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Abstract 

The therapeutic relationship is a paramount constituent of psychotherapy. Thus, the patient 

and provider persona who form this bond, as well as their interactions, are central within the 

therapeutic process. Accordingly, research underpins that patient and therapist 

characteristics as well as features of their interaction affect therapy outcomes considerably. 

Yet, several questions remain open comprising ethical, process, and interaction-related 

aspects and hence deserve further scrutiny. Clinical practice would, for instance, benefit 

from an expanded understanding of patients’ decision making, effects of transparent 

practitioner communication, and prospects of individualized therapy implementation. Given 

the challenge of disparities and inappropriate provision of psychotherapy across countries, a 

thorough understanding of patient-provider effects and underlying mechanisms might also 

support the provision of optimized, ethically eligible, and feasible psychotherapies. 

To this aim, the present thesis zoomed in on three examples of patient-provider 

interactions in order to determine the importance of patient and provider roles and 

interactions for apt and ethically sound psychotherapies. Due to the complex and dynamic 

nature of psychotherapy, it seemed appropriate to adopt different methodological 

approaches. Consequently, this thesis builds upon distinct methodologies. Hence, i.) in order 

to determine health care providers’ influence on patients’ therapy uptake, a longitudinal 

study with oncological patients was conducted (Frey Nascimento et al., 2019; Study 1). 

Then, ii.) in order to assess the importance of a comprehensive treatment rationale, a 

randomized-controlled trial with a placebo intervention without deception was carried out 

with healthy participants by means of a heat pain experiment (Locher et al., 2017; Study 2). 

Further, iii.) a theoretical and ethical analysis on active patient involvement within the 

psychotherapeutic process was undertaken (Gerger et al., 2020; Study 3). 

The study of oncological patients’ therapy uptake (Study 1) showed that patients who 

reported to have received a recommendation by their oncologist were more likely to use the 

offer than those who did not report having received a recommendation independent of 

distress level (odds ratio = 6.27, 95% confidence interval = 3.14-12.85, p < 0.001). The heat 
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pain open-label placebo study (Study 2) revealed that healthy participants who obtained a 

plausible treatment rationale reported significantly less subjective heat pain intensity (t(146) 

= -2.15, p = 0.033, d = 0.43) and unpleasantness (t(146) = - 2.43, p = 0.016, d = 0.49) in 

comparison to a control group. The theoretical and ethical analysis (Study 3) indicated that 

active patient involvement should be strengthened and highlighted the need for transparent 

and patient-oriented communication within the therapeutic process.  

Concluding, the three presented studies corroborate the need for health care 

providers to be conscious about how their behavior and communication shapes patients’ 

decisions and affects therapy outcomes. What is more, in order to comply with ethical 

principles and to provide psychotherapy aptly, therapies should be patient-centered and, 

whenever possible, communication should be transparent. 

  



 

  

3 

 

 

“It felt as though my counsellor, without breaching boundaries, went beyond a professional 

level/interest and gave me such a human, compassionate response something I couldn’t put 

a price on ( … ) [I]t felt like she was giving from her core.” 

(Patient account in Knox, 2008, p. 185) 
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On the Healing Pathway – Zooming in on Patient-Provider Roles and Interactions in 

Psychotherapy 

1. Theoretical Background 

 1.1. Psychotherapy: Healing Through Social Interaction 

A plethora of theoretical and experimental excursions has been undertaken to reveal 

how individuals who suffer from distress and mental illness benefit from psychotherapy1 

(e.g., Wampold, 2019). The practice of psychotherapy itself already evolved more than 100 

years ago (Smith, 2017) and one may argue that some forms of social healing have always 

been present across all cultures (Frank, 1973). Psychotherapeutic practice emerged from 

diverse theoretical explanation models, up to date entailing a multiplicity of therapeutic 

techniques, whereas some focus rather on emotions, cognitions, or behaviour (Smith, 2017). 

However, there is a common ground: Commonalities underlying effective psychotherapies 

relate to genuine human characteristics. Those common features encompass, for instance, 

the effort of making sense of the world, having expectations, influencing with aid of social 

means, and - very importantly - the experience of connectedness (Wampold, 2012). Elkins 

(2016) declares human elements to be the active agents of therapeutic outcomes, therefore 

operating differently than biomedical mechanisms of change. In this view, human connection 

and social interaction elicit healing (Elkins, 2016). Psychotherapy, as being deeply related to 

human nature, demonstrates the need for humans to resolve psychological strain in the 

context of a human interaction (Cooper, 2007). Thus, verbal communication also plays a 

crucial role for the patient-provider relationship since it represents one of the most important 

patient-provider interactions itself, and enables therapists to access patients’ individual world 

views (Benedetti, 2011; Clauss, 1998; Westland, 2015). The various different prevailing 

theories of psychotherapy as well as the dynamic nature of therapy processes demonstrate 

                                                
1 For reasons of clarity, “psychotherapy” is used synonymously for any psychological intervention, 
assuming that evidence-based psychotherapeutic treatments build upon common factors, besides 
their specific ingredients (Wampold & Imel, 2015), while “patient” is used synonymously for any help 
seeking individual suffering from psychological distress. 
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the versatility of the art of healing my means of psychotherapy, yet human interaction and 

communication create the common ground of any psychotherapy. 

So far, several meta-analyses imply robust effects for psychotherapy benefits over 

time for different conditions (Lipsey & Wilson, 1993; Munder et al., 2019; Smith & Glass, 

1977; Weisz et al., 2006). For the treatment of several mental disorders a combination of 

psychotherapy and pharmacotherapy is recommended as first-line treatment, such as for 

persistent depressive disorders (Furukawa et al., 2018). Even though for some disorders 

psychotherapy may be as effective as pharmacological interventions, treatment uptake and 

adherence were found to be higher and relapse considerably less likely in psychotherapy, in 

comparison to pharmacotherapy (De Maat et al., 2006; Swift et al., 2017). Notably, patients 

with depression also showed higher quality of life after psychotherapy compared with 

pharmacotherapy, when controlling for publication bias (Kamenov et al., 2017). Moreover, 

patients – treatment seeking and not – showed a substantial preference for psychological 

treatments for mental disorders in comparison to pharmacological treatments (McHugh et 

al., 2013). Hence, psychotherapy appears to be the best treatment choice for patients 

suffering from distress and less severe mental conditions, while for more severe conditions, 

psychotherapy still bears several advantages in combination with adjunctive interventions.  

Furthermore, in regard of therapy adherence and relapse prevention of mental 

disorders, psychotherapy does not only benefit the individual but also clearly results in social 

gains. Hence, mental health conditions lead to detrimental distress for affected individuals 

and their close ones, but they also constitute a major public health problem, resulting in 

incremental costs for health systems and thus affecting national economic sectors (Sunkel, 

2020; Trautmann et al., 2016). Since, for example, subsequent costs due to work loss or 

hospitalization can be diminished with adequate mental health care, psychotherapy also 

benefits society as a whole (Lazar, 2010). In sum, adequate provision of psychotherapy is 

essential in health care systems which strive to meet needs of patients suffering from 

psychological distress or mental disorders appropriately. 
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For commensurate psychotherapy provision, a thorough understanding of how 

psychotherapy works is critical. In fact, psychotherapy entails dynamic and complex 

processes and is not simply translational to a medical model of healing (Elkins, 2016; 

Wampold, 2019; Wampold & Imel, 2015). There is neither only one single ingredient which 

makes psychotherapy work, nor are there “surreptitious ‘throw-ins’”, which seem to make all 

the difference (Yalom, 1980). Very early in psychotherapy history, Rosenzweig (1936) 

coined the term common factors, addressing the significance of effective implicit factors 

shared by different psychotherapeutic approaches. An example of an implicit common factor 

is “the perception of the therapist’s personality” (Rosenzweig, 1936) – underscoring the 

importance of human persona in the space of psychotherapy. Several decades ago, Frank 

(1973) mentioned that, “features that combat demoralization and facilitate helpful changes in 

attitude and behavior are shared not only by all forms of secular psychotherapy and religious 

healing in West, but also by healing methods of other cultures” (p. xiv). Indeed, several 

studies underpin that specific psychotherapy approaches contribute relatively little to the 

effectiveness of psychotherapy in contrast to contextual features such as the therapeutic 

relationship (see Wampold & Imel, 2015).  

Interestingly, most of what we know today about important contextual factors of 

interventions stems from placebo research and it can even be argued that placebo 

interventions themselves are effective psychological interventions (e.g., Enck & Zipfel, 2019; 

Gaab et al., 2018). Here, especially placebo interventions without deception deserve 

attention (Charlesworth et al., 2017). These so-called open-label placebos were found to 

ameliorate different clinical conditions while not interfering with patients’ autonomy and, 

therefore, providing an opportunity to harness placebo effects in clinical practice (e.g., 

Blease, Colloca, et al., 2016). Contextual factors discovered in the course of placebo trials 

are highly related to active agents of psychotherapeutic treatments and – going further – it is 

even questionable if placebo effects can be segregated from psychotherapy effects or if 

psychotherapy might be a placebo - or both rather an oxymoron (Boot et al., 2013; Kirsch, 

2005; Kirsch et al., 2016; Wampold et al., 2016). In any case, placebo research and 
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conceptualizations have essential implications for psychotherapy practice, research and for 

the general ethical conduct of interventions (Gaab et al., 2018).  

To date, components known to be vital for psychotherapy outcomes across different 

approaches comprise, among others, the therapeutic alliance, empathy, expectations, the 

awareness of cultural aspects, therapist particularities, and further factors associated with 

the therapeutic relationship (Norcross & Lambert, 2018; Wampold, 2015). However, while 

the historical debate has mainly focused on the superiority of specific ingredients versus 

common factors, it might be more relevant to investigate which features make 

psychotherapy inherently therapeutic and differentiate psychotherapy from other forms of 

healing (Budge & Wampold, 2015; Elkins, 2016). Furthermore, it should be questioned if 

effectiveness and efficacy are sufficient for a psychotherapy to be good and, in the same 

line, the importance of ethical soundness within the psychotherapeutic process has to be 

considered (Gaab et al., 2020; Trachsel et al., 2018). 

While psychotherapy effectiveness is widely out of question, active components and 

underlying mechanisms are still under investigation (Cuijpers et al., 2019). In fact, only a few 

breakthrough findings in psychotherapy research have been able to improve the field within 

the last decades (Prochaska et al., 2019). Along similar lines, mechanisms of therapeutic 

change have long been considered a black box in psychotherapy research (Zilcha-Mano, 

2020), and it is argued that, in particular, process-related variables have to be better 

understood (Hayes et al., 2020). Furthermore, a certain percentage of patients does not 

improve in psychotherapy effectiveness studies, whereas another part even deteriorates 

(Lambert & Shimokawa, 2011), and side-effects are also a common problem in 

psychotherapy (Berk & Parker, 2009; Moritz et al., 2019). The fact that psychotherapy only 

works for a certain part of patients and the prevalence of side-effects call for optimization of 

effective and safe psychotherapeutic interventions and demand further scientific 

investigation. Furthermore, Cuijpers and colleagues (2019) criticize that evidence of 

psychotherapeutic specific and common factors is limited due to several methodological 

constraints, since studies would merely indicate positive correlations between certain factors 
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with therapy outcomes, but not show clear-cut causality. Further, although several contextual 

factors are extensively studied in psychotherapy research, essential components 

responsible for therapy success, such as the individual therapist, the therapeutic 

relationship, and non-pathological characteristics of patients are still widely neglected in 

research agendas of empirically supported treatments and in clinical guidelines (Budge & 

Wampold, 2015; Norcross & Lambert, 2018). Nonetheless, particularities of patients, 

providers and their interactions appear to be key constituents of evidence-based treatments 

(Satterfield et al., 2009). Therefore, patient and provider roles as well as specific elements of 

the patient-provider interaction and communication deserve further scrutiny, since those 

components provide optimal starting points to ameliorate treatments. 

1.2. The Therapeutic Relationship as the Fundament of Psychotherapy 

Human interaction and the subsequent emergence of a relationship between provider 

and patient are ubiquitous in the healing context and, in particular, in psychotherapy (e.g., 

Cooper, 2007). To date, a significant body of research highlights that the therapeutic 

relationship consistently contributes to therapy outcomes, independent of any treatment 

approach (see Norcross & Lambert, 2018). According to Gelso (2009), the “real relationship” 

in psychotherapy is the genuine, transference-free experience and perception of one another 

and it emerges at the very first contact, while it is expected to deepen with the progression of 

therapy. Furthermore, the therapeutic relationship entails a feeling of belongingness and 

social connectedness (Wampold & Imel, 2015). In fact, all actions of and interactions 

between patient and therapist are inextricably intertwined with the therapeutic relationship 

due to their intrinsic relational value and hence cannot be separated (Gelso, 2009; Norcross 

& Lambert, 2018). Budge and Wampold (2015) delineate the interconnectedness of 

essential therapy features and the therapeutic relationship with their “tripartite relationship 

model” for psychotherapy, including three interconnected paths which show how relationship 

benefits therapy outcomes on separate but complementary routes: a) the real relationship 

between patient and therapist; b) expectations generated and maintained by coherent 

rationales and treatments; and c) the benefit of the experience of healthy actions. In this 
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respect, beyond the emergence of the real relationship, the importance of expectations 

created by cogent treatment rationales and treatment conduct is stressed (Budge & 

Wampold, 2015). Moreover, the path of the experience of healthy actions emphasizes the 

individual experience of patients and is hinting at the patient’s active role within 

psychotherapy (Budge & Wampold, 2015). The “tripartite relationship model” illustrates that 

relationship is the basis of therapy and, therefore, also a decisive prerequisite for any 

functional psychotherapy (Budge & Wampold, 2015; Cooper, 2007). 

A benefit of the therapeutic relationship is that it allows patients to experience social 

situations in a safe environment (Tarnowska et al., 2020), while “the individual will discover 

within himself the capacity to use this relationship for growth” (Rogers, 1967, p. 35). 

Likewise, the therapeutic relationship is a predecessor for effective treatments. For instance, 

the relationship enables the emergence of trust in a treatment and a provider, whereat trust 

in providers has already been associated with positive health outcomes (Birkhäuer et al., 

2017). Trust is essential for patients to open up and also closely linked to the development of 

hope (Knight, 2017; Larsen et al., 2007) what, in turn, is necessary to create expectancies 

towards treatment success (Snyder et al., 1999). So far, the following relationship 

components have been found to be considerably effective and positively related to 

psychotherapy outcomes: Alliance, collaboration, goal consensus, cohesion, empathy, 

positive regard and affirmation as well as the implementation of client feedback (Norcross & 

Lambert, 2018). The best way to tackle these factors is to adapt therapies accordingly, for 

example, by considering patients’ preferences and particularities, such as individual culture 

or spirituality (Coyne et al., 2019; Norcross & Lambert, 2018). Hence, patient-orientation 

provides a ground to harness the potential of the therapeutic relationship. Given that 

relationships form the fundament of therapeutic actions and have the power to sustain or 

hamper therapy effects (Gelso et al., 2018), specific interactional treatment components 

deserve consideration as a solid ground for the healing collaboration between patient and 

therapist. 
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1.3. Patient and Psychotherapist: The Core of the Therapeutic Relationship 

Psychotherapy as a profound human encounter involves two indispensable parties: 

the patient and the provider and, most importantly, their interaction (Elkins, 2016). Going one 

step further, while examining the therapeutic relationship and interactions, we have to 

consider the patient and provider persona and what they bring with them to the stage of 

psychotherapy. 

1.3.1. The Patient Persona 

Certainly, patients enter therapy with their own world-views, experiences, 

preferences as well as their individual characteristics, and Carl Rogers (1967) noted already, 

“unless I had a need to demonstrate my own cleverness and learning, I would do better to 

rely upon the client for the direction of movement in the process” (p.12). Therefore, 

therapists first have to understand the patient in their wholeness, since “it is the client who 

knows what hurts, what directions to go, what problems are crucial, what experiences have 

been buried” (Rogers, 1967, pp. 11-12). But for a long time the patient persona has been 

neglected in psychotherapy research (Bohart & Tallman, 2010; Burgoyne et al., 1978; 

Norcross & Lambert, 2018), although patient-related characteristics are associated with self-

directed change, self-healing, and enhanced health improvements in regard of resilience 

(Bonanno, 2004; Masten et al., 1990). Today, however, awareness about the importance of 

patients within the therapeutic process is increasing. For example, pertinent clinical 

guidelines, such as those provided by the National Institute for Health and Care Excellence 

(NICE), call for active patient engagement in the planning, delivery, and monitoring of 

patients’ mental health care (Kendrick & Pilling, 2012). In some psychotherapy approaches, 

patients are even considered the primary expert for therapeutic change (Franklin et al., 

2012). Further, it may be noteworthy to consider that a patient-led approach, in which 

patients take over responsibilities of planning and structuring therapy, potentially enhances 

access, efficiency, and effectiveness of mental health services (Carey, 2010). Constantino 

and colleagues (2020) even argue that the adaptation of a given evidence-based 

psychotherapy to patients’ pathology, individual characteristics, and interactions may 
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generate a superior empirically supported evidence-based treatment. To sum up, therapists 

who adapt therapies to their patients and engage them actively within the process may 

enhance therapy quality and positive outcomes. 

Yet, the contemporary trend towards individualized therapy also bears the pitfall of 

once again neglecting the individual patient. Thus, personalized psychotherapy can be 

informed by one individual client (e.g., Coyne et al., 2019) or by big data (e.g., DeRubeis et 

al., 2014; van Bronswijk et al., 2019), encompassing a huge difference. The first approach 

potentially enhances the therapeutic relationship, whereas personalized treatment on the 

basis of big data - beyond certain benefits - bears the jeopardy of drifting too far away from 

what a patient personally experiences and needs (Tekin, 2020). While big data science 

informs mental health and psychotherapy research on a conceptual level, in clinical practice 

therapists should, in turn, get to know their patients carefully and adapt their proceeding 

appropriately (e.g., Coyne et al., 2019). In this regard, it is also crucial to encounter patients 

at eye level and be conscious about their competences (Priebe et al., 2014). Additionally, 

patients’ active involvement in psychotherapy should be fostered in order to adhere to ethical 

key principals such as respect of autonomy and transparency (Childress & Beauchamp, 

2001; Fisher & Oransky, 2008). Summing up, if patients are increasingly involved and 

considered in psychotherapy by their therapists, the course of psychotherapy potentially 

improves and becomes ethically sounder, while patients might also experience 

empowerment. 

1.3.2. The Psychotherapist Persona 

Psychotherapists likewise enter therapy with their own world-views, experiences, 

preferences, and individual characteristics. In contrast to patients, psychotherapists face 

responsibilities towards their patients and concise ethical demands ( American Psychological 

Association, 2017). Further, in order to deliver a sound and good psychotherapy, therapists 

require different intrapersonal skills as well as the ability to manage a complex relationship 

and to work actively on this relationship (Gelso & Silberberg, 2016; Strupp, 1995). One of the 

challenges during therapy is the balance therapists have to keep between being highly 
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empathic and sensitive, but also fostering acceptance and experience of dreadful and painful 

emotions (Schröder et al., 2015; Smith, 2017). Further, patients attribute different roles to 

their psychotherapists and have different expectations (Smith, 2017). Hence, the therapist as 

a whole person and with all capacities, is pertinent for the success of psychotherapy. 

