHQ-9 (Kroenke, et al., 2001; Ferreira, et al., 2019), CORE-10
(Barkham et al., 2013), and GAD-7 (Sousa et al., 2015; Spitzer et al., 2006).

In the post-treatment phase and the follow-up session (one week after the end of
the treatment; i.e. 16 weeks after the treatment began), clients were evaluated for
depressive symptoms with PHQ-9 (Kroenke, et al., 2001; Ferreira, et al., 2019), as well
as treatment satisfaction with CSQ (Attkisson & Zwick, 1982; Larsen et al., 1979). Thus,
the SCID-5 (First et al., 2016) questions regarding depression and anxiety were used to
evaluate the presence of criteria for the diagnosis of these disorders. At the second follow-
up session, 10 weeks after the end of the treatment (i.e. 26 weeks after the treatment
began) all the clients were also assessed in terms of depression (PHQ-9; Kroenke, et al.,
2001; Ferreira, et al., 2019) and treatment satisfaction (CSQ); Attkisson & Zwick, 1982;
Larsen et al., 1979) measures, and the Change Interview was applied (Elliott, 2012). The
Change Interview was recorded in audio, as considered in the informed consent presented
at the beginning of the intervention. Similarly, in the first follow-up session (i.e. 16 weeks
after the treatment began), the presence of criteria for the diagnosis of depression was

also evaluated. The therapeutic outcome of this case was evaluated by the decrease in
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depressive symptoms below the PHQ-9 cut-off point, namely below 9 (Kroenke, et al.,
2001; Ferreira, et al., 2019) combined with an improvement of 50% of depressive
symptoms (McMillan et al., 2010). Anna’s change interview was transcribed following
the procedures of Mergenthaler and Stinson (1992) to allow for further qualitative
analysis regarding her perspective of change according to the goals of the present study.

Coding Procedures

The hermeneutic single-case efficacy design uses quantitative and qualitative
methods to evaluate the treatment causality in single therapy cases. The hermeneutic
single-case follows some elements for its analysis, namely: 1) client and therapist’s
essential data (e.g., demographic information, diagnosis, and clinical problems); 2)
quantitative outcome measures (which are applied not only at the beginning and at the
end of therapy but also monitored across the therapeutic process), as well as weekly
measures of the client’s main therapy-related problems or goals; 3) change interview to
access the client perspective of changes; 4) helpful events of therapy, a qualitative
measure to access the client perceptions of significant therapy events; 5) and records of
therapy notes, e.g., therapist process notes, videotapes of the session (Elliott, 2002; Elliott
et al., 2009).

In this case study, it was not possible to meet all the criteria regarding the
hermeneutic single-case design, since this case was collected within a funded project
where some measures were not considered (namely, the analysis of helpful events of
therapy and records of therapy notes). The analysis of outcome measures in Anna’s case
considered the depressive symptoms, anxiety symptoms and mental health cut of points
for each clinical measure used, along with their respective reliable change indexes. Also,
the client’s main therapy-related problems or goals were monitored with Moodbuster

exercises at the begging and end of therapy.
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Considering the previously mentioned adjustments, the judges read the coding
procedures of the hermeneutic-single case design theory proposed by Elliott (2002; 2009)
and received a package of documents with instructions on how to approach the
information and how to formulate a response. These documents also included the
transcripts of the change interview, data collected in the Moodbuster modules, and data
regarding the outcome measures collected in the face-to-face sessions. Each judge coded
and commented independently on the client's changes. At the end of this process, they
rated the level of these changes using a scale of 0 to 100%. During the final phase, the
judges discussed the findings to find a consensus on the ratings. The auditor was consulted
when disagreements emerged.

Results
The results will be presented starting with a characterization of the client's symptom
evolution throughout the process, followed by the characterization of the outcomes and
treatment credibility and outcome expectation. Finally, we will focus on the client's

perspective upon the changes that were achieved.

Client symptoms in the course of therapy

As previously mentioned, the intervention had 10 face-to-face sessions
complemented by 7 online modules. Depressive symptoms were monitored both in face-
to-face sessions and at the end of each of the online modules carried out on the
Moodbuster platform. The modules were carried out between face-to-face sessions. It
should be noted that the client completed all Moodbuster online modules. Regarding the
face-to-face sessions, it is possible to see in Table 2 the evolution of the depressive,
anxiety and mental health symptoms. The depressive symptoms are below the cut-off
point in session 3 (as can be seen in Table 2) and remained below until the follow-up

sessions as previously seen in Table 4. The anxiety symptoms in Anna's case are
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particularly important since she had comorbidity with a diagnosis of generalized anxiety.
Anna’s mental health tends to improve over the 10 sessions, since the symptoms remained

stable below the cutoff point from session 3 onwards, until the end of the process (see

Table 2).
Table 2. Symptom’s evolution in face-to-face sessions
S1 S2 S3 S4 S5 Se S7 S8 S9 S10

