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“The	data	will	tell!”	

	

-	That	adagio	is	at	the	heart	of	current	psychotherapy	research	(Westen,	Novotny,	&	

Thompson-Brenner,	2004;	cf.,	Danziger,	1990).	It	is	one	of	the	core	features	of	the	

Evidence-Based	paradigm,	which	emphasizes	the	use	of	sound	and	rigorous	methods	

(Wampold	&	Imel,	2015),	systematic	data	collection	and	analysis	(Chambless	&	Hollon,	

1998),	limitation	of	subjective	clinical	judgement	as	a	basis	for	clinical	decision	making	

(Kazdin,	2008),	and	the	development	of	general	principles	and	guidelines	for	effective	

treatment	to	patients	diagnosed	with	a	range	of	psychopathological	symptoms	and	

complaints	(Norcross,	Levant,	&	Beutler,	2005).	Given	the	emphasis	on	the	use	of	the	

‘best	available	methods’	to	derive	evidence	for	treatment	efficacy	(see	Chambless	&	

Hollon,	1998),	psychotherapy	research	has	a	strong	impact	on	the	organization	of	

clinical	practice	worldwide	(APA,	2002;	Kazdin	&	Sternberg,	2006):	the	American	

Psychological	Association	acknowledged	over	350	psychological	treatments	as	

evidence-based	(Kazdin,	2015)	and	stimulates	the	dissemination	in	scientifically	

developed	guidelines	for	Evidence-Based	Practice	(EBP;	APA,	2005).		

In	the	EBT	paradigm,	the	use	of	so-called	‘gold	standard’	methods	(Cartwright,	

2007)	is	taken	as	a	guarantee	for	the	quality	of	findings	(Toomela,	2007;	cf.,	Reicher,	

2000).	This	yields	the	idea	that	when	“the	data”	are	collected	and	analysed	by	sound	

means,	the	results	automatically	will	be	sound	(cf.,	Truijens,	2017).	When	evidence	is	

based	on	data,	however,	that	evidence	is	principally	limited	by	that	data.	In	other	words:	

output	depends	on	input.	That	implies	that	when	input	is	flawed,	output	will	be	flawed,	

even	when	the	very	best	methods	of	analysis	would	be	used.	Thus,	to	be	sure	that	the	

output	provides	a	sound	evidence-base	for	psychotherapy,	the	soundness	of	the	input	is	

key.	In	this	dissertation,	therefore,	the	aim	is	to	follow	“the	data”	on	their	way	to	

become	“the	evidence”	in	Evidence-Based	Treatment	(EBT).	

In	the	gold	standard,	“the	data”	are	generally	collected	by	quantified	self-report	

measures	(Malterud,	2001;	McClimans,	2013)	to	assess	whether	the	treatment	of	

interest	affects	measured	symptom	levels.	To	secure	that	what	is	measured	is	actually	

treatment	effect	and	not	something	else,	researchers	generally	use	randomized	

controlled	research	designs,	in	which	symptom	change	is	assessed	by	means	of	

validated	questionnaires	(Chambless	&	Hollon,	1998;	Wampold,	2001).	In	randomized	
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controlled	(RCT)	research	designs,	target	symptoms	are	measured	before	and	after	

treatment	in	a	group	of	people	who	receives	the	treatment	(i.e.,	the	treatment	group)	

and	a	group	of	people	who	does	not	(i.e.,	the	control	group,	which	receives	no	

treatment,	alternative	treatment,	or	is	put	on	a	waiting	list;	Wampold,	2001).	When	

symptom	levels	appear	to	have	decreased	post-treatment,	and	more	so	in	the	treatment	

group	than	in	the	control	group,	the	conclusion	is	that	the	treatment	must	have	sorted	

that	symptom	decrease,	and	thus	can	be	called	effective	–	provided	that	the	groups	only	

differ	in	received	treatment	but	are	comparable	with	regard	to	target	symptoms	and	the	

absence	of	other	symptomatology	(cf.,	Westen,	Novotny,	&	Thompson-Brenner,	2004).	

In	this	methodological	procedure,	‘treatment	efficacy’	is	thus	conceptualized	as	change	

in	symptom	levels,	and	pre-post	symptom	level	change	per	condition	forms	the	basis	of	

‘efficacy	research’	(Wampold,	2001).	Consequently,	quantitative	symptom	

measurement	and	statistical	analysis	have	become	key	in	psychotherapy	research	

(Hyde,	2004;	McLeod,	2001).			

To	conduct	analysis	of	pre-post	symptom	change,	numerical	data	are	collected	

by	means	of	quantitative	symptom	measures	(Malterud,	2001).	The	most	used	means	of	

measurement	are	self-report	questionnaires	that	aim	to	measure	specific	target	

symptoms	of	a	certain	condition,	syndrome	or	disease	(McLeod,	2001).	In	these	

questionnaires,	respondents	are	asked	to	score	symptom-specific	items	on	quantified	

scales,	depending	on	how	applicable	the	items	are	to	their	own	experiences.	The	

advantage	of	quantitative	data	is	that	numbers	are	supposed	to	be	straightforwardly	

comparable,	interpretable	and	generalizable	(cf.,	Molenaar	&	Valsiner,	2005).	However,	

various	scholars	and	clinical	professionals	have	objected	to	this	assumption,	given	the	

psychometric	issues	of	questionnaires	(e.g.,	Desmet,	2018;	Schwarz,	1999,	2007),	the	

problem	of	generalizability	of	findings	to	real-world	patients	who	have	more	diverse	

and	comorbid	problems	(e.g.,	Carey	&	Stiles,	2016;	Westen,	Novotny,	&	Thompson-

Brenner,	2004),	and	the	complexity	of	measuring	target	symptoms	and	psychological	

well-being	at	all	(e.g.,	Alexandrova,	2016;	Stiles,	2013).	Despite	known	problems	in	the	

measurement	of	symptoms,	however,	the	use	of	quantitative	means	for	data	collection	

is	still	considered	‘the	best	we	have’	to	derive	sound	data	on	therapeutic	efficacy	

(Chamless	&	Ollendick,	2001;	cf.,	Hyde,	2004).		

The	data	that	are	collected	by	means	of	self-report	measures	are	provided	by	

human	respondents	(McClimans,	2010).	In	psychotherapy	research,	these	respondents	
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are	patients	who	follow	therapy	in	the	context	of	a	research	procedure,	and	can	thus	be	

called	‘patient-participants’.	These	patient-participants	are	asked	to	score	the	

questionnaires	pre-	and	post-treatment,	and	as	such	provide	the	input	of	target	

symptom	assessment	(McLeod,	2001).	Subsequently,	these	numbers	provided	by	

individual	patient-participants	are	aggregated	to	form	‘sample	data’,	and	analysis	of	

pre-	to	post	differences	in	these	data	over	the	course	of	treatment	forms	the	evidence	of	

therapy	effect	(Westen,	Novotny,	&	Thompson-Brenner,	2004).	So,	in	the	gold	standard	

procedure,	both	the	use	of	quantified	self-report	measures	and	the	principle	of	

aggregation	of	individual	data	are	key	to	secure	the	soundness	of	output.	

Soundness	in	psychological	research	is	generally	referred	to	as	‘validity’.	The	

Oxford	Dictionary	(2019)	defines	validity	as	a	quality	of	being	‘logically	or	factually	

sound’.	In	logic,	validity	means	that	a	conclusion	is	sound	or	legitimate	given	the	

premises.	Factual	validity	is	associated	with	scientific	research,	in	which	conclusions	

must	be	derived	on	the	basis	of	scientific	facts.	In	psychological	research,	this	definition	

has	become	associated	with	the	validity	of	measurement	(Newton	&	Shaw,	2014).	When	

we	ask	students	to	define	validity,	they	chant	“validity	means	to	measure	what	is	

intended	to	measure”.	Indeed,	this	definition	is	purported	by	virtually	all	psychology	

scholars	that	have	gained	their	expertise	in	the	field	of	validity	terminology	(e.g.,	

Borsboom,	2015;	Cizek,	2012;	Cronbach	&	Meehl,	1955;	Kane,	2001;	Messick,	1980).	

Although	validity	as	a	concept	has	a	broader	scope	than	just	the	capacity	of	a	measure	to	

capture	its	intended	object	of	measurement	(Newton	&	Shaw,	2014),	in	psychology,	the	

term	is	predominantly	understood	and	used	as	a	psychometric	capacity	of	a	test	

(Hathcoat,	2013;	cf.,	Moss,	Girard,	&	Haniford,	2004).			

Given	this	understanding	of	validity,	the	use	of	‘validated	measures’	is	

heuristically	taken	as	that	warrant	for	sound	input	(Hathcoat,	2013).	The	idea	is	that	

when	a	measure	is	validated	to	measure	what	is	purported	to	be	measured,	the	

resulting	data	will	be	valid	(for	a	critical	discussion,	see	Desmet,	2019).	However,	this	

assumption	presupposes	proper	administration	that	is	both	in	line	with	the	purported	

goal	of	the	measure	and	yields	correct	interpretation	and	scoring	by	respondents.	Even	

in	heated	debates	on	the	concept	of	validity1,	these	two	premises	seem	to	be	taken	for	

 
1	See	for	example	the	discussion	between	Michell	(1997,	2000),	and	Borsboom	and	
Mellenbergh	(2004).	See	also	Newton	and	Shaw	(2014)	and	Slaney	(2017)	for	extensive	
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granted.	Although	the	pre-structured	format	of	questionnaires	is	meant	to	systematize	

the	responding	process	for	the	purpose	of	comparability	(Uher,	2018),	individual	

meaning-making	strategies	during	the	process	of	questionnaire	administration	may	be	

varied	and	diffuse	(Rapkin,	&	Schwartz,	2004).	Questionnaire	administration	indeed	

involves	a	multitude	of	meaning-making	processes	(McClimans,	2011):	respondents	

have	to	understand	the	items	(Schwarz,	1990),	translate	them	to	their	own	

circumstances	and	experiences,	and	be	able	to	adapt	to	the	chosen	language	or	style	of	

communication	in	questionnaires	(Galasiński	&	Kozłowska,	2010),	to	name	a	few.	

Importantly,	however,	the	validity	of	a	measure	as	such,	does	not	guarantee	that	it	is	

used,	completed	and	interpreted	accurately	(Moss,	2013).	Although	validation	assumes	

accuracy	of	scoring	by	participants	and	adequate	use	by	administrators,	the	validation	

as	such	does	not	guarantee	such	accuracy	in	concrete	applications	(McClimans,	2013;	

Moss,	Girard,	&	Haniford,	2004).	Therefore,	validity	of	measures	does	not	necessarily	

secure	the	validity	of	data	that	are	concretely	collected	in	concrete	measurement	

situations.		

So,	what	is	the	story	of	“the	data”	in	psychotherapy	research?	To	get	beyond	

mere	assumptions,	this	dissertation	scrutinizes	the	concrete	process	of	data	collection	

as	it	is	conducted	in	psychotherapy	research.	How	do	actual	patient-participants	

experience	the	process	of	data	collection?	How	do	the	experiences	of	the	process	of	

questionnaire	administration	affect	the	data	that	are	concretely	provided	by	these	

patient-participants?	And	how	is	it	secured	that	these	human-scored	data	in	fact	can	

serve	as	evidence	for	overall	treatment	efficacy?	This	dissertation	aims	to	follow	the	

stories	that	are	translated	into	data,	which	will	form	the	basis	of	Evidence-based	

treatment	and	as	such	will	impact	clinical	treatment	for	large	amounts	of	real-world	

patients.	

	

In	sum,	this	dissertation	is	focused	on	the	validity	of	“the	data”	that	are	collected	in	

psychotherapy	research	to	serve	as	evidence	on	treatment	efficacy.	The	emphasis	on	

gold	standard	methodology	yields	the	assumption	that	a	sound	data	analysis	implies	

valid	conclusions	on	efficacy.	A	crucial	yet	often	overlooked	premise,	however,	is	that	

when	data	have	to	serve	as	input	for	analysis	of	evidence	on	treatment	effect,	these	data	

 
historical	and	current	overviews	on	the	discussion	of	how	validity	is	and	should	be	
understood	in	psychological	science.	
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have	to	be	valid	to	start	with.	In	psychotherapeutic	efficacy	research,	when	data	are	

collected	by	validated	self-report	measures,	“the	data”	are	often	taken	as	a	more	or	less	

unproblematic	and	straightforward	input	for	the	subsequent	analyses	to	reach	evidence	

on	treatment	efficacy.	The	current	doctoral	research	is	focused	on	the	validity	of	this	

assumption.	The	dissertation	revolves	around	four	research	questions:		

	

(1) How	are	“the	data”	collected	from	individual	patient-participants	in		

gold	standard	psychotherapy	research?	

(2) How	can	the	process	of	data	collection	by	means	of	self-report	

measures	affect	the	concretely	collected	data?	

(3) How	sufficient	is	the	current	way	of	understanding	‘validity’	in	

psychology	to	capture	the	validity	issues	on	the	level	of	data	

collection?	

(4) When	individual	data	appear	to	yield	validity	problems,	are	the	

subsequent	methodological	processes	then	capable	of	overcoming	

these	issues	to	secure	the	soundness	of	evidence?		

	

Based	on	a	series	of	empirical	case	studies	(McLeod	&	Elliott,	2011),	the	practical	

process	of	data	collection	is	scrutinized	in	detail.		The	case	studies	are	focused	on	the	

way	in	which	patient-participants	experienced	to	provide	concrete	individual	data	on	

their	complaints	and	follow	the	resulting	individual	data	on	their	journey	to	become	

evidence.	This	way,	the	dissertation	provides	a	series	of	empirical	exhibits	of	the	

concrete	process	of	data	collection,	to	discuss	the	presence	of	validity	issues	in	the	

process	of	data	collection	and	the	impact	on	the	evidence-base	for	EBT.	The	importance	

is	discussed	to	extend	current	validity	terminology	to	accurately	capture	validity	of	

data,	to	be	able	to	secure	the	validity	of	evidence	on	the	efficacy	of	treatments.	

Terms and conditions 
	

Before	moving	on,	a	number	of	terms	and	conditions	have	to	be	clarified.	In	this	

dissertation,	“the	data”	are	generally	put	between	double	quotation	marks.	In	

psychological	research,	researchers	tend	to	refer	to	“the	data”	as	a	heuristic	

methodological	concept	or	saying:	at	some	point	in	the	methodological	procedure,	
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concretely	collected	data	points	are	turned	into	a	data	set,	and	from	that	point	onwards,	

“the	data”	are	often	referred	to	as	one	methodological	entity	(cf.,	Truijens,	2017).	Thus,	

the	quotation	marks	signal	the	role	of	“the	data”	in	the	methodological	rhetoric	in	

psychological	research	(cf.,	Madigan,	Johnson,	&	Linton,	1995).	Also,	“the	evidence”	and	

“the	numbers”	are	put	between	double	quotation	marks	whenever	they	are	referred	to	

as	a	methodological	saying	or	expression.	