Several studies show that therapist effects are relevant and robust across time (Johns et al., 

2019), yet significantly heterogenic (Luborsky et al., 1997; Lutz et al., 2007). This means it 

makes a difference for a patient who will provide the treatment because therapists differ 

significantly in their effectiveness, whereat severely interfered patients depend even more on 

the therapists’ proficiency (Saxon & Barkham, 2012). Understandably, patients also want to 

be informed about their therapist’s level of proficiency (Boswell et al., 2018). A large part of 

therapists, however, overestimates their own skills and effectiveness. As an example, 90% 

of therapists of a survey rated themselves as belonging to the best 25% of therapists in 

regard of their abilities, while no one rated one’s competences to be below average (Walfish 

et al., 2012). Furthermore, since different sources of therapist evaluation might not correlate 

(Chevron & Rounsaville, 1983), it seems indicated to ask patients about their perception of 

the therapists’ performance and therapy progression. Here, feedback systems during 

therapy proceeding and patient-oriented outcome assessment can be helpful (Duncan et al., 

2011; Lambert & Shimokawa, 2011). The good news is that therapists can enhance their 

skills and proficiency by practicing (Rousmaniere, 2016). Thus, although sociodemographic 

peculiarities of therapists or years of practice do not predict treatment outcomes, the time 

spent on improving therapeutic skills (i.e., “deliberate practice”) appears to be a significant 

predictor of therapy success (Chow et al., 2015). Gaab and colleagues (2020) argue as well 

that - from a conceptual point of view - a treatment can be defined as good if it is deliberately 

delivered with care. Taken together, the person of the therapist contributes (or not) 

significantly to a positive therapy outcome (Johns et al., 2019), while the best manner to 

develop and enhance therapist competences appears to be “deliberate practice”. 

In addition, ethical principles play a critical role for psychotherapists ( American 

Psychological Association, 2017). Hence, all therapeutic conduct has to be ethically sound 
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and the therapy process transparent in order to warrant patient autonomy (Fisher & Oransky, 

2008). Obviously, therapists report the challenge of ethical dilemmas in their practice such 

as confidentiality and relationship issues (Pope & Vetter, 1992). The American Psychological 

Association (APA), therefore, published clear ethical guidelines for ethically sound therapy 

conduct, which regulate specific steps and circumstances of the therapeutic process, such 

as informed consent obtainment, resolution of relational conflicts, and therapy termination 

(American Psychological Association, 2017). The ethical and professional requirements 

therapists face impact the therapeutic process on different steps on the healing pathway - 

from therapy start until its termination.  

Concluding, patients’ and therapists’ experiences remain still undervalued, although 

different accounts corroborate their impact on therapy success (Schröder et al., 2015). 

However, only by being fully aware of the potential, obstacles, and necessities of these two 

entities (i.e., the patient and the therapist) we will obtain a realistic picture of the therapeutic 

relationship and process, and will be able to address actions to improve psychotherapy 

properly. 

1.4. Patient-Provider Interaction and Communication on the Psychotherapy Pathway 

Psychotherapy, regarded as an interpersonal process, equals an exceptional social 

interaction (Elkins, 2016). Patient- provider interactions can also be seen as a resource. 

Hence, Shim (2010) declares patient-provider interactions and relationships as “cultural 

health capital” which, as a valuable good for health care, entails the repertoire patients and 

providers possess - including cultural skills, verbal and nonverbal competencies, attitudes 

and behaviors, and interaction styles. In fact, interactions are entangled with critical 

components of the therapeutic relationship, such as with working alliance, collaboration, 

cohesion and consensual goal determination, empathic attitude and positive regard as well 

as with patient feedback collection about therapy progress (Norcross & Lambert, 2018). 

Further, interaction frequency (e.g., number of sessions) is also positively associated with 

recovery pace and positive health outcomes (Erekson et al., 2015). Thus, while most 
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mechanisms of change derive from interpersonal interactions, the pure interaction itself is 

already a valuable good and potentially benefits the therapeutic process. 

Patient-provider interactions start with the first contact and occur on the whole 

psychotherapy pathway (e.g., Elkins, 2016). The sequence of events for a complete 

psychotherapy entails first the provision of information about available offers, a possible 

recommendation and referral, for instance from a health care provider, subsequent therapy 

uptake by patients, followed by an adequate elucidation and provision of a treatment 

rationale by a therapist, and the start and proceeding of therapy, finally ending with an 

appropriate therapy termination. On these different steps on the psychotherapy pathway, 

different patient-provider interactions might be detectable and worthy to investigate. 

1.4.1. Psychotherapy Uptake: Predictors and Barriers 

Very often health care professionals, such as physicians, nurses, physiotherapists, 

and psychologists, are the first ones to provide information about available 

psychotherapeutic services (e.g., Friedman et al., 2007). Consequently, research and 

guidelines claim for appropriate recommendation and referral of psychotherapy for patients 

suffering from different conditions, such as for pregnant women with depression (Spinelli et 

al., 2013), women suffering from premenstrual syndrome (Green et al., 2017), or patients 

with a cancer diagnosis (Akechi et al., 2008). While information content, recommendations, 

and referral may affect patients’ motivation and final decisions of therapy uptake in general, 

mental health service uptake and related disparities are underexamined (Epping et al., 

2017). In this line, different reports emphasize that a significant percentage of people 

reporting high distress or a mental disorder do not engage in possible psychotherapeutic 

offers, as indicate accounts of people with a depressive disorder (Poleshuck et al., 2013), 

families of children who experienced sexual abuse (Lippert et al., 2008), or highly distressed 

oncological patients (Sannes et al., 2020). Further, for instance only about 40 % of 

individuals with a mental disorder in Germany, USA, Canada, and Switzerland utilize mental 

health services (Brandstetter et al., 2017; Creedon & Cook, 2016; Ngui et al., 2012; Rüesch 

et al., 2013). Notably, in Switzerland the number of people in need might be underestimated 
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since individuals living in asylums or with a migration background were underrepresented in 

the national survey (Rüesch et al., 2013), while in the USA ethnicity was found to be a major 

barrier to adequate mental health care (Creedon & Cook, 2016). 

In fact, several barriers are described to impede or prevent therapy uptake (Dilworth 

et al., 2014; Joo et al., 2010; Kerkorian et al., 2006; Roberge et al., 2016), such as for 

example the lack of a recommendation from health care providers in the case of psycho-

oncology (Eakin & Strycker, 2001). Further, a lack of information can be an obstacle for 

affected individuals to obtain appropriate mental health care (Walter et al., 2006). Besides 

disorder-specific barriers, mental health stigma forms as well an enormous problem of 

adequate mental health care and psychotherapy uptake (Corrigan, 2004). Particularly, 

sociodemographic characteristics influence mental health care uptake considerably. Hence, 

patients are more likely to access mental health services if they are female, married, 

experience any interference with their mental health, or suffer from specific conditions (e.g., 

affective disorders in contrast to addiction disorders), whereas living in a socio-economically 

deprived neighborhood or working full-time decreases service uptake (Dey & Jorm, 2017; 

Ngui et al., 2012). In sum, psychotherapy uptake has to be better understood and barriers 

have to be tackled in order to provide adequate triage and appropriate “stepped care” 

(Kendrick & Pilling, 2012). 

Insufficient psychotherapy provision can be associated with additional costs, both on 

an individual and on a collective level, and significantly fractures mental health services at 

large (Shapiro et al., 2016; Trautmann et al., 2016). Hence, it is vital to understand which 

factors influence patients to access psychotherapeutic offers and what impedes appropriate 

therapy uptake. In the view of “cultural health capital”, patient-provider interactions 

potentially impact social processes and structures on a larger scale by shaping health 

systems sustainably and tackling disparities, leading to optimized health care (Shim, 2010). 

Thus, patient-provider interactions can be considered as a powerful resource that is always 

at hand in the clinical practice. 
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1.4.2. Informed Consent Procedures 

As in other therapeutic contexts, informed consent is also indispensable in 

psychotherapy, in order to preserve patients’ autonomy and dignity (Fisher & Oransky, 

2008). At the commencement of therapy, it is therefore crucial to inform patients sufficiently 

about a given psychotherapy as well as about organizational matters, to allow patients to 

decide informedly for a given treatment (Trachsel & Gaab, 2016). Thus, guidelines of the 

APA specify that the nature and anticipated therapy course, financial and confidentiality 

aspects, voluntariness of therapy, potential side-effects, and treatment alternatives should 

be made transparent to patients in the course of therapy as early as possible  American 

Psychological Association, 2017). Contrarily to these regulations, informed consent is still 

not a prevailing routine in psychotherapy practice and often informally circumvented 

(Trachsel et al., 2015). Yet, a recent survey underpins that therapists as well as non-

therapists consider deception in psychotherapy unethical and unacceptable (Curtis & Kelley, 

2020). Moreover, commensurate informed consent procedures and treatment rationale 

provision may benefit therapeutic processes and outcomes on different routes. For instance, 

with the very first contact of the patient and therapist, the fundament for the evolving 

therapeutic relationship is laid (Gelso, 2009). Thus, apt informed consent procedures pave 

the way for a sustainable, trustworthy relationships and enable patient empowerment (Fisher 

& Oransky, 2008; Wampold & Imel, 2015). In addition, comprehensive elucidation might 

already have a positive effect by eliciting “meaning responses” in relation to a given 

treatment and thus create hope and expectations (Trachsel & Grosse Holtforth, 2019). In the 

sense of patient-orientation, therapists should discuss also crucial research findings with 

patients from the beginning of therapy, for example, regarding the impact of the patient 

persona and therapist expertise as well as evidence on specific treatment constituents 

(Blease et al., 2018). 

Otherwise, omitting detailed information could even be harmful for patients. For 

instance, if therapy does not work as expected by a patient, the patient might see the 

problem in her or himself instead of in the natural course of therapy if she or he was not 
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sufficiently enlightened about possible deteriorations (Blease, 2015). Despite the peril to 

induce nocebo effects, while elucidating patients about possible adverse events of 

psychotherapy, honesty and preserving patient autonomy should be imperative for therapists 

(Trachsel & Gaab, 2016). However, therapists could ask their patients if they want to be 

informed about potential adverse events if that might induce nocebo effects. Even if patients 

then request the disguise of certain information, patients’ autonomy is still respected by 

means of “authorized concealment” (Wendler & Miller, 2004). Given the versatility and 

dynamic of psychotherapeutic treatments, informed consent procedures in psychotherapy 

might be more complex compared to the biomedical field (Trachsel et al., 2015). What is 

more, therapists also need to have a broad knowledge about current research and 

underlying theories of their methods to be able to inform patients soundly (Blease, 2015). 

Certainly, therapists need specific skills and competences for the elucidation of patients in 

psychotherapy, thus not only therapists’ attitudes but also their expertise is a prerequisite of 

a sound informed consent practice. 

1.4.3. Treatment Rationale Provision 

As a part of informed consent procedures, therapists have to convey a certain 

treatment rationale for the intervention they are offering. Treatment rationales primarily 

encompass explanations of the complaint etiology and of an according treatment (Trachsel & 

Grosse Holtforth, 2019). Consequently, treatment rationales have several functions: they 

inform patients, enable informed consent obtainment, justify a treatment, and map the 

psychotherapeutic process. Further, the function of a certain rationale varies depending on 

the therapy stage (Addis & Carpenter, 2000). Hence, patients may especially benefit from 

the provision of a comprehensive treatment rationale at therapy initiation. A convincing 

rationale can, for example, enhance expectations, and control and responsibility issues can 

be addressed early on together with the patient (Addis & Carpenter, 2000). In particular, a 

cogent treatment rationale may help patients to transform the meaning of their (illness) 

experiences constructively, hence differing theoretical embeddings seem to be equally 

effective due to “meaning transformation” as a central mechanism of psychotherapy 
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(Kleinman, 2020; Locher et al., 2019; Wampold & Imel, 2015). Treatment rationales also 

facilitate patients’ involvement in therapy and change processes, leading to better outcomes 

(Addis & Jacobson, 2000), while hope and remoralization can be enhanced (Ilardi & 

Craighead, 1994). If patients already accept a treatment rationale, they might experience 

faster improvements and better outcomes (Addis & Jacobson, 1996). Accordingly, therapists 

should provide an acceptable rationale, and exercises and therapeutic actions should be 

closely linked to the rationale shared with the patient (Fennell & Teasdale, 1987). Altogether, 

treatment rationales are part of a transparent relationship in psychotherapy, and therefore 

vital for the therapeutic bond (Budge & Wampold, 2015). 

Also, patients may find a treatment more credible after obtaining relevant information, 

while higher credibility at treatment commencement enhances positive expectations and is 

associated with positive therapy outcomes (Constantino et al., 2018a). In turn, adaptive 

expectation are as well positively associated with psychotherapy outcomes (Constantino et 

al., 2018b; Greenberg et al., 2006). Expectations can already be elicited during informed 

consent procedures by, for example, asking patients about their goals (Smith, 2017). If 

providers enhance patients’ expectations towards a favorable treatment outcome, contextual 

factors such as placebo effects are harnessed, which are assumed to promote self-healing 

processes (Bystad et al., 2015). Since treatment rationales also help to transform non-

adaptive narratives into adaptive narratives, the plausibility of treatment rationales is 

indispensable (Locher et al., 2019). Hence, treatment rationales should be plausible, clear, 

and compelling, while therapists should adapt their explanations to the patient’s language 

(Angus & Constantino, 2017; American Psychological Association, 2017). Additionally, 

therapists’ characteristics and attitudes might affect the impact of treatment rationales 

significantly. Hence, a recent study showed that a placebo intervention administered with a 

psychological treatment rationale had a positive impact on healthy study participants when 

the provider was perceived as trustworthy, friendly, and empathic (Gaab et al., 2019). This 

finding underlines the importance of highly skilled therapists across the stages of 

psychotherapy from the very beginning. 
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Yet, it is quite difficult to scientifically examine how important it is that therapists 

provide a comprehensive treatment rationale and which content a rationale actually should 

contain. This problem particularly relates to psychotherapy because a certain theory biases 

the effect of the provision of treatment rationales (e.g., Tondorf et al., 2017). For example, a 

more straightforward and feasible treatment rationale could lead to better effects than a 

theoretically more complex rationale. Thus, it can for instance be assumed that the rationale 

of cognitive behavior therapy for compulsive obsessive disorders conducted by means of a 

disorder-specific treatment manual with step-to-step instructions (e.g., March & Mulle, 1998), 

in contrast to a person-centered talking therapy with a humanistic (e.g., Cooper & McLeod, 

2011) or acceptance and commitment therapy with a complex theoretical embedding (e.g., 

Hayes et al., 2011; Twohig et al., 2006), produces different effects due to feasibility, 

persuasiveness, and familiarity to patients (see e.g., Tondorf et al., 2017; Wampold & Imel, 

2015). Yet, differing psychotherapeutic treatment rationales strive to elicit meanings of 

illness experiences and treatments, and help patients to develop constructive narratives in a 

similar way (Locher et al., 2019). Here, placebo research can provide valuable insights: 

Placebo interventions can be seen as a psychological intervention on the ground of an inert, 

hence neutral intervention (Gaab et al., 2018), avoiding the bias of a certain theoretical 

approach. Since different methodological approaches are necessary to establish efficacy 

and effectiveness of different therapeutic elements such as psychotherapeutic treatment 

rationales (e.g., Cuijpers et al., 2019), research paradigms which derived from placebo 

research, like open/hidden paradigms (Tondorf et al., 2017), provide an optimal starting point 

to test treatment rationale components. Taken together, a sound informed consent 

procedure – including a comprehensive treatment rationale provision - is indispensable at 

psychotherapy beginning, whereas the therapist requires an array of competences and a 

thorough understanding of the therapy planned to conduct, including its theoretical 

embedding. 
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1.4.4. Psychotherapy Termination 

The last step on the psychotherapy pathway is the stage of termination. Importantly, 

the therapy termination should stand for the conclusion of an episode and not for the 

termination of the therapeutic relationship (Smith, 2017). That is why information about the 

expected therapy termination should already be communicated openly by therapists from the 

very beginning (Barry et al., 2020). Also, ethical requirements regulate therapy termination. 

Thus, therapists are urged to end therapy when patients do not need or benefit anymore 

from therapy (American Psychological Association, 2017). Certainly, how therapy is 

concluded may also be crucial for patients’ well-being and mental health. A patient could get 

out of therapy frustrated and in despair or feeling self-efficacious and empowered, and the 

same is valid for therapists (e.g., Swift et al., 2017). 

As outlined, patient-therapist interactions deserve further consideration since the 

therapeutic relationship is one of the major contributors to the psychotherapy outcome 

independent of any approach and, therefore, also a considerable resource in general and 

mental health care (Norcross & Lambert, 2018; Shim, 2010). To this aim, in psychotherapy 

research different methodological approaches and research paradigms (e.g., uptake 

research; placebo research; theoretical and ethical analysis as well as different statistical 

models and approaches) appear vital, given the complexity of the field as well as the 

contextuality and time dependency of therapeutic change processes (Braakmann, 2015; 

Cuijpers et al., 2019). In conclusion, further knowledge about specific mechanisms of the 

patient-provider interaction will enable an appropriate adaptation of clinical guidelines 

(Norcross, 2017), inform psychotherapy research as well as individual clinical practitioners in 

order to provide effective, feasible, and ethical sound psychotherapies. 

2. Aim of this Thesis 

The aim of this thesis was to zoom in on three examples of the patient-provider 

interaction in treatments and applying it to the field of psychotherapy, in order to determine 

the significance of patient and provider roles and interactions for effective and ethically 

sound psychotherapies. First, an example of a patient-provider interaction ahead of 
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treatment start was examined with focus on the influence of providers on patients’ therapy 

uptake. Second, the impact of a comprehensive treatment rationale was investigated. Third, 

the meaning of active patient involvement within the therapeutic course and process in 

psychotherapy was theoretically analyzed. In more detail, the three core processes under 

investigation, in the scope of this thesis, were the provider influence on patients’ therapy 

uptake decision; transparent communication and expectancy induction during patient 

elucidation; and patient-tailored therapy conduct. 

Noteworthy, psychotherapy research is facing different challenges. A major drawback 

of classical psychotherapy trials is, for instance, the bias due to differing theories and 

approaches. Moreover, classical double-blinded, placebo-controlled study designs cannot 

simply be adopted to psychotherapy research, since it is for instance impossible to create a 

psychotherapeutic placebo group (Enck & Zipfel, 2019). Also, causality of the most renown 

specific and common psychotherapeutic factors is questionable due to methodological 

limitations (Cuijpers et al., 2019). Further, the therapeutic relationship is particularly defined 

and shaped at different steps and occasions during the course of psychotherapy (e.g., 

Braakmann, 2015). Hence, it seems warranted to apply distinct approaches and research 

paradigms in order to study core processes related to patient-provider interactions at 

different stages during the course of therapy, while different methodological approaches can 

also be helpful to augment the understanding of intricate research questions and complex 

findings (Driscoll et al., 2007). Therefore, the present thesis contains studies out of three 

distinct areas of psychotherapy and intervention research, i.e., psycho-oncological uptake 

research; experimental open-label placebo research; and psychotherapy theory and ethics. 

More precisely, the aim of this thesis was to highlight: 

a) the influence of health care providers’ recommendation on patients’ decision of therapy 

uptake; 

b) the impact of a plausible and comprehensive treatment rationale provision on treatment 

outcomes; 
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c) that active patient involvement is key for good psychotherapeutic practice in regard of 

effectiveness and the respect of ethical principles. 

Subsequently, the studies delineated in this thesis aimed to answer the following research 

questions: 

Study 1 

1.) How is a patient’s psycho-oncological service (POS) uptake influenced by the 

communication with an oncologist about distress and available POS offers? 

Psycho-oncological interventions strive to reduce emotional distress and to enhance 

quality of life in patients with cancer (Faller et al., 2013). Nevertheless, adequate referral to 

POS and actual utilization of services by distressed patients remains a major challenge in 

psycho-oncology (Dilworth et al., 2014). Although patients who report significant psycho-

social distress are more likely to utilize POS (Curry et al., 2002; Faller et al., 2017; Steginga 

et al., 2008), research indicates that a number of highly distressed oncological patients does 

not attend available services (Clover et al., 2015; Söllner et al., 2004). Beyond elevated 

distress levels, which are positively associated with POS uptake, mainly patient-related 

variables, such as younger age, female gender, and higher education, were found to predict 

POS uptake (Curry et al., 2002; Faller et al., 2017; Steginga et al., 2008; Zeissig et al., 

2014).  