Depressive o0
symptoms 9 10 o 7 6 g 5 4 o0 5 5 3 o 3
(PHQ-9) g . g £ 2
Mental 8 2 5 g Z §
Health 200 321 %8 8 g5 10 % 9 & I 15 10 7 & 9
(CORE-10) = E 5 © 3 o
Anxiety é .g Ei = _§ §
symptoms S = £, & A~ T
(GAD) 12 & 13 2 6 = 5 8 6 6 7 6 5 22 6

Note: between the face-to-face session the client completed the online modules

Depressive symptoms decreased at the end of the online modules in Moodbuster.
However, it should be noted that in the face-to-face sessions following the module of
behavioral activation, cognitive restructuring, and problem-solving, there is a small
decrease in depressive symptoms and mental health symptoms (see Table 2 and Table 3).
This can be interpreted as a reaction to the opportunities for therapeutic work conducted
in the previous sessions. The behavioral activation module, besides doing some
psychoeducation, fosters the scheduling of activities, definition of routine, pleasure, and
necessary activities. Anna had symptoms above the cutoff point in the psychoeducation
module, whereas in the behavioral activation module she scored 2 on the PHQ-9,
subclinical symptoms (see Table 3). In the next face-to-face session, the client also
experienced a decrease in depressive symptoms that droped below the cutoff point, but
this reduction was more significant in mental health symptoms. More specifically, the
mental health symptoms not only fell below the cutoff point but also changed
significantly, fulfilling the reliable change criteria (see Table 2). It is noteworthy that the

protocol for the third face-to-face session included continuing the behavioral activation
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work. The cognitive restructuring module, besides doing psychoeducation about
automatic thoughts, and cognitive errors associated with depression also presented
cognitive restructuring exercises. In this module, Anna reported a slight increase in
depressive symptoms (see Table 3), possibly due to the fact that she was facing some
more pervasive issues underlying her symptoms. Furthermore, in the face-to-face sessions
5 and 6, the work carried on to the identification of automatic thoughts and also to their
restructuring. Here, the client showed a slight decrease in depressive and mental health
symptoms, which may indicate that completing the module and the cognitive
restructuring work in the face-to-face sessions had a positive impact on the symptoms.
Finally, the problem-solving module provided psychoeducation on different types of
problems (i.e., small problems or problems with solutions, problems without solutions,
and interpersonal problems) and offered a set of exercises to facilitate their identification,
as well as resolution strategies. During the completion of this online module, Anna
maintained her depressive symptoms below the cutoff point. However, in the subsequent
face-to-face sessions, where the protocol included working on problem-solving issues,
the client experienced a slight increase in depressive symptoms, along with an increase
in her mental health symptoms. This latter moment is the only time during the therapy
when Anna scores above the cutoff point for the CORE-10.

In the relapse prevention module, the client explored the achievement of the
therapeutic goals, namely: a) better sleep; b) being more willing/gaining motivation to
leave the house and involve herself in pleasurable activities; ¢) enrolling in a sport and go
alone to this activity; d) experiencing greater concentration; e€) learning to live with
loneliness; and, f) stop having anxiety attacks. Anna classified the achievement of these

goals as satisfied, rather satisfied, or very satisfied (see Table 5), which is similar to the
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results of high satisfaction with the treatment found in the follow-up session (see Table

4).
Table 3. Depressive symptoms (PHQ-9) at the end of each module on the online platform (Moodbuster)
Relapse
Psycho- Behavioral Physical Cognitive Problem Prevention
Education Activation Exercise Restructuring Solving (Maintenance)

Depressive
symptoms 10 2 5 7 5 4
(PHQ-9)

Table 4. Description of depressive symptoms, treatment credibility, and expectation of treatment,
treatment satisfaction in T0, T1, T2, T3

TO T1 T2 T3
Depressive symptoms (PHQ-9) 11 6 4 6
Treatment credibility (CEQ) 22 - - -
Expectation (CEQ) 15
Treatment Satisfaction - 55 48 50

Table 5. Exercises completed by the client in the module of psychoeducation at the beginning of therapy
and the relapse prevention module at the end of therapy in Moodbuster Platform

Treatment Goals

Satisfaction®

Client comments

Better Sleep

Rather satisfied

“I only managed to achieve this goal with the help of my
psychologist, as I had to keep myself busy with leisure
activities.”

go alone to this activity

Be more willing/pleasure to leave | Satisfied “By being enrolled in the gym, I met new friends, and

the house learned to control my breathing and practice some
activities without getting hurt.”

Being able to enroll in a sport and | Very satisfied “I started by signing up for the gym, going 3 times a

week and having another class with the PT.”

Have greater concentration

Rather satisfied

“With the help of the psychologist and my PT I learned
that everything is achieved, but I had to learn to deal
with my thoughts.”

Learn to live with loneliness

Rather satisfied

“By doing the exercises that my psychologist was
proposing to me during the consultations, I learned to
control the saddest moments and with loneliness.”

Stop having anxiety attacks

Rather satisfied

“If I think about the work done so far, it's trying to
replace the errors of thoughts with positive thoughts.”