The	term	‘complaints’	is	preferred	over	‘symptoms’.	The	term	‘symptoms’	is	

common	in	the	medical	discourse	that	has	been	increasingly	influential	in	psychological	

research	and	practice	(Wampold,	2001).	Symptoms	are	understood	as	signals	of	a	

manifest	condition,	syndrome	or	disease.	Complaints	are	the	experiences	that	get	

people	to	see	a	caregiver	(Codell	Carter,	2003).	However,	a	patient	might	have	

symptoms	that	are	not	experienced	as	discomfort;	or	the	other	way	around,	a	patient	

might	experience	a	number	of	complaints,	while	not	having	symptoms	of	one	and	the	

same	disease	(see	Truijens,	2015,	for	a	discussion).	As	the	focus	is	on	experiences	of	

people	who	seek	therapeutic	help,	the	term	‘complaints’	is	preferred	over	‘symptoms’.	

Those	people	seeking	therapeutic	help	are	generally	called	‘patients’.	In	

psychotherapy	research,	patients	follow	therapy-in-the-context-of-research,	which	is	

markedly	different	than	regular	out-patient	treatment	–	despite	efforts	to	keep	the	

context	as	representative	as	possible	(Westen,	Novotny,	&	Thompson-Brenner,	2004).	

Therefore,	when	we	refer	to	patients	who	participated	in	research,	they	have	to	be	

considered	as	‘patient-participants’.		

The	current	dissertation	yields	a	series	of	case	studies	of	such	patient-

participants.	Within	the	EBT	framework,	in	which	general	principles	and	mechanism	

are	the	focus	of	attention,	case	study	research	is	often	ignored	as	source	of	knowledge	

in	psychotherapy	research	(Elliott,	2002;	cf.,	Chambless	&	Ollendick,	2001).	However,	

the	advantage	of	case	study	research	over	sample-based	research	is	that	it	allows	for	in-

depth	analysis	of	experiences,	in	a	holistic	manner	(Kvale,	1995).	Case	study	research	

can	be	informative	or	instrumental	towards	knowledge	building	in	more	general	terms	

(Kvale,	1995),	either	as	a	basis	for	hypothesis	generation	or	theory	building	(Stiles,	

2009),	or	as	a	way	of	countering	or	testing	assumptions	made	in	sample	research	

(Elliott,	2002).	In	the	current	dissertation,	case	study	research	is	conducted	to	exhibit	

how	certain	processes	or	effects	may	occur	as	a	consequence	of	participating	in	

research	procedure.		
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The	cases	are	derived	from	the	Ghent	Psychotherapy	Study	(Meganck	et	al.,	

2017)2,	a	Randomized	Controlled	Trial	(RCT)	that	was	conducted	to	compare	the	

differential	efficacy	of	cognitive-behavioural	and	psychodynamic	treatment	for	

depressed	patients	with	different	personality	styles.	This	psychotherapy	study	

consisted	of	a	pilot	phase	(The	‘Single	Case	Study’,	SCS,	Cornelis	et	al.,	2017)	and	the	

randomized	controlled	trial	(The	‘Ghent	Psychotherapy	Study’,	GPS,	Meganck	et	al.,	

2017).	In	the	research	set-up	of	the	GPS,	eligibility	for	participation	was	assessed	by	

means	of	the	Hamilton	Rating	Scale	for	Depression	(HDRS;	Hamilton,	1967)	and	the	

SCID-I	(First	et	al.,	2002).	The	HDRS	was	used	as	the	primary	outcome	measure.	Pre-

post	symptom	measurement	was	conducted	by	means	of	much-used	symptom	

measures,	including	the	Beck	Depression	Inventory	(Beck,	Steer,	&	Brown,	1996),	the	

Symptom	Checklist	(Derogatis,	1992),	and	the	Depression,	Anxiety,	and	Stress	Scale	

(Lovibond	&	Lovibond,	1995).	Furthermore,	the	questionnaire	battery	contained	

personality	style	measures	(e.g.,	the	Personal	Style	Inventory,	PSI,	Bagby	et	al.,	2001;	

the	Depressive	Experiences	Questionnaire,	DEQ-nl,	Zuroff,	Moskowitz,	Wielgus,	Powers,	

&	Franko,	1983),	measures	for	general	well-being	(e.g.,	the	Outcome	Questionnaire,	OQ-

45,	Lambert	et	al.,	2011),	measures	for	interpersonal	dynamics	(e.g.,	Inventory	of	

Interpersonal	Problems,	IIP;	Horowitz,	Alden,	Wiggins,	&	Pincus,	2000),	and	for	

therapeutic	dynamics	(Working	Alliance	Inventory,	WAI-SR,	Horvath	&	Greenberg,	

1989).	All	self-report	questionnaires	were	completed	in	paper-and-pencil	format	by	

patient-participants.	The	data	were	digitalized	by	means	of	SPSS	data	matrices	(SPSS	

Statistics	24	for	Mac),	paper-and-pencil	questionnaires	were	stored	confidentially.		

For	the	purpose	of	qualitative	research,	each	patient-participant	participated	in	

eight	interviews	(i.e.,	two	intake-interviews,	the	peri-interview	after	the	eighth	therapy	

session,	the	post-interview	after	treatment	termination,	and	four	follow-interviews	at	3,	

6,	12	and	24	months	after	treatment	termination).	The	intake-interviews	consisted	of	a	

 
2	The	study	design	and	proceedings	were	approved	by	the	Ethical	Board	of	the	Ghent	
University	Hospital	in	Belgium	(Registration	numbers		B670201318127	(SCS)	&	
EC/2015/0085	(GPS)).	All	patients	gave	full	written	informed	consent	to	collect,	analyse	
and	publish	their	individual	data	throughout	and	after	treatment.	All	provided	data	are	
stored	confidentially	or	–	in	case	of	digital	data	–	on	encrypted	storage	media.	All	
participants	received	an	anonymous	participant	code.	All	identifying	information	was	
changed	or	anonymized	to	protect	confidentiality.		
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semi-structured	Clinical	Diagnostic	Interview	(Westen,	2002)	and	a	structured	

diagnostic	interview	(SCIDI&II;	First	et	al.,	1997,	2002).	The	subsequent	semi-

structured	interviews	were	focused	at	the	experience	of	complaints,	the	therapeutic	

process	and	experienced	changes	(i.e.,	Client	Change	Interview;	Elliott,	1999).	For	the	

purpose	of	quality	control	(Stiles,	1993;	Kvale,	1995),	patient-participants	were	asked	

about	their	experience	of	the	research	procedure,	to	identify	notable	or	irregular	

experiences.	Moreover,	the	research	set-up	yielded	the	audio-recording	of	all	therapy	

sessions,	which	allowed	for	scrutiny	of	spontaneously	brought	up	experiences	during	

treatment.	Each	patient-participant	was	randomly	assigned	to	a	therapist	and	to	a	

researcher	whom	conducted	the	interviews	and	functioned	as	the	go-to	person	

throughout	the	study	procedure.	The	therapist	provided	a	written	report	on	each	

therapy	session,	and	the	researcher	kept	a	written	logbook	on	each	interview	and	in-

between	moments	of	contact	or	irregularities	in	the	general	procedure.		

In	the	current	dissertation,	qualitative	analysis	was	pursued	to	scrutinize	how	

patient-participants	experienced	the	process	of	data	collection	(Smith	&	Eatough,	

2007).	Cases	were	selected	purposively	(Patton,	2002),	based	on	their	explicit	

expression	of	research	or	questionnaire	impact,	which	suggested	the	richness	of	cases	

in	light	of	the	current	research	questions	(Willig,	2013;	cf.,	McLeod	&	Elliott,	2011).	The	

goal	was	to	conduct	in-depth	qualitative	analysis	of	the	experiences	by	particular	

patient-participant	and	the	embeddedness	within	their	personal	dynamics	and	

experienced	complaints	(Levitt,	Motulsky,	Wertz,	Morrow,	&	Ponterotto,	2017).	The	aim	

was	not	to	provide	a	complete	overview	of	experiences	within	the	entire	sample	nor	to	

generalize	findings	to	a	broader	population,	but	rather	to	provide	a	number	of	exhibits	

of	how	participation	in	research	and	administration	of	symptom-focused	self-report	

measures	can	affect	the	in	which	patient-participants	scored	those	questionnaires	

(Willig,	2012).	This	way,	the	aim	is	to	understand	how	valid	it	is	to	assume	that	

observed	differences	in	pre-post	measurement	data	are	straightforwardly	indicative	for	

treatment	efficacy	(Elliott,	2002).		

The	experiences	of	patient-participants	were	scrutinized	by	qualitative	analysis	

of	all	narrative	material	provided	by	the	selected	cases.	For	the	purpose	of	triangulation	

(Willig,	2013;	cf.,	Stiles,	1993),	a	combination	of	sources	was	used,	including	interview	

narratives,	in	which	patient-participants	were	directly	asked	about	their	experiences,	

spontaneously	expressed	experiences	in	the	therapeutic	narratives,	and	written	
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annotations	in	paper-and-pencil	questionnaires.	Importantly,	in	this	dissertation,	“the	

data”	are	approached	as	part	of	a	story,	told	by	patient-participants	upon	request	by	

researchers.	Thus,	a	hermeneutic	stance	(Rennie,	2012;	Elliott,	2002)	is	taken	towards	

data,	in	which	data	are	regarded	as	part	of	a	narrative	(Willig,	2012)	and	numerical	data	

are	approached	as	means	of	communication	within	the	dynamic	between	patient-

participant	and	research	(Galasiński	&	Kozłowska,	2013;	cf.,	McClimans,	2011).	As	Stiles	

(2006)	puts	it:	‘numbers	are	words	too’	(p.	255).	By	following	the	story	of	patient-

participants,	we	scrutinize	how	“the	data”	comes	about	in	psychotherapy	research,	and	

how	their	validity	within	the	epistemic	procedure	is	secured.	

Dissertation outline 
	
The	dissertation	is	structured	in	three	parts.	Each	part	consists	of	one	to	three	papers	

and	a	section	résumé:		

Part	A	provides	a	general	introduction	to	and	the	theoretical	background	of	the	

gold	standard	methodology	and	quantitative	data	collection	in	psychotherapy	research.	

The	section	contains	a	conceptual	paper	with	a	case	study	illustration,	to	argue	that	“the	

numbers”	that	are	collected	by	commonly	used	self-report	symptom	measures	are	not	

self-evident,	and	do	not	suffice	as	an	‘objective’	basis	for	evidence	of	therapeutic	

efficacy.		

Part	B	provides	three	empirical	case	studies,	to	exhibit	how	research	

participation	and	questionnaire	administration	in	psychotherapy	research	can	affect	the	

way	in	which	patient-participants	experience	the	complaints	under	study.	By	these	case	

studies,	it	is	argued	that	the	administration	of	self-report	questionnaires	can	have	a	

performative	impact	on	how	patient-participants	understand	and	experience	their	core	

complaints,	and	consequently	impact	“the	data”	that	are	provided	by	means	of	these	

questionnaires.		

Part	C	yields	a	theoretical	consideration	of	the	concept	‘validity’	and	questions	

how	well-equipped	this	terminology	is	to	overcome	the	problems	discussed	in	Part	B.	In	

two	conceptual	papers	that	include	clinical	vignettes,	it	is	argued	that	the	‘psychometric’	

interpretation	of	the	term	‘validity’	that	is	dominant	in	psychological	research,	is	not	

sufficient	to	cover	the	problems	that	were	set	out	in	the	case	studies	in	Part	B.	

Nonetheless,	the	validity	of	data	is	argued	to	be	vital	for	the	soundness	of	evidence.	As	

this	evidence	forms	the	basis	of	the	Evidence-based	paradigm	in	psychology	and	as	such	



Introduction 
  

 14 

has	a	strong	impact	on	the	organization	of	clinical	practice	worldwide,	it	is	vital	that	

evidence,	in	fact,	evidences	what	we	need	it	to	evidence.	Therefore,	it	is	argued	that	

proper	consideration	of	the	function	of	data	in	the	research	proceedings	is	crucial	to	

secure	sound	and	useful	evidence	in	psychotherapy	research.		

The	main	argumentation	in	this	dissertation	is	built	up	throughout	the	section	

résumé’s	and	the	final	conclusion.	In	the	section	résumé’s	of	Part	A,	B	and	C,	the	papers	

provided	in	those	sections	are	summarized,	and	the	respective	research	questions	are	

answered.	Each	résumé	contains	a	box	in	which	the	take-away	messages	are	listed.	In	

the	Conclusion,	the	main	points	from	the	section	resumé’s	are	reiterated	in	light	of	their	

relevance	for	clinical	research	and	practice.		

At	the	end	of	the	dissertation,	summaries	are	provided	in	English	and	in	Dutch.	

All	references	are	provided	in	the	reference	list,	and	a	full	bibliography	of	the	doctoral	

candidate	is	provided	in	the	Bibliography	section.	
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PART A 

“The data” in psychotherapy research  
 

 

 

 

 

In Part A, the role of ‘gold standard’ methodology and measurement 

in psychotherapy research is discussed. In the paper ‘Do the numbers 

speak for themselves’, the methodological proceedings to derive 

evidence on therapeutic efficacy are described in detail. Particular 

choices and assumptions regarding the role of methods in deriving 

sound evidence are highlighted, and the implications for the 

conceptualization of “the data” are discussed. The aim of this section 

is to argue that regardless of the eloquence of the means of analysis, 

soundness of input is vital to derive sound output. 
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Do the numbers speak for themselves? 
A critical analysis of procedural objectivity in  

psychotherapeutic efficacy research 
 

 

 

 

Abstract 

Psychotherapy	research	is	known	for	its	pursuit	of	Evidence-Based	Treatment	(EBT).	

Psychotherapeutic	efficacy	is	assessed	by	calculation	of	aggregated	differences	between	

pre-treatment	and	post-treatment	symptom	levels.	As	this	'gold	standard	methodology'	

is	regarded	as	'procedurally	objective',	the	efficacy	number	that	results	from	the	

procedure	is	taken	as	a	valid	indicator	of	treatment	efficacy.	However,	I	argue	that	the	

assumption	of	procedural	objectivity	is	not	justified,	as	the	methodology	is	built	upon	a	

problematic	numerical	basis.	I	use	an	empirical	case	study	to	show	(1)	how	

measurement	problems	practically	occur	in	the	first	step	of	data	collection,	i.e.,	in	

individual	symptom	measurement.	These	problems	have	been	discussed	and	

acknowledged	for	decades,	but	still	measurement	is	regarded	as	the	best	epistemic	

means	to	gain	evidence	on	psychotherapeutic	efficacy.	Therefore,	I	show	(2)	how	initial	

measurement	problems	are	overlooked	in	the	remainder	of	the	methodological	

procedure,	which	harms	the	'evidence-base'	of	psychotherapeutic	EBT.	Via	this	applied	

analysis,	I	exhibit	concerns	that	are	increasingly	raised	in	the	literature	in	an	empirical	

way,	to	emphasize	the	need	for	a	non-idealized	consideration	of	the	'gold	standard	

methodology’	as	a	means	towards	its	clinical	end.	
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Introduction 

 

Clinical	psychology	is	known	for	its	pursuit	of	Evidence-Based	Treatment	(EBT;	Kazdin,	

2008).	In	psychotherapy	research,	treatment	efficacy	is	assessed	through	a	strictly	

defined	research	procedure,	whereby	validated	quantitative	measures	are	used	to	

calculate	aggregated	differences	between	symptom	levels	pre-	and	post-treatment	

(Chambless	&	Hollon,	1998;	APA	2002).	This	procedure	is	based	on	the	assumption	that	

1)	the	measures	used	are	valid	means	to	assess	the	symptomatology	of	interest,	and	

that	2)	the	‘pre-post-difference’	permits	a	statistical	analysis	of	treatment	efficacy	(cf.,	

Wampold	&	Imel,	2015).	In	both	psychological	(e.g.,	Schwarz,	1999;	McLeod,	2001;	

Kazdin,	2008)	and	philosophical	literature	(e.g.,	McClimans,	2010;	Tal,	2013;	

Alexandrova,	2017),	an	extensive	range	of	issues	have	been	raised	with	regard	to	the	

validity	of	symptom	measurement,	such	as	the	problem	of	symptom	representation	by	

multiple	questionnaire	items	(Stegenga,	2015)	and	the	problem	of	scoring	biases	in	self-

report	measures	(Schwarz,	1999).	Nonetheless,	in	psychotherapy	research,	quantitative	

measurement	is	regarded	as	the	best	available	means	to	gain	evidence	of	treatment	

efficacy	(Chambless	&	Ollendick,	2001).	In	this	paper	I	show	that	measurement	issues	

are	taken	as	unproblematic	once	individual	scores	are	aggregated	into	group	scores	and	

used	as	input	for	statistical	analyses	of	variance.	However,	I	argue	that	it	is	not	justified	

to	maintain	the	assumption	that	despite	problems	in	individual	symptom	measurement,	

the	efficacy	number	that	results	from	this	procedure	is	a	valid	indicator	of	

psychotherapeutic	efficacy	and	thus	cannot	be	regarded	as	a	sound	‘evidence-base’	for	

psychotherapeutic	treatments.		