In regard of strategies aiming at enhancing adequate POS provision and uptake, 

fixed variables, such as age and gender, only provide the possibility to enhance awareness 

in clinical practice by indicating which patients should be more explicitly elucidated about 

available support offers. However, in order to ameliorate adequate POS referral in oncology, 

it is crucial to find process and interaction-related variables which can be directly tackled and 

modified (Kraemer et al., 1997). Here, it is assumed that the patient-oncologist 

communication about POS after standardized distress screenings leads to better informed 

patients, reduces insecurities, supports patients in making informed decisions about their 

care, and increases patients' satisfaction with their care (Faller, Koch, et al., 2016; Gabrijel 

et al., 2008; Robinson et al., 2008; Zucca et al., 2014). Yet, sufficient evidence concerning 
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the importance of health care providers’ impact on uptake decision-making is still lacking. 

Therefore, we set out to examine the link between patients’ actual POS uptake and patient-

oncologist communication variables of the first medical consultation (talking, informing, 

recommending). Moreover, we tested patient-related characteristics, which had been 

described by former studies to essentially influence POS uptake. The main aim of Study 1 

was to examine the importance of the patient-oncologist communication about distress and 

the POS for patients’ POS uptake. 

Study 2 

2.) Do healthy participants in a heat-pain experiment show better open-label placebo 

effects (i.e., less pain experience) if they receive a plausible and comprehensive 

treatment rationale? 

For a decade, several incisive studies of open-label placebos (OLP) have pointed out 

that placebos can alleviate different complaints even without deception (Charlesworth et al., 

2017), entailing conditions such as chronic low back pain, emotional distress, cancer-related 

fatigue, irritable bowel syndrome, menopausal symptoms, and allergic rhinitis (Carvalho et 

al., 2016; Guevarra et al., 2020; Hoenemeyer et al., 2018; Kaptchuk et al., 2010; Pan et al., 

2020; Schaefer et al., 2016). So far, OLP trials mostly provided a plausible scientific 

treatment rationale, explaining why placebos could work (e.g., Kaptchuk et al., 2010). In fact, 

the provision of a rationale might augment subjective expectations in study participants with 

the help of verbal suggestions (Pollo et al., 2001) and benefit treatment outcomes.  

On the search of cost-effective treatments with absent side-effects, the clinical 

implementation of placebos has been discussed for a long time (Colloca & Miller, 2011; De 

Saintonge & Herxheimer, 1994; Howe et al., 2017). Here, OLPs offer a possibility to harness 

effects of “the powerful placebo” (Beecher, 1955), while complying with ethical key principals 

like transparency and autonomy, because patients are not deceived (Blease, Colloca, et al., 

2016). Hence, OLP research offers the unique opportunity to examine specific contextual 

treatment factors without the bias of a specific treatment theory (such as an antihistaminic, 

antibiotic, or psychodynamic treatment rationale) because as a placebo it is in some sense a 
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neutral intervention (e.g., Moerman, 2002). Although belief in the OLP intervention seems 

critical (Leibowitz et al., 2019), we are lacking a thorough understanding of how OLPs differ 

from deceptive placebos, of susceptible clinical conditions in which they work, and of specific 

underlying mechanisms (Kaptchuk & Miller, 2018). 

This is why we tested the effect of an analgesic OLP intervention with and without a 

comprehensive treatment rationale in comparison to deceptive placebo application and no 

treatment. We studied healthy participants in a standardized heat-pain paradigm as pain is 

one of the best studied conditions in placebo research (Benedetti, 2014) and is highly 

susceptible to placebo effects (Cragg et al., 2016). Thus, the goal of Study 2 was to test for 

the first time the efficacy of an open-label placebo intervention in comparison to deceptive 

placebos on pain experience, and to investigate the impact of a plausible and 

comprehensive OLP treatment rationale versus no rationale. 

Study 3 

3.) How important is it to involve patients actively within the psychotherapeutic 

process from a theoretical and ethical perspective? 

With the acceptance of the evidence-based practice framework from medicine into 

psychotherapy outcome research, efficacy of treatments has become obligate for any 

intervention to count as empirically supported and recommendable for clinical practice 

(Beutler, 1998; Blease et al., 2016; Herbert, 2003). Beyond theory-specific ingredients of a 

treatment, further relevant characteristics of patients, of the provider, and of interactive 

treatment processes have been acknowledged to contribute significantly to therapy 

outcomes (Satterfield et al., 2009).  

Furthermore, today in psychotherapy, the importance of ethical sound therapy 

conduct is increasingly stressed and interest as well as expertise in the field are growing 

(American Psychological Association, 2017; Trachsel et al., 2018). In this context, ethical 

patient elucidation strives to provide the basis for patients to decide informedly against or for 

a proposed treatment plan (Blease et al., 2018; Gaab et al., 2016; Trachsel & Gaab, 2016). 

Here, transparent communication with patients and the consideration of patients’ right to 
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decide autonomously are central (Fisher & Oransky, 2008). However, until today the patient 

persona has often been neglected in research and clinical guidelines (Norcross & Lambert, 

2018). Yet, the role of the patient in psychotherapy is decisive and some researchers 

consider patients as one of the most influential factors when it comes to psychotherapy 

outcomes (Bohart, 2000; Duncan & Miller, 2000). The call for more active and self-

determined patient involvement with a focus on the human innate aspiration of ‘personal 

growing’ has mainly been claimed by humanistic and positive psychology approaches (Froh, 

2004). Yet, active patient involvement is still neither sufficiently defined nor appropriately 

incorporated in clinical practice. Hence, Study 3 proposes how active patient involvement in 

psychotherapy could be increased in an individualized manner and in reconciliation with 

ethical key principals. 

3. Summary of the Methods 

In this section, methodological particularities of the three studies are presented. 

3.1. Oncologist Recommendation Matters! - Predictors of Psycho-Oncological Service 

Uptake in Oncology Outpatients (Study 1) 

Between October 2013 and January 2016, patients with a cancer diagnosis of the 

Oncology Outpatient Clinic (OOC) of the University Hospital Basel in Switzerland were 

enrolled in an observational study. Participants were at least 18 years old, fluent in German, 

not cognitively or physically impaired, presented for the first time at the OOC and were 

scheduled for further consultations. Ethical approval was obtained by the local ethics 

committee (EKNZ; No.: EK220/13).  

3.1.1. Study Procedure 

Patients were screened for psychosocial distress before their first oncologist 

consultation with the “distress thermometer” (DT) – a standardized tool to assess distress in 

psycho-oncology. Additionally, patients received written information about the available POS 

offered by psychotherapists and therapists in training. Oncologists were instructed to 

recommend POS to patients reporting elevated distress levels (DT >=5) on the basis of 

clinical judgement and / or patients’ wish. Patients were informed about the study by 
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information pamphlets and by their oncologist at the end of their first consultation. 

Subsequently, manualized semi-structured interviews were conducted on the phone or in 

person with participating patients after the first consultation (on average 15 days after the 

consultation). 

3.1.2. Outcome Measures and Predictors 

Outcome Variable. Primary outcome was POS uptake, prospectively retrieved from 

hospital records, defined as at least one appointment within four months after study 

enrollment at the POS of the University Hospital Basel. 

Predictor Variables. Sociodemographic data (e.g., age, gender, education) were 

assessed during the interviews and clinical data (e.g., treatment intent: curative vs. palliative) 

was retrieved from medical records. 

The German version of the National Comprehensive Cancer Network Distress 

Thermometer (Mehnert et al., 2006) was used to assess psychosocial distress by one item 

("Please circle the number (0–10) that best describes how much distress you have been 

experiencing in the past week including today"). A score of ≥5 on the distress thermometer 

indicates clinically significant levels of psychosocial distress, while 0 means "no distress" 

and 10 "extreme distress (Mehnert et al., 2006). 

Patients’ report of the communication with their oncologists was assessed during the 

interviews with the following questions: a) talking: "Did the oncologist talk about your 

psychosocial distress with you?"; b) informing: "Did the oncologist inform you about how the 

psycho-oncologist can provide support?"; and c) recommending: "Did the oncologist 

recommend that you attend the POS?" (answer options were “yes” / “no” / “I don’t know”). 

3.1.3. Data Analysis 

A multivariate logistic regression analysis was calculated to estimate predictors of 

POS uptake. Patient-related variables (i.e., age, gender, education, oncological treatment 

intent, and distress) reported by former studies to predict POS uptake were selected a priori. 

Thereafter, the patient-oncologist communication variables (talking, informing, and 

recommending) were entered into the model. 
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3.2. Is the Rationale more Important than Deception? A Randomized Controlled Trial 

of Open-Label Placebo Analgesia (Study 2) 

Between January and July 2016, healthy participants were enrolled in a randomized 

controlled trial at the Division of Clinical Psychology and Psychotherapy at the University of 

Basel in Switzerland. Participants were recruited via an advertisement for a “novel mind-

body management study of individual pain perception” and had to be between 18 and 65 

years old, fluent in German, healthy, and right-handed. Ethical approval was obtained by the 

local ethics committee (EKNZ; No.: 2015-246) and the study has been registered at 

ClinicalTrials.gov (NCT02578420). 

3.2.1. Study Procedure 

All participants (N=160) were randomly assigned to one of the four study groups: no 

treatment (NT; N=40), open placebo without treatment rationale (OPR-; N=40), open 

placebo with treatment rationale (OPR+; N=40), and deceptive placebo group (DP; N=40). 

At the beginning, all participants completed an objective baseline assessment of heat pain 

as well as subjective heat pain ratings. Thereafter, NT participants did not receive any 

intervention and where told to be in the “no treatment group”. Participants of the three other 

groups (OPR-, OPR+, DP) obtained an inert white placebo cream and a differing treatment 

rationale. The OPR- group was told: “You are receiving a placebo cream. This means that 

your cream does not contain any pharmacological ingredient, hence it is an inert substance.” 

The OPR+ group was informed that they are receiving an inert placebo cream and that 1.) 

placebos are powerful, 2.) that the body automatically responds to placebo intake; 3.) a 

positive attitude can be helpful; 4.) and taking the placebo pills faithfully is critical, according 

to Kaptchuk et al. (2010). The DP group was told to receive a generic analgesic cream 

containing lidocaine with a corresponding treatment rationale. Then, regardless of study 

group, heat pain measurement procedures were performed again. After study conclusion, all 

participants were debriefed about study aims and deception (in the DP group). 

3.2.2. Outcome Measures 

Objective Heat Pain Tolerance. The suprathreshold method of the “Thermo 
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Sensory Analyzer” (TSA-II) was used to assess heat pain sensation. Heat pain tolerance 

was determined using the method of limits starting at 32 °C, was assessed three times (Rief 

& Glombiewski, 2012) and was determined when the sensation went from being warm to 

being painful. 

Subjective Intensity and Unpleasantness Heat Pain Tolerance. After each heat 

pain tolerance stimulation, participants rated pain intensity and unpleasantness (Price et al., 

1999) on Visual Analogue Scales (VAS), ranging from 0 up to 100 (0= “no pain sensation / 

not at all unpleasant”, 100 = “the most intense pain sensation imaginable / the most 

unpleasant imaginable”). 

3.2.3. Data Analysis  

Objective Heat Pain Tolerance. For objective primary outcomes (i.e., posttreatment 

heat pain tolerance), a one-way analysis of covariance (ANCOVA) was conducted, using 

treatment group (NT, OPR-, OPR+, and DP) as independent between-subject factor and 

baseline heat pain tolerance as covariate. 

Subjective Intensity and Unpleasantness Heat Pain Tolerance. For intensity and 

unpleasantness ratings for heat pain tolerance at posttreatment, two separate one-way 

ANCOVAs with treatment group as between-subject factor and the corresponding baseline 

outcome variable as covariate were conducted. For all ANCOVAs, three orthogonal planned 

contrasts (C; two-tailed) were tested: C1) NT group versus groups with a cream application 

(OPR-, OPR+, and DP); C2) OPR- group versus groups with a rationale (OPR+ and DP); 

and C3) OPR+ group versus DP group. 

3.3. What are the Key Characteristics of a 'Good' Psychotherapy? Calling for Ethical 

Patient Involvement (Study 3) 

A theoretical and ethical analysis has been conducted to examine the validity and 

feasibility of active patient involvement in psychotherapy in accordance with ethical key 

principals. To this end, the applied ethics approach of principlism from the field of biomedical 

ethics was considered, entailing also the four ethical principles: i) respect for autonomy; ii) 

beneficence; iii) non-maleficence, and iv) justice (Childress & Beauchamp, 2001). These 
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ethical principles can be consulted to solve ethical questions or challenges and seem to be 

an appropriate framework for the help with moral decision-making in the biomedical context 

but also in psychotherapy (Childress & Beauchamp, 2001; Parker, 2002). 

4. Summary of the Results 

In the following, results (Study 1 & 2) and theoretical discernments (Study 3) are 

briefly described.  

4.1. Oncologist Recommendation Matters! - Predictors of Psycho-Oncological Service 

Uptake in Oncology Outpatients (Study 1) 

During the study period, 1240 patients attended the OCC for a consultation. Thereof, 

756 (61%) were eligible for inclusion, from which 333 patients were enrolled and completed 

the study (44% of eligible patients). In total, 77 (23%) of 333 enrolled patients used POS 

within a four-month period. Further, 25 oncologists participated in the study. 

4.1.1. Patients’ Report of the Patient-Oncologist Communication 

More than half of the patients (54%) recalled talking about psychosocial distress with 

the oncologist and 17% recalled having received detailed information about the POS. 

Frequencies of talking (55% vs. 53%) and informing (16% vs. 19%) were similar in patients 

with low and high distress. Yet, almost twice as many patients with high distress (30%) than 

patients with low distress (16%) reported a recommendation for POS. 

4.1.2. Predictors of Psycho-Oncological Service Uptake 

The most important predictors of POS uptake were the reported recommendation of 

an oncologist to attend the POS (odds ratio [OR] = 6.27, 95% confidence interval [CI] = 3.14-

12.85, p <0.001) as well as unsureness whether a recommendation was obtained (OR = 

4.64, 95% CI = 1.83-11.97, p = 0.001), in contrast to patients who reported to have not 

obtained any recommendation. Further, talking about psychosocial distress with an 

oncologist (OR = 0.74, 95% CI = 0.38-1.46, p = 0.39) and having obtained detailed 

information about the offer did not predict POS uptake (OR = 1.06, 95% CI = 0.46-2.38, p = 

0.89). Moreover, patients with elevated distress ratings (OR = 1.28, 95% CI = 1.14-1.45, p 

<0.001), younger patients (OR = 0.78, 95% CI = 0.63-0.96, p = 0.02), and patients with 
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higher education (OR = 1.87, 95% CI = 1.01-3.50, p = 0.05) were more likely to attend the 

POS. However, gender (OR = 0.87, 95% CI = 0.48-1.58, p = 0.64) and oncological treatment 

intent (i.e., curative vs palliative; OR = 1.27, 95% CI = 0.69-2.33, p = 0.44) did not predict 

POS uptake. 

4.2. Is the Rationale more Important than Deception? A Randomized Controlled Trial 

of Open-Label Placebo Analgesia (Study 2) 

In total, 151 participants were included, while 9 participants had to be excluded due 

to insufficient understanding of the German language and / or of the placebo definition. 

4.2.1. Objective Heat Pain Tolerance 

The groups did not differ significantly in objective measures of posttreatment heat 

pain tolerance in the planned contrasts (NT vs. OPR-, OPR+, and DP: t(146) = 0.35, p = 

0.72; OPR- vs. OPR+ and DP: t(146) = 1.15, p = 0.25; OPR+ vs. DP: t(146) = 0.37, p = 

0.71).  

4.2.2. Subjective Intensity and Unpleasantness of Heat Pain Tolerance 

Group differences were found in the corresponding subjective intensity and 

unpleasantness ratings, in contrary to the objective heat pain tolerance ratings. Planned 

contrasts indicated that the NT group and the other three groups did not differ in 

posttreatment heat pain intensity (c1: t(146) = -0.44, p = 0.658) and unpleasantness ratings 

(c1: t(146) = -1.38, p = 0.17). However, groups with a treatment rationale (OLP+ and DP) 

reported significantly less heat pain intensity (t(146) = - 2.15, p = 0.03, d = 0.43) and 

unpleasantness ratings (t(146) = - 2.43, p = 0.02, d = 0.49) on subjective heat pain ratings of 

posttreatment heat pain tolerance compared to the OPR- group. Further, OPR+ and DP 

groups did not differ significantly in subjective heat pain intensity (t(146) = -1.10, p = 0.27) 

and unpleasantness ratings (t(146) = -0.05, p = 0.96) of posttreatment heat pain tolerance. 

4.3 What are the Key Characteristics of a 'Good' Psychotherapy? Calling for Ethical 

Patient Involvement (Study 3) 

An ethical and theoretical analysis of a good psychotherapy led to the conclusion that 

patients’ individual roles on the pathway of psychotherapy have to be acknowledged and 
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strengthened by therapists in order to fully adhere to ethical demands. Beyond openly 

informing patients about aspects such as the planned psychotherapy, treatment rationales, 

and expected trajectory, patients need to be actively included in the course of psychotherapy 

and in decision-making. 

4.3.1. Transparent Communication and Treatment Rationales 

Open communication and informed consent are inextricably linked. Therefore, in 

compliance with principles of autonomy, beneficence and non-maleficence, patients should 

be transparently informed about evidence as well as about lack of evidence in regard of 

operating therapeutic factors and incidental constituents (Trachsel & Gaab, 2016) as well as 

about potential adverse events associated with psychotherapy (Linden & Schermuly-Haupt, 

2014). Only after having obtained comprehensive information, patients can provide their 

informed consent. With the aim of preserving patient autonomy and enabling informed 

consent, a plausible, honest, and compelling treatment rationale should be conveyed to 

patients at the beginning of any therapy (Blease et al., 2018; Curtis & Kelley, 2020; Trachsel 

& Grosse Holtforth, 2019). Moreover, treatment rationales should be built upon research 

evidence (Beutler, 1998; Nguyen et al., 2007), should be adapted to the patient’s language 

(Angus & Constantino, 2017), and consider contextual particularities. Hereby, expectation 

and treatment credibility can be augmented already at the beginning of therapy, what has 

been shown to be positively associated with beneficial treatment outcomes (Constantino et 

al., 2018a; Constantino et al., 2018b). Also, research on placebos without deception 

indicates that - even in the absence of an active treatment - a plausible and comprehensive 

treatment rationale potentially ameliorates symptoms (e.g., Carvalho et al., 2016; Guevarra 

et al., 2020; Kaptchuk et al., 2010; Locher et al., 2017). Hence, patients should be openly 

informed during the entire therapeutic process, and sharing evidence with patients is a 

necessary prerequisite allowing patients to decide for or against a given treatment (respect 

of autonomy). 
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4.3.2. Individualizing Psychotherapy 

In psychotherapy, patients’ individual perspectives should be recognized and 

therapists should tailor treatment rationales and therapy proceeding accordingly and in 

response to the respective context. Acting context-responsive means in this sense 

personalizing and adapting psychotherapy to patients’ characteristics (Coyne et al., 2019). 

Therefore, exploring previous treatment experiences and subjective illness narratives 

(Kleinman, 2020) as well as coping strategies (Iveson, 2002) is of utmost importance. 