Note: ® rated by a Likert scale: unsatisfied, satisfied, rather satisfied, very satisfied.

Outcome

The client showed mild to moderate depression in the assessment session,

followed by high treatment credibility and outcome expectation (see Table 4). In the first

follow-up, Anna had slight depressive symptoms, being below the cutoff point of PHQ-

9 but also achieved an improvement of 50% of depressive symptoms (McMillan et al.,

2010) congruent with a reliable change for depressive symptoms assessed by this measure
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(see reliable change index scores for PhQ-9 in 9 McMillan et al., 2010). Thus, we can
consider this case to be a good outcome case, as Anna’s symptom values remain below
the cut-off point and met the criteria of reliable change index in follow-up 2 and the third
follow-up (see Table 4). The client also showed high satisfaction with the treatment
during the follow-up sessions (see Table 4).
Client Change Process

Anna’s change process was analyzed qualitatively by the change interview applied
in follow-up 2 (i.e. 26 weeks after the treatment began). In the change interview, the client
identified 6 main changes: feeling more encouraged and energetic, more self-esteem and
self-confidence, and better managing her worries and anxiety symptoms (see Table 6).
The client considered that 5 changes were coded with “surprising”, “very important”
and “extremely important” (see Table 6). The client also considered that these changes
would not happen without the therapy. Referring to the change “better management of
anxiety symptoms”, Anna considered this as an “expected change”; however, on Anna’s
perspective, this change would not have occurred without the therapy and was classified
as “extremely important” (see Table 6). When Anna was asked about non-changes or

negative experiences with therapy, she did not mention any.

Table 6. Summary of client change and rating at the second follow-up Change interview

Level of surprise  Likelihood without Importance of
Changes a b c
at change therapy change
1. Felling more 5 | 4
encouraged
2. Felling with more 5 | 4
energy
3. More self-esteem 5 2 5
4. More self-confidence 4 1 5
5. Better management of 5 1 5
worries
6. Better management of ) 1 5

anxiety symptoms
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Note: *1= expected 3= neither, 5= surprising’ ®1= unlikely, 3= neither, 5=likely’ °1= not at all, 2= slightly, 3=
moderately, 4= very, 5= extremely.

Summary of the Arguments

Affirmative brief: The Affirmative brief consists of evidences towards the changes
reported by Anna that could be attributed to the therapy. The client identified 6 changes
that occurred during therapy and considered that these changes would not occur without
them (see Table 6), namely: felling more encouraged and with more energy, more self-
esteem and self-confidence, better managing her worries and anxiety symptoms. In
addition, in the relapse prevention module of the Moodbuster platform, Anna emphasizes
the role of the therapist and the therapy for achieving the therapeutic goals (see Table 5)
and she considered that she was “rather satisfied” or “very satisfied” with the
achievement of the therapeutic goals. In the change interview, the client emphasized the
fact that these changes were sustained even through difficult periods, such as the
lockdown periods during to the pandemic. Specifically, Anna highlighted the behavioral
activation and physical exercise modules, the mindfulness strategies, and how keeping
these strategies during the lockdown periods played a key role in her well-being. The
client also pointed out that the face-to-face sessions that explored the situations of
loss/grief were particularly important. These sessions helped Anna to deal with her losses,
as well as to deal with the moments of loneliness. The change process helped Anna in the
overall contexts that she had entered in contact with (e.g., with her family; at work), with
more confidence and less symptomatology. The indexes of the outcome measures showed
evidence of Anna’s improvement (less depression and anxiety and better mental health).
These effects were considered a direct consequence of the therapy.

Skeptic arguments: Anna several times stated the importance of the therapeutic
alliance and the Moodbuster platform as a primordial step to the achievement of the

therapy goals. Therefore, Anna tends to be a person with energy and independence,
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regarding her work, for example. She considered that the changes achieved were due to
the therapy since she was depressed before the therapy. As stated before, we consider that
the several lines of evidence support that Anna’s change was not due to social desirability.
The change process occurred due to her motivation and willingness to overcome the
issues that she worked on during therapy.

Affirmative rebuttal: The Affirmative rebuttal to the Sceptic brief highlights the
presence of reliable change on quantitative outcome measures, indicating a global reliable
change in the client’s problems. Changes were statistically reliable, according to the RCI
indexes for the outcome measures used (she started with 11 points and in all the folloup-
session remained below of 6 points), providing evidence for Anna’s improvements, as
illustrated in Table 3 and Table 5.. Anna can be considered a good outcome case for the
treatment of the diagnosis of depression, achieving reliable changes (according to the RCI
index for PHQ-9; McMillan et al., 2010).

Skeptic rebuttal: The Sceptic rebuttal aimed to demonstrate that all the arguments
presented in the Affirmative case were invalid. The changes that occurred in Anna’s case
were due to the therapy. The therapeutic alliance and the personal characteristics of Anna,
as a client, seem to be an important factor in the success of the therapy. The blended
therapy was also beneficial to Anna since she showed committement to the online and
face-to-face sessions accross all phases of the therapeutic process. Thus, besides the
higher outcome expectation, some of the results were considered new for the client, in a
good way. She came out of her comfort zone, and she was surprised with her results. The
changes were maintained after the end of the treatment.