In	psychotherapy	research,	treatment	efficacy	is	primarily	operationalized	as	the	

change	in	symptom	levels	over	a	course	of	treatment,	which	entails	the	calculation	of	

the	difference	between	symptom	levels	prior	to	treatment	and	after	treatment	for	a	

sample	of	patients	(cf.,	Wampold	&	Imel,	2015).	Symptom	levels	are	measured	with	

validated	instruments	that	predominantly	use	self-report	scales	to	assess	symptom	

presence	and	severity	(cf.,	Westen,	Novotny,	&	Thompson-Brenner,	2004;	Malterud,	

2001).	If,	for	the	majority	of	patients	in	a	sample,	the	symptom	levels	significantly	

decrease	after	therapy,	and	more	so	than	after	placebo-	or	no-treatment,	it	is	

understood	to	be	indicative	of	treatment	efficacy	(Chambless	&	Hollon,	1998;	

Chambless	&	Ollendick,	2001).	To	be	labelled	as	EBT,	the	treatment	must	be	found	to	be	
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superior	to	placebo-	or	non-treatment,	and	equally	or	more	effective	than	other	EBTs	in	

at	least	two	independent	controlled	efficacy	designs	(American	Psychological	

Association,	2002;	cf.,	Chambless	&	Hollon,	1998).	In	psychotherapy	research,	this	

efficacy	design	is	referred	to	as	‘the	randomized	controlled	trial’	(RCT)3,	which	is	set	as	

the	‘gold	standard’	by	influential	institutions,	such	as	the	APA	(USA)	and	NICE	(UK),	

whose	guidelines	function	as	a	blueprint	for	mental	health	care	research	and	policy	in	

many	Western	countries	(cf.,	Huppert	et	al.,	2006;	APA,	2005).	In	this	paper,	I	discuss	

the	quantitative	methodological	procedure	that	has	been	instantiated	as	the	standard	

basis	of	efficacy	research	for	evidence-based	psychotherapy	(cf.,	Malterud,	2001).	

This	methodological	prerogative	is	embedded	in	a	historical	quest	for	objectivity	

in	the	applied	sciences	(Douglas,	2005,	2009),	whereby	the	term	objectivity	is	often	

interpreted	as	‘an	approximate	synonym	for	the	empirical	(or,	more	narrowly,	the	

factual)’	and	with	reference	to	‘the	juristic	meanings	of	impartiality’	(Daston,	1992,	p.	

597/601).	In	psychology,	impartiality	was	initially	introduced	by	prioritizing	systematic	

quantitative	research	methods	over	clinical	judgement	to	generate	evidence	on	

treatment	efficacy	(Danziger,	1990).	This	numerical	preference	was	born	in	the	1950’s	

after	the	publication	of	a	series	of	condemnatory	reports	on	the	efficacy	of	psychological	

treatments	(Horvath,	2013).	A	canonical	paper	was	Hans	Eysenck’s	1952	meta-analysis	

of	“the	numbers”,	which	did	not	offer	any	substantial	evidence	for	treatment	efficacy.	

 
3	In	psychotherapy,	this	procedure	is	commonly	referred	to	as	the	Randomized	
Controlled	Trial	(RCT).	The	logic	of	this	methodology	is	based	on	the	principle	of	
medical	or	drug	trials,	in	which	symptom	reduction	should	be	bigger	after	taking	the	
drug	than	after	taking	a	placebo	or	nothing	at	all.	Given	a	number	of	ethical	and	
methodological	issues	encountered	in	psychological	research	(cf.	Desmet,	2013),	
currently	psychotherapy	researchers	either	use	a	‘treatment	as	usual’	(TAU)	as	a	
placebo	condition,	in	which	a	non-specific	treatment	(e.g.,	GP	consultations,	first-line	
treatment	or	psycho-education)	is	compared	to	the	treatment	of	interest,	or	they	use	an	
established	EBT	to	study	the	‘relative	efficacy’	of	both	treatments	(Wampold	&	Imel,	
2015).	Although	the	latter	is	formally	known	as	a	Randomized	Parallel	Trial	(see	
CONSORT	Statement	by	Moher	et	al.,	2010),	in	psychological	research	both	designs	are	
called	‘RCT’	and	as	such,	the	RCT	is	the	most	common	practice	in	psychotherapy	
research	(Westen,	Novotny,	&	Thompson-Brenner,	2004).	Importantly,	given	such	
methodological	differences,	the	EBT	movement	in	psychology	has	to	be	distinguished	
from	medical	EBT,	and	the	evidence	resulting	from	the	procedure	should	be	regarded	as	
a	distinct	epistemology	that	cannot	be	judged	by	medical	standards	per	se	(cf.	Gupta,	
2007).	To	avoid	confusion	on	the	field-specific	understanding	of	the	‘RCT’,	I	use	the	
term	efficacy	design	throughout	this	paper	to	refer	to	the	methodological	procedure	
that	is	required	either	way	in	psychotherapeutic	efficacy	research	(cf.	Malterud,	2001	
on	the	discursive	connection	between	quantitative	methods	and	RCT	research).	
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However,	Eysenck	himself	faced	severe	criticism	for	his	method,	which	did	not	adhere	

to	the	statistical	soundness	he	advocated	(ibid.).	Moreover,	the	majority	of	

psychotherapy	researchers	were	accused	of	‘allegiance’,	a	bias	towards	the	treatment	of	

their	own	preference,	which	was	salient	given	the	on-going	battle	between	

psychoanalysts,	behaviourists,	and	early	cognitivists	(Wampold	&	Imel,	2015).	In	this	

context,	rigorous	numerical	methods	were	established	as	the	impartial	counter	for	the	

subjectivity	of	clinicians	that	had	been	dominating	practice	and	science.	Subsequently,	

the	American	Psychological	Association	introduced	task	forces	that	systematically	

developed	test	validity,	treatment	efficacy-	and	treatment	outcome	methods	in	

numerical	terms.	Today,	these	are	still	advocated	as	the	safeguard	for	an	objective	

evidence-base	for	EBT	in	psychology	(Chambless	&	Ollendick,	2001;	cf.,	Malterud,	2001;	

Kazdin,	2008).4	

The	gold	standard	methodology	in	contemporary	psychotherapy	research	is	

based	on	the	assumption	of	‘procedural	objectivity’.	According	to	philosopher	of	science	

Heather	Douglas	(2009),	procedural	objectivity	entails	the	assumption	that	a	non-

erroneous	process	of	knowledge	generation	results	in	objective	knowledge	as	its	

product.	‘The	key	to	procedural	objectivity	is	that	regardless	of	who	engages	in	a	

procedurally	objective	process,	if	they	commit	no	clear	errors,	they	do	it	in	the	same	

way,	producing	the	same	result’	(ibid.,	p.	126);	thus,	it	is	necessary	to	have	‘a	clearly	

defined	and	accepted	process	that	assists	with	knowledge	production’	(p.	131).	In	

psychotherapy	research	it	is	assumed	that	if	and	only	if	the	methodological	procedure	is	

conducted	properly,	the	results	reflect	the	efficacy	of	treatments	objectively,	thus	

suggesting	that	the	evidence	speaks	for	itself	(Nathan	&	Gorman,	2002;	cf.,	McLeod,	

2001).	This	involves	the	assumption	that	the	process	is	non-erroneous	if	carried	out	

properly,	given	the	validity	of	the	instruments	used	for	symptoms	measurement	and	the	

soundness	of	the	statistical	analyses.	Therefore,	quantified	symptom	measurement	and	

statistical	analysis	of	variance	are	advocated	as	the	best	available	means	for	impartial	

scrutiny	of	overall	psychotherapeutic	efficacy	(cf.,	Danziger,	1990;	Wampold	&	Imel,	

2015).	

 
4	For	an	overview	of	the	status	of	quantitative	efficacy	research	in	psychotherapy	
research	since	its	introduction,	see	the	special	issue	‘Psychotherapy	Outcome:	A	Return	
to	the	Beginning’	of	the	APA	journal	Psychotherapy	(Volume	50,	2013).	
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In	this	paper,	however,	I	argue	that	the	notion	of	procedural	objectivity	that	is	

attached	to	the	gold	standard	in	psychotherapy	research	is	not	feasible,	as	the	entire	

procedure	is	built	upon	problematic	symptom	measurement.	In	section	2,	I	present	a	

case	study	to	exhibit	problems	associated	with	symptom	measurement.	In	section	3,	I	

describe	the	efficacy	procedure	step	by	step,	and	I	use	data	from	the	case	study	to	show	

how	the	troubled	data	travels	through	the	remainder	of	the	methodological	procedure,	

all	the	way	up	to	the	overall	efficacy	number.	By	breaking	this	method	down	to	its	

practical	steps,	I	show	how	problematic	measurement	data	are	converted	into	

unproblematic	input	for	the	rest	of	the	procedure,	which	in	turn	makes	the	idea	of	

objectivity	more	convincing	in	each	subsequent	methodological	step.	I	do	not	claim	that	

the	case	study	that	I	use	in	this	discussion	is	conclusive	with	regard	to	the	impact	of	

initial	measurement	problems.	Nevertheless,	it	illustrates	a	number	of	red	flags	(cf.,	

Patton,	2002,	p.	230)		that	emphasize	the	need	for	a	proper	practical	discussion	about	

fundamental	issues	around	the	gold	standard	methodology	(cf.,	Cartwright,	2007),	as	

this	process	appears	to	undermine	both	the	epistemic	objectivity	of	the	research	

procedure	and	the	clinical	goal	of	the	scientific	scrutiny.5	

 

Individual symptom measurement as the primary step in the gold standard methodology 

for evidence-based psychotherapy 

 

In	this	section,	I	discuss	the	primary	assumption	in	the	gold	standard	procedure	that	

individual	symptom	measurement	is	a	valid	means	to	assess	the	symptomatology	of	

interest.	In	psychotherapy	research,	symptom	level	measurement	is	predominantly	

conducted	via	self-report	questionnaires,	in	which	patients	score	themselves	on	pre-

defined	symptoms	using	Likert-scale	answer	formats,	usually	ranging	from	‘never’	to	‘all	

the	time,’	for	example	(Westen,	Novotny,	&	Thompson-Brenner,	2004).	

 

 
5	In	psychology,	the	scientific	emphasis	on	EBT	increasingly	influences	clinical	practice,	
as	policymaking	relies	heavily	on	the	results	from	controlled	studies	(cf.	APA,	2005).	
See,	for	example,	the	analysis	by	Reed	and	Eisman	(2006)	on	the	institutionalization	of	
scientific	findings	via	health	care	management,	treatment	guidelines	based	on	
scientifically	developed	treatment	protocols,	and	(routine)	outcome	measurement	in	
clinical	practice	that	is	based	on	standardized	questionnaire	administration	and	
comparison	to	norm	populations	(see	also	Norcross,	Levant,	&	Beutler,	2005).		
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Loss of interests 

0         I have not lost interest in other people or activities 

1         I am less interested in other people or things than before 

0         I have lost most of my interest in other people or things 

0         It’s hard to be interested in anything 

Figure 1; Example item from the Beck Depression Inventory II (BDI-II; Beck, Steer, & Brown, 
1996)  
 

The	scoring	options	are	marked	by	an	increasing	order	of	numbers,	and	a	specified	

combination	of	items	sums	up	to	represent	a	symptom	level.	For	example,	in	the	Beck	

Depression	Inventory	(BDI-II;	Beck,	Steer,	&	Garbin,	1996),	patients	score	each	item	on	

a	4-point	Likert-scale	ranging	from	0	to	3	(Figure	1).	Item	scores	are	added	to	derive	a	

sum	score	that	represents	the	symptom	level	at	the	moment	of	administration.	In	this	

way,	symptom	levels	can	be	measured	for	each	individual	both	prior	to	and	after	the	

treatment.	Subsequently,	the	difference	between	these	pre-	and	post-treatment	

symptom	levels	serves	as	the	basic	input	for	sample	statistics	conducted	on	the	

aggregate	level	in	the	efficacy	research	design.		

This	first	step	in	the	procedure	entails	(at	least)	three	epistemic	assumptions.	

First,	it	has	to	be	assumed	that	the	scores	are	indeed	representative	of	individual	

symptom	levels.6	Second,	it	is	assumed	that	measuring	scales	are	able	to	accurately	and	

 
6	For	a	critical	discussion	of	the	assumption	that	measures	can	directly	or	indirectly	
represent	their	target	variable,	see	Stegenga	(2015).	He	distinguishes	‘simple’	measures	
of	a	specific	target	variable	from	‘multifaceted’	measures	that	represent	different	
aspects	of	the	target	variable	and	use	the	sum	score	as	a	representation	of	the	target	as	
a	whole.	He	illustrates	this	difference	with	the	Hamilton	Rating	Scale	for	Depression	
(HAMD;	Hamilton,	1960,	in	Stegenga,	2015),	which	is	an	interview-based	scoring	
system	that	covers	different	aspects	of	‘depression’,	such	as	sleeping	problems,	mood	
problems	and	psychomotor	problems.	As	Stegenga	argues,	the	multifaceted	nature	of	
such	instruments	make	them	prone	to	overestimation	as	they	can	reach	high	sum	
scores	while	certain	aspects	of	the	disorder	can	be	completely	absent.	For	example,	a	
patient	might	not	report	any	mood	problems	and	still	score	above	the	cut-off	for	
depression	based	on	sleeping	and	eating	problems.	This	problem	is	exemplary	for	many	
psychometric	instruments	and	might	be	applicable	to	the	instruments	that	are	
discussed	in	the	next	section	of	the	current	paper.	However,	in	this	paper	I	will	not	use	
Stegenga’s	example,	as	psychometricians	might	object	that	HAMD	is	a	rater	based	and	
therefore	principally	subjective	instrument,	as	opposed	to	quantified	scales	that	are	
commonly	regarded	as	‘objective’	means	in	psychotherapy	research.	Moreover,	in	this	
paper	I	will	not	further	elaborate	the	question	of	the	feasibility	of	measurement	per	se	
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completely	cover	their	target	symptom	(i.e.,	construct	validity;	cf.,	Alexandrova,	2017),	

and	that	scales	that	were	designed	to	measure	the	same	target	symptom	will	produce	

converging	results	(i.e.,	convergent	validity,	cf.,	Kazdin,	2008).	Third,	it	is	assumed	that	

the	scores	on	the	Likert-scale	have	the	same	(symptomatic)	referent	for	every	

participant	that	completes	the	questionnaire,	regardless	of	time	and	context	(cf.,	

McLeod,	2001).	For	example,	a	score	of	4	on	a	5-point	Likert-scale	should	mean	the	

same	on	Tuesday	as	it	does	on	Friday	for	both	person	A	and	person	B.	This	is	

particularly	important	with	regard	to	the	statistical	analyses	used	in	psychotherapy	

research7,	as	it	would	not	be	sensible	to	use	group	data	if	the	meaning	of	the	scores	

were	not	interchangeable	across	people	(cf.,	Tal,	2013).	For	example,	if	we	were	to	

calculate	mean	scores	for	a	group	of	people	in	order	to	calculate	significant	differences	

over	time	or	conditions,	a	mean	score	of	4	must	be	as	informative	about	person	A	as	for	

person	B	(see	Westen,	Novotny,	&	Thompson-Brenner,	2004,	for	a	discussion).		