Subsequently, personal non-adaptive narratives can be transformed into adaptive ones – but 

only if the individual narrative is known (Locher et al., 2019). Hence, patients’ values, 

resources in terms of time, finances, and social relationships should already be assessed at 

the beginning of psychotherapy (Duncan & Miller, 2000; Gaab et al., 2020; Nguyen et al., 

2007). Further, in order to included patients’ perspectives, patients’ treatment goals or 

individual definitions of a positive outcome can also be considered as therapy outcomes and 

subsequently monitored (Duncan et al., 2011). This approach respects patient autonomy 

and the principle of beneficence. A further way of incorporating patients into outcome 

monitoring is the implementation of patient-reported outcome measures (PROMs), which 

aim to provide quantitative outcome measures via patient report (Black, 2013). Patient-

oriented outcome assessment has several advantages and is assumed to improve patient-

provider communication and shared decision-making as well as personalized care (Coulter, 

2017). Moreover, within the psychotherapeutic process, feedback systems enable 

personalized planning and monitoring of the therapy course (Lambert & Shimokawa, 2011). 

Yet, it is still crucial to maintain natural communication between patients and providers. 

In sum, ethical considerations and, consequently, active patient involvement should 

be added to the claim for effectiveness and efficiency of validated psychotherapies. Ethical 

principles such as especially respect of autonomy, beneficence, and non-maleficence also 

emphasize the importance of including a patient-orientated perspective. Therefore, 

necessary information and research evidence should be openly discussed with patients or at 

least, therapists should ask patients if they desire further information. In conclusion, 
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treatments should be tailored to the specific needs of patients, as far as possible. In this 

view, patients become valued partners within the psychotherapeutic process. 

5. General Discussion 

The overarching aim of this thesis was to zoom in on different examples of the 

patient-provider interaction to enhance current knowledge about contextual factors and their 

underlying mechanisms which contribute decisively to psychotherapy outcomes. The study 

of three different research questions with distinct methodologies pointed to the relevance of 

transparent and individualized communication of therapists in order to provide an apt and 

ethically sound therapy. First, the influence of patient- provider communication on therapy 

uptake was scrutinized with the example of patient-oncologist communication about POS 

offers and its influence on subsequent therapy uptake (Study 1). Second, the importance of 

patient elucidation was studied by the provision of a plausible treatment rationale in an open-

label placebo intervention with healthy participants (Study 2). Third, a plea for active patient 

involvement in psychotherapy was presented on the ground of a theoretical and ethical 

analysis (Study 3). 

Study 1 showed that patients might be significantly influenced by their health care 

provider’s recommendation for a certain therapy, like for example by a medical specialist. 

This finding alludes to the fact that health care providers occupy a decisive role on the 

therapy uptake pathway and it indicates additional responsibilities but also resources in 

mental health care (e.g., Shim, 2010). Since our results show that providers’ expert 

judgements appear powerful, providers should deliver directed information and 

recommendations carefully. In addition, providers also could address the issue of provider 

influence and ask patients for authorization before offering a recommendation in order to 

respect patients’ autonomy (see e.g., Hyland, 2002). Notably, in Study 1, neither the mere 

provision of information by oncologists about available offers nor the inclusion of a 

discussion about patients’ individual psychosocial distress had an influence on patients’ POS 

uptake. This result deserves further investigation because different accounts imply that 

providers should offer open and comprehensive information to patients (e.g., Blease et al., 
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2016; Gaab et al., 2016). Further, this finding stands in contrast to the results of Study 2, 

where extended information in form of a treatment rationale led to a positive outcome. Here, 

the difference between a significant subjective outcome (i.e., heat pain intensity and 

unpleasantness) and a non-significant objective outcome (i.e., medical record of POS 

uptake) could explain the discrepancy of the findings. Also, obtaining a recommendation 

from a health care provider who will not conduct the recommended therapy, might not be 

comparable to the reception of comprehensive information about an intervention from a 

professional who will actually deliver a respective intervention and with whom the therapeutic 

relationship has already been initiated (e.g., Gelso & Silberberg, 2016). Further, the 

presented results emphasize the importance of shared decision-making what is still coming 

to short in clinical practice (Stiggelbout et al., 2012). Here, it is vital to consider that in clinical 

practice different models of shared decision-making coexist (e.g., informative, interpretative, 

and persuasive) and a certain model may be appropriate for a specific situation and 

therapeutic relationship, in order to tailor clinical care to actual individuals (Annoni & Blease, 

2020). 

Study 2 showed that a plausible and comprehensive treatment rationale on a neutral 

intervention (i.e., open-label placebo intervention) was more effective than a comparable 

intervention group without treatment rationale. Moreover, openly administered placebos did 

not essentially differ in their effects in comparison to deceptive placebo administration. 

These findings illustrate that plausible, honest, and compelling information can make a 

difference, even when delivered with an “inactive” intervention (e.g., Carvalho et al., 2016; 

Gaab et al., 2019; Kaptchuk et al., 2010). This, in turn, corroborates the validity of the claim 

for the provision of open and comprehensive information in research and also within clinical 

practice (Addis & Carpenter, 2000; Blease et al., 2016). Interestingly, transparent 

communication also constitutes a way to ethically harness placebo effects without a lot of 

effort (see Bystad et al., 2015). Further, sound treatment rationale provision is indispensable 

if we want patients to make informed and autonomous decisions for or against an 
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intervention (Fisher & Oransky, 2008). Here, placebo research teaches us how to empower 

patients and harness their resources and self-healing sources. 

Study 3 emphasizes the need for active patient involvement from an ethical point of 

view. If we offer patients an active role in therapy planning, conduct and decision-making, we 

will not only improve the course of therapy and the therapeutic relationship, but we will 

empower our patients who often come to therapy because they experience demoralizations 

and insufficiencies in their daily lives (e.g., Frank, 1973). This claim is in line with the view 

that patient-orientation enriches therapies (Constantino et al., 2020). Especially, in 

challenging and intricate situations within the therapeutic process, it can be beneficial to shift 

from a method-oriented treatment strategy to a process and patient-oriented strategy 

(Schulte & Eifert, 2002). Further, personalization of therapies bears the potential to prevent 

disparities in mental health care (Hall et al., 2020) and it enhances psychotherapy quality 

and appropriateness (Carey, 2010). Accordingly, Tran (2020) suggested to bring together 

effective communication methods and patient-oriented approaches in health care in form of 

“person-centered communication” to optimize care. As outlined, including patients actively 

within the psychotherapeutic process increases quality of mental health care. To sum up, all 

of the three presented studies depict that transparent communication as well as the 

consideration of the patient and provider persona are key for sound psychotherapy conduct - 

even at the presence of different conditions, settings, and contexts. 

5.1. Oncologist Recommendation Matters! - Predictors of Psycho-Oncological Service 

Uptake in Oncology Outpatients (Study 1) 

Patients who reported to have received a recommendation by their oncologist were 

more likely to use POS than those who did not report an oncologist recommendation, 

controlling for psychosocial distress. Patients who were unsure about having received an 

oncologist recommendation were also more likely to attend POS. Interestingly, neither if 

patients reported to have discussed psychosocial distress with their oncologist nor if they 

reported having received detailed information about POS had any influence on POS uptake. 

In line with previous studies, we found that high distress levels and younger age as well as 
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higher education predicted POS uptake (Faller, Weis, et al., 2016; Faller et al., 2017; 

Mehnert & Koch, 2008; Steginga et al., 2008; Zeissig et al., 2014). However, against our 

assumptions, we did not find an association between female gender or palliative treatment 

intent and POS uptake. Nevertheless, here, other studies also reported mixed-evidence for 

gender and treatment intend (Admiraal et al., 2016; Clark et al., 2017; Ernst et al., 2009; 

Merckaert et al., 2010). 

The strong association between the report of an oncologist’s recommendation and 

patients’ actual POS uptake suggests that oncologists’ judgements influence considerably 

patients’ decisions on uptake. This finding illustrates patients’ trust in the judgement of 

oncologists as one of the central health professionals of POS referral (e.g., Singer et al., 

2009). Further, the diagnosis of a life threatening disease and the experienced vulnerability 

can enhance patient-provider rapport from the very beginning and lead to a higher 

appreciation of providers’ expertise (Beesley et al., 2016). As emotional distress may also 

impede cognitive processing and information recall, it seems possible that a straightforward 

recommendation is easier to process than complex information about support offers (Gabrijel 

et al., 2008; Kessels, 2003; Langewitz et al., 2015). Surprisingly, patients who were unsure if 

they had received a recommendation by their oncologist were also more likely to attend 

POS. Maybe these patients had received a recommendation which influenced their decision, 

but they could not remember it later, or the recommendation had not been clearly enough 

formulated (e.g., Newell & Shanks, 2014). 

Talking had no influence on uptake, however, only about half of the patients reported 

to have talked about their distress with the oncologist. It can be presumed that other issues, 

such as the medical treatment, were more important for patients during the consultation than 

their psychological strain (Mackenzie et al., 2015). Even less patients (17%) reported to 

have received detailed information about the POS and those patients were not more likely to 

attend the POS than patients who reported to have not received detailed information. Here, 

oncologists and patients may possess a different understanding about what detailed 

information means. Further, recall of information could be impaired after the highly stressful 
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experience of the first oncological consultation (Langewitz et al., 2015). Importantly, POS 

also is not the only way for patients to cope with distress and some patients may already 

have found other effective coping strategies (Clover et al., 2015). To sum up, health care 

providers should be aware of their potential influence in regard of psychosocial support 

uptake and they should also adopt patient-tailored recommendation and referral processes 

to adequately reach patients in need of psychosocial support. 

5.2. Is the Rationale more Important than Deception? A Randomized Controlled Trial 

of Open-Label Placebo Analgesia (Study 2) 

Although, on objective measures no group differences were found, we found that 

healthy participants who obtained a plausible treatment rationale reported significantly less 

subjective intensity and unpleasantness heat pain tolerance ratings at posttreatment. 

Actually, most studies report placebo effects on subjective outcomes (Hróbjartsson & 

Gøtzsche, 2001; Kam-Hansen et al., 2014; Schwarz & Büchel, 2015; Wechsler et al., 2011). 

Therefore, our findings underscore the view that placebos may in first line influence 

subjective experiences (Kaptchuk & Miller, 2015).  

Most importantly, on subjective ratings we found that the provision of a plausible and 

comprehensive treatment rationale made a difference (OLP+ and DP) in contrast to an 

open-label placebo group without explanation (OLP-). This finding corroborates previous 

research which had shown that analgesic effects were more effective in informed consent 

groups of a study drug and placebo group, when compared with an uninformed group 

(Bergmann et al., 1994). Furthermore, the placebo group that obtained a plausible treatment 

rationale (OLP+) did not differ significantly in comparison to a deceptive placebo group (DP) 

in subjective heat pain ratings. This outcome questions the necessity of deception in placebo 

research. Interestingly, there was no group difference between the NT group and the three 

intervention groups (OLP+, OLP-, and DP). It is possible that the conceptual heterogeneity 

between the three treatment groups was too large. Hence, for the OLP- group even higher 

ratings of posttreatment heat pain tolerance were found in contrast to the NT group. This 

finding stands in contrast to previous research in which an open placebo application without 
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further explanation had led to pain reduction in episodic migraine (Kam-Hansen et al., 2014). 

Possibly, in our study participants were disappointed to “only receive a placebo” 

(McCambridge et al., 2014; Skingley et al., 2014) or the lack of a plausible rationale led to 

enhanced awareness of pain sensations (van Laarhoven et al., 2010).  

Our findings highlight the importance of proper elucidation of treatments and 

concomitant benefits. Further, the analgesic effect of two distinct treatment rationales with a 

comprehensible theoretical embedding illustrates how important it is to provide plausible 

information. This finding seems crucial for informed consent debates in intervention and 

psychotherapy research. Thus, the provision of a plausible and comprehensive treatment 

rationale is potentially associated with better outcomes of interventions and still complying 

with ethical key principles such as respecting patients’ autonomy (e.g., Blease et al., 2016). 

5.3. What are the Key Characteristics of a ‘Good’ Psychotherapy? Calling for Ethical 

Patient Involvement (Study 3) 

Individualized and patient-tailored processes in psychotherapy are key to respect 

ethical principles such as i) respect of autonomy; ii) beneficence; iii) non-maleficence, and iv) 

justice. Consequently, therapists have to perpetuate exchange with patients within the 

therapeutic process from the very beginning until treatment termination. This discourse 

should entail the discussion of treatment outcome dimensions and determination; any 

potential adverse events which should not be too extensively delineated but also not 

disguised (Van den Hoonaard, 2001). Likewise, the long-term perspective of treatment 

benefits, patients’ expectations as well as financial and time-wise resources that patients will 

need should be discussed with patients (Duncan & Miller, 2000; Gaab et al., 2020; Nguyen 

et al., 2007). Further, therapists should tailor their communication, interactions, and 

therapeutic actions to the individual patient - principally considering previous experiences, 

subjective illness narratives, values, and needs (e.g., Locher et al., 2019). Hence, there is 

not a common “good” psychotherapy, but a “good” psychotherapy for a certain individual 

patient in a certain situation, what is intricately linked to patients’ autonomous decisions 

within the treatment course (Gaab et al., 2020). In summary, supplementing an ethical 
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perspective to the debate about efficacy, effectiveness, and efficiency of psychotherapies 

leads to the call for strengthening patients’ active involvement in psychotherapy. 

5.4. Strengths and Limitations 

To our knowledge, Study 1 had been the first longitudinal study which focused on the 

patient-oncologist communication about POS uptake and its impact prospectively. Social 

desirability, oncologist, and recall biases might have affected patients’ reports (Gabrijel et al., 

2008; Van de Mortel, 2008). Nevertheless, it was decided against audiotaping of the 

oncologist consultation to maintain a naturalistic consultation situation. Therefore, results 

can only be understood as subjective self-reports that provide insight into patients’ individual 

perceptions. Further, we studied POS uptake in a Swiss comprehensive cancer center, 

which limits the representativeness of the results to other countries due to cultural and POS 

referral pathway particularities (e.g., Singer et al., 2009). Yet, we included a large gender-

balanced sample with a broad array of cancer types. Moreover, it should be considered that 

patients who accepted study participation in a study of POS uptake are also more likely to be 

open for psychological support, interfering with the representativeness of the enrolled 

patients. However, patients who declined study participation could also have been 

psychologically too impaired to take part in a study besides medical cancer treatment. 

With Study 2, for the first time an OLP intervention with an according rationale was 

compared to a deceptive placebo intervention and no significant difference was found. In 

addition, findings suggest that a plausible treatment rationale has a considerable effect on 

outcomes. Since we studied healthy participants, we cannot generalize the findings to a 

clinical population. Effects could decrease in a clinical population (Vase et al., 2009; Vase et 

al., 2002) or even be higher, since clinical patients benefit more from analgesic placebos in 

contrast to healthy participants as a meta-analysis indicates (Forsberg et al., 2017). To 

address this question, we are currently conducting a clinical open-label placebo trial with 

women suffering from premenstrual syndrome (Frey Nascimento et al., 2020; 

ClinicalTrials.gov Identifier: NCT03547661) and hope to receive further insights. Further, 

subjective ratings (heat pain intensity and unpleasantness) could potentially be suppressed 
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by individual influences of heat pain tolerance determination. Importantly, neither a 

correlation was found between heat pain tolerance and the respective subjective ratings nor 

a difference in a sensitivity analysis controlling for objective outcomes (see Locher et al., 

2017). In addition, the advertisement of a “novel mind-body management study of individual 

pain perception” could have led to a bias of selective attraction by including individuals who 

are more likely to try new approaches - a common problem in experiments (Kaptchuk et al., 

2010). 

With Study 3, we concluded that active patient involvement within the therapeutic 

process and decision-making is key to provide an individualized “good psychotherapy” in 

compliance with central ethical principles. However, not all patients are able or prefer to be 

extensively responsible and integrated within decision-making and the therapeutic process. 

Therefore, the current individual mental state, symptoms, and the personal situation of a 

patient have to be considered (e.g., acute psychosis, considerable fatigue, history of 

expanded parentification). Again, other patients may not be too interested in obtaining 

comprehensive explanations encompassing research findings, treatment rationales, and 

possible adverse events. In this case, consent to omit comprehensive information can still be 

obtained by therapists and this way patient autonomy is respected (Wendler & Miller, 2004). 

The here presented findings address some methodological gaps mentioned by 

Cuijpers et al. (2019) which had limited the validity of previous psychotherapy findings of 

critical psychotherapy constituents: First, Study 1 showed a temporal relationship between 

oncologist recommendation and uptake as well as Study 2 with the experimental approach. 

Furthermore, Study 2 showed a kind of dose-response association of the extend of provided 

information about the treatment rationale in the context of experimental research (OLP+ 

versus OLP-). Further, Study 3 presents a theoretical outline of the need for active patient 

involvement. Hence, a strength of the presented studies might be the approach of adopting 

distinct methodologies (see also Braakmann, 2015). 
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5.5. Implications for Future Research 

In regard of psychotherapy uptake and process research, further investigation is 

needed on how patients perceive and experience the communication with health care 

providers (Study 1) and the communication of treatment rationales (Study 2). Likewise, 

future research should ask patients how they experience and desire active involvement 

within informed consent procedures and decision-making in psychotherapy (Study 3). 

Moreover, future studies should strive to enhance the understanding of treatment rationale 

effects and should investigate how contextual and placebo effects can be harnessed in the 

field of psychotherapy. Further aspects of treatment rationales and their provision should be 

investigated, such as length, settings, whether they should elicit affective or rather cognitive 

processes, and which points should be included content-wise. Accordingly, the potential of 

verbal communication and suggestion (Borkovec & Nau, 1972) needs further scrutiny in 

intervention and psychotherapy research. Further, our findings suggest that in studies where 

deception is needed, authorized deception is clearly recommended (Wendler & Miller, 2004), 

especially in clinical populations (Price et al., 2008). To sum up, research might benefit from 

consulting patients for the planning and conduct of intervention studies (Liabo et al., 2018). 

Further, different methodologies and research paradigms should be adopted to examine 

operational factors and causalities (Cuijpers et al., 2019). Especially qualitative and mixed-

methods approaches could complement the body of knowledge of quantitative 

psychotherapy studies by embracing the complexity of mechanisms of change in the field of 

psychotherapy (Braakmann, 2015). 

5.6. Conclusion 

The complexity of psychotherapy as a social healing practice is demonstrated by the 

intricate interplay of the patient and provider persona within the therapeutic process. 

Especially providers have to be conscious about the impact of their individual behavior and 

particular actions on the therapeutic process and success – including the provision of 

recommendations, explanations, and treatment rationales. Hence, in order to comply with 

ethical demands and to provide psychotherapy aptly, it is key that providers communicate 
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transparently and are aware of their considerable responsibilities and potential influences. 

What is more, if we as researchers and therapists expand our understanding and awareness 

of the impact of the provider and patient persona as well as their interactions in 

psychotherapy, while additionally complying with ethical principles, we will be able to offer 

more effective and sound psychotherapies to those in need of support. 
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Abstract

Objective: Highly distressed cancer patients often do not use psycho!oncological

services (POS). Research on predictors of POS uptake has mainly focused on

patient!related variables and less on communication variables, so we examined the

link between patient!oncologist communication (ie, talking about psychosocial dis-

tress, providing detailed information, and recommending POS) and POS uptake.

Methods: We conducted a prospective, observational study in an Oncology Outpa-

tient Clinic in Switzerland. Predictors (ie, patient!related variables and patient's

reports of the patient!oncologist communication) were assessed via semistructured

interviews, and information on outpatient POS uptake was assessed after 4 months.

For statistical analysis, a multivariate logistic regression was performed.