Judgments: The judges independently concluded that Anna did change with a mean

level of certainty of 85% (the probability ratings were 90% and 80%, respectively). Both
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judges also concluded that the therapy contributed substantially to change, with a mean
level of 93% (90% - 95%, respectively).
Discussion

The present study aimed to characterize quantitatively Anna’s initial treatment
credibility and outcome expectation about the blended therapy, as well as her evolution
in terms of depressive, anxiety, and mental health symptoms across the therapeutic
process. From a qualitative perspective, the main aims here were to understand the
changes reported by Anna at the end of the therapy and to what/whom she attributed those
changes.

Considering that treatment credibility refers to the reliability of the treatment and that
outcome expectation refers to how much the clients believe the treatment to work with
them (Devilly & Borkovec, 2000), in online interventions, research shows that clients
usually evidence low treatment credibility and outcome expectations (Donker et al., 2013;
Gerhards et al., 2011b). However, the quantitative results show that Anna presented
higher treatment credibility and at the beginning of treatment, with similar results found
in face-to-face therapy studies (Mooney et al., 2014; Tran & Bhar, 2014), as well as in a
pilot study of blended therapy (reference to be inserted at the end of the peer-review
process). Although treatment credibility and outcome expectation still have not been
much explored in blended therapy studies, this study suggests that this client showed a
good acceptance of these interventions, in line with the results found in prior studies (van
der Vaart et al., 2014).

Regarding the symptom’s evolution, the depressive, anxiety, and mental health
symptoms decreased across the therapeutic process, even when evaluated during the
online modules. This is consistent with another case study in blended therapy which

reported a symptom reduction only with face-to-face sessions and with the online
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modules (Titzler et al., 2018). In addition to the face-to-face sessions, Anna's case seems
to show 3 modules that had more impact on her depressive symptoms, namely, the
modules on behavioral activation, cognitive restructuring, and problem-solving. These
modules were also identified by the client during the change interview. Our hypothesis is
that these modules may have created opportunities for therapeutic work, particularly the
problem-solving module for addressing the grief-related issues that Anna brought as a
problem. The completion of this module and the subsequent face-to-face sessions
coincide with one of the moments that the client identifies as being significant for her,
specifically the exploration of her family losses, where she also considers the importance
of the therapeutic alliance as a crucial element for this work. These results can be
explained in light of existing research, as particular adjustments for the intervention to
align with Anna’s therapeutic goals, a barrier in the online interventions that blended
treatments seem to overcome more successfully (Richards et al., 2018). Personalization
and professional support seem to be important aspects throughout the process, and the
complementarity of face-to-face sessions and online modules seems to have had an
impact on Anna’s depressive symptoms (Titzler et al., 2018; Urech et al., 2019). The
analysis of the relapse prevention module, which assesses the client's achievements and
satisfaction with the treatment, also presents evidence confirming this. The maintenance
of high satisfaction with the treatment assessed after the intervention suggests that
blended therapy can overcome the barriers of the need for greater professional support
and treatment personalization identified in online interventions, promoting greater
adherence to the intervention (Knowles et al., 2014, 2015).

Anna's is considered a good-outcome case, as depressive symptoms remain below
the cutoff point at the end of the intervention and there is a decrease of half of the total

score, fulfilling the criterion of 50% recovery of reliable change index determined for
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PHQ-9 (McMillan et al., 2010). It should be noted that these results are maintained
throughout the follow-up sessions, which coincided with lockdown periods of the
pandemic by COVID-19. These results indicate the effectiveness of blended therapy also
in primary health care (Erbe et al., 2017; Etzelmueller et al., 2020; Richards et al., 2018),
as well as a support the evidences of these treatments as a possible viable intervention in
the post-pandemic scenario, to face increases in the prevalence of mood and anxiety
disorders (Xiong et al., 2020). However, these results must be considered with caution,
since we are analyzing only one case. Nevertheless, it would be important to explore
these issues in more complete samples, to provide further indicators on how blended
therapy works in cases with higher severity of depressive symptoms.

The analysis of Anna's changes throughout the therapeutic process seem to be due to
blended therapy. The judges considered that the changes that occurred in the client were
due to therapy with an average of 93% degree of certainty, demonstrating robustness in
the attribution of the client's changes to being involved in the therapeutic process. The
judges did not identify external elements of the therapy that might have influenced the
change process. However, the client's motivation and engagement in therapy (client
factors) seem to be characteristics that contributed to the achievements in the client's
process and related to the psychotherapy process (Holdsworth et al., 2014).