As	noted	above,	however,	these	assumptions	have	been	extensively	criticized	in	

both	psychological	and	philosophical	literature.	In	this	paper,	I	present	an	empirical	

case	study	to	illustrate	a	number	of	problems	that	we	are	faced	with	in	the	application	

of	these	measuring	instruments	and	the	interpretation	of	their	results	in	

psychotherapeutic	research.	Subsequently,	I	discuss	how	these	problems	might	be	

explained	by	state-of-the-art	explanatory	practice	in	psychotherapy	research.	I	argue,	

however,	that	such	explanations	do	not	hold	with	regard	to	the	assumptions	that	are	

required	for	the	calculations	in	the	subsequent	steps	of	the	overall	procedure.		

 

A story by numbers  

 

Figure	2	shows	a	patient’s	scores	on	the	Beck	Depression	Inventory	(BDI-II-NL;	Beck,	

Steer,	&	Brown,	1996;	henceforward	referred	to	as	the	BDI)	and	on	the	depression		

 
(for	a	discussion,	see	Michell,	1997;	Tal,	2013),	but	I	will	discuss	the	impact	of	
proceeding	with	statistical	methods	provided	that	the	measurement	data	are	highly	
ambiguous	and	opaque.	
7	Note	that	psychotherapeutic	efficacy	designs	are	commonly	based	on	simple	‘time	x	
condition’	variance	analyses	that	require	input	on	interval	scales	(cf.	Mook	&	Parker,	
2001).	This	does	not	necessarily	apply	to	more	advanced	statistical	techniques	such	as	
non-parametric	or	dynamic	modelling	(cf.	Hoyle,	1995).	

Do the numbers speak for themselves? 
 

 27 

 
Figure 2; Difference line between pre- and post-treatment scores on the Beck Depression 
Inventory (BDI- II-NL, total scale) and the Symptom Checklist (SCL-90, depression scale) from 
patient Leah (‘PTR0010’) in the Single Case Study from Ghent University (Desmet et al., 
2013)  
 

 

 
Figure 3; Difference line between pre- and post-treatment scores on the Inventory of 
Interpersonal Problems (IIP) from patient Leah (‘PTR0010’) in the Single Case Study from 
Ghent University (Desmet et al., 2013)  
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scale	of	the	Symptom	Checklist	(SCL-90;	Derogatis,	1992;	henceforward	referred	to	as	

the	SCL),	which	both	drop	over	fifty	per	cent	from	pre-	to	post	treatment.8	In	this	case,	

‘symptom	measurement’	would	entail	the	calculation	of	the	sum	score	on	the	BDI,	which	

is	commonly	used	as	the	primary	outcome	measure	for	symptoms	of	depression	(APA,	

2002).	For	the	purpose	of	RCT	outcome	measurement,	the	BDI	scores	are	calculated	at	

the	start	and	the	end	of	treatment	to	derive	a	pre-post	difference	rating.9		

The	scores	in	Figure	2	belong	to	Leah	(‘PTR0010’),	a	21-year-old	woman.	Her	

pre-treatment	score	of	35	on	the	BDI	indicates	severe	depression.10	Leah’s	complaint	

was	particularly	manifested	in	the	interpersonal	domain:	she	experienced	social	

interaction	as	stressful	and	exhausting,	while	she	also	felt	obliged	to	keep	interacting	

with	her	peers	and	to	be	perpetually	available	to	help	them.	This	pressure	increased	

with	her	anxiety	about	being	excluded	from	the	peer	group	due	to	her	depressive	

complaints.	The	embeddedness	of	Leah’s	complaints	in	the	interpersonal	domain	

 
8	The	data	used	in	this	paper	were	gathered	in	a	mixed	method	psychotherapy	study	
conducted	at	Ghent	University,	Belgium	(SCS,	Desmet	et	al.,	2013),	in	which	the	
treatment	process	was	monitored	with	quantitative	measures	that	are	commonly	used	
in	RCTs,	yet	administered	routinely	instead	of	only	pre-post	treatment.	Besides	the	
standard	quantitative	symptom	measures,	a	battery	of	quantitative	measures	for	
(comorbid)	symptomatology	and	general	well-being	was	administered	in	every	session	
or	every	fourth	session,	all	treatment	sessions	were	audiotaped,	and	in	a	two-year	
follow-up	procedure,	patients	were	interviewed	with	regard	to	their	experience	of	
symptom	change	and	treatment	effectiveness.	Through	this	methodological	design,	a	
richer	amount	of	data	is	available	than	in	the	classical	efficacy	design:	in	a	pre-post	
design,	no	data	would	have	been	gathered	during	the	treatment,	nor	would	comorbid	
psychopathology	and	general	well-being	be	known	after	the	start	of	the	study,	as	such	
information	would	only	be	used	to	screen	patients	for	eligibility,	not	as	indicator	of	
‘outcome’.	The	study	was	approved	by	the	Ethical	Board	of	the	Ghent	University	
Hospital	in	Belgium	(Registration	number	B670201318127).	All	participants	gave	full	
informed	consent	to	the	researchers	to	study	and	publish	their	individual	data.	All	
possibly	identifying	information	has	been	changed	to	protect	confidentiality.	In	this	
paper,	all	identifying	information	concerning	the	patient	has	been	changed	to	protect	
confidentiality.	The	data	are	denoted	by	anonymous	participant	codes	and	the	patient	is	
referred	to	by	a	pseudonym.	
9	Note	that	in	the	efficacy	design,	generally	the	use	of	pre-post	difference	scores	implies	
that	fluctuations	over	time	are	not	taken	into	account;	the	statistics	of	choice	only	
consider	the	trend	line	from	pre	to	post	scores	on	a	primary	symptom	measure.	The	
participant	discussed	here	completed	the	BDI	at	several	time	points	during	the	
treatment	in	the	context	of	a	process-focussed	psychotherapy	study	(Desmet	et	al.,	
2013).	In	efficacy	research	only	her	pre	and	post	symptom	levels	would	be	taken	into	
account.		
10	On	the	BDI,	total	scores	range	from	0	to	63,	indicating	minimal	(0-13),	mild	(14-19),	
moderate	(20-28)	or	severe	(29-63)	depression	(Beck,	Steer,	&	Brown,,	1996).	
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appears	on	the	Inventory	of	Interpersonal	Problems	(IIP-32;	Horowitz	et	al.,	2000),	a	

questionnaire	that	assesses	problems	in	the	interpersonal	domain	(Figure	3).	The	

negative	trend	found	in	the	BDI	converges	with	the	IIP,	as	both	trend	lines	decrease	

significantly	from	the	start	to	the	termination	of	treatment.	Numerically,	this	indicates	a	

massive	improvement	with	regard	to	Leah’s	depression	as	well	as	to	the	embeddedness	

of	her	depression	symptoms	in	the	interpersonal	domain.	Judging	by	the	numbers	

alone,	her	initial	complaint	dissipated	greatly	during	the	therapy,	which	indicates	a	

rather	successful	treatment.	This	conclusion	is	substantiated	by	the	fact	that	the	

symptom	levels	fall	below	the	cut-off	score	for	a	depression	diagnosis,	given	the	post-

treatment	BDI	score	of	11	(Beck,	Steer,	&	Brown,	1996).		

However,	if	we	consider	the	narrative	data	from	Leah’s	treatment	sessions,	her	

well-being	appears	alarmingly	poor	rather	than	improved.	From	the	7th	session	

onwards,	she	actually	experienced	a	deterioration	in	her	already	poor	physical	

condition,	which	made	her	feel	even	less	able	to	cope	in	the	social	domain,	and	she	even	

expressed	suicidal	ideations:	

	

“It	is	just	disastrous	…	they	say	I	should	go	into	psychiatric	care	…	(cries)	I	
just	want	to	start	feeling	better	[regarding	physical	condition,	FT]	…	But	
then	there	is	this	thought..	I	am	still	so	young	(cries)	…	I	don’t	want	it	
anymore	if	it	is	this	way	…”	(Leah,	Session	8)	

	

This	intensified	her	experience	of	interpersonal	pressure	and	anxiety,	which	for	Leah	

was	directly	related	to	her	depression.	She	states,	for	example:	

	

“So	I	won’t	go	out	anymore,	I	don’t	like	it	anymore	…	I	am	just	so	scared	of	
getting	tired	again	…	and	they	will	shut	me	out,	thinking	that	I	am	boring..”	
(Leah,	Session	8)	

	

During	the	subsequent	treatment	sessions,	Leah	told	the	therapist	about	her	preferred	

way	of	coping.	As	she	did	not	want	to	give	in	to	her	tendency	to	withdraw	from	social	

interaction,	she	started	taking	drugs	in	social	situations,	as	that	lifted	the	pressure	and	

thus	her	sense	of	exhaustion	and	social	inadequacy.	She	deliberately	took	a	type	of	drug	

that	made	her	more	talkative,	which	made	socialising	easier	and	the	threat	of	exclusion	

from	the	peer	group	less	salient.	She	considered	the	drug-use	as	the	only	way	to	cope	

with	the	pressure	of	social	interaction	as	well	as	her	own	need	to	always	be	there	for	
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others.	Contrary	what	the	decrease	in	scores	seems	to	suggest,	this	continues	during	

and	after	the	treatment.	For	example,	in	the	one-year	follow-up	interview,	she	states:	

	

“Well,	with	setbacks..	[I	guess]	I	will	go	back	into	my	old	irregular	
behaviour.	That	would	be	for	a	couple	of	days	or	weeks	and	yeah..	I	would	
withdraw	myself	…”	(Leah,	Follow-up	interview)	

	

Given	the	narrative	data	in	this	case,	one	might	question	the	validity	of	the	

improvement	indicated	by	the	quantitative	means,	as	well	as	their	assumed	convergent	

referent,	namely,	‘general	and	psychological	well-being.’	According	to	the	scores	of	the	

BDI	and	the	SCL,	Leah’s	depression	has	diminished,	but	this	does	not	correspond	with	

the	intensification	of	her	depressive	complaints	and	the	suicidal	ideations	articulated	in	

the	treatment	sessions.	Moreover,	provided	that	the	drug-use	did	indeed	relieved	the	

social	anxiety,	the	relief	that	Leah	reports	on	the	IIP	appears	accurate,	but	that	does	by	

no	means	indicate	an	increase	in	well-being	with	regard	to	her	symptoms,	as	she	

recognizes	the	drug-use	as	an	escape	from	the	social	pressure	that	she	still	experiences.		

These	short	excerpts	of	the	case’s	data	show	that	if	a	researcher	only	used	the	

numerical	data	to	derive	conclusions	on	symptomatic	well-being,	s/he	would	draw	a	

radically	different	conclusion	than	had	s/he	used	of	other	sources	of	information,	such	

as	the	IIP	or	the	narrative	data	in	this	case.	In	other	words,	the	selection	of	different	

sources	of	data	might	tell	very	different	stories	of	treatment	efficacy,	which	shows	that	

it	is	unclear	whether	the	treatment	was	indeed	effective	in	relieving	the	patient’s	

depressive	complaints.	Moreover,	this	case	shows	that	“the	numbers”	cannot	be	

interpreted	straightforwardly,	as	information	on	how	the	patient	interprets	the	scales	

in	the	context	of	her	own	situation	seems	to	change	how	the	scores	could	be	interpreted	

by	the	researcher.	Therefore,	the	case	shows	that	“the	numbers”	are	not	self-evident	on	

individual	level.	In	the	next	section,	I	discuss	three	possible	explanations	for	the	

divergence	of	outcome	that	could	be	entertained	in	the	current	discourse	of	

psychotherapy	research.		

 

Multiple stories of treatment efficacy 

 

The	divergence	of	the	results	in	the	case	discussed	above	can	be	explained	in	(at	least)	

three	ways.	The	first	explanation	that	psychotherapy	researchers	could	consider	
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concerns	the	convergence	of	different	instruments.	In	psychotherapy	research,	many	

different	‘primary	outcome	measures’	are	available,	yet	often	they	do	not	converge	

accurately	when	administered	concurrently	(Kazdin,	2008).	The	convergent	validity	of	

test	instruments	used	in	psychological	research	was	problematized	during	the	1950s	

when	APA	task	forces	developed	guidelines	for	their	validity,	and	it	still	remains	a	

prominent	problem	in	contemporary	(psycho)metric	practice	(McLeod,	2001;	cf.,	Tal,	

2013).	In	psychotherapy	research,	the	solution	is	often	to	pick	and	choose11	only	one	

measure	as	the	‘primary	outcome	measure’	to	which	optional	secondary	outcome	

measures	can	be	contrasted;	this	is	thought	to	allow	for	an	unbiased	analysis	of	results.	

However,	the	selection	of	one	measure	as	‘primary’	is	often	arbitrary	(cf.,	Kazdin,	2008),	

and	therefore	does	not	solve	the	problem	of	convergence	as	such.		