Results: Of 333 participants (mean age 61 years; 55% male; 54% distress thermom-

eter !5), 77 (23%) had used POS during a 4!month period. Patients who reported an

oncologist!recommended POS (odds ratio [OR] = 6.27, 95% confidence interval

[CI] = 3.14!12.85) and those who were not sure if they had received a recommenda-

tion (OR = 4.64, 95% CI = 1.83!11.97) were more likely to attend POS than those who

reported receiving no recommendation. Talking about psychosocial distress (OR = 0.74,

95% CI = 0.38!1.46) and providing detailed information about POS did not predict

POS uptake (OR = 1.06, 95% CI = 0.46!2.38).

Conclusions: Oncologists' expert recommendations to attend POS were strongly

associated with patients' uptake of POS. The central role played by oncologists should

be accounted for in stepped psycho!oncological care when POS referral pathways are

defined.
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1 | BACKGROUND

Psychosocial distress and mental disorders are common among cancer

patients1,2 and should be addressed by psycho!oncological interven-

tions to improve quality of life and reduce emotional distress.3,4 Rou-

tine distress screening tools implemented in oncological practice can

identify patients with elevated psychosocial distress so they can be

referred to psycho!oncological services (POS),5 but 50% to 71% of

patients with clinically significant levels of psychosocial distress do

not use POS.6,7 Increasing adequate referral and usage of POS by

distressed patients and offering the support needed are a challenge

in psycho!oncological care delivery.8,9

Although elevated psychosocial distress is positively associated

with POS uptake,10-12 distress level is not the only factor associated

with patient uptake of POS.13,14 Other factors also predict uptake,

including patient!related characteristics like younger age,10,12,15 female

gender,10-12,15 higher education,15-17 and factors associated with the

oncological treatment.15,18,19 These patient!related characteristics can-

not be modified. However, it is possible to design interventions that

target modifiable contextual aspects along the distress screening path-

way, including key aspects of patient!oncologist communication after

distress screening, to better manage patient distress.20

So far, we know that patient!oncologist communication during

the distress screening process might be positively linked to patients'

uptake behaviour and lead to more adequate referral to POS.8,21

Singer and colleagues22 found that a stepped care model in which

patients and oncologists discussed distress screening results

decreased referrals in patients without psychiatric comorbidities and

increased referrals in patients with psychiatric comorbidities compared

with the standard care model without a discussion. Some studies have

suggested that informing patients about the availability and benefits of

psychological support and providing them with practical information

about psycho!oncological treatment may increase uptake of ser-

vices.9,10,17,23 There is also evidence that most patients would accept

a recommendation to use POS by their physician16 and that lack of a

recommendation by health care providers can be a barrier to POS

uptake.24 Improving patient!oncologist communication after distress

screening is important because it may facilitate patients' understand-

ing, reduce uncertainty, help patients to make informed decisions

about their care, and increase satisfaction with care.23,25-27 As far as

we know, no study examined the association between various specific

communication variables in the patient!oncologist communication

after distress screening and POS uptake in a large outpatient popula-

tion from the patient perspective.

We hypothesized that three patient!oncologist communication

variables (talking, informing, and recommending) and previously identi-

fied patient!related characteristics (younger age, female gender, higher

education level, palliative treatment intent, and higher psychosocial

distress) would be positively associated with POS uptake. In more

detail, patient!oncologist communication variables were (a) talking,

during which the oncologist addressed the patients' individual psycho-

social distress; (b) informing, referring to detailed information about

the availability of POS provided by the treating oncologist; and (c)

recommending, reflecting the fact that the oncologist provided a rec-

ommendation to attend POS.

2 | METHODS

2.1 | Participants and setting

Data are based on a prospective, observational study conducted in the

Oncology Outpatient Clinic of the University Hospital Basel (Switzer-

land). In Switzerland, POS is available at most hospitals with oncolog-

ical centres, and costs are covered by basic health insurance. In these

institutions, POS is available on short notice by self!referral or referral

of a physician. Psychotherapeutic support outside of the hospitals is

provided by psychotherapists in private practice and associated with

waiting lists, and costs that are not covered by basic insurance in every

case. Methods of the study have been described earlier.28 Cancer

outpatients who presented for the first time at the outpatient clinic

between October 2013 and January 2016 were eligible if they were

!18 years old, fluent in German, not cognitively or physically impaired

in a way that impeded participation, and were scheduled for at least

one more outpatient consultation with an oncologist at the clinic.

2.2 | Standard screening procedure

Based on a stepped psycho!oncological care model,29 all patients were

routinely screened for psychosocial distress with the distress ther-

mometer (DT) before their first outpatient consultation with the

oncologist and were given written information about the outpatient

POS. Screening for psychosocial distress is standard procedure for

new patients at the Oncology Outpatient Clinic and independent of

study participation. Oncologists were told to address the patient's psy-

chosocial distress level in the first consultation. They were advised to

recommend the POS to patients who reported high distress levels

(DT ! 5), as well as based on their clinical judgment, or the patient's

request. The actual referral to the POS was guided by patients' con-

sent. Oncologists participated in a 1!hour training that taught them

how to communicate about psychosocial distress and how to follow

guidelines for referring patients to POS.

2.3 | Study procedure

Treating oncologists informed cancer patients about the study after

the first consultation to ascertain their interest in study participation.

Thereafter, the study team informed eligible and interested patients

about the study procedure in detail, obtained informed consent, and

interviewed participants after the first outpatient consultation (aver-

age time to interviews was 15 days, and ranged from 0 to 46 days).

Semistructured interviews on the phone or face to face were con-

ducted in German. Prompts and reflections were used to encourage

patients to talk and to elicit detail where necessary. Interviewers (TT,

AFN, and six further Master's level students) used an interviewer man-

ual and were closely supervised by a psycho!oncologist and trained

researcher (DZ). The local ethics committee approved the study

(Ethikkommission Nordwest!und Zentralschweiz, Ref. No.:

EK220/13), which complied with the Declaration of Helsinki.
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2.4 | Measures

2.4.1 | Outcome variable

POS uptake was defined as having attended at least one appointment

at the Outpatient Psycho!oncology Service at the University Hospital

Basel within 4 months after entering the study (yes/no). Data on POS

uptake were prospectively retrieved from hospital records.

2.4.2 | Predictor variables

Patients' sociodemographic and clinical data

Patients' sociodemographic data (age, gender, education) were

recorded during the interview; clinical data on patients' oncological

treatment (treatment intent) were collected from their medical

records.

Psychosocial distress

The German version of the National Comprehensive Cancer Network

distress thermometer was applied to screen patients for psychosocial

distress.30 The reliable and validated screening tool has one item

(“Please circle the number (0!10) that best describes how much dis-

tress you have been experiencing in the past week including today”).

A score of !5 on the DT (from 0 “no distress” to 10 “extreme dis-

tress”) indicates clinically significant levels of psychosocial distress.

Psychosocial distress was also assessed in the interview with the

question, “How much distress have you been experiencing in the past

week including today on a scale from 0 “no distress” to 10 “extreme

distress?”

Patients' report of the communication with the oncologists

They were asked (a) talking: “Did the oncologist talk about your psy-

chosocial distress with you?” (answers: yes/no/do not know), (b)

informing: “Did the oncologist inform you about how the psycho!

oncologist can provide support?” (answers: yes/no/do not know),

and (c) recommending: “Did the oncologist recommend that you

attend the psycho!oncology service?” (answers: yes/no/do not

know).

2.5 | Data analyses

We descriptively analysed sociodemographic, clinical, and

communication!related variables. Education was dichotomized into

“academic” (based on a university degree) and “nonacademic” (based

on high school, apprenticeship, or no education). Patients whose DT

scores were missing (due to n = 18 nondelivery by clinical staff;

n = 22 not provided by patients; n = 9 lost documents) were assessed

for distress during the interview, and DT values were replaced by

interview distress values in the analysis. To estimate predictors of

POS uptake, we used uptake as outcome variable (no uptake as refer-

ence group) in a multivariate logistic regression analysis. Patient!

related variables known to predict POS uptake (including age, gender,

education, oncological treatment intent, and psychosocial distress)

were selected a priori. We also entered the three communication var-

iables (talking, informing, and recommending) with two dummy variables

each (yes vs no; do not know vs no) and used no as reference category.

We then tested the interaction of perceived recommendations with

distress. Additionally, to measure the effect of the communication var-

iables only, we calculated a multivariate logistic regression analysis

using all communication variables as predictors of POS uptake. We

present results as odds ratios (OR) with 95% confidence intervals

(95% CI). To evaluate the goodness of fit and predictive accuracy of

the model, we calculated Nagelkerke's R2 and the C!statistic. We used

“R” (R Foundation for Statistical Computing, Vienna/Austria, 2008) to

analyse the data.

3 | RESULTS

3.1 | Participant and oncologist characteristics

Of 1240 patients who attended the clinic for an outpatient consulta-

tion during the study period, 756 (61%) were eligible for inclusion

(Figure S1, study flow). Of 1240 outpatients who attended the clinic

during 2013 to 2016 for a consultation, 484 patients were ineligible

because of no further consultation (n = 195), not being fluent in Ger-

man (n = 164), or being physically or cognitively impaired (n = 125).

Table 1 shows sociodemographic and clinical characteristics of 333

patients who completed the study (44% of eligible patients; 44% on

the phone, 56% face to face). Mean age was 61, 55% were men, mean

distress score was 4.7 (SD = 2.7), and 54% showed high levels of psy-

chosocial distress (DT ! 5). After 4 months, 77 patients (23%) had

used the POS. Twenty!five oncologists participated in the study.

Mean age was 36 (range 28!58 years), 13 were men, and professional

seniority ranged from 0 to 30 years. They were 9 senior oncologists

(professional seniority !6 years), 6 oncologists in training (professional

seniority "4 years), and 10 resident oncologists (professional seniority

"2 years).

3.2 | Patients' report of the patient!oncologist
communication

More than half of the patients (54%) recalled talking with the oncol-

ogist about psychosocial distress, 17% recalled receiving detailed

information about the POS (Table 2). Frequencies of talking and

informing were similar in patients with low and high distress

(Table 2). However, almost twice as many patients with high distress

(30%) than patients with low distress (16%) said they were given a

recommendation for POS.

3.3 | Predictors of POS uptake

The multivariate logistic regression analysis (Table 3) showed that

patients who reported receiving a recommendation from their oncol-

ogist (recommending: yes) and patients who were not sure if they

received a recommendation (recommending: do not know) were more

likely to attend the POS than patients who did not report a recom-

mendation from their oncologist in the first consultation

(recommending: no). Younger patients, patients with high distress

values, and patients with high education were more likely to attend
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the POS. POS uptake was not predicted by a patient's report that

the oncologist had discussed psychosocial distress of the patient

(talking) or that the oncologist had given detailed information

(informing) about the POS. Gender and oncological treatment intent

(curative vs palliative) did not predict POS uptake. These associa-

tions did not change if only the three communication variables were

included into the model (Table S1). We found no interaction effect

between distress and oncologist recommendation (data not shown).

There was no difference in POS uptake in higher compared to lower

distressed patients reporting a recommendation from their

oncologist.

4 | DISCUSSION

In this study, we examined predictors of POS uptake, focusing on var-

iables of the patient!oncologist communication. As we hypothesized,

patients who reported an oncologist recommendation were much

more likely to use POS than patients who did not report an oncologist

recommendation. Patients who were unsure if an oncologist gave

TABLE 2 Frequencies of patient's reports of the patient!oncologist
communication in all patients (n = 333) and in subgroups of high dis-
tressed (n = 152) and low distressed (n = 132) patients

All
Patients
(n = 333)

High
Distressed
Patients
(n = 152)

Low
Distressed
Patients
(n = 132)

Answer n (%) n (%) n (%)

Talking Yes 179 (54%) 80 (53%) 73 (55%)

Do not know 38 (11%) 18 (12%) 14 (11%)

No 116 (35%) 54 (36%) 45 (34%)

Informinga Yes 58 (17%) 29 (19%) 21 (16%)
Do not know 95 (29%) 43 (28%) 40 (30%)
No 179 (54%) 79 (52%) 71 (54%)

Recommendingb Yes 75 (23%) 45 (30%) 21 (16%)

Do not know 48 (14%) 21 (14%) 19 (14%)

No 208 (63%) 86 (57%) 91 (70%)

Talking (“Did the oncologist talk about your psychosocial distress with
you?”); informing (“Did the oncologist inform you about how the psycho!
oncologist can provide support?”); recommending (“Did the oncologist rec-
ommend that you attend the psycho!oncology service?”).
a1 missing answer.
b2 missing answers.

TABLE 3 Multivariate logistic regression analysis using patient!
related variables (sociodemographic and clinical variables) and patient!
oncologist communication variables (talking, informing,
recommending) to predict POS uptake

Wald OR 95% CI P Value

Communication variables

Talking (yes vs no) !0.87 0.74 0.38!1.46 0.387

Talking (do not know vs no) 0.38 1.21 0.45!3.13 0.701

Informing (yes vs no) 0.14 1.06 0.46!2.38 0.887

Informing (do not know vs no) !1.16 0.62 0.27!1.37 0.245

Recommending (yes vs no) 5.13 6.27 3.14!12.85 <0.001**

Recommending (do not
know vs no)

3.22 4.64 1.83!11.97 0.001**

Patient!related variables

Age (per 10 years) !2.31 0.78 0.63!0.96 0.021*

Gender (female) !0.46 0.87 0.48!1.58 0.643

Education (high) 1.97 1.87 1.01!3.50 0.048*

Treatment intent (palliative) 0.78 1.27 0.69!2.33 0.437

Distress (per unit, 0!10) 3.99 1.28 1.14!1.45 <0.001**

n = 330, Nagelkerke's R2 = 0.295, C!statistic = 0.80.

Abbreviations: POS, psycho!oncological service; B, beta!coefficient; SE,
standard error; Wald, Wald!statistic; OR, odds ratio; CI, confidence inter-
val; P value, significance level; R2, Nagelkerke's R2; C, C!statistic.

*P value <0.05.

**P value <0.01.

TABLE 1 Sociodemographic and clinical characteristics of partici-
pants (n = 333, unless otherwise stated)

n (%)

Age, in years

Mean (SD) 60.5 (14.0)

Range 19!93

Gender

Female 151 (45.3)

Male 182 (54.7)

Education

Nonacademic 217 (65.2)

Academic (diploma/university degree) 116 (34.8)

Distress thermometera

DT score 0!4 132 (46.5)

DT score 5!10 152 (53.5)

Oncological treatment intent

Palliative 128 (38.4)

Curative 205 (61.6)

Time after initial cancer diagnosis, in weeks

Median (range) 4 (0!264)

Cancer typeb

Breast cancer 67 (20.1)

Thoracic malignancies 59 (17.7)

Hematologic malignancies 51 (15.3)

Genitourinary cancer 28 (8.4)

Melanoma/skin cancer 27 (8.1)

Gastrointestinal (noncolorectal) cancer 22 (6.6)

Central nervous system tumours 16 (4.8)

Others 64 (19.2)

Current oncological treatments (multiple treatments possible)

Systemic treatmentc 298 (89.5)

Radiotherapy 109 (32.7)

Surgery 34 (10.2)

No treatment/watch and wait/others 21 (6.3)

Abbreviations: SD, standard deviation; DT, distress thermometer.
an = 284, DT information from 49 patients were missing due to nondeliv-
ery of the DT by clinical staff (n = 18), not being provided by patients
(n = 22), and lost documents (n = 9).
bOne participant with two cancer types.
cSystemic treatment includes chemotherapy, immunotherapy, hormone
therapy, and targeted therapy.
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them a recommendation were also more likely to attend POS than

patients who did not report an oncologist recommendation. Contrary

to our hypotheses, patients who reported receiving detailed informa-

tion about POS (informing) or who reported discussing their psychoso-

cial distress (talking) were not more likely to attend POS. We found

that high distress levels predicted POS uptake10-12 along with age

and educational level,10,12,15-17 but found no association between

female gender or palliative treatment intent and POS uptake.

First and importantly, we found a strong association between the

report of an oncologist's recommendation for POS and uptake, con-

trolling for patients' distress level. This finding suggests that the oncol-

ogist's judgment that psycho!oncological support is necessary for the

patient considerably influences a patient's uptake of support. Patients

might trust the oncologist's judgment since in German!speaking coun-

tries, oncologists are central in the referral of POS.31 Moreover, it has

been suggested that in the context of a life threatening disease the

clinical relationship arises primarily from patients' appreciation of the

clinicians' expertise in a phase of vulnerability. The intensity of the

patient to clinician rapport after one meeting was shown to be

strong.32 Additionally, recommendations might carry more weight

than complex information about what psycho!oncologists do or

talking about individual distress because they are easier for patients

to process. The semantic clarity an oncologist's recommendation pro-

vides may be particularly important in a first outpatient consultation,

since these consultations typically are loaded with new and potentially

stressful information. When patients are under emotional stress, their

cognitive capacity to process and recall information in oncological

consultations may diminish,25,33,34 and the majority of patients in our

study were under emotional stress prior to their first oncological con-

sultation. Thus, distress levels in our study were higher compared with

other studies.16,18 However, in most studies, distress was not assessed

prior to the first consultation but at home or at any time at the clinic.

We were surprised to find that patients who were unsure if they

had received a recommendation from their oncologist were also more

likely to use POS. It is possible that these patients were given a rec-

ommendation which influenced their choice, but could not remember

it clearly in the interview.35 It is also possible that the patients

received a recommendation but could not remember if it came from

the oncologist in the first consultation or from another source inside

the clinic (eg, written information on the DT, nurses, other involved

health care providers) or outside the clinic (eg, spouses, friends). Addi-

tionally, a patients' attitude towards POS might also affect their mem-

ory.10,12,14 Patients with positive or rather neutral attitudes towards

POS may be more able to recognize a recommendation from their

oncologists. Patients with a more negative attitude towards POS will

probably verbalize their psychosocial concerns and support needs less

explicitly. Finally, oncologists may initiate discussions and provide

referral more often if they perceive more explicit and more frequent

cues of psychosocial concerns.36 It should be emphasized that

oncologists were instructed to treat all patients equally within the

referral process, yet adapted information provision and recommenda-

tion to patients individually. Since a naturalistic interaction and a

patient!tailored referral was the aim, there was also a certain latitude

of oncologist behaviour in the referral pathway regarding

recommendations.

Moreover, we found that patients who reported talking about

psychosocial distress with their oncologist in the first consultation

did not take advantage of POS more frequently. However, oncologists

and patients may have different views of what it means to have talked

about psychological distress. A study by Mackenzie et al37 showed

that almost half of the patients who did not want to talk about their

distress with their oncologist said that other issues were more impor-

tant to them in an oncological consultation, which aligns with our find-

ings that only half of the patients in our study reported having a

conversation about psychosocial issues during their consultation.

Further, we found that patients who reported having received

detailed information about what psycho!oncologists do did not more

frequently take advantage of POS. In fact, less than one!fifth of

patients reported having received detailed information from their

treating oncologist in the first consultation. Again, oncologists and

patients might have different views of what detailed information

about POS means, and the stressful situation may have affected

patients' ability to process and recall this information.33,34 Probably,

the complexity of the information did not meet the situational need

of the patient and patients may be more likely to remember detailed

information about POS if it was disseminated in a later appointment.

Like previous studies, we found that high distress levels pre-

dicted POS uptake10-12 as did patient characteristics like age and

educational level.10,12,15-17 Like some other studies, we found no

association between gender and POS uptake.38,39 POS uptake was

also not associated with oncological treatment intent (curative vs

palliative), that corresponds to other studies18,19 which reported

no association between treatment intent and wish for referral.