Furthermore, through the analysis of the change interview, the therapeutic
relationship and face-to-face monitoring were elements highlighted by the client as
promoters of change. This is in line with previous research, as the therapeutic alliance is
an important factor of psychotherapy identified and systematically associated with the
changes achieved by psychotherapy clients (Baier et al., 2020). Furthermore, it is an
indicator of the contributions of blended therapy to fill the gap in online interventions

with less professional monitoring.
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The analysis of the present case allows us to understand not only the effectiveness of
blended therapy but also how the process of change occurred from the client's perspective.
Going a little further, it shows us the client's most important moments and modules
throughout the process, suggesting that it is more accepted than online interventions. Even
with the richness of the case studies, this study presents limitations in the generalization
of the results found since we only analyzed Anna’s case. Additionally, it was not possible
to follow all the procedures of the hermeneutic single case-study theory, which may
influence the interpretation of some results.

As a primary health care case study, this study has important implications for clinical
practice and for therapists working in this setting, highlighting the themes, strategies,
online modules, and mechanisms of change that are important for the therapeutic process.
However, some issues need to be addressed, namely in future studies exploring the
differences and adherence to blended therapy during a period of the pandemic by COVID-
19, by exploring differences with the pre-pandemic period. Another aspect to be explored
in the future would be therapists' perspectives on the changes identified by clients.
Finally, and to overcome the greatest limitation of this study, it would be important to
explore the perspectives of these changes in more clients, using, for instance, a thematic

analysis strategy, to confirm the results found.
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In this thesis, four investigations were developed that allowed us to reflect on the role
of outcome expectation and treatment credibility of clients in the initial phase of
psychotherapy, not only in routine practice but also in blended therapy for depression. In
addition, it was also possible to explore client satisfaction with blended therapy and their
perspective on change in the psychotherapeutic process. The discussion of the results of
the four investigations carried out will be integrated with the following aspects: 1)
Validation and psychometric quality of measures of treatment credibility and outcome
expectation and satisfaction with treatment; 2) Effects of treatment settings on outcome
expectation, treatment credibility, and pre-therapy patient characteristics; 3) Client
perspective on change in blended therapy for depression; 4) Limitations; 5) Conclusion,

future research and clinical implications for clinical practice.

Validation and psychometric quality of measures of treatment credibility and
outcome expectations and satisfaction with treatment

The central focus and departure point of this PhD thesis is the analysis of the client's
perspective in different ways, with the analysis of treatment credibility and client outcome
expectation, and treatment satisfaction. However, there were no validated measures for
the Portuguese population that assessed these constructs. The CEQ and CSQ-14 are the
most usually used measures for assessing treatment credibility and client outcome
expectations, as well as treatment satisfaction, thus the importance of validating them for
the Portuguese population.

In the CEQ, the validation study results were similar to the original validation study
(Devilly & Borkovec, 2000), but also in similar validation studies (e.g., Coste et al., 2019;
Mertens et al., 2017; Nock et al., 2007; Smeets et al., 2008) which not only shows good

psychometric indicators but also confirms the two-factor factorial structure model: one
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for treatment credibility and another for outcome expectation. Furthermore, the validation
study denoted the applicability of the measure in routine practice. This initial study also
oriented towards the need to understand if specific client clinical characteristics lead to
higher treatment credibility and better outcome expectations and if there is an effect of
treatment setting as is suggested in some research (Constantino, Visla, et al, 2018).
Concerning the validation study of CSQ-14, the results of the factorial structure are
similar to other research studies (Attkisson & Zwick, 1982; Larsen et al., 1979; Matsubara
et al., 2013; Roberts et al., 1984; Sabourin et al., 1989; Vazquez et al., 2019), showing
the existence of one factor and good psychometric proprieties. The innovation of this
validation was the semi-confirmatory analysis that was performed with Bootstrap, which
showed a good index of adjustment of the presented factor structure, consolidating the

applicability and robustness of this measure.

Effects of Treatment Settings on Outcome Expectation, Treatment Credibility, and
Pre-Therapy Client’s Characteristics

This study had two main aims: the first one was to explore the differences between
treatment credibility and outcome expectation and pre-therapy patients' characteristics in
different treatment settings (i.e. routine practice and open trial) at the baseline. The second
aim was to explore the effect of treatment setting and pre-therapy client characteristics on
the outcome expectations and the interaction of these variables.

The findings indicate that treatment credibility is significantly higher in the open trial,
while outcome expectations are significantly higher in the routine practice. This
divergence in treatment credibility may be attributed to the consistent presentation of
intervention rationales in the open trial, as required by the research design. Conversely,

such presentations may have been less frequent in routine practice. Previous research
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suggests that providing a rationale for the intervention can enhance treatment adherence
and confidence (Constantino et al., 2017; Frovenholt et al., 2007). These findings should
be considered in future studies to reinforce important elements for clinical practice that
align with patients' treatment preferences and needs (Constantino et al., 2012;
Constantino, Coyne, et al., 2018).

Moreover, the fact that most open trial clients who participated in this study have had
prior therapy experiences may contribute to these results. Previous research has shown
that varying levels of previous experiences can impact treatment credibility scores
(Frovenholt et al., 2007). Positive experiences in previous treatments can foster greater
engagement in the therapy process and enhance treatment credibility (Constantino et al.,
2017; Constantino, Coyne, et al., 2018; Frovenholt et al., 2007; Sandell et al., 2011).