Moreover,	the	case	study	shows	that	convergent	validity	may	be	problematized	

in	a	broader	sense	than	only	in	terms	of	test	validity,	as	the	convergence	regards	

different	types	of	data	that	supposedly	represent	the	same	phenomenon.12	If	judged	

strictly	by	numbers,	in	our	case	the	three	measures	do	converge,	as	the	trend	lines	

resemble	one	another	(see	Figures	2	and	3).	Yet	this	convergence	only	holds	if	the	

meaning	of	the	numbers	for	the	person	who	completed	the	questionnaires	is	not	taken	

into	account	(cf.,	McClimans,	2010).	The	divergence	in	this	case	seems	to	regard	a	

difference	between	the	numbers	(e.g.,	on	the	BDI,	IIP)	and	the	narrative	data	(e.g.,	the	

therapy	sessions,	interviews).	In	situations	like	this,	psychotherapeutic	research	tends	

 
11	Which	measure	is	used	in	a	specific	design	is	often	arbitrary,	and	in	many	instances,	
only	those	that	show	significant	results	are	published.	This	so-called	‘cherry-picking’	
has	fuelled	a	broad	research	ethics	debate	resulting	in	an	emphasis	on	sharing	
hypotheses	and	research	designs	before	the	publication	of	results,	for	example	in	open	
access	platforms	such	as	Open	Science	Framework	(https://osf.io;	see	also	the	
CONSORT	Statement	by	Moher	et	al.,	2010).	Furthermore,	all	psychotherapeutic	trials	
have	to	be	registered	in	databases	such	as	the	ISRCTN	(www.isrctn.com)	or	the	ICTRP	
by	the	World	Health	Organization	(www.who.com),	before	the	start	of	participant	
recruitment.	Many	journals	hold	this	as	a	formal	requirement	for	publication	as	well.	
12	The	idea	that	psychometric	instruments	directly	represent	specified	phenomena,	and	
consequently	that	measures	that	have	identical	phenomena	as	their	objective	should	
produce	converging	results,	can	be	problematized	in	(at	least)	three	ways.	First,	Tal	
(2013)	and	Onwuegbuzie	and	Johnson	(2006)	discuss	the	problem	of	representation	of	
such	phenomena	by	means	of	‘direct’	or	‘indirect’	measurement	(see	also	footnote	6).	
Second,	Gergen	et	al.	(2015)	discuss	the	problem	of	data	triangulation,	i.e.,	the	
convergence	of	data	from	different	quantitative	and	qualitative	sources.	Third,	Truijens	
(2015)	argues	that	psychometric	questionnaires	cannot	confirm	the	assumed	
ontological	status	of	such	phenomena	by	methodological	principle.	
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to	prioritize	the	numerical	report	over	the	narrative	(Gergen,	Josselson,	&	Freeman,	

2015;	cf.,	Alexandrova,	2016).	But	this	again	does	not	serve	as	a	solution	proper,	as	it	

merely	ignores	the	ambiguity	on	the	individual	level	(McClimans,	2010;	cf.,	Schwarz,	

1999).	For	example,	the	relief	that	Leah	reports	on	the	IIP	appears	to	be	numerically	

accurate	as	the	drugs	actually	relieved	her	symptoms.	However,	the	drop	of	scores	by	

no	means	indicates	a	(clinically)	meaningful	symptom	reduction,	as	Leah	recognizes	the	

drug-use	as	a	mere	flight	from	the	social	pressure	that	still	exhausts	her.	Therefore,	

interpreting	the	negative	trend	on	the	IIP	and	its	convergence	with	the	BDI	and	the	SCL	

as	evidence	of	symptom	reduction	is	misleading.	

This	introduces	the	second	possible	explanation,	which	is	based	on	‘latent	

variable	analysis,’	a	method	that	has	developed	from	a	simple	statistical	technique	that	

indicates	independent	variables	underlying	a	number	of	items	in	an	instrument	(Hoyle,	

1995).	This	method	introduced	a	popular	line	of	psychological	explanatory	practice	

regarding	unobservable	factors	in	a	person’s	psychological	structure,	factors	which	are	

thought	to	underlie	his/her	conscious	self-reports	on	questionnaires	(Borsboom,	

Mellenbergh,	&	Van	Heerden,	2003).13	A	well-known	example	is	the	Big	Five	measure	of	

personality	that	is	designed	to	elucidate	(e.g.,)	a	person’s	unconscious	answering	

tendencies	on	questionnaires.	Although	Borsboom,	Mellenbergh,	and	Van	Heerden,		

(2003)	argue	that	it	is	theoretically	questionable	whether	latent	variable	analysis	can	be	

used	as	an	explanation	on	an	individual	level,	they	recognize	that	this	line	of	reasoning	

has	become	increasingly	popular	in	understanding	general	psychological	functioning,	

whereby	latent	variables	are	perceived	as	more	or	less	objective	functional	indicators,	

as	opposed	to	subjective	reports	of	individual	experiences.		

 
 

13	In	psychological	diagnostics	and	outcome	measurement,	the	majority	of	measures	are	
developed	via	factor	analysis,	in	which	the	statistical	correlation	between	items	is	
interpreted	as	those	items	‘loading’	on	one	factor	or	construct.	Subsequently,	factor	
analysis	is	often	extended	by	the	more	advanced	latent	variable	analysis	(cf.	Hoyle,	
1995).	In	this	method,	a	high	level	of	intercorrelation	between	factors	is	thought	to	
represent	an	underlying	psychological	(i.e.,	ontological)	structure	that	‘causes’	the	high	
correlation	between	the	statistical	constructs	found,	whereas	other	constructs	found	
might	be	due	to	chance	or	arbitrary	sample	characteristics.	This	has	a	major	influence	
on	the	conception	of	‘constructs’	in	psychological	disorders.	For	example,	depression	is	
increasingly	understood	as	a	medical	disorder	entailing	a	cognitive-affective	and	a	
somatoform-depressive	component,	which	are	derived	directly	from	latent	variable	
analysis	(Beck,	Steer,	&	Brown,,	1996,	p.	92,	and	onwards;	cf.	Truijens,	2015,	for	a	
discussion).	
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Hard to be sociable 

0 … 1 … 2 … 3 … 4 

It is hard for me to socialize with other people 

Hard to be involved 

0 … 1 … 2 … 3 … 4 

It is hard for me to experience a feeling of love for other people 

Figure 4; Example item from the Inventory of Interpersonal Problems (IIP-32; Horowitz et 
al., 2000) 
	

	

With	regard	to	the	case	study	discussed	above,	this	line	of	reasoning	would	allow	for	an	

explanation	of	the	different	results	by	distinguishing	between	latent	depressive	states	

and	observable	interactional	patterns.	The	former	could	be	indicated	‘objectively’	by	the	

BDI14,	whereas	interactional	patterns	could	be	reported	subjectively	on	the	IIP.	

However,	if	there	was	indeed	a	decrease	in	depression	symptoms,	as	evidenced	by	BDI	

and	the	SCL,	one	would	expect	that	it	would	correlate	with	less	stressful	experiences	in	

the	social	domain.	But	that	is	not	evidenced	in	Leah’s	case,	particularly	by	her	explicit	

need	for	drugs	as	a	coping	strategy.	Besides	the	question	whether	this	type	of	

explanation	is	meaningful	on	the	individual	level	(cf.,	Borsboom,	Mellenbergh,	&	Van	

Heerden,	2003),	it	would	seem	paradoxical	that	the	mismatch	between	the	narrative	

data	and	the	BDI	could	be	explained	as	the	result	of	latent	reporting,	whereas	the	

reporting	on	the	IIP	could	be	explained	as	accurate	conscious	reporting,	but	from	a	

different	individual	understanding	of	the	questionnaire	than	was	intended.	Given	the	

similarity	of	the	items	in	the	self-report	measures	(e.g.,	Figure	1	and	4),	it	seems	

unjustified	to	explain	these	discrepancies	as	the	result	of	different	response	modes	by	

the	patient.	This	problem	reflects	a	general	critique	on	statistical	analysis	in	clinical	

research	that	the	soundness	of	the	analysis	still	depends	on	self-report	data	(cf.,	

McLeod,	2001),	indicating	that	the	technique	does	not	necessarily	go	beyond	the	

 
14	Indeed,	in	their	meta-analysis	of	the	psychometric	properties	of	the	BDI,	Beck,	Steer,	
&	Garbin	(1988,	p.	92)	stated	that	‘recent	studies	…	using	latent	structure	analysis	
suggests	that	the	BDI	represents	one	underlying	general	syndrome	of	depression	…	
which	can	be	decomposed	into	three	highly	intercorrelated	factors	…’.	See	Truijens	
(2015)	for	an	analysis	of	the	epistemic	validity	of	this	claim.		
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validity	issues	at	the	level	of	measurement	itself.	Thus,	regardless	of	the	sophistication	

of	latent	variable	analysis,	the	divergence	of	the	IIP	and	BDI	in	this	case	still	indicates	a	

problem	in	the	construct	validity	of	the	measures,	which	are	used	as	if	they	have	the	

same	referent	(cf.,	Alexandrova,	2017).		

This	line	of	reasoning	shows	a	crucial	assumption	entailed	in	the	use	of	

measuring	instruments	in	psychological	research:	if	one	uses	instruments	to	measure	a	

specific	target	variable,	one	has	to	assume	that	this	variable	is	constant,	i.e.,	that	the	

referent	of	the	instrument	is	the	same	regardless	of	the	moment	of	measurement.	This	

assumption	is	vital	for	efficacy	designs	in	psychotherapy	research:	‘symptoms	of	

depression’	are	measured	both	pre-	and	post-treatment	and	the	numerical	difference	is	

taken	as	indicative	of	symptom	reduction	over	time.	This	rationale	implies	that	the	

observed	change	is	a	change	in	the	level	of	the	phenomenon	rather	than	a	change	of	the	

phenomenon	itself.15	However,	this	notion	of	stability	is	challenged	by	the	response	

shift;	the	phenomenon	that	people	can	change	in	their	understanding	of	questionnaire	

items	over	time	(McClimans,	2010).	Whereas	psychometric	instruments	are	generally	

designed	to	be	context-independent	(McLeod,	2001),	it	appears	that	people	come	to	

understand	their	complaints	differently	over	the	course	of	therapy	and	consequently	

may	interpret	items	on	questionnaires	differently	in	different	contexts	of	

administration	(ibid.).	For	example,	a	patient	feels	depressed	because	he	cannot	

maintain	his	extensive	social	network,	but	learns	during	the	therapy	that	it	is	more	

satisfying	to	engage	with	only	a	few	close	friends.	This	patient	might	report	less	social	

interaction	as	a	complaint	at	the	start	of	the	therapy	and	again	as	a	sign	of	improvement	

after	the	therapy.	In	our	case,	this	might	provide	a	third	explanation	for	the	drop	in	the	

IIP	scores,	as	the	drugs	indeed	provided	relief	while	the	interactional	pressure	has	not	

necessarily	changed.	This,	however,	challenges	the	basic	psychometric	assumption	that	

‘respondents	will	understand	the	questions	and	answers	consistently	and	uniformly’	

(McClimans,	2010,	p.	231).		

This	is	exhibited	well	in	an	excerpt	of	the	SCL	(Figure	5)	which	was	completed	by	

June	(‘PTR0005’),	another	patient	in	the	study	conducted	at	our	department	(Desmet	et	

 
15	Moreover,	in	psychotherapy	research	the	majority	of	studies	use	statistical	methods	
that	allow	for	‘repeated	measures	analysis,’	for	which	it	is	crucial	to	use	the	exact	same	
unit	of	analysis	at	each	moment	of	measurement	(Mook	&	Parker,	2001).	
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al.,	2013)16.	June	annotated	the	questionnaire	such	that	the	researcher	could	

understand	the	context	in	which	she	chose	a	certain	score	and	explained	how	she	

understood	the	questions	in	terms	of	how	they	applied	to	her	own	circumstances.	In	the	

circled	example	in	Figure	5,	June	denoted	that	the	item	regarding	criticizing	other	

people	would	gain	a	score	of	2	(‘moderately’)	in	her	private	social	circle,	whereas	in	a	

professional	situation	it	would	given	a	score	of	3	(‘quite	a	bit’).	Given	this	example,	it	is	

naïve	to	assume	that	other	patients	who	do	not	annotate	their	scores	refer	to	

interchangeable	contexts	and	interpretations.	As	McClimans	(2010)	argues,	this	

assumption	is	misleading	as	it	is	very	poorly	understood	what	respondents	think	when	

completing	questionnaires,	yet	this	is	often	overlooked,	as	the	standardization	of	items	

gives	the	impression	of	interchangeable	scores.		

Thus,	the	assumption	that	“the	numbers”	speak	for	themselves	seems	

unjustified.	This	is	not	to	suggest	that	the	numerical	data	say	nothing;	however,	it	is	not	

evident	what	they	say	for	whom.	What	the	cases	of	Leah	and	June	show	is	that	if	a	

researcher	uses	“the	numbers”	to	derive	conclusions	on	symptomatic	well-being,	he	

would	draw	a	radically	different	conclusion	than	when	he	had	used	other	sources	of	

data,	such	as	the	IIP	or	the	narrative	data	in	this	case.	Beyond	that,	the	cases	exhibit	a	

more	fundamental	issue:	While	it	is	assumed	that	questionnaires	validly	measure	target	

symptoms	in	a	systematic	(i.e.,	interchangeable)	manner,	in	practice	we	find	that	people	

have	highly	individualized	ways	of	completing	them,	which	do	not	necessarily	follow	the	

assumptions	regarding	the	referent	of	those	items.	Whereas	it	is	assumed	that	a	score	

on	a	scale	in	a	questionnaire	represents	a	symptom	level	interchangeably,	these	cases	

show	that	we	cannot	know	for	sure	what	the numbers	mean	if	we	do	not	look	into	how	

persons	respond	to	their	questionnaires.	Consequently,	if	“the	numbers”	are	taken	as	a	

self-evident	start	of	the	procedure	for	treatment	efficacy	and	the	question	as	to	what	

those	numbers	mean	is	not	asked,	it	is	unknown	as	to	whether	the	numbers	mean	what	

we	take	them	to	mean.	In	the	next	section	I	discuss	the	implications	of	this	ambiguity	in	

the	initial	step	of	the	gold	standard	procedure. 

 
16	This	excerpt	was	the	starting	point	for	the	paper	‘When	quantitative	measures	
become	qualitative	storybooks’	(Truijens	et	al.,	2019),	which	is	included	in	Section	B	of	
the	dissertation.	
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Figure 5; Annotated excerpt of the Symptom Checklist (SCL-90) from patient June 
(‘PTR0005’) in the Single Case Study from Ghent University (Desmet et al., 2013)  
 

 

Composition of ‘the efficacy number’: from individual symptom measurement to 

evidence-based psychotherapy 

 

In	this	section,	I	discuss	the	second	assumption	of	the	gold	standard	procedure,	namely	

that	the	‘pre-post-difference’	allows	for	the	statistical	analysis	of	treatment	efficacy.	As	

noted	above,	it	is	assumed	that	if	an	efficacy	design	is	conducted	properly,	the	findings	

should	represent	the	efficacy	of	a	treatment	objectively,	which	implies	that	the	evidence	

speaks	for	itself.	This	yields	the	assumption	that	the	process	is	non-erroneous	if	

executed	properly.	In	psychotherapy	research,	this	process	is	commonly	conducted	by	

means	of	systematic	statistical	comparison	of	symptom	reduction	(Chambless	&	

Ollendick,	2001;	cf.,	Malterud,	2001).	It	is	important	to	stress	is	that	if	one	chooses	to	

work	with	variance	statistics,	it	is	necessary	to	assume	the	numerical	accessibility	of	

symptom	states,	otherwise	it	would	not	be	sensible	to	work	with	statistical	methods	at	

all	(cf.,	Alexandrova,	2016).	Therefore,	if	quantified	symptom	measurement	is	

advocated	as	the	best	epistemic	means	to	gain	evidence	on	treatment	efficacy,	the	

fundamental	assumption	that	numbers	can	meaningfully	represent	symptoms	is	

necessarily	kept.		
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However,	the	case	discussed	above	indicates	that	numbers	cannot	be	taken	for	

granted,	as	it	is	not	necessarily	clear	what	those	numbers	mean	nor	how	differences	in	

meaning	can	be	explained.	It	is	therefore	important	to	understand	what	actually	

happens	to	“the	evidence”	if	such	problems	at	the	initial	stages	of	the	procedure	are	

overlooked	throughout	subsequent	steps	of	the	epistemological	pursuit	in	

psychotherapy	research.	Below	I	show	how	Leah’s	measurement	data	would	travel	

through	the	practical	steps	in	the	methodological	procedure	and	impact	the	efficacy	

number	that	results	from	the	procedure. 