We determined treatment intent from patients' medical records

instead of asking patients for their perception, yet patients' percep-

tion of the treatment goal often differs from the oncologist's

perception,25 and we assume that the individual perspective of

patients is key for patients' uptake behaviour. Furthermore POS

uptake is not the unique or exclusive manner of addressing

patients' distress. Patients may already have their individual coping

mechanisms or self!management strategies which they prefer and

may be more effective for them.6 Therefore, a patient!oriented

approach should be considered in stepped care systems to tailor

support to patients' needs.

4.1 | Clinical implications

Our results indicate that in a stepped psycho!oncological care model

in which oncologists triage patients, their expert recommendations

strongly affect patients' decisions to use POS. Because of their influ-

ence, oncologists need to act sensitively and responsibly to help

patients overcome barriers to use POS. Oncologists should take

patient!related factors into account when making recommendations,

and pay special attention to the needs of older patients and less edu-

cated patients because patients in these groups are less likely to take

advantage of POS. Because giving patients detailed information about

POS was not associated with POS uptake, it may be better to provide

detailed information in later consultations. Giving information and

discussing distress should not be omitted even though for the
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analysed target (uptake) we do not have evidence of a predictive

power. However, these two aspects are essential for the empower-

ment of patients and belong to a contemporary and comprehensive

patient care. In any case, findings of the present analyses call for

stronger interdisciplinary collaboration and demand further investiga-

tions of how patients experience communication with health care

providers.

4.2 | Study limitations

Our study has several limitations. First, we have no objective record

of the consultations and, thus, did not capture what happened

between the patient and oncologist. We decided against audio or

video recording because we would have had to include patients

before their first visit and we expected this to cause major recruit-

ment problems Social desirability, recall biases, and oncologist bias

have to be considered as sources of bias of the reports.25,40 The lack

of objective records limits our understanding of what leads to

patients to being unsure of whether or not an information had been

given and how comprehensibly oncologists verbalized a recommenda-

tion and on what grounds. Because oncologists' workload and terms

of employment were not comparable, we could not control for rec-

ommendation rate. However, in our study, we chose to focus on

patients' subjective reports, which we consider key for their actual

behaviour. Second, this is a monocentre observational study con-

ducted at a Swiss comprehensive cancer centre, with cultural partic-

ularities regarding the strong position of the oncologist in the

coordination of psychosocial care.31 Hence, our centre might not rep-

resent other outpatient oncological settings that integrate POS into a

stepped!care model where the treating oncologist generally

addresses psychosocial issues.22 However, our sample included a

large gender!balanced sample of cancer patients, a broad array of

cancer types, and the POS uptake rate was comparable to other out-

patient oncological settings.11 Third, due to ineligibility criteria, our

findings are not representative for patients who are not fluent in Ger-

man or who are cognitively and physically very impaired. Thirteen per

cent of all eligible patients were not informed about the study, 28%

of eligible patients refused information about the study, and 12%

refused participation. Our recruitment strategy was designed to

reduce the stigma of accepting an invitation to participate in a

psycho!oncological study, but there is a risk of selection bias if oncol-

ogists informed only patients who were considered to be interested

or healthier. Also, it is possible that patients who declined study par-

ticipation are in general less interested in psychological content and

would decline the usage of POS, that potentially could interfere with

the representativeness of the enrolled patients. However, declining

patients could also be psychologically too burdened but yet inter-

ested in POS offers. Taking ethical considerations into account we

demanded two detailed interviews from patients in a vulnerable state

of health. However, we were careful in seeking information and not

overtaxing patients; the study team and all oncologists were sensi-

tized to prioritize patients' health, and the study was carefully

approved by the local ethics committee.

5 | CONCLUSION

Reported oncologists' expert recommendations to attend POS were

strongly associated with patients' uptake of POS. The central role

oncologists play for POS uptake should be accounted for in stepped

psycho!oncological care when POS referral pathways are defined.

Also, oncologists should pay attention to the needs of older patients

and less well!educated patients. Because receiving detailed informa-

tion about POS did not result in more POS uptake, it may be better

to provide detailed information in later consultations.
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Supplementary Table 1. Multivariate logistic regression analysis using patient-oncologist communication 
variables (talking, informing, recommending) to predict POS uptake. 

 B (SE) Wald OR 95% CI p-value 

Communication variables      
Talking (yes vs no) -0.27 (0.3) -0.84 0.76 0.40–1.44 0.402 
Talking (don't know vs no) 0.04 (0.5) 0.08 1.04 0.40–2.55 0.933 
Informing (yes vs no) 0.30 (0.4) 0.78 1.35 0.63–2.83 0.436 
Informing (don't know vs no) -0.41 (0.4) -1.06 0.66 0.30–1.39 0.287 
Recommending (yes vs no) 1.77 (0.3) 5.46 5.88 3.13–11.22 <0.001** 
Recommending (don't know vs no) 1.41 (0.4) 3.23 4.10 1.74–9.74 0.001* 

Note. n=330, Nagelkerke's R²=0.170, C-statistic=0.73. 
Abbreviations. POS, psycho-oncological service; B, Beta-coefficient; SE, standard error; Wald, Wald-
statistic; OR, odds ratio; CI, confidence interval; p-value, significance level; R², Nagelkerke's R²; C, C-
statistic.  
* p-value <0.05; ** p-value <0.01. 
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Is the rationale more important than deception?
A randomized controlled trial of open-label
placebo analgesia
Cosima Lochera,*, Antje Frey Nascimentoa, Irving Kirschb, Joe Kossowskya,c, Andrea Meyerd, Jens Gaaba

Abstract
Research on open-label placebos questions whether deception is a necessary characteristic of placebo effects. Yet, comparisons
between open-label and deceptive placebos (DPs) are lacking. We therefore assessed effects of open-label placebos and DPs in
comparison with no treatment (NT) with a standardized experimental heat pain paradigm in a randomized controlled trial in healthy
participants. Participants (N5 160)were randomly assigned toNT, open-label placebowithout rationale (OPR-), open-label placebo
with rationale (OPR1), and DP. We conducted baseline and posttreatment measurements of heat pain threshold and tolerance.
Apart from the NT, all groups received an application of a placebo cream. Primary outcomeswere planned comparisons of heat pain
tolerance and the corresponding intensity and unpleasantness ratings. Objective posttreatment pain tolerance did not differ among
groups. However, for subjective heat pain ratings at the posttreatment tolerance level, groups with a rationale (OPR1 and DP)
reported diminished heat pain intensity (t(146) 5 22.15, P 5 0.033, d 5 0.43) and unpleasantness ratings (t(146) 5 22.43, P 5
0.016, d5 0.49) compared with the OPR-group. Interestingly, the OPR1 and the DP groups did not significantly differ in heat pain
intensity (t(146)521.10,P5 0.272) or unpleasantness ratings (t(146)520.05,P5 0.961) at the posttreatment tolerance level. Our
findings reveal that placebos with a plausible rationale are more effective than without a rationale. Even more, open-label placebos
did not significantly differ in their effects from DPs. Therefore, we question the ubiquitously assumed necessity of concealment in
placebo administration.

Keywords: Pain, Open-label placebos, TSA-II, Rationale, Deception, Heat pain paradigm

1. Introduction

A vast body of research corroborates the substantial benefit of
placebos on healthy participants25,67 as well as on certain clinical
conditions,26,33,36,40,49 and for some disorders, placebo effects
are even as effective as active medication.72 Yet, the implemen-
tation of deceptive placebos (DPs) in clinical practice is ethically
unfeasible and incompatible with key principles of openness and
patient autonomy.6 However, recent evidence generally ques-
tions whether deception is indeed a necessary characteristic of

the placebo effect and suggests the possibility of openly
prescribed placebos with full transparency.1,10,31,32,35,48,52,61

Several open-label placebo studies have been conducted with
full disclosure and the provision of a scientific rationale, that is,
explanations of the effects and mechanisms of placebos,31,32,35

and thereby aimed to alter subjective expectation by themeans of
verbal suggestions.53 Open-label placebo administration led to
symptom reduction of irritable bowel syndrome32 and juvenile
attention-deficit hyperactivity disorder61,62 when compared with
no treatment (NT), and 2 further studies underpinned the
effectiveness of open-label placebos compared with treatment
as usual conditions in patients suffering from rhinitis63 and
chronic lowback pain.10 By contrast, a pilot open-label studywith
patients suffering from major depression did not find any
significant improvement compared with a waiting list control
group; yet, a medium effect size for open-label placebos was
reported, exceeding standardized drug–placebo differences
found in antidepressant randomized controlled trials (RCTs).35

Despite these promising results, open-label placebos with full
disclosure have not been directly compared with DP administra-
tion, and they have yet to be studied in an experimental analgesia
paradigm, although pain is the best examined condition in placebo
research3 and a current meta-analysis emphasizes the high
susceptibility of pathological pain to placebo effects.15 We
therefore set out to examine the effects of open-label placebos in
a standardized heat pain experiment23,38,41 with healthy partic-
ipants. We compared open-label placebo administration with
a rationale (OPR1) and without a rationale (OPR2) with DP
administration and an NT. We decided to use heat pain tolerance
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and the corresponding subjective intensity and unpleasantness
ratings as primary outcomes because heat pain tolerance has
been shown to be connected with affective and motivational
aspects.23,28,44 Hence, heat pain tolerance entails the experience
of maximal discomfort, leading to enhanced subjective distress23

andhas further been shown to be linked to pathological pain.16 The
following hypotheses were tested. First, we predicted that
participants’ heat pain analgesia (ie, an increase in heat pain
tolerance and a decrease of corresponding intensity and un-
pleasantness ratings) is enhancedafter the application of a placebo
cream in groups with a convincing rationale (OPR1 and DP)
compared with subjects receiving a placebo cream without any
rationale (OPR2). Second, we hypothesized that deception (DP)
promotes placebo analgesia more efficiently than an OPR1. Third,
we hypothesized that the 3 groupswith an application of a placebo
cream (OPR2, OPR1, andDP) would show an enhanced heat pain
analgesia when compared with the NT group.

2. Methods

2.1. Study design

Between January 2016 and July 2016, we conducted an RCT at
the Division of Clinical Psychology and Psychotherapy at the
University of Basel, Switzerland. Written informed consent was
obtained from each participant before participation in the study.
The Local Ethics Committee of the Canton Basel, Switzerland,
approved the design and informed consent of the study. The
study is registered at ClinicalTrials.gov: NCT02578420.

2.2. Study population

One hundred sixty healthy adults from the general population
were recruited through advertisements for “a novel mind–body
management study of individual pain perception.”32 They had to
be healthy by self-report, right-handed, aged between 18 and 65
years, and have sufficient German language skills. Exclusion
criteria were any acute or chronic diseases (eg, chronic pain,
hypertension, heart disease, renal disease, liver disease, and
diabetes) as well as skin pathologies, neuropathies, or nerve
entrapment symptoms, or any other sensory abnormalities
affecting the tactile or thermal modality. Participants were also
excluded if they took any medication (whether interfering with
nociception or not) on a regular basis within the last 3 months
except oral contraceptives, were in psychological or psychiatric
treatment, reported current or regular drug consumption, or
consumed more than 3 alcoholic standard beverages per day.
Finally, we did not include Psychology or Medicine students
because they potentially have a previous knowledge of placebo
mechanisms and effects. All participants were paid 50 Swiss
francs for their participation in the study.

2.3. Study procedure

Participants were randomly assigned to NT (N5 40), OPR2 (N5
40), OPR1 (N 5 40), and DP (N 5 40). On arrival, all participants
performed an objective baseline assessment of heat pain, as well
as subjective heat pain ratings (for a description of the heat pain
assessments, see Section 2.5.). After baseline measurements,
the treatment phase was conducted.

Participants in the NT group did not receive any treatment and
were told that they are in the “no treatment group.” All participants
in the 3 other groups (OPR2, OPR1, and DP) received an inert
white placebo cream. However, the provided rationale in the 3

groups differed. In the OPR2 group, participants were told: “You
are receiving a placebo cream. This means that your cream does
not contain any pharmacological ingredient, hence it is an inert
substance.” No additional information regarding placebo mech-
anisms was provided to this group. In the OPR1 group,
participants were informed that they are receiving an inert
placebo cream. In accordance with Kaptchuk et al.,32 the
investigator stated that (1) the placebo effect is powerful,
explaining that “it is well known that placebos are very effective,
particularly in the area of pain, Parkinson’s disease, depression,
migraine, and asthma” and described findings of placebo
analgesia and open-label placebo studies. Furthermore, the
investigator mentioned that (2) the “body can automatically
respond to placebos like Pavlov’s dogs who salivated when they
heard a bell” after explaining the classic conditioning theory. In
addition, “researchers assume that this culturally anchored ritual
activates automatic self-healing processes, which in turn may
lead to an effective analgesia.” Finally, the investigator stated that
(3) “an advantage of placebos is that a positive attitude can be
helpful but is not necessary.” We did not mention the importance
of compliance (ie, taking the placebo faithfully is critical) as in
Kaptchuk et al.,32 because our treatment consisted of a single
application of the placebo cream. In the DP group, participants
were told: “You are receiving a generic analgesic cream, which
contains lidocaine, the main ingredient used in Stilex (a local
anaesthetic commonly used in Switzerland). The ‘Antidolor’
cream prevents and treats pain or itching related to dermatolog-
ical diseases such as small burns (…). The effectiveness of
lidocaine was proven in several high quality studies.”—while in
fact they received an inert placebo cream.

After the treatment phase, heat pain measurement procedures
were performed again (posttreatment), regardless of group
allocation. All study participants were debriefed about the aims
of the experiment after study conclusion and, if appropriated,
about the conducted deception. Also, the opportunity to
withdraw data from the study was provided.

2.4. Randomization and blinding

The random allocation sequence was created using the built-in
random number generator in Microsoft Excel for Mac, version 15
(Microsoft Corp, Redmond, WA). Regarding the location of the
heat pain stimuli on the left forearm, block randomization was
used such that an equal number of participants followed the
same location sequence in each group (see Section 2.5. for
detailed description). Participants were enrolled and assigned to
treatments by the first author (CL). To implement the random
allocation sequence, investigators received the participant
number, group allocation, and patch position sequence before
the start of the trial.

Because of the study design, only participants from the
deceptive group were masked. Study investigators knew the
allocation code at the start of the trial.

2.5. Objective heat pain threshold and tolerance and
corresponding subjective heat pain ratings

Pain sensation was assessed using the suprathreshold method
of the Thermo Sensory Analyser (TSA-II). The TSA-II is a com-
monly used and safe device to study analgesic effects. To prevent
physical injuries, the measurement stops automatically at
a maximum temperature of 52˚C. The thermode of the TSA-II
was fixed on 2 different locations (locations A and B, determined
using a positioning device) on the left volar forearm,47 applying

2 C. Locher et al.·0 (2017) 1–9 PAIN®

Copyright ! 2017 by the International Association for the Study of Pain. Unauthorized reproduction of this article is prohibited.



a randomly counterbalanced order within each group. Half of the
participants started with the location A for the baseline measure-
ments of heat pain stimuli, followed by location B for the
posttreatment measurements (for the other half of the partic-
ipants, it was the exact opposite). The thermode of the TSA-II was
moved to different locations to prevent effects of sensitization or
habituation.17

Before the actual measurements, participants were made
familiar with the heat stimuli and the handling of the controlling
device. Heat pain threshold wasmeasured to determine the point
when the sensation went from being warm to feeling painful using
the method of limits, starting at 32˚C. Participants were asked to
stop the heat stimulus at the point they feel it changes from “hot”
to “painful,” with a rise of 0.5˚C every second. Heat pain
thresholds were assessed 3 times.58 Heat pain tolerance was
also determined using the method of limits: participants were
asked to stop the increasing heat stimulus at the moment they
could not stand the heat any longer. Three measurements were
taken, each starting at 32˚C, with a rise of 0.5˚C every second.27

Heat pain threshold was assessed before measuring heat pain
tolerance to minimize interference between heat pain threshold
and tolerance.39

After each heat pain threshold and tolerance stimulation,
participants were asked to rate pain intensity and unpleasantness
on visual analogue scales (VAS).56 The intensity VAS with a range
from 0 up to 100 was titled at the left by the descriptors “no pain
sensation” and at the right by “the most intense pain sensation
imaginable.” Similarly, the unpleasantness VAS (ranged from 0 to
100) was anchored by the descriptors “not at all unpleasant” and
“the most unpleasant imaginable.” Subjective pain intensity and
unpleasantness are commonly assessed pain dimensions in heat
pain paradigm studies.51 Intensity entails the cognitive dimen-
sions of pain, whereas unpleasantness comprises the affective
dimension of pain.54 Our design allows for the assessment of
individual heat pain threshold and tolerance temperatures for
each of the 3 baseline and posttreatment stimulations as well as
for the corresponding subjective heat pain intensity and un-
pleasantness ratings.41

2.6. Measures and questionnaires

At screening, demographic variables (ie, age, sex, nationality,
family status, educational level, employment situation, and
income) were assessed.

Furthermore, after the treatment phase and before the second
heat pain measurement procedures (posttreatment), pain ex-
pectancy and desire for relief were assessed. To measure
expectancy of relief, we deployed a VAS to assess the expected
pain intensity (“What do you expect the pain intensity to be after
the application of the cream?”) and pain unpleasantness (“What
do you expect the pain unpleasantness to be after the application
of the cream?”). Pain expectancy ratings were made on the same
VAS (ranging from 0 to 100) as those for pain intensity and pain
unpleasantness.53 The Desire for Relief Scale assessed the
participants’ desire for relief on a VAS (ranging from 0 to 100) with
the anchors “no desire for relief” on the left and “the most intense
desire for relief imaginable” on the right.56

After the posttreatment phase, the credibility of the treatment
was measured. Participants from the DP group were asked to
rate whether they believed they had received an analgesic cream
(Likert scale from 1 5 “I was sure that I received an analgesic
cream,” 2 5 ”I doubted whether I received an analgesic cream,”
and 3 5 “I did not believe that I received an analgesic cream”),
whereas participants from the OPR2 and OPR1 group had to

report whether they believed they had received a placebo (Likert
scale from 15 “I was sure that I received a placebo cream,” 25 “I
doubted whether I received a placebo cream,” and 35 “I did not
believe that I received a placebo cream”). As in previous
studies,58 participants who disbelieved that they had received
a placebo cream or an analgesic cream, respectively (ie, rating 3
on the Likert scale) were excluded from analyses. Furthermore, all
participants had to fill out the placebo interventions question-
naire.18 For this study, participants answered only the first item
from this questionnaire comprising familiarity with the term
placebo (Likert scale from 1 5 “I know the term placebo and I
can describe it in my own words,” 2 5 “I have heard about the
term placebo but I do not know what it is,” and 35 “I have never
heard the term placebo before”). Participants who were
randomized to the OPR2 or OPR1 group, but could not define
the term placebo at the end of treatment (ie, rating 2 or 3 on the
Likert scale), were also excluded from analyses.

2.7. Statistical analyses

Initially, one 1-way analysis of variance was conducted with age
as a continuous dependent variable. Furthermore, 4 separate chi-
square analyses were conducted, with sex, family status,
educational level, and employment level as categorical de-
pendent variables. For all analyses, the independent variable
was the treatment group (NT vs OPR2 vs OPR1 vs DP).

Primary outcomes were objective heat pain tolerance and the
corresponding subjective intensity and unpleasantness ratings.
Objective heat pain threshold and the corresponding subjective
intensity and unpleasantness ratings, as well as pain expectancy
and desire for relief were chosen as secondary outcomes.