Regarding outcome expectations, the study reveals significantly higher scores in the
routine practice context compared to the open-trial research design. This finding can be
explained by the severity of depressive symptoms observed in open trial clients, which
exceeds the average depressive symptom scores found in the routine practice. Previous
research indicates that higher symptom severity is associated with lower expectations for
treatment outcomes (Cohen et al., 2015; Constantino et al., 2014).

The prediction analysis of client-therapy characteristics indicates that baseline
outcome expectations are more influenced by clinical variables, such as medication use
and the severity of depressive symptoms. This finding helps to clarify the distinctions
between the constructs of outcome expectation and treatment credibility. While these
constructs are related, outcome expectation is primarily linked to the client's emotional
beliefs about therapy, reflecting their perception of how effective a particular treatment
will be (Constantino, Visla, et al., 2018; Devilly & Borkovec, 2000). On the other hand,

treatment credibility pertains to the client's perception of treatment reliability and
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constitutes a cognitive element or focus (Devilly & Borkovec, 2000). Outcome
expectation can also be associated with feelings of hope, reflecting a sense of optimism
that a specific treatment will be beneficial. According to Snyder's hope theory (2002),
hope is rooted in a state of positive motivation for change, highlighting the client's active
role in the therapeutic process and their expectation of positive results. However, clients
who have a reduced sense of hope, often due to the severity or recurrence of depression,
may experience compromised motivation and a biased outcome expectation influenced
by the severity of their symptoms (Snyder et al., 2000; Vilhauer et al., 2013).

The second multipreditor model suggests that medication, depressive symptoms
severity, and treatment settings explain 17% of the baseline outcome expectation.
Previous research has shown an effect on the severity of depressive symptoms: clients
who have higher severity of symptoms show lower outcome expectations (Cohen et al.,
2015; Constantino et al., 2017; Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019,
2021), also, medication use seems to have a positive effect on the baseline outcome
expectation (Rutherford et al., 2018), which is consistent with what we found in our study.
However, when we explored the interaction model between the variables, it was not found
to be statistically significant, which means that the interaction of the pre-therapy client
characteristics variable, and the treatment setting variable did not influence that baseline
outcome expectation. These results, similar to those found in previous studies, seem to
suggest that pre-therapy patient characteristics have an important role in the prediction of
baseline outcome expectations (Cohen et al., 2015; Constantino et al., 2017; Swift et al.,
2012; Tsai et al., 2014; Visla et al., 2019, 2021) and that those expectations do not seem
to be influenced by the treatment setting. Possibly the effect found for the treatment
setting is due to other variables, like therapist effect or other factors that were not

controlled in this study. However, there are some variables that distinguish these
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treatment settings, such as the presentation of the rationale (always present in the open
trial condition), which can influence clients specifically in the treatment credibility
dimension.

The results of this study reinforce and consolidate those obtained in previous studies
by suggesting an association of pre-therapy clients’ characteristics with outcome
expectation. Considering these constructs at the baseline or beginning of treatment may
promote a higher involvement in therapy. The exploration of the interaction of the client's
characteristics and treatment setting on treatment credibility and outcome expectation was
an innovative aspect considered in this study. Although the results were unclear as to what
the effect of the treatment setting was due to, it allowed to address some questions, namely
whether these effects of the treatment setting were due to other clients and therapists’
variables, for instance, diagnoses, and therapists' experience. That should be an important
line of inquiry to explore in future research.

It is important to acknowledge several limitations of this study. One key limitation
arises from the heterogeneity of the treatment settings under focus (routine practice and
open trial). We included two treatment settings with clients who exhibited a wide range
of pre-therapy characteristics, particularly regarding the diagnosis, with the open trial
mainly consisting of clients with depressive symptoms. The differences in these
characteristics and the recruitment procedures for the open trial may have influenced
clients' perceptions of treatment credibility and outcome expectation.

Another crucial limitation that warrants investigation in future studies is the impact
of therapist effects. In this study, some therapists only treated a single case, which may
have introduced variability in outcome expectations among therapists. Exploring and
addressing these therapist effects is essential for a more comprehensive understanding of

the factors influencing treatment credibility and outcome expectations (Visla et al., 2019).
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Lastly, it is important to acknowledge a potential limitation regarding the
measurement of treatment credibility and outcome expectation at the beginning of therapy
as a baseline measurement. This approach may have limitations, particularly considering
studies that demonstrate how these scores can fluctuate throughout the course of treatment
(e.g. Constantino et al., 2021; Visla et al., 2019, 2021). However, the main goal here was
to replicate studies about the effects of research design and clients' characteristics; so, the
measurement procedures were similar to others (e.g. Cohen et al., 2015; Constantino et
al., 2017; Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019, 2021). It remains also
important to understand whether the treatment credibility and baseline outcome
expectation scores predict the patients’ involvement throughout the therapy, as well as
their treatment evolution.