 

What if… the numbers were taken as speaking for themselves? 

 
To	reiterate,	in	the	efficacy	design,	the	evolution	of	symptom	severity	is	calculated	over	

time,	by	statistically	comparing	symptom	levels	measured	prior	to	the	treatment	to	

symptom	levels	measured	after	the	treatment	(cf.,	Mook	&	Parker,	2001).	If	the	

symptom	levels	decrease	significantly	over	the	course	of	the	therapy	for	the	majority	of	

sampled	patients,	and	more	so	than	after	the	mere	passage	of	time	or	after	placebo-	or	

no-treatment,	this	is	taken	as	indicative	of	treatment	efficacy	(Chambless	&	Hollon,	

1998;	Chambless	&	Ollendick,	2001).	This	is	a	very	basic	description	of	the	

methodological	process	used	in	different	types	of	controlled	efficacy	research	(see	

footnote	1),	but	it	is	used	predominantly	in	psychotherapy	research	(Westen,	Novotny,	

&	Thompson-Brenner,	2004;	cf.,	Moher	et	al.,	2010).	Here,	efficacy	is	principally	

understood	as	significant	symptom	reduction	due	to	a	course	of	treatment,	which	

should	be	bigger	after	treatment	than	after	a	placebo	or	no	treatment.	Practically,	the	

methodological	process	consists	of	four	sequential	steps:	

Step	1		Individual	symptom	measurement	for	each	patient,	to	derive	the	

‘pre-treatment	symptom	level’	and	the	‘post-treatment	symptom	level’	

Step	2	Aggregation	of	pre-	and	post-treatment	scores	for	the	purpose	of	

statistical	analysis	

Step	3		Statistical	comparison	of	the	treatment	efficacy	for	both	the	

treatment	sample	and	the	non-treatment	sample,	using	statistical	

significance	tests		

Step	4	Labelling	treatments	as	‘Evidence-Based’	if	shown	in	a	minimum	

number	of	efficacy	trials	
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In	Step	1	of	the	methodological	procedure,	the	difference	between	the	pre-treatment	

score	and	the	post-treatment	score	is	taken	as	indicative	for	change	over	the	course	of	

treatment.	For	Leah,	the	difference	score	on	the	primary	outcome	measure	(the	BDI)	

would	be	27.	As	efficacy	trials	generally	only	consider	pre-	and	post-scores	(and	

sometimes	follow-up	scores;	cf.,	Westen,	Novotny,	&	Thompson-Brenner,	2004),	Leah’s	

drug	use,	her	suicidal	thoughts,	and	the	increase	in	her	anxiety	in	between	those	time	

points	go	unnoticed	with	this	method.	Moreover,	the	inclusion	criteria	that	Leah	passed	

pre-treatment,	such	as	the	absence	of	a	substance	abuse	disorder,	are	taken	as	

representative	and	are	thus	considered	stable	over	the	entire	course	of	the	therapy.	

Consequently,	as	none	of	this	information	is	taken	into	account,	the	difference	is	taken	

as	indicative	of	improvement	over	the	course	of	treatment.	In	other	words,	Leah’s	

ambiguous	individual	data	are	wrapped	into	one	difference	number	to	enable	the	

sequence	of	statistical	aggregation	and	significance	testing	in	Step	2	and	onwards.		

	Step	2	in	the	procedure	is	to	aggregate	pre-post	difference	scores	for	a	sample	

of	patients.	That	is,	the	difference	between	pre-	and	post-symptom	levels	is	calculated	

for	all	patients	in	the	sample.	For	the	efficacy	number	to	be	meaningful	with	regard	to	

actual	patients,	a	mean	symptom	decrease	should	reflect	symptom	reduction	on	the	

individual	level	for	all	or	the	majority	of	sampled	patients	(cf.,	Westen,	Novotny,	&	

Thompson-Brenner,	2004).	However,	practically	(i.e.,	statistically)	this	can	be	reached	

by	a	mean	symptom	reduction	for	the	sample	in	which	a	large	difference	in	one	patient	-	

such	as	Leah	-	could	correct	for	smaller	or	even	negative	difference	numbers	for	other	

patients	in	the	sample.		

In	this	way,	sample	statistics	do	not	regard	‘the	sample’	as	a	group	of	different	

people	but	as	a	set	of	sum	scores.	Evidently,	this	requires	an	input	of	interchangeable	

numbers.	As	scores	of	individuals	now	have	to	be	regarded	as	interchangeable,	in	this	

step	individuality	is	‘filtered	out’	(cf.,	Westen,	Novotny,	&	Thompson-Brenner,	2004).	

Practically,	this	means	that	Leah	is	not	taken	into	account	any	longer,	but	her	difference	

score	of	27	is.	By	this,	it	is	no	longer	a	problem	that	individuals	differ	per	se,	as	long	as	

they	differ	on	constructs	that	were	defined	beforehand,	that	is,	if	their	scores	vary	on	a	

specified	variable	that	can	be	measured	and	calculated	accordingly.	This	way,	

calculating	the	mean	difference	for	a	sample	changes	the	focus	from	individuals	to	the	

aggregate	as	the	main	unit	of	analysis.	
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This	poses	two	crucial	problems.	First,	it	suggests	that	through	the	simple	

summation	of	problematic	individual	scores,	the	fundamental	measurement	problems	

disappear.	That	is,	“the	numbers”	somehow	change	from	ambiguous	individual	

representations	into	unproblematic	calculable	units.	By	this,	the	statistical	approach	

suggests	that	the	patient’s	symptom	development	can	be	perceived	as	one	entity	of	

change,	and	so	the	treatment	process	becomes	a	black	box	understood	as	an	entity.	As	

shown	above,	Leah’s	scores	were	ambiguous	on	different	levels,	but	in	the	next	

methodological	step	her	pre-post	difference	score	would	simply	be	calculated,	and	that	

would	form	one	of	many	patients’	simple	numerical	input	for	the	aggregate	calculations.	

Consequently,	the	aggregate	would	be	the	sum	of	such	black	boxes.		

In	principle,	it	should	not	be	a	problem	for	the	statistics	if	it	is	not	fully	

understood	the	context	in	which	patients	scored	their	items,	as	long	as	they	scored	it	

from	the	same	context	that	is	not	yet	understood.	This	implies	the	assumption	that	“the	

numbers”	represent	the	same	constructs,	although	it	is	not	exactly	clear	how	and	why.	

However,	as	illustrated	by	June’s	scores	in	Figure	5,	we	don’t	know	whether	they	are	the	

same,	as	we	don’t	know	what	“the	numbers”	mean	for	different	patients.	Thus,	as	we	

don’t	know	this,	it	is	not	justified	to	assume	that	by	simple	summation,	the	problem	

disappears.	The	straightforward	point	to	take	away	here	is	that	every	next	step	in	the	

procedure	is	built	upon	the	first	step	and	that	fundamental	measurement	problems	do	

not	disappear	by	means	of	aggregation	per	se.		

A	statistician	could	object	that	as	long	as	the	sample	is	large	enough,	the	

variation	will	be	divided	over	the	sample	such	that	it	won't	pose	a	problem	anymore.	In	

statistics	it	is	assumed	that	the	bigger	the	n	amount	of	people	sample,	the	more	their	

variation	will	approach	a	normal	distribution	(i.e.,	Central	Limit	Theorem,	cf.,	Mook	&	

Parker,	2001).	By	that	axiom,	the	first	requirement	of	the	sample	statistics	used	in	Step	

3	is	met.	Practically,	this	implies	that	the	sample	varies	on	a	certain	(number	of)	

variable(s).	For	example,	a	sample	of	depressed	patients	could	have	mild,	moderate	and	

severe	depression	scores	(cf.,	Beck,	Steer,	&	Brown,,	1996),	and	this	variation	is	taken	

into	account	by	the	variance	statistics	used.	This	means	that	variation	occurs	on	known	

and	predefined	variables,	such	as	depression	severity.	However,	as	shown	in	the	case	

study	above,	it	is	not	known	which	variables	are	actually	covered	if	we	measure	a	target	

variable,	nor	is	it	necessarily	feasible	that	those	pre-defined	variables	are	indeed	the	

(number	of)	variables	that	are	relevant	to	the	way	patients	answer	items	on	
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questionnaires.	Therefore,	we	do	not	know	exactly	what	we	are	measuring	when	we	ask	

patients	to	complete	pre-defined	questionnaires.	

Here,	quantitative	researchers	might	object	that	such	problems	are	solvable	by	

improving	the	statistical	model,	for	example	by	better	control	over	target-	and	

confounding	variables.	This	argument	would	echo	the	idea	that	if	executed	properly,	the	

procedure	would	be	objective	(Douglas,	2009;	cf.,	McGrath	&	Johnson,	2003).	However,	

this	does	not	go	beyond	the	fundamental	problem,	as	adding	numerical	indicators	of	

confounding	variables	in	a	statistical	model	would	still	be	based	on	calculation	with	

problematic	input.	That	is,	more	measurement	does	not	solve	the	problem	of	

measurement	itself.		

This	poses	the	second	crucial	problem.	From	Step	2	onwards,	the	object	of	the	

procedure	has	suddenly	changed:	It	is	no	longer	the	patient	understood	in	its	

complexity,	but	the	group	in	which	variation	is	filtered	out	by	the	grace	of	quantity.	The	

possible	statistical	counterarguments	that	were	pointed	to	in	this	section	yield	the	idea	

that	individuality	no	longer	matters	-	that	is,	it	can,	and	it	should	be	‘filtered	out’.	This	is	

realised	by	basing	the	procedure	on	numbers	that	are	taken	as	interchangeable	across	

people.	The	use	of	numbers	gives	the	impression	of	objectivity	(in	the	sense	of	

impartiality,	cf.,	Daston,	1992),	as	putting	the	scores	in	an	interchangeable	and	thus	

impartial	format	seems	to	allow	us	to	dismiss	individual	meaning	(cf.,	Madigan,	Johnson,	

&	Linton,	1995).	In	every	subsequent	step	in	the	procedure,	the	analysis	of	“the	

numbers”	by	means	of	systematic	statistical	analysis	substantiates	this	idea	of	

objectivity	and	comparability,	as	every	step	increases	the	apparent	‘rigor’	that	is	

advocated	in	the	gold	standard.	Ultimately,	this	leads	to	Step	4	in	the	procedure,	in	

which	a	comparison	of	difference	scores	of	treatment-	and	non-treatment	samples	may	

earn	a	treatment	its	EBT	label.	As	the	end-result	of	the	methodological	procedure,	this	

label	should	be	objective.	However,	given	the	sudden	change	of	object	during	the	

procedure,	it	is	very	questionable	if	this	procedure	can	be	called	non-erroneous	in	

principle.	

Nonetheless,	the	idea	of	objectivity	seems	to	be	convincing	throughout	the	

procedure,	by	distancing	the	object	of	study	from	the	individual	patient.	That	is,	the	

procedure	comes	across	as	objective,	by	means	of	reducing	the	object	‘patient	data’	such	

that	individuality	is	‘filtered	out’.	However,	if	we	go	along	with	the	idea	that	the	

individual	ambiguity	was	resolved	by	changing	the	object	of	science	to	something	in	
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which	individuality	does	not	matter	as	such,	then	we	could	question	whether	this	still	

serves	the	epistemic	aim	of	the	EBT	endeavour.	Starting	from	the	aim	of	filtering	out	the	

subjectivity	of	researchers	to	ensure	clinical	EBT	is	based	on	proper	scientific	

‘evidence,’	the	method	apparently	also	filters	out	the	object	they	are	actually	interested	

in,	namely	the	patient.	Indeed,	reduction	is	key	to	every	type	of	methodology,	but	it	

should	not	be	at	the	cost	of	losing	the	object	of	interest	-	and	thus	the	value	of	“the	

evidence”	-	in	the	process.		

 

The misleading ideal of procedural objectivity in psychotherapeutic efficacy research 

 
By	decomposing	the	gold	standard	methodology	to	its	practical	methodological	steps,	I	

have	shown	that	the	procedure	cannot	be	held	as	objective:	Whereas	the	ideal	is	based	

on	the	interchangeable	nature	of	numbers	and	the	impartial	appearance	of	statistical	

comparison,	in	practice	it	entails	ambiguous	individual	measurement	that	travels	

through	the	procedure	all	the	way	up	to	the	EBT	label.	The	crucial	problem	for	the	gold	

standard	is	that	the	claim	of	procedural	objectivity	is	based	on	systematic	numerical	

scrutiny	(cf.,	Malterud,	2001)	and	therefore	can	only	be	kept	based	on	interpretation	of	

the	numbers	as	unproblematic	stable	entities.	That	is,	if	this	method	is	instantiated	as	

the	gold	standard,	the	basic	assumption	that	numbers	can	meaningfully	represent	

symptoms	has	to	be	kept.	But	it	is	unjustified	to	maintain	the	assumption	that	efficacy	

numbers	are	‘objective	evidence’	if	they	result	from	a	methodological	structure	that	is	

built	upon	a	fundament	that	is	ambiguous	and	unknown.	This	does	not	mean	that	

quantitative	research	is	unreliable	per	se,	but	that	the	way	that	it	is	applied	in	

psychotherapy	research	praxis	is	unjustified	(cf.,	Longino,	1990).	

As	Heather	Douglas	warns	us,	‘objectivity	does	not	ensure	truth,	but	rather	

ensures	the	claim	was	the	result	of	our	best	effort	to	accurately	and	reliably	understand	

the	world’	(2009,	p.	117).	However,	as	the	methodology	actually	seems	to	filter	out	its	

object	of	interest,	we	could	question	whether	this	procedure	indeed	regards	the	best	

epistemic	means.	As	Douglas	also	points	out,	‘a	rigid	quantitative	process	that	

eliminates	the	need	for	personal	judgement	forces	one	to	examine	the	situation	in	a	

fairly	narrow	way.	Inflexible	rules	mean	that	some	nuances,	which	might	be	important	

to	particular	cases,	will	be	left	out’	(ibid.,	p.	125).	In	a	field	that	has	the	well-being	of	

those	particular	cases	as	its	end,	it	is	crucial	to	have	the	means	fit	that	end.	Yet	if	the	
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objectivity-ideal	in	psychotherapy	research	allows	the	method	to	obscure	the	object	

that	is	the	core	interest	of	the	research,	then	the	means	become	an	end	in	itself.		

The	fundamental	nature	of	these	problems	has	prompted	a	number	of	

researchers	to	argue	for	the	quantitative	basis	of	the	gold	standard	to	be	replaced	by	a	

different	epistemology	and	methodology,	such	as	qualitative	research	or	empirical	case	

study	research	(Iwakabe,	2013).17	However,	both	case	study	research	and	qualitative	

research	methods	are	still	contested	as	less	systematic	and	therefore	less	useful	for	

deriving	sound	evidence	for	EBTs	(Chambless	&	Ollendick,	2001;	Nathan	&	Gorman,	

2007).	Strikingly,	that	means	that	rather	fundamental	problems	with	the	gold	standard	

procedure	are	swept	under	the	carpet	along	with	the	dismissal	of	alternative	research	

methodologies	that	are	valued	against	the	standards	of	that	same	gold	standard	

methodology.		