For our objective primary outcome, that is, posttreatment heat
pain tolerance, we calculated one 1-way analysis of covariance
(ANCOVA), using the treatment group (NT, OPR2, OPR1, and
DP) as an independent between-subject factor and baseline heat
pain tolerance as a covariate. For our subjective primary
outcomes, that is, intensity and unpleasantness ratings for heat
pain tolerance at posttreatment, we conducted 2 separate 1-way
ANCOVAs with the treatment group as a between-subject factor
and the corresponding outcome variablemeasured at baseline as
a covariate. For all 3 primary outcome ANCOVAs, we tested 3
orthogonal planned contrasts (2-tailed): (c1) NT group vs groups
with a cream application (OPR2, OPR1, and DP), which is in line
with the recommendation to compare the NT group against all
treatment groups19; (c2) OPR2 group vs groups with a rationale
(OPR1 and DP) to test the significance of the rationale; and (c3)
OPR1 group vs DP group to evaluate the significance of
deception. We decided to define the contrasts a priori because
it has been recommended to use planned contrasts instead of
post hoc tests: they reduce the risk of type I errors derived from
specific hypotheses and complex comparisons can be
accommodated.56,60

Regarding primary outcomes, 3 sensitivity analyses were
calculated: First, completer analyses were applied, whereby all
participants who were randomized and who finished the
experiment were included in the analyses (N 5 159). Second,
we tested whether there is a significant correlation between
objective posttreatment heat pain tolerance and the correspond-
ing subjective intensity and unpleasantness ratings. Then, we
calculated additional ANCOVAs for subjective heat pain ratings
by including the objective heat pain tolerance as a further
covariate.19 Third, we tested whether sociodemographic varia-
bles (ie, sex, family status, educational level, and employment
level) influence the results by including them as additional
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covariates. A detailed description of the statistical procedure
used for the secondary outcomes (ie, objective heat pain
threshold and the corresponding subjective intensity and un-
pleasantness ratings) can be found in the Supplement (S1)
(available online at http://links.lww.com/PAIN/A458).

Regarding subjective expectancy ratings, we calculated two
1-way ANCOVAs, with expectancy ratings of intensity and
unpleasantness for heat pain tolerance, respectively, as out-
come, defining the treatment group as an independent between-
subject factor. Corresponding subjective ratings for heat pain
tolerance at baseline were included as covariates. Furthermore,
desire for relief ratings were subjected to one 1-way ANCOVA
with the treatment group as an independent between-subject
factor. No orthogonal planned contrasts were defined for all
secondary outcomes. However, as the ANCOVA cannot provide
detailed information on differences between particular pairs of
treatment groups, post hoc tests were conducted for analyses
with a significant omnibus test for the treatment group, applying
the Benjamini–Hochberg multiple testing correction.29

Cohen d was computed to provide an effect size estimate and
was interpreted as small (d 5 0.2), medium (d 5 0.5), and large
(d 5 0.8) based on benchmarks suggested by Cohen.12 We
present P values unadjusted for the primary and secondary
hypotheses tested. All hypotheses were tested, with an alpha
level of P # 0.05. The reader can make adjustments with such
methods as Bonferroni. On the basis of an omnibus test in
a 1-way analysis of variance with 4 groups and 5% error level,
we estimated that the total sample size of N 5 160 would
provide 99% power to detect a large effect (f 5 0.4, effect size
calculation based on Kaptchuk et al.32) and 75% power to
detect amedium effect (f5 0.25, effect size estimation based on
Kam-Hansen et al.31).

All statistical analyses were computed using R for Mac, version
3.3.2. (R Foundation, Vienna, Austria).

3. Results

3.1. Sample characteristics

The 4 groups did not significantly differ in age (F(3,147)5 0.57, P5
0.636), sex (X2(3)5 1.54,P5 0.673), family status (X2(9)5 12.04,
P 5 0.211), educational level (X2(9) 5 9.83, P 5 0.365), and

employment level (X2(6) 5 5.18, P 5 0.520). Participants had
amean age of 27.15 (SD 9.51) years, and 68% of the participants
were women (see Table 1 for more descriptive details). In total,
we included 151 participants: one participant from the OPR2

group did not have sufficient German language skills and had to
be excluded during the trial by the investigator. Two participants
in the OPR2 and 3 participants in the OPR1 groups had to be
excluded because they could not define the term placebo at the
end of treatment. Furthermore, 3 participants in the DP group
who did not believe that they received an analgesic cream were
not included in the analyses (see Supplement SF1, available
online at http://links.lww.com/PAIN/A458).

3.2. Objective heat pain tolerance

Planned contrasts indicated that the groups did not differ
regarding their objective heat pain tolerance at posttreatment
(NT vs OPR2, OPR1, and DP: t(146)5 0.35, P5 0.724; OPR2 vs
OPR1 and DP: t(146) 5 1.15, P 5 0.254; OPR1 vs DP: t(146)5
0.37, P 5 0.711). The results did not change in the additional
completer analyses (see Supplement ST1, available online at
http://links.lww.com/PAIN/A458).

3.3. Subjective intensity and unpleasantness ratings for heat
pain tolerance

In contrast to objective heat pain tolerance, the corresponding
subjective intensity and unpleasantness ratings did differ among
groups (see Table 2 for group mean values). First, planned
contrasts indicated that the NT group and the other 3 groups did
not differ in heat pain intensity ratings at posttreatment (c1: t(146)5
20.44, P5 0.658). However, the 2 groups with a rationale (OPR1

and DP) showed significantly lower ratings at posttreatment when
compared with the OPR2 group (c2: t(146) 5 22.15, P 5 0.033,
d 5 0.43). Furthermore, the OPR1 and DP groups did not differ
from each other (c3: t(146) 5 21.10, P 5 0.272; Figure 1).

Results for heat pain unpleasantness ratings at posttreatment
were similar. No difference was found between the NT group and
the 3 other groups (c1: t(146)521.38,P5 0.169). Participants in
the 2 groups with a rationale (OPR1 and DP) reported lower
ratings at posttreatment compared with those from the OPR2

group (c2: t(146) 5 22.43, P 5 0.016, d 5 0.49), and the

Table 1

Sociodemographic characteristics of study participants.

Group N (included) Age (SD) N (%) female Family status N (%) Highest educational level N (%) Employment level N (%)

NT 40 27.9 (8.52) 29 (73%) Single: 37 (92.5%) Primary school: 0 (0%) Full time: 5 (12.5%)
Married: 0 (0%) Secondary school: 6 (15%) Part time: 21 (52.5%)
Registered partnership: 1 (2.5%) High school: 15 (37.5%) None or student: 14 (35%)
Divorced: 2 (5%) University: 19 (47.5%)

OPR2 37 28.27 (11.34) 24 (65%) Single: 32 (86.5%) Primary school: 0 (0%) Full time: 3 (8.1%)
Married: 5 (13.5%) Secondary school: 4 (10.8%) Part time: 15 (40.5%)
Registered partnership: 0 (0%) High school: 23 (62.2%) None or student: 19 (51.4%)
Divorced: 0 (0%) University: 10 (27%)

OPR1 37 25.7 (7.76) 27 (73%) Single: 34 (91.9%) Primary school: 0 (0%) Full time: 6 (16.2%)
Married: 2 (5.4%) Secondary school: 3 (8.1%) Part time: 19 (51.4%)
Registered partnership: 0 (0%) High school: 23 (62.2%) None or student: 12 (32.4%)
Divorced: 1 (2.7%) University: 11 (29.7%)

DP 37 26.65 (10.25) 23 (62%) Single: 35 (94.6%) Primary school: 1 (2.7%) Full time: 7 (18.9%)
Married: 1 (2.7%) Secondary school: 5 (13.5%) Part time: 14 (37.8%)
Registered partnership: 0 (0%) High school: 19 (51.4%) None or student: 16 (43.3%)
Divorced: 1 (2.7%) University: 12 (32.4%)

DP, deceptive placebo; NT, no treatment group; OPR2, open-label placebo without rationale; OPR1, open-label placebo with rationale.

4 C. Locher et al.·0 (2017) 1–9 PAIN®

Copyright ! 2017 by the International Association for the Study of Pain. Unauthorized reproduction of this article is prohibited.



OPR1 and DP groups did not differ from each other (c3: t(146)5
20.05, P 5 0.961; Figure 2).

The results of the primary outcomes did not change
significantly in the additional sensitivity analyses. First, the
completer analyses revealed comparable results (N 5 159) (see
Supplement ST1, available online at http://links.lww.com/PAIN/
A458). Second, the results of the subjective heat pain intensity
and unpleasantness ratings did not change when objective heat
pain tolerance was included as an additional covariate (see
Supplement ST2, available online at http://links.lww.com/PAIN/
A458). Also, the correlations between objective heat pain
tolerance and the corresponding subjective intensity (P 5
0.906), as well as unpleasantness (P 5 0.462) ratings, were not
significant. Finally, the results of the primary outcomes were
similar when sex was included as an additional covariate (see
Supplement ST3, available online at http://links.lww.com/PAIN/
A458). Also, family status, educational level, as well as

Figure 1. Posttreatment scores of subjective intensity ratings for heat pain
tolerance of participants in the no treatment (NT), open-label placebo without
rationale (OPR2), open-label placebo with rationale (OPR1), and deceptive
placebo (DP) groups. Scores were adjusted for baseline ratings. For each
group, the respective mean and SE are displayed. * 5 p-value ,.05

Figure 2. Posttreatment scores of subjective unpleasantness ratings for heat
pain tolerance of participants in the no treatment (NT), open-label placebo
without rationale (OPR2), open-label placebo with rationale (OPR1), and
deceptive placebo (DP) groups. Scores were adjusted for baseline ratings. For
each group, the respective mean and SE are displayed. * 5 p-value ,.05T
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employment level did not influence the results (see Supplement
ST4, available online at http://links.lww.com/PAIN/A458).

3.4. Objective heat pain threshold and corresponding
subjective intensity and unpleasantness ratings

Secondary analyses of objective heat pain threshold and the
corresponding subjective intensity and unpleasantness ratings
did not reveal distinct significant findings; detailed outcomes can
be found in the Supplement (S3, S4, ST5; available online at
http://links.lww.com/PAIN/A458).

3.5. Expectancy and desire for relief ratings

For all groups, expectancy ratings of intensity and unpleasant-
ness for posttreatment heat pain tolerance and threshold are
shown in Table 2 and ST5 (available online at http://links.lww.
com/PAIN/A458), respectively. The ANCOVA revealed that the
treatment groups differed in expectancy ratings of intensity for
posttreatment heat pain tolerance (omnibus test F(3,146) 5 5.41,
P 5 0.001). Post hoc comparisons revealed that the difference
between the NT and the DP groups was significant, indicating
that participants in the NT group expected a significantly higher
heat pain intensity than the DP group (P 5 0.038). Findings for
expectancy ratings of unpleasantness for posttreatment heat
pain tolerance were similar, again resulting in a significant
omnibus test for the treatment group (F(3,146) 5 5.00, P 5
0.002), whereby post hoc comparisons revealed that the NT and
DP groups significantly differed from each other (P5 0.039). The
ANCOVA for desire of relief, however, did not indicate a significant
treatment group effect (omnibus test, F(3,147) 5 0.70, P5 0.555).

4. Discussion

Despite their clinical potential, very little is known about open-
label placebos, as basic research on their analgesic effects as
well as comparisons with DPs are lacking. We addressed this
dearth and conducted—to the best of our knowledge—the first
RCT comparing OPR1 and OPR2 directly to a deceptive group in
an experimental standardized heat pain paradigm.We found that
healthy participants given open-label placebos with a persuasive
rationale showed a decline in subjective intensity and unpleas-
antness ratings for heat pain tolerance which, surprisingly, did not
differ significantly from DP administration. This is in line with an
older study, showing that for a verum (ie, naproxen) as well as for
a placebo, the analgesic effect is significantly better in the
informed consent group when compared with the uninformed
group.4 Accordingly, the necessity of deception in placebo
application—at least in healthy participants—needs to be
reconsidered.

In line with our prediction, the provision of a convincing
rationale, either open or deceptive (OPR1 and DP), did out-
perform the mere cream application without any rationale (OPR2)
with regard to subjective ratings for heat pain tolerance. The
impact of the comprehensible theoretical embedding, which was
offered to the participants in both groups, emphasizes the
importance of plausibility and conviction of treatment rationales.8

Furthermore, we did not find significant group differences
between the NT group and the combined effect of the 3 other
groups which may be due to the conceptual heterogeneity
between the 3 groups receiving the placebo cream. This finding,
which stands in contrast to our hypothesis, may be due to the fact
that the OPR2 group had numerically higher subjective ratings of
heat pain tolerance than theNT group, and in contrast to the other

groups, the OPR2 group did not report pain analgesia in any of
the subjective outcomes but rather displayed higher subjective
ratings of heat pain tolerance at posttreatment compared with
baseline scores. This stands in contrast to a study by Kam-
Hansen et al.,31 where an open application of placebos without
additional information leads to a 14.5% pain reduction in patients
with episodic migraine, which differed significantly from the
untreated attacks, where patients reported a pain increase of
15.4%. In our case, it is possible that participants in the OPR2

group were disappointed to “only receive a placebo.” In fact,
the experience of disappointment is an issue in control groups as
well as in experiments with healthy participants.43,65 Further-
more, the application of the cream may have led to an increased
focus on the forearm in combination with the absence of any
cognitive processing of a rationale.69

We only found significant group differences in subjective heat
pain ratings and not on objective heat pain tolerance. Whether
placebo effects are merely detected in subjective measurements
or also on objective parameters seems to depend on conceptual
aspects of studies. Thus, several studies detected placebo
effects only on a subjective level,30,64,73 whereas placebo effects
are indeedmeasurable with neuroimaging,13,37 and the impact of
placebo on immune and endocrine processes has been
reported.3 Our results are in line with the view that placebos
primarily affect subjective self-report.34 It is noteworthy that Kam-
Hansen et al.31 also only found an impact of openly prescribed
placebos on subjective measures and not on pain freedom—
which would be the absolute absence of pain and is more
objective than subjective pain sensation ratings. Interestingly,
a former account of a heat pain study in children showed reversed
effects: placebo effects were detected on an objective level only,
however not on subjective heat pain ratings.38

Regarding heat pain expectancy ratings, participants’ expect-
ations differed substantially according to group allocation,
indicating that expectancy manipulations occurred because of
the differing treatment procedures. In particular, participants in
the DP group expected reduced heat pain intensity and
unpleasantness for posttreatment compared with the NT group.
These findings are in line with evidence of a link between placebo
effects and induced expectations50 and the general association
between enhanced analgesia and induced positive expect-
ations,5 besides showing that the deception in the DP group
was successful.

To sum up, placebo analgesia in healthy participants may be
achieved with an adequate and convincing rationale, whereby
deception may not be necessary as long as participants find the
explanation at hand meaningful and plausible.46

4.1. Strengths and limitations

Our study corroborates previous findings of open-label placebo
effectiveness and shows that the rationale plays a fundamental
role in altering expectancies and, hence, induces placebo
effects.50 Remarkably, placebo effects are achievable even with
full disclosure. It has to be considered that we examined open-
label placebo analgesia in healthy participants; hence, the effect
may be higher than in a clinical setting.70,71 However, a recent
meta-analysis suggests that patients with clinical conditions
benefit even more from analgesic placebo treatments than
healthy participants.21 The increased desire for pain relief that
significantly contributes to placebo analgesia in patients55 has
been shown to be lower in healthy volunteers.11 Also, the value of
social support regarding positive physical health outcomes24

turns out to be superfluous in experimental pain.
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This RCT has several limitations. Subjective intensity and
unpleasantness ratings are not independent of the corresponding
objective heat pain tolerance. Differences in subjective heat pain
ratings could be suppressed because assessing heat pain
tolerance allows participants to stop the pain stimulus at different
points in time. However, objective heat pain tolerance and the
corresponding subjective ratings were not correlated. Further-
more, sensitivity analyses of the subjective primary outcomes in
which we statistically controlled for heat pain tolerance did not
lead to different results.

We found medium effect sizes for subjective heat pain ratings.
However, it is well known that placebo analgesic effects are
smaller in studies that use short-term stimuli when comparedwith
long-term pain stimuli.68,70 Furthermore, study investigators
conducted all assessments and also delivered the placebo
instruction, which potentially led to an investigator bias59; yet,
manualized instructions were used, and investigators strived to
treat participants equally regarding empathy and warmth. Finally,
advertisement of a “novel mind–body study of individual pain
perception” may have attracted individuals who are open to new
approaches.10 Nevertheless, selective attraction to the adver-
tised study is present in many experiments.32

4.2. Implications and future studies

Given the long-held belief of an inextricable interconnectionbetween
deceit and placebo usage,20,45 our findings offer an empirical
starting point for a conceptual rethinking of the necessity of
deception in placebo application. The ethically problematic aspect
of placebos—a spurious rationale6—may not differ when compared
with a transparent and scientific rationale—at least in terms of their
effects on subjective outcomes. Here, our study affirms that open-
label placebos bear the potential to be harnessed in clinical practice.
Furthermore, our findings are of relevance to the treatment of acute
and chronic pain, where side effects, addiction, and risk of overdose
of opioids and other analgesic drugs are a vital threat to patients7

and an intricate challenge in health care.66 Open-label placebos
could display a new strategy to prevent overdose of opioids. The
authors of earlier studies argued that open-label placebos could be
prescribed with a “wait and watch” strategy before the administra-
tion of drugs32 or to be prescribed after repeated administration of
active drugs to achieve drug-like effects.14 Moreover, open-label
placebos may have the potential to work in treatment-resistant
patients10 with acute and chronic diseases.

There is evidence that authorized deception may not compro-
mise the placebo effect substantially42 and is therefore—from an
ethical point of view—preferable. Future studies may favour
authorized deception, especially if a clinical population is
included.45

Most intriguingly, that the placebo group without any
theoretical embedding displayed significantly higher subjective
pain ratings than the placebo groups with a theoretical embed-
ding indicates the special significance of the rationale itself.
Clinicians should be aware that a convincing story behind an
intervention leads to better outcomes—at least concerning
openly prescribed placebos. The importance of a certain
rationale, that is, a verbal suggestion, is also of relevance
regarding the augmentation of nocebo effects57 and in other
domains such as in psychotherapy.8,22 Therefore, our findings
emphasise that the power of verbal suggestions deserves further
scrutiny in relation to future placebo research. This is in line with
the recommendation that physicians may best benefit from
placebo effects by enhancing patients’ expectations through
communication.2,9

5. Conclusion

Open-label placebos can lead to relevant changes in subjective
experiences in healthy participants whereby the rationale itself is
the vehicle which transports the meaning: an open application of
a placebo cream with a convincing rationale had an impact on
subjective pain relief, whereas an open application of a placebo
cream without any rationale or theoretical embedding showed no
effects. The observation that open-label placebos did not
significantly differ in their effects on our subjective primary outcome
compared with DPs indicates that the rationale in fact might bear
more weight than the deception in placebo application.
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Objective: The evidence-based practice movement clearly de!nes the relevant
components of a good treatment. In the present article, we elaborate on how the active
involvement of patients within psychotherapy can and should be increased in order to
respect ethical considerations. Our arguments complement the requirements of
evidence-based practice, and are independent of the actual psychotherapeutic
treatment approach being used.

Method: Theoretical and ethical analysis.

Results: In order to respect patient autonomy, psychotherapy needs to be transparent
and honest when it comes to disclosing the relevant factors for promoting therapeutic
change. It has been argued that ethical informed consent needs to include empirically
supported patient information. In this paper we go one step further: we outline that fully
respecting ethical considerations in psychotherapeutic treatment, necessarily calls for
acknowledging and strengthening the active role of patients in the course of
psychotherapy. Accordingly, patients need not only to be informed openly and
transparently about the planned treatment, the treatment rationale, and the expected
prognosis of improvement in the course of psychotherapy, but they also need to be
actively involved in the decision-making process and during the entire process of
psychotherapeutic treatment.

Conclusions: Our arguments support the tendency that can be observed in health care
in recent years towards more active patient involvement across different health-care
domains, but also in clinical research. This article offers an ethical perspective on the
question what de!nes a ‘good psychotherapy', which, hopefully, will help to leave behind
some of the ongoing psychotherapy debates and move the !eld forward.