The present results can also be discussed considering the contextual model for
common factors, particularly concerning the influence of contextual factors on the client's
perspective of therapy (Wampold, 2015; Wampold & Imel, 2015). Considering these, it
would be helpful to analyze if therapists have an awareness of client change trajectories
and their outcome expectation not only across the therapeutic process (Owen et al., 2015;
Wampold & Imel, 2015) but also before it started. Constantino, Visla, and colleagues
(2018) suggest that therapists should address outcome expectation of psychotherapy by
providing psychoeducation about treatment approaches, discussing evidence-based
practices, and fostering realistic optimism about treatment. The implementation of these
kinds of strategies may increase the client's motivation and engagement in therapy
(Constantino et al., 2012). The therapist should assess and discuss these factors with their
clients to better understand their perspectives and adapt the treatment accordingly
(Constantino et al., 2012; Constantino, Visla, et al., 2018). For example, clients with more

severe symptoms may have lower outcome expectation, and addressing these
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expectations may require additional support and psychoeducation (Constantino et al.,
2012; Constantino, Visla, et al., 2018). Attending to these factors, clinicians can optimize
the therapeutic process, strengthen the therapeutic alliance, and potentially enhance

treatment outcomes for their clients (Constantino et al., 2012).

Client perspective on change in blended therapy for depression

The fourth research study was a hermeneutic single case study in primary health care
that intended to analyze the initial treatment credibility and outcome expectations, as well
as the evolution of the symptoms across the therapy and also the treatment satisfaction at
the end of the blended intervention. As a hermeneutic single case study, it also aimed to
analyze the client's perspective on the changes that occurred during therapy, as well as
whether these are due to blended therapy.

The quantitative results of Anna's case study, similar to the previous study presented
and the results of face-to-face therapy studies (Mooney et al., 2014; Tran & Bhar, 2014),
showed higher treatment credibility and outcome expectations at the beginning of
treatment. Although treatment credibility and outcome expectations are still not much
explored in blended therapy, research suggests that clients show greater acceptance of
these interventions (van der Vaart et al., 2014) contrary to what happened with Internet-
based interventions in pre-pandemic periods. Previous research on internet-based
interventions showed high dropout rates, due to low outcome expectation and low
treatment credibility with these treatments, as well as low satisfaction with the treatment,
which led to low adherence to interventions (Donker et al.,2013; Etzelmueller et al., 2020;
Gerhards et al., 2011; Sanders et al., 2012). According to this case study and the third
study previously presented which analyzes the treatment credibility and outcome

expectation of blended therapy, our findings seem to point out that blended therapy has a
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better acceptance from the client's perspectives. Although these results cannot be
generalized because the third study involved an open trial sample in blended therapy. We
do not have indicators of the results of treatment satisfaction of clients who had blended
therapy, it at least indicates that clients are available for blended therapy as a form of
intervention. In addition, in the case study, the quantitative scores related with treatment
satisfaction are high, indicating that clients may show higher acceptance of blended
therapy to detriment of internet-based interventions.

The client analyzed in this fourth study was a good-outcome case, since she showed
reliable improvement and was below the cutoff point of depressive symptoms at the end
of the treatment and in the follow-up sessions (which coincided with a period of the
pandemic by COVID-19). These results suggest that blended therapy may also be
effective in a primary health care setting (Erbe et al., 2018; Etzelmueller et al., 2020;
Heoifedt et al., 2013; Richards et al., 2013; van Breda et al., 2018). Richards et al. (2013)
in a study in primary health care denoted that the clients who received blended therapy
recovered from depression after the intervention and maintained the results until after 12
months of treatment.

Blended therapy could be considered as a possible treatment for mood and anxiety
disorders, that during the pandemic COVID-19 significantly increased in prevalence
(Xiong et al., 2020). The studies of the effectiveness of blended therapy during the
pandemic due to Covid-19 are consistent with the previous research showing a reduction
of depressive and anxiety symptoms and an increase in adherence to the online treatment
platforms (Owusu et al., 2022).

In this case study, we found a decrease in depressive symptoms, anxiety, and mental
health symptoms across the therapeutic process, even during the completion of online

modules. Similar results were also found in another case study in blended therapy, which
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reported a symptom reduction not only in face-to-face- sessions but also after the online
modules (Titzler et al., 2018). The client of this case-study besides considering that face-
to-face sessions were important, also revealed that some of the online modules were
important for her management of depressive symptoms. These aspects highlight some of
the blended therapy assumptions, concerning the possible treatment adjustments to satisfy
the client's needs and goals, overcoming the barriers of internet-based interventions
(Richards et al., 2018).

Personalization and professional support are important aspects throughout the
process, and the complementarity of face-to-face sessions and online modules seems to
have had an impact on this case study (Titzler et al., 2018; Urech et al., 2019). Previous
research on this field also suggests that online tools facilitate the bridge between the
therapeutic content and client progress in face-to-face sessions (Cerga-Pashoja et al.,
2020). Urech et al. (2019), showed that clients consider that in blended therapy therapist
support has an important role in the treatment, not only in the face-to-face sessions but
also in the monitoring of the client’s adherence to the online modules. The client’s
perception of constant (and at distance) therapist’s monitoring increases self-
effectiveness and empowered them with problem resolution (Urech et al., 2019).