In	this	paper,	however,	I	have	shown	how	crucial	it	is	to	take	the	problems	raised	

in	the	literature	seriously,	as	the	primary	measurement	issues	affect	the	understanding	

of	treatment	efficacy	throughout	every	step	in	the	overall	procedure.	This	might	seem	

an	obvious	statement,	yet	in	practice,	once	the	‘efficacy	number’	is	calculated	and	the	

EBT	is	approved,	the	numbers	are	taken	as	speaking	for	themselves	(cf.,	Reed	&	Eisman,	

2006).	That	is,	the	numerical	results	of	efficacy	trials	are	extensively	used	by	policy-

makers,	insurance	companies,	politicians,	and	clinical	centre	executives	to	organize	the	

field	of	clinical	practice	in	which	patients	are	actually	treated	(cf.,	Cartwright,	Goldfinch,	

&	Howick,	2009;	Huppert,	Fabbro,	&	Barlow,	2006).	Therefore,	I	agree	with	concerns	

raised	in	the	literature	that	it	is	vital	to	stop	hiding	behind	a	so-called	objective	method	

that	is	supposed	to	be	the	best	we	have,	and	to	start	understanding	the	core	

assumptions	underneath	the	gold	standard.	Evidence	should	not	stop	at	‘what	the	

 
17	Empirical	case	study	research	is	proposed	to	study	the	unit	of	analysis	that	
corresponds	to	individuals	in	clinical	practice	(Eells,	2013).	Systematic	case	studies	are	
advocated	as	informative	to	clinicians	with	regard	to	individual	treatment	decisions.	
Case	studies	could	be	based	on	quantitative,	qualitative	or	mixed	methodology	(Hill	et	
al.,	2013)	and	could	be	synthesized	‘bottom-up’	to	reach	aggregate	knowledge	on	
treatment	effectiveness	(cf.	Iwakabe	&	Gazzola,	2009).	Qualitative	research	is	
increasingly	proposed	as	a	means	to	get	beyond	the	definition	of	symptomology	as	the	
basis	for	a	priori	quantified	constructs,	by	opening	up	such	predefined	terms	and	
deepening	the	understanding	of	(the	experience	of)	symptoms	and	psychological	
distress	in	general	and	within	psychological	treatment	(McGrath	&	Johnson,	2003;	
Gergen	et	al.,	2015;	cf.	Desmet	et	al.,	2013).	
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numbers	say,’	but	should	examine	‘what	the	people	under	investigation	mean	to	say	by	

the	numbers’	(cf.,	McClimans,	2010).	This	way,	the	means	would	support	the	ends,	not	

the	other	way	around.		

Importantly,	I	do	not	suggest	that	we	shift	entirely	to	qualitative	or	single	case	

methods,	as	those	approaches	face	representational	issues	of	their	own.	Rather,	I	would	

opt	for	mixed	methods	of	data	generation	and	interpretation	(e.g.,	Onwuegbuzie	&	

Johnson,	2006).	I	do	not	regard	this	as	another	road	to	truth,	but	as	a	way	to	force	the	

psychotherapy	researcher	to	not	take	results	for	granted,	as	s/he	should	actively	

consider	the	way	data	converge	or	diverge	as	well	as	what	that	says	with	respect	to	

‘evidence.’	This	might	introduce	a	question	mark	in	psychotherapy	research,	as	now	we	

have	to	question	the	numbers	instead	of	blindly	trusting	them.	But	given	the	far-

reaching	consequences	of	psychotherapy	research	in	society,	this	would	seem	a	far	

better	epistemic	endeavour	than	an	objectivity-ideal	that	obscures	the	patient	in	the	

end.	
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PART A - Résumé 
 
Part	A	provided	a	general	introduction	to	and	the	theoretical	background	of	the	gold	

standard	methodology,	which	is	used	in	psychotherapy	research	to	derive	evidence	on	

therapeutic	efficacy.	In	this	section	resumé,	an	answer	is	formulated	to	the	first	

research	question:		

	
(1) How	are	“the	data”	collected	from	individual	patient-participants	in		

gold	standard	psychotherapy	research?		
	

In	gold	standard	psychotherapy	research,	randomized	controlled	designs	are	used	to	

study	the	difference	in	effects	of	the	treatment	of	interest	and	a	control	intervention	

(placebo,	waiting	list,	treatment	as	usual,	or	another	evidence-based	treatment).	This	

research	design	yields	pre-post	comparison	of	symptom	levels,	which	requires	the	

assessment	of	symptom	levels	in	samples	of	patient-participants.	Such	symptom	

assessment	is	generally	conducted	by	symptom	measures	that	are	administered	before	

and	after	treatment.	Concretely,	to	collect	‘data’	in	gold	standard	psychotherapy	

research,	researchers	use	symptom-focused	self-report	questionnaires,	in	which	

patient-participants	score	the	presence	and	severity	of	their	complaints	quantitatively.	

Thus,	“the	data”	are	provided	by	human	respondents	who	concretely	evaluate	and	score	

their	own	experienced	complaints.	

The	gold	standard	is	regarded	as	the	best	available	means	to	conduct	efficacy	

research,	and	in	this	context,	it	is	assumed	that	when	the	method	is	conducted	properly,	

the	results	will	be	sound.	However,	this	assumption	presupposes	that	the	collected	data	

do	represent	the	symptoms	of	interest	adequately,	which	in	turn	yields	the	assumption	

that	the	respondents	scored	the	questionnaires	as	intended.	But	do	they?	And	how	

would	we	know	whether	they	did?	As	this	section	made	clear,	human	respondents	may	

interpret	items	and	score	questionnaires	differently	than	was	intended.	This	both	

threatens	the	assumption	that	symptom	measures	are	representative	of	symptoms	

straight	away,	and	the	assumption	that	“the	data”	that	are	provided	by	individuals	are	

directly	comparable	with	data	of	others.	Thus,	as	was	shown	in	this	section,	“the	

numbers”	that	are	collected	by	means	of	self-report	questionnaires	are	not	self-evident.	

Consequently,	the	idea	that	a	properly	conducted	procedure	will	result	in	sound	output	
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does	not	necessarily	hold,	as	the	soundness	of	output	depends	at	least	as	much	on	the	

input	as	it	does	on	the	in-between	analyses.	

Importantly,	however,	it	is	impossible	to	judge	by	the	numbers	as	such	how	they	

were	interpreted	by	the	respondents.	That	is,	the	numbers	do	not	tell	what	the	data	

concretely	mean;	in	other	words,	the	numbers	do	not	show	what	story	people	tried	to	

tell	by	them.	Nonetheless,	in	the	gold	standard	procedure,	“the	data”	are	aggregated	to	

form	a	data	set	that	allows	for	statistical	comparison	of	samples,	which	implies	that	data	

are	taken	as	straightforwardly	representative	and	comparable	data.	As	it	is	unclear	

what	respondents	actually	mean	when	they	score	the	questionnaires,	aggregation	

merely	black	boxes	the	meaning	of	data,	which	leaves	it	unclear	what	those	data	

actually	evidence.		

As	these	data	do	form	the	foundation	of	evidence	on	therapeutic	efficacy,	it	is	

important	to	scrutinize	the	concrete	meaning-making	processes	that	are	involved	in	

scoring	questionnaires,	and	rather	than	simply	assuming	that	people	will	score	in	the	

presupposed	ways.	In	the	next	part	of	this	dissertation,	we	zoom	in	onto	the	meaning-

making	processes	involved	in	providing	those	numbers.	This	way,	we	scrutinize	how	

the	evidence-base	concretely	comes	about,	via	the	data	that	is	provided	by	actual	

patient-participants.	

 

 

 

 

 

 

Section Conclusions 

• Gold	standard	psychotherapy	research	relies	on	measurement	data	

• “The	numbers”	collected	by	self-report	questionnaires	are	not	self-evident	

• “The	data”	are	not	objective,	but	depend	on	meaning-making	processes	by	patient-

participants	who	provide	those	data	
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PART B 

How data collection affects complaints  

in psychotherapy research 
 

 

 

Part B yields the empirical analysis of the process of ‘data collection’ 

and the experience of questionnaire administration by participants in 

psychotherapy research. This part yields three studies. In the paper 

‘When quantitative measures become a qualitative storybook’, the 

empirical case study exhibits that questionnaires used for data 

collection can affect the experience of the complaints under study. 

‘What is it like to be a dependent variable’ yields an empirical case 

study that exhibits how the experience of research participation can 

affect concretely collected data. The case comparison in ‘How 

questionnaires shape complaints’ exhibits how questionnaire 

administration can have a substantially different impact on different 

patient-participants. By this series of empirical case studies, it is 

argued that the act of questionnaires administration becomes 

‘performative’, which poses a vital threat to the validity of data that is 

collected in function of evidencing treatment efficacy. 
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When quantitative measures become a qualitative storybook. 
A phenomenological case analysis of validity and performativity of 

questionnaire administration in psychotherapy research. 
 

 

 

 

 

Abstract  

In	psychotherapy	research,	treatment	efficacy	is	commonly	studied	by	means	of	self-

report	questionnaires,	to	gain	quantitative	data	on	symptom	development.	“The	data”	

serve	as	input	for	statistical	analyses	up	to	the	level	of	Evidence-Based	Treatment.	We	

analysed	how	a	patient	in	a	psychotherapy	study	experienced	the	translation	of	her	

story	into	quantitative	data,	by	combining	a	phenomenological	qualitative	analysis	of	

her	therapeutic	narrative	and	a	visual	analysis	of	her	extensively	annotated	paper-and-

pencil	questionnaires.	Our	findings	provide	a	practical	empirical	illustration	of	the	

nature	and	impact	of	known	validity	issues.	Beyond,	we	found	that	the	act	of	

questionnaire	administration	affected	the	primary	complaint	such	that	it	became	

‘performative’	towards	the	symptoms	under	study.	We	discuss	the	epistemic	

consequences	for	the	validity	of	data,	and	we	argue	that	valid	data	collection	requires	

qualitative	scrutiny	of	meaning	within	data	and	a	concept	of	validity	that	allows	for	

consideration	of	performativity	of	data	collection.	

 
 

Keywords 

Psychotherapy	Research,	Quantitative	Data,	Validity	of	Data	Collection,	Validity,	

Performativity,	Case	Study,	Interpretative	Phenomenological	Analysis	
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Introduction 

 

In	psychotherapeutic	research,	quantified	symptom	assessment	by	means	of	validated	

self-report	questionnaires	is	default	methodological	practice	to	study	efficacy	of	

treatments	(Wampold	&	Imel,	2015).	Evidence	for	therapeutic	efficacy	is	predominantly	

gathered	in	randomized	controlled	study	designs	(RCTs).	In	an	RCT	design,	symptom	

levels	are	assessed	for	a	sample	of	patients	prior	to	and	after	the	treatment	of	interest	

and	compared	to	pre-post	symptom	level	changes	in	a	sample	of	similar	patients	who	

received	alternative	or	no	treatment	(ibid.).	In	psychotherapeutic	research	guidelines,	

the	RCT	is	promoted	as	the	most	sound	means	to	derive	efficacy	evidence	–	that	is,	the	

RCT	is	put	on	the	top	of	the	so-called	hierarchy	of	evidence	(Chambless	&	Hollon,	1998;	

cf.,	Cartwright,	2007).	Subsequently,	evidence	from	multiple	RCTs	is	weighed	

statistically	in	systematic	reviews	or	meta-analyses	(Stegenga,	2011),	to	serve	as	a	basis	

for	large	scale	policy	decisions	on	the	organization	of	evidence-based	mental	health	care	

(Cartwright,	Goldfinch,	&	Howick,	2009).	

Numerical	assessment	of	symptoms	is	thus	key	to	reach	the	top	of	the	hierarchy	

of	evidence.	Although	RCTs	can	be	conducted	using	alternative	assessment	methods	(cf.,	

Malterud,	2001),	the	main	logic	requires	a	significance	test	to	show	that	an	outcome	

difference	goes	beyond	the	scope	of	the	confidence	interval,	supporting	a	conclusion	

that	the	difference	was	due	to	the	treatment	rather	than	to	mere	chance.	Provided	that	

probability	statistics	are	fundamental	in	this	definition	of	causation	(cf.,	Hyde,	2004),	as	

well	as	in	the	evaluation	of	evidence	in	systematic	reviews	and	meta-analyses	(see	

Jukola,	2017,	and	Celie,	Loeys,	Desmet,	&	Verhaeghe,	2017,	for	a	critical	discussion),	the	

choice	for	numerical	assessment	at	the	basis	of	psychotherapy	research	thus	seems	vital	

for	its	proceeding	up	to	the	level	of	the	Evidence-Based	Treatment	(EBT).	This	paper	is	

focused	on	that	basic	numerical	level	of	research.	Our	aim	is	to	understand	how	patients	

who	participate	in	the	research	actually	translate	their	story	into	numbers,	as	that	story	

becomes	“the	data”	that	travels	all	the	way	up	the	ladder	of	evidence	production	in	

psychotherapy	research.	

Numerical	data	in	psychotherapy	research	are	predominantly	collected	using	

self-report	questionnaires,	which	provide	a	way	of	standardizing	responses	(Danziger,	

1990).	However,	several	issues	have	been	voiced	in	the	literature	regarding	both	its	

collection	and	its	epistemic	value	(e.g.,	Galasiński	&	Kozłowska,	2010;	McLeod,	2001;	
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Toomela,	2007).	Schwarz	(1999)	summarizes	a	range	of	psychometric	issues	as	

‘cognitive	and	communicative’	problems	in	questionnaires	(p.103),	which	may	both	

cause	a	significant	bias	in	collected	questionnaire	responses.	First,	respondents	have	to	

‘make	sense	of	the	questions	asked’	(p.94),	meaning	that	they	have	to	understand	both	

the	semantic	and	the	pragmatic	meaning	of	questions.	The	semantic	meaning	of	

questions	may	invoke	interpretation	problems	based	on	comprehension	of	jargon	and	

context-dependent	references.	Further,	respondents’	understanding	of	questions	

appears	to	be	affected	by	their	interpretation	of	the	pragmatic	meaning,	that	is,	the	way	

that	the	administrator	intends	the	questions	to	be	understood	given	the	research	goals.	

For	example,	respondents	may	conclude	that	the	fact	that	a	question	is	asked	means	

that	that	theme	is	important	to	the	administrator,	which	may	invoke	a	different	

response	than	when	it	would	not	have	been	emphasized	as	such	by	the	research(er).	

This	may	result	in	priming	of	topics	as	well	as	possible	over-	or	underestimation	in	

responses.	Secondly,	respondents	have	to	score	their	own	behaviour	on	numerical	or	

ordered	nominal	scales.	As	was	shown	by	Schwarz	(1999,	2007)	and	others,	scoring	is	

affected	substantially	by	the	scoring	format.	For	example,	respondents	appear	to	feel	

more	comfortable	scoring	‘extreme’	on	a	scale	ranging	from	-5	to	+5	than	on	a	scale	

from	0	to	10,	because	in	the	latter	the	0	is	interpreted	as	meaning	absolute	absence	

which	participants	often	find	inaccurate,	whereas	in	the	former,	the	0	is	interpreted	as	

neutral	or	neither	positive	nor	negative,	which	may	be	more	accurate.	Moreover,	the	

type	of	answer	is	limited	or	framed	by	the	scoring	options,	which	not	always	allows	for	

the	nuance	that	an	open	response	format	would	have	offered.	Further,	respondents	

often	find	it	hard	to	decide	which	reference	point	they	have	to	keep	in	mind	while	

scoring,	as	different	reference	persons	or	contexts	may	imply	different	responses.			