Keywords: psychotherapy, patient-centered care, empirically supported treatment, evidence-based practice,
patient autonomy
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INTRODUCTION

Since Eysenck's provocative conclusion in 1952 that psychotherapy
doesn't facilitate recovery from mental disorders (1), it has been a
major goal of psychotherapy research to prove the ef!cacy and
effectiveness of psychotherapy. With the adoption of the criteria of
evidence-based medicine (2–4) to psychotherapy outcome research,
the proof of ef!cacy became necessary for a psychotherapeutic
treatment to be considered empirically supported and thus to be
recommended for clinical practice (5, 6). Within the evidence-based
practice framework, however, a broad perspective is taken into
account acknowledging that beyond the theory-driven ingredients
of the intervention, research evidence points to relevant
characteristics of the patient or client, as well as of the treatment
provider, and the interactive process of treatment as relevant aspects
(e.g., 7, 8). Following previous claims regarding the patient as being
a, if not the most important factor contributing to psychotherapy
effects (9–11), the present paper will focus on the role of patients
within the course of psychotherapeutic treatment.

Calls for more active patient involvement in psychotherapy
are not new, and have their origins within humanistic and
positive psychology, focusing on each person's potential for
growth (12). For instance, Rogers who developed the person-
centered psychotherapy approach, stated in 1963 “we could say
that in the optimum of therapy the person rightfully
experiences the most complete and absolute freedom” (13,
p.25). In 1994, Bergin and Gar!eld wrote that “clients are not
inert objects upon which techniques are administered…”, and
further, “as therapists have depended more upon the client's
resources, more change seems to occur” (14, p.825–826, as
cited in 15 p.84). In addition, literature on resilience points out
the potential of client- and patient-associated factors to be
related with self-directed change and self-healing, and to
contribute to health-improvements (16, 17). Interestingly,
Maslow's theory of human motivation (18) seems to have
anticipated these developments by highlighting the
importance of self-ful!llment and self-actualization as
forming the basis for personal functioning and resilience. As
a practical example of how the patient can be given the lead in
psychotherapy, a patient-led approach has been suggested and
evaluated, which gives the patient responsibility for the
planning and structuring of psychotherapy (19, 20).

Our paper will build on previous literature pointing out the
relevance of patient or client involvement in psychotherapy.Wewill
complement this line of research by adding an ethical perspective
and deducing that if transferring ethical considerations to
psychotherapy practice, actively involving patients in the entire
psychotherapeutic process is not only possible but also necessary
from an ethical point of view, although doing so, might be a
challenge in certain cases. From a practical point of view,
providing a clear and evidence-based guideline on how to realize
the goal of ethical patient involvement within practice is beyond the
scope of this article which rather aims at raising awareness on the
relevance of ethical considerations in psychotherapy. However, in
some instances we will provide examples on how the suggested goal
of ethical patient involvement may be translated or has been
translated to clinical practice.

ETHICS IN PSYCHOTHERAPY

In medical ethics, the applied ethics approach of principlism
forms the basis for many ethical guidelines, and postulates four
ethical principles (21): !rst, respect for autonomy (self-
determination); second, bene!cence (do good); third, non-
male!cence (do no harm); and fourth, justice (social
distribution of bene!ts and burdens). In dealing with ethical
questions, con"icts, and/or dilemmas, each of the four principles
needs to be speci!ed and balanced, recognizing that there is no
hierarchical order of the four principles from the outset (21).

Not only in medicine in general but also in psychotherapy, the
applied ethics approach of principlism may be an attractive
framework for moral decision-making because it is
undogmatic, open with regard to any theory of normative
ethics, liberal, transparent, and rational. In recent years, an
increased emphasis on ethics in psychotherapy can be
observed, which may complement the available ethical codes of
conduct in several countries (e.g., 22, 23). Over the last !ve years,
the publication of textbooks for practitioners (e.g., 24, 25), of
scienti!c journal articles (e.g., 26, 27), of article collections and
special issues (e.g., 28, 29), and the publication of the “Oxford
Handbook of Psychotherapy Ethics” (30) re"ect the increase in
interest and knowledge in this !eld.

In this context, ethical arguments have recently been raised to
call for adequate patient information in psychotherapy, based on
empirical evidence. Ethical patient information is required to
provide all the information that is necessary for a patient to make
an informed decision concerning a suggested treatment plan (6,
31–33). In a recent systematic review, Lamont-Mills and
colleagues summarized the evidence on the role of
con!dentiality and informed consent in counselling and
psychotherapy (34). They concluded that within clinical
practice, psychotherapists apply standardized informed consent
templates but they also state that we know only little about the
actual adequacy of informed consent obtainment in
psychotherapy as well as on the patients' own understanding of
informed consent and con!dentiality. We will argue in the
present article that despite the necessity to simply inform
patients about the suggested treatment, for instance by using
standardized informed consent templates, the patients should be
actively involved in the entire therapeutic process in an
individualized way. We will elaborate on how this can be done
and which aspects are to be considered when doing so.

ETHICAL PATIENT INVOLVEMENT

Providing an Individualized, Plausible,
Comprehensive, and Honest Treatment
Rationale
From an ethical point of view, transparency in the conduct of
psychotherapy is essential and serves to respect and protect
patients' autonomy (31–33). To this effect, treatment rationales
need to be plausible and clear, but also compelling (35). It is
indispensable, however, that honesty is warranted, and that
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exaggerations are avoided (26). Therefore, treatment rationales
need to be based on evidence-based and empirically supported
research !ndings (5, 31, 36, 37). Moreover, the therapist's
language must be adapted with respect to the patient's own
language (38), and the patient's individual context needs to be
considered. The provision of individualized honest and
transparent treatment rationales is key for assuring patient
autonomy in that they enable a patient to decide for or against
initiating psychotherapeutic treatment in an informed manner
(32, 33). In turn, a higher credibility of an initiated treatment, as
perceived by patients at an early stage of treatment as well as
patients' outcome expectations, have been shown to be
signi!cantly associated with treatment outcomes (39, 40). Yet,
it is important to note that patient information does not need to
include the explanation of complex psychological theories if not
warranted. Research on the open and transparent administration
of placebo treatment for instance has demonstrated bene!ts of
the provision of rather short, yet compelling treatment rationales
even in the absence of an active treatment (41–43). However, the
integration of patient's individual views and perspectives within
the framework of evidence-based treatment might seem as a
contradiction. But recent research proposes to allow for more
variability and evidence-based therapist "exibility, for instance,
within the context-responsive psychotherapy integration
framework. The application of this framework in clinical
practice realizes personalization of psychotherapy by therapists'
responsiveness to patients characteristics, for instance their
treatment-related beliefs (44). In summary, we argue, in order
to respect the patients' autonomy, the process of informing a
patient regarding a treatment rationale within psychotherapy
should actively consider the patients' own perspectives.

DEFINING THE OUTCOME OF
PSYCHOTHERAPEUTIC TREATMENT
INCLUDING THE PATIENT PERSPECTIVE

To take the ethical principles of respect for autonomy and
bene!cence seriously, patients should also be included in an
active manner in the process of de!ning the domain of outcome
of psychotherapeutic treatment. Strupp, Fox (45) were among
the !rst ones to highlight the relevance of the patients' own
perspective in outcome assessment in psychotherapy. Besides the
core symptoms as de!ned in diagnostic manuals (e.g. the
Diagnostic and Statistical Manual of Mental Disorders DSM-V
(46) or the International Statistical Classi!cation of Diseases
ICD-10 (47), a range of additional health-related outcomes exist
which might be considered relevant as well (e.g., 48, 49).
Alternative treatment outcomes might encompass such aspects
as quality of life, well-being, self-ef!cacy, and social relationships,
among many more. For instance, meaning of life has been
described as being correlated with psychopathological
symptoms (50, 51), and as a possible alternative target
outcome of psychotherapy (52). In practice, the aim to include
patient's perspectives can be realized in diverse ways, including
for instance the use of multidimensional routine treatment

outcome packages (53), the assessment of personal target
complaints (54), but may also include the use of the “miracle
question” or of “scaling questions” (55, 56). It might be argued,
that for many patients, particularly those who are ambivalent
about change, discussions about treatment goals and desired
outcomes of treatments might be challenging if not impossible.
De Shazer and Isebaert give an informative overview on how
respect for patient autonomy can be realized within inpatient
and outpatient psychotherapeutic treatment of alcohol abuse,
which has traditionally been described as being dif!cult to treat,
by focusing on “what patients want from therapy” (57, p.51).
Thus, in order to meet the ethical principles of respect for patient
autonomy and bene!cence, the identi!cation of the most
relevant health dimension to be improved in the course of a
psychotherapeutic treatment needs to actively include and
respect the patient's own perspective.

Discussing the Evidence Openly
With the Patient
In general, psychotherapy is required to have bene!cial effects at
least on the core symptoms of a certain diagnosis in order to be
considered evidence-based. Unfortunately, due to the scarcity of
research on other outcome domains than symptom
improvement, we know only little about psychotherapy effects
on other outcome domains so-far. In order to respect the ethical
principle of respect for the patient autonomy, these lacks of
evidence should be discussed with patients. Further, the available
evidence on potentially occurring unwanted effects or side effects
in the course of psychotherapy is very limited (6, 58).
Nevertheless, in accordance with the ethical principles of
autonomy and of non-male!cence, the potential risk as well as
lacks of available evidence needs to be disclosed to patients
openly in order to allow for the patients to make an
informed decision.

Likewise, in accordance with the ethical principles of
bene!cence and of non-male!cence, the in"uence of therapists,
proven to contribute signi!cantly to treatment effects (59),
should be taken into account while discussing potential
treatment outcomes (60). Research has shown that not all
therapists are similarly effective (61–63). Yet, patients wish to
obtain information on their therapist's performance level (64).
Therefore, it is very important to discuss with a patient the
possibility that a mismatch between the patient and the therapist
may limit potentially bene!cial treatment effects, in order to
avoid the patient to conclude that an unsuccessful course of
treatment was his or her own fault. Within the therapeutic
process, therapists could raise this issue occasionally, and offer
the pat ient the poss ib i l i ty to swap therapis ts , or
change treatment.

Discussing the Potential Course of
Symptom Improvement
Several meta-analyses have shown that short-term effects of
psychotherapeutic treatments may differ considerably from
long-term effects (65–68). From a clinical as well as from an
ethical and !nancial perspective, one could argue that a
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treatment would need to contribute to long-lasting, sustainable
bene!ts in order to be recommended for clinical practice (69,
70). However, from a patient's perspective, even short-term
improvements may be considered relevant, and may
considerably impact well-being. For instance, in the context of
medically unexplained symptoms, it has been argued that given
the high personal burden associated with the mostly chronic
course of symptoms without the hope for complete recovery,
even short-term symptom relief might be considered as highly
relevant by individual patients (67). In addition, therapists might
argue that short-term deteriorations of symptoms or well-being
may be part of the therapeutic process, which eventually lead to
long-term improvements. For instance, crying during
treatment sessions has been described as relieving distress and
arousal, but can also be perceived as stressful in itself, and as
contributing to the experience of increasing arousal (71). In this
context, however, the ethical principle of doing no harm
(nonmale!cence), for example the danger of introducing
negative expectations, and increasing the risk for the
occurrence of nocebo effects needs some attention (72). It
could further be argued, that talking about potentially
occurring symptom deteriorations might decrease patients'
commitment to treatment and the therapeutic relationship.
Previous research, however, identi!ed potential and diverse
ways how to deal with such dif!cult situations within
psychotherapy (57, 73, 74). It is important however to respect
patients' autonomy by allowing the patients an informed
decision whether or not to adhere to a suggested treatment
plan. Accordingly, the discussion of the potential course of
symptoms over time, which may include temporal symptom
deteriorations or possible discrepancies between expected short-
and long-term effects of psychotherapy, requires a particularly
sensitive and individualized process, which necessarily takes into
consideration a patient's previous experience, expectations, and
other patient-related characteristics.

Considering Patients’ Previous Experiences
In the course of ethically sound psychotherapy, exploring and
discussing patients' previous treatment experiences as well as
their subjective illness narratives (i.e. their own understanding
regarding how a certain illness is perceived, understood and
managed; 75) seems most relevant. Besides exploring patients'
previous treatment experiences, it is also relevant to explore what
patients themselves have been doing in the past in order to deal
with dif!culties and crises in their lives, as well as pointing out
previous successes and achievements in handling previous
problems (56). Such explorations may give important hints
regarding patients' strengths and resources, and can contribute
to creating awareness and positive expectations while
strengthening the patients' own capacity to cope with
problems. In this sense, psychotherapy can be described as
contributing to transforming non-adaptive narratives into
adaptive ones (76). Thus, “psychotherapy is not simply the
vehicle for the delivery of psychological ingredients but is,
rather, a highly entwined system that uses language to
construct or, better said, reconstruct the patient's interpretation

of the world.” (77, p. 862). In practice, acknowledging patients
previous experiences can be done for instance by responding
individually to patients unique characteristics and emerging
scenarios (44), or by the exploration of so-called exceptions of
the problem (57).

Monitoring Treatment Progress
In shifting the focus towards the patient's perspective in clinical
research, patient-reported outcomes measures (PROMs) were
originally applied in clinical research in order to quantitatively
assess health outcomes from the patient's perspective (78, 79).
Meanwhile, however, they are increasingly used in clinical
practice to monitor and improve health care for individual
patients (80). Also in the speci!c context of psychotherapy
feedback systems have been introduced (81, 82), which can be
used to inform the therapist about the actual course of a
particular patient, and may facilitate personalized planning and
adapting of processes within psychotherapy. For example, the
application of the routine outcome monitoring has been shown
to be superior to “clinical judgment in predicting patients who
are on or off track for treatment success” (82, p.459). Electronic
feedback systems just as the use of PROMs in clinical practice are
assumed to help improving the communication between patients
and clinicians, to foster a shared decision-making process, and to
develop and monitor personalized care plans (83). However, they
are not to replace the necessary exchange between a clinical
psychologist and the patient regarding the patient's idiosyncratic
perceptions of and attitudes towards the course of treatment.

CONCLUSIONS

During the last decades, psychotherapy research just as other
areas of mental health care research have largely focused on the
one hand on the identi!cation of clear-cut de!nitions of mental
disorders with several revisions of the de!ning criteria over the
years (84–86), and on the other hand on the identi!cation of
treatments that are speci!cally tailored to a diagnosis and which
were assumed to help eliminate the de!ning symptoms of a
diagnosis better than other more generic treatments (49, 87).
This dominating view made psychotherapy research endeavors
initially focus on proving the ef!cacy of psychotherapeutic
treatments. Over the years, the focus slightly moved towards
more naturalistic investigations of the effectiveness of treatments,
and in recent years, the ef!ciency of psychotherapy gained more
research interest, and an increase in publications on the cost-
effectiveness of psychotherapeutic treatments can be observed
(see e.g., 88–92).

In addition to ef!cacy, effectiveness and ef!ciency, however,
ethical considerations are most relevant when talking about
criteria of a ‘good' psychotherapy. We have argued that
treatment recommendations, which respect the ethical principles
of respect for autonomy, bene!cence, non-male!cence, and justice,
re"ect an individualized patient-centered process that should
incorporate the relative importance of individual patient's
history, values and needs.
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Patients as Partners
We showed that an active involvement of patients is most
relevant when including ethical principles in psychotherapy
decision-making and practice. In this understanding, based on
the ethical principles of respect for autonomy and bene!cence,
patients are to be seen as partners in clinical practice. In
addition, it has been argued recently that patients' perspectives
should be included in clinical research as well, for instance in
study design and governance (93, 94), in order to increase the
relevance of research !ndings for the patients and the actual
clinical practice outside of the academic setting. These claims
are nicely summarized in The BMJ's patient partnership
strategy (95), as well as in the statements published by the
Patient-Centered Outcomes Research Institute in the US (96,
97), as well as the National Institute for Health Research in the
UK (98).

The addition of ethical considerations to the debate strengthens
previous calls for shifting the focus from the treatment itself towards
other relevant aspects of psychotherapy (99, 100). In particular,
patients themselves as active agents within psychotherapy need
more attention, including their idiosyncratic experiences with
psychotherapy, as well as their perspectives on health and illness
(i.e. their illness and health narratives), their moral and normative
values, but also their !nancial and time-wise investments when
initiating psychotherapy (10, 37, 99, 101).

Our call for more patient involvement in the course of
psychotherapy is not new. In fact, some psychotherapeutic
approaches exist which are not based on theoretical
assumptions about the etiology of mental problems or
disorders, but which focus more on the idiosyncratic process
within psychotherapy. For instance, in solution focused brief
therapy the patient is seen as the expert of therapeutic change
rather than the therapist (102). Likewise, humanistic
approaches, such as person-centered psychotherapy in
general and, in particular, motivational interviewing, rely on
establishing and safeguarding of a therapeutic alliance to allow
and foster change. They have a strong focus on the processes of
change rather than on etiological models or the adherences to
protocols and manuals (103, 104). The three outlined
psychotherapeutic approaches have in common that patients'
views, experiences, values, and needs are actively involved
throughout the whole course of treatment—an expression of
the ethical principle of respect for autonomy, while the
therapist supports and guides rather than directs the
therapeutic process.

One Size Does Not Fit All
We conclude that the ethical principles of patient autonomy,
bene!cence, non-male!cence and justice can best be respected
within an individualized and patient-centered process within
psychotherapeutic treatment. In this context the principles
described in person-centered psychotherapy (104) seem to be of
high relevance just as the processes described for instance in the
context of motivational interviewing (103), or in the therapist's
attitude of ‘not-knowing' in solution focused brief therapy (56, 102).

We have argued that throughout the course of psychotherapy,
therapists need to remain in exchange with the patient regarding
the process of change during the course or after !nishing
psychotherapy. This exchange may include discussions about
!rst, multiple dimensions of potential treatment outcomes (i.e.
not only focusing on symptom improvement but on a broader
range of health-related outcomes), second potential symptom
worsening or otherwise occurring adverse events, third, the long-
term perspectives of expected treatment effects, and fourth, the
costs of a psychotherapeutic treatment, !nancially but also time-
wise. All four of them may differ considerably between
individuals with respect to their actual content and the
relevance of one aspect compared to the others. This exchange
between patient and therapist should be tailored to individual
patients and should be guided by their previous experiences,
their individual illness narratives, their values, and needs.

It is important to keep in mind, however, that comprehensive
patient information also bears potential risks. Just as in medical
treatment, where unwanted events can be elicited by
emphasizing them (e.g., 105, 106), the occurrence of so-called
nocebo effects has also been discussed in the context of
psychotherapy (72, 107–109). From an ethical perspective,
risks should neither be exaggerated nor be concealed by a
practitioner (110). In order to respect ethical principles, and in
order to avoid the occurrence of nocebo-effects (male!cence), in
the case of doubt, patients should explicitly be asked whether
they care for knowing all details regarding potential risks that
may be associated with initiating psychotherapeutic treatment
thereby meeting the ethical principle of respect for the
patient's autonomy.

Following our arguments there is probably not one
recommendable ‘good' or ‘best' psychotherapy. Rather, the
evaluation of certain psychotherapeutic treatments as a ‘good'
psychotherapy for a certain patient always constitutes an
individual decision (99), and may thus differ across
individuals depending for instance on their backgrounds,
clinical conditions, personal values, and their illness and
health narratives. The addition of the ethical perspective to
the evaluation of psychotherapeutic treatments may therefore
be seen as a key element which shifts the focus from a
treatment itself (i.e. its ef!cacy, effectiveness and ef!ciency)
towards the patient, and thus necessarily strengthens the
patient's active role within psychotherapy.
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