The maintenance of high satisfaction with the treatment assessed after the intervention
suggests that blended therapy can overcome the barriers of the need for greater
professional support and treatment personalization identified in online interventions,
promoting greater adherence to these intervention (Knowles et al., 2014, 2015). The
analysis of the client's perspective of changes throughout the therapeutic process seems
to be due to blended therapy. According Holdsworth et al., (2014) the client's motivation
and engagement in therapy seem to be characteristics that contributed to the client's

process of change which can be related to the change process in psychotherapy. From the
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client's perspective, the therapeutic relationship, and the therapeutic alliance had a central
role in her change process since these relationship elements helped to deal with emotional
pain in face-to-face sessions and encourage to engage in the online module. As suggested
in the research, the therapeutic alliance is an important mechanism of change in
psychotherapy (Baier et al., 2020). Furthermore, it is an indicator of the contributions of
blended therapy to fill in the gap of online interventions with less professional monitoring
and it seems that the mechanisms of change shown in face-to-face psychotherapy may
have the same relevance in this kind of intervention.

Limitations

It is important to consider some of the limitations present in the studies of this
dissertation. In the validation studies (first and second studies), the major limitation refers
to the sample size: although they comply with the recommendations (Gorsuch, 1983), a
larger sample in both validation studies, would bring more robustness. In the treatment
satisfaction validation study, the fact that the data collection happened at different stages
was also a limiting factor since some clients were already in the therapeutic process while
others were at the beginning of psychotherapy.

The major limitations of the third study were the heterogeneity of the intervention
contexts, for instance, the diagnosis in the open trial was mainly major depression while
in the routine practice was anxiety disorders, which could interfere with symptoms
severity and with outcome expectations. Also, the recruitment procedures were different
from the routine practice, and the absence of control for therapist effects was a limitation,
since some studies found variability of outcome expectations between therapists (Visla et
al., 2019). The measurement of treatment credibility and outcome expectations before the
beginning of therapy can also be a limitation, however, the main goal was the replication

of studies about the effects of client’s characteristics; therefore, the procedures of

161



measurement adopted here were similar to others (c.f. Cohen et al., 2015; Constantino et
al., 2017; Rutherford et al., 2018; Swift et al., 2012; Tsai et al., 2014; Visla et al., 2019,
2021)

The hermeneutic single case study, although it brought us the richness of the client's
perspective upon the changes occurring during a blended therapy treatment, does not
allow us to generalize the results. Another limitation, this time at a methodological level,
is the fact that it was not possible to rigorously apply all the procedures and measures of
analysis prescribed by the hermeneutic single case study method. However, the design of
the project iCare4Depression (where this case was sampled) did not contemplate this
methodology, which would certainly bring a more complete analysis of the client's

perspective on her therapeutic process.

Conclusions, future research, and clinical implication for the practice

The present PhD thesis, through the four studies developed, allowed concluding that
blended therapy, more than being accepted by primary health care clients, seems to be a
viable treatment solution for the reduction of depressive symptoms, as reported in the
case study. As suggested in the literature, this form of intervention seems to solve the
barriers of internet-based interventions, such as the lack of personalization of treatment,
the need for closer monitoring by the therapist, and promotes greater adherence to online
modules in the complementarity of face-to-face sessions (Richards et al., 2018).

This was also the first step towards studying process-efficacy variables, specifically
the mechanisms of change usually analyzed in face-to-face psychotherapy and
understanding that their relevance emerges in the same way in blended therapy.
Specifically, it would be important to analyze whether the therapeutic result is predicted

by the client's outcome expectations, not only at the beginning of the blended therapy and
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across the therapeutic process. This was a goal that was not possible to explore in the
present thesis due to sample constraints. Furthermore, the present studies recognize the
impact of the intervention context, and clinical and demographic characteristics on these
variables and mechanisms of change.

In future research, it seems to be important to explore how the mechanisms of change
interfere with the efficacy of blended therapy, not only for depression but also in other
diagnoses and different intervention contexts. Another aspect to be explored in the future
would be the therapists’ expectations and perspectives upon the changes identified by
their clients in blended therapy. Finally, and to overcome the greatest limitation of the
fourth study, it would be important to explore the perspectives of these changes in more
clients, using, for instance, a thematic analysis, to confirm the results found here.

The present dissertation seems to add important results not only for the
effectiveness and acceptance from the perspective of blended therapy clients, and in
primary health care setting. The analysis of their perspective is important because, on the
one hand, it allows not only to identify the changes that the clients recognize in
themselves in the sequence of the treatment and to access the specific impact of blended
therapy. This assessment is particularly important for adjusting the intervention to the
client's needs and increasing its effectiveness. In addition, it could be a first step to help
therapists in their routine practice to identify the themes, strategies, online modules, and

mechanisms of change that are important for the therapeutic process.
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