These	issues	psychometric	issues	resonate	with	the	broader	problem	of	the	

humanity	of	the	reporters.	In	psychology,	reflexive	human-beings	are	both	the	object	

and	the	subject	of	science,	meaning	that	we	have	to	ask	the	object	that	we	try	to	study	to	

report	on	his	or	her	own	behaviour	(Reicher,	2000;	cf.,	Rosenzweig,	1933).	Answering	

such	questions	has	‘psychological	effects’	(McCambridge,	2015,	p.	76),	which	is	

specifically	salient	in	the	context	of	psychological	research.	Respondents	are	asked	to	

reflect	on	their	feelings,	attitudes	and	behaviours	and	then	translate	those	into	a	

quantitative	language,	which	puts	a	weight	and	therefore	an	evaluation	to	their	

experiences	(Galasiński	&	Kozłowska,	2010).	In	this	context,	the	fact	of	being	observed	
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or	assessed	may	invoke	a	change	in	behaviour	(cf.,	the	Hawthorne	Effect;	McCambridge,	

2015),	either	‘positively’	as	social	desirability,	or	‘negatively’	as	an	overly	emphasized	

set	of	complaints,	for	example	(see	McCambridge,	De	Bruin,	&	Witton,	2012,	on	‘demand	

characteristics’	in	research;	see	also	Norenzayan	&	Schwarz,	1999).	Although	it	is	

suggested	that	such	effects	are	at	play	on	a	large	scale	and	in	different	phases	of	

research	(i.e.,	between-subjects),	it	is	not	clear	which	and	how	much	effect	they	have	on	

the	responses	of	different	respondents	(i.e.,	within-subjects).	As	human	participants	

respond	in	idiosyncratic	ways	based	on	their	individual	point	of	reference	(McClimans,	

2010;	Galasiński	&	Kozłowska,	2010,	2013),	the	issues	will	not	necessarily	be	present	in	

the	same	way	or	to	the	same	extent	in	every	participant	–	which	makes	it	hard	to	design	

standardized	solutions	for	the	purpose	of	systematic	and	rigorous	research	(cf.,	

Truijens,	2017).	

Further,	these	issues	are	particularly	problematic	for	psychotherapy	research,	

where	the	object	of	interest	is	behaviour,	thoughts	and	feelings	that	deviate	from	‘the	

norm’.	As	Westen,	Novotny,	and	Thompson-Brenner	(2004)	argue,	the	core	of	

psychopathology	is	that	it	is	not	regular,	and	therefore	complaints	are	not	uni-

dimensional,	isolated,	nor	straightforwardly	malleable.	For	example,	in	clinical	practice	

the	majority	of	patients	experiences	a	multitude	of	comorbid	complaints,	but	in	

research,	it	is	generally	required	to	isolate	one	complaint	for	the	purpose	of	causal	

attribution	(cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	2019).	That	is,	in	the	

context	of	RCT	research,	a	specified	(set	of)	symptom(s)	is	isolated	as	the	dependent	

variable,	to	assess	the	unidimensional	impact	of	a	treatment	on	its	presence	and	

severity	after	treatment	administration.	However,	when	behaviour	is	affected	by	the	act	

of	studying	it,	this	may	impact	the	validity	of	the	assessment	that	is	key	in	a	pre-post	

research	design.	Therefore,	this	poses	a	significant	problem	for	the	logic	of	standardized	

methods.	Moreover,	it	yields	a	vital	implication	for	clinical	practice,	as	generalized	

findings	are	increasingly	disseminated	as	the	evidence-base	for	mental	health	care	

organization	at	large	(Westen,	Novotny,	&	Thompson-Brenner,	2004),	and	as	norm	for	

routine	outcome	measurement	in	vis-à-vis	clinical	settings	(cf.,	Barkham,	Mellor-Clark,	

&	Stiles,	2015).		

Even	though	these	epistemic	problems,	practical	pitfalls,	and	clinical	issues	have	

been	voiced	in	various	psychological,	methodological	and	philosophical	papers,	the	

topic	is	rarely	debated	in	empirical	research	literature,	which	is	striking	given	the	
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possibly	extensive	implications	for	psychotherapeutic	research	findings.	The	numerical	

approach	–	operationalized	via	self-report	questionnaires	–	is	still	regarded	as	the	most	

reliable,	trustworthy	means	to	derive	sound	evidence	in	psychotherapy	research	

(Chambless	&	Ollendick,	2001;	cf.,	Hyde,	2004).	In	other	words,	it	is	considered	the	best	

we	have.	Here,	the	argumentation	is	based	on	the	validity	of	the	methodological	model	

itself,	that	is,	it	is	assumed	that	when	the	RCT	is	designed	properly,	the	used	

questionnaires	or	measures	are	valid,	and	the	data-analysis	is	reliable	and	transparent,	

the	resulting	evidence	will	be	valuable	and	sound	(see	Truijens,	2017,	for	a	discussion	

of	this	type	of	reasoning).	However,	what	is	often	missing	in	this	reasoning	is	that	the	

value	of	evidence	–	even	if	the	way	of	analysis	is	as	proper	as	it	can	be	–	still	depends	on	

the	input	into	the	analysis.	That	is,	the	data	that	is	collected	has	to	be	valid	in	the	first	

place,	to	allow	for	validity	of	research	in	every	following	step	(ibid.).		

In	this	paper,	our	aim	is	to	analyse	the	validity	of	“the	data”	collected	in	

psychotherapy	research.	In	her	critical	analysis,	Paula	Hyde	explains	the	dominance	of	

statistics	in	psychotherapy	research	by	the	remark	that	‘the	numbers	are	easier	to	check	

than	their	origins’	(2004,	p.	91).	We	take	up	the	challenge	by	scrutinizing	how	patient	

stories	are	translated	into	numerical	data	in	psychotherapy	research.	Specifically,	we	

discuss	a	case	who	participated	in	our	psychotherapy	study	(SCS,	cf.,	Cornelis	et	al.,	

2017)	and	thus	completed	a	battery	of	self-report	questionnaires	that	are	much	used	for	

outcome	measurement.	June1,	the	patient,	annotated	her	paper-and-pencil	

questionnaires	in	a	very	noticeable	way,	thus	providing	a	particularly	lucid	insight	into	

the	story	behind	the	numbers.	We	conduct	a	phenomenological	analysis	based	on	her	

narrated	experience	and	her	annotated	questionnaires.	This	way,	we	aim	to	analyse	

June’s	experience	of	telling	her	story	via	questionnaires,	but	also	to	go	beyond	the	

surface	and	scrutinize	how	this	experience	was	embedded	in	the	complaints	that	got	

June	to	start	therapy	in	the	first	place.	In	this	paper,	we	first	discuss	the	findings	of	the	

case	study	in	their	own	respect.	In	the	discussion,	we	elaborate	how	this	case	provides	

an	empirical	illustration	of	validity	issues	that	are	discussed	in	the	literature	and	reflect	

on	the	epistemic	and	clinical	value	of	“the	data”	in	psychotherapy	research.  

 
 
 

 
1	‘June’	is	a	pseudonym.	All	identifiable	information	has	been	changed.	For	more	
information	on	the	ethical	considerations,	see	Method.	
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Method 
 

Participants 
 
 Case 
 

At	the	start	of	treatment,	June	was	a	26-year-old	female	who	was	referred	to	treatment	

by	her	general	practitioner.	Although	June	sought	help	regularly	before,	she	generally	

quit	treatment	quickly	after	the	start,	because	–	so	she	told	later	on	in	treatment	–	she	

did	not	find	the	answers	to	her	questions	satisfying,	and	she	had	trouble	staying	with	

caregivers	whom	she	did	not	value	highly.	The	questions	that	were	plaguing	her	appear	

to	be	at	the	core	of	her	complaint.	June	is	troubled	by	an	intense	and	overwhelming	fear	

to	be	sick	or	dysfunctional.	She	fears	to	have	all	sorts	of	‘psychological	and	physical	

diseases’	(Session	6)	and	is	worried	that	she	may	go	mad	or	crazy.	Every	time	she	hears,	

reads,	talks	or	even	thinks	about	specific	problems	that	other	people	might	face,	she	

becomes	obsessed	with	the	fear	that	she	might	have	that	problem	as	well.	The	feared	

diagnoses	range	from	depression,	paranoia	and	substance	dependence	to	cancer	and	

intestine	problems.	The	patient	was	purposively	selected	for	the	current	case	study,	

because	her	notable	amount	of	annotations	on	the	paper-and-pencil	questionnaires	

implied	her	as	a	‘rich	case’	(Patton,	2002;	see	procedure).		

 
Therapist 

 

June	received	58	sessions	of	psychotherapeutic	psychotherapy	(Luborsky,	1984).	The	

therapist	was	a	Caucasian,	36-year	old	male,	who	had	six	years	of	clinical	experience	at	

the	start	of	the	study.	The	therapist	had	a	postgraduate	clinical	training	in	

psychoanalytic	psychotherapy	and	works	based	on	the	principles	of	Supportive-

Expressive	Therapy	as	defined	by	Luborsky	(1984).	Supportive-Expressive	Therapy	is	a	

form	of	psychodynamic	treatment	and	is	focused	on	setting	a	supportive	therapeutic	

environment	to	pursue	cognitive	and	emotional	understanding	of	present	symptoms	

and	of	the	underlying	relationship	dynamics	(Leichsenring	&	Leibing,	2007,	p.	58).	

Further,	he	obtained	his	PhD	and	worked	as	a	professor	in	clinical	psychology,	thus	

participating	in	and	supervising	diverse	psychotherapy	research	projects	before	and	

during	the	current	treatment.	
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Research Team 
 

The	current	systematic	case	study	was	conducted	by	a	research	team,	consisting	of	the	

first,	third	and	fourth	author.	The	first	author	(FT)	was	the	researcher	who	was	

assigned	to	follow	up	the	data	collection	of	this	case.	However,	the	researcher	never	

spoke	to	the	patient	in	person	because	she	remained	unreachable.	All	contact	with	the	

patient	was	conducted	by	the	therapist	(MD)	who	is	employed	at	the	university	

department	that	conducted	the	research	procedure.	To	avoid	interpretation	bias	by	

means	of	therapeutic	experience	over	narrative	analysis,	the	therapist	was	not	involved	

in	the	analyses	of	the	case	data.	The	first	author	is	employed	at	the	same	university	

department	(Ghent	University,	Belgium)	and	worked	on	the	data	collection	of	two	large	

scale	psychotherapy	studies	(SCS,	cf.,	Cornelis	et	al.,	2017,	and	GPS,	Meganck	et	al.,	

2017).	The	third	(ED)	and	fourth	author	(HU)	were	undergraduate	research	assistants	

who	obtained	their	masters	based	on	their	analyses	of	the	current	case.	ED	focused	on	

the	questionnaire	experience,	HU	focused	on	the	narrated	experience	of	the	anxiety	

complaints.	The	first	author	initiated	and	supervised	both	projects,	re-coded	the	

narrative	data,	conducted	the	visual	analysis	of	the	paper-and-pencil	questionnaires	

and	synthesized	the	findings	to	embed	the	questionnaire	experience	into	the	patient’s	

primary	symptomatology.	The	findings	were	audited	by	the	fifth	author	(BD),	who	

studied	the	case	material	in-depth	for	the	purpose	of	another	outcome	project	that	was	

hosted	by	the	department	(cf.,	Desmet	et	al.,	2018),	but	who	was	not	familiar	with	the	

research	questions	focused	on	questionnaire	experience.	The	findings	were	finally	

discussed	with	the	therapist	(MD,	second	author)	to	reach	consensus	on	the	embedded	

interpretations.	

 
Materials 

 
The	data	used	in	this	paper	were	obtained	in	a	naturalistic	psychotherapy	study	(SCS,	

cf.,	Cornelis	et	al.,	2017).	In	this	study,	all	therapy	sessions	were	audiotaped	for	the	

purpose	of	verbatim	transcription.	Following	each	session,	patients	completed	a	bundle	

of	self-report	questionnaires	following	each	therapy	session,	and	the	therapist	wrote	a	

clinical	report	(see	Procedure).	In	this	paper,	we	report	qualitative	(both	narrative	and	

visual)	experiences	of	the	patient	in	the	process	of	questionnaire	administration.	Below,	

we	thus	describe	the	scales	of	the	questionnaires	that	were	often	annotated	by	our	
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patient	in	detail.	As	we	will	not	report	outcome	(see	Procedure),	we	refer	to	the	

regarding	authors	for	the	psychometric	details	of	the	questionnaires.	Note	that	more	

questionnaires	were	administered	in	the	study	design	than	are	described	here.	

Although	all	administered	questionnaires	were	analysed,	here	we	describe	the	

questionnaires	from	which	excerpts	are	presented	in	the	Findings	section:	

● The	General	Health	Questionnaire	(GHQ-21,	hereafter	referred	to	as	‘GHQ’;	Koeter	&	

Ormel,	1991),	is	a	twelve-item	self-report	measure	that	assesses	general	mental	

wellbeing	in	the	previous	week.	For	example,	an	item	asks:	‘Have	you	recently	been	

able	to	enjoy	your	normal	day-to-day	activities?’.	Items	are	scored	on	a	4-point	

Likert	scale,	in	which	0	=	‘Not	at	all’,	1	=	‘Not	more	than	usual’,	2	=	‘A	bit	more	than	

usual’	and	3	=	‘A	lot	more	than	usual’.	In	the	current	study,	the	GHQ	was	

administered	following	each	therapy	session.	

● The	Beck	Depression	Inventory-II	Dutch	Version	(BDI-II-NL,	hereafter	referred	to	as	

‘BDI’;	Beck,	Steer,	&	Brown,	1996)	measures	the	presence	and	severity	of	depression	

symptoms	in	21	items.	In	the	Dutch	version,	each	item	has	a	title	that	indicates	a	

symptom,	such	as	‘aversion	of	one-self’,	followed	by	a	4-point	Likert	scale	that	

provides	four	sentence-based	answers.	An	answer	is	scored	by	circling	the	number	

before	the	sentence.	For	example,	the	item	‘suicidal	thoughts	or	wishes’	provides	the	

following	options:	0	=	‘I	don’t	have	any	thoughts	of	killing	myself’,	1	=	‘I	have	

thoughts	of	killing	myself,	but	I	would	not	carry	them	out’,	2	=	‘I	would	like	to	kill	

myself’,	3	=	‘I	would	kill	myself	if	I	had	the	chance’.	In	the	current	study,	the	BDI	was	

administered	following	every	eighth	therapy	session.	

● The	Depressive	Experiences	Questionnaire	(DEQ-nl,	hereafter	referred	to	as	‘DEQ’;	

Zuroff,	Moskowitz,	Wielgus,	Powers,	&	Franko,	1983)	assesses	personality	patterns	

associated	with	depressive	symptoms.	It	consists	of	66	items,	such	as	‘It	is	not	“who	

you	are”	but	“what	you	have	achieved”	that	counts’.	Items	are	scored	on	a	7-point	

Likert	scale,	ranging	from	0	=	‘not	at	all’	to	7	=	‘extremely’.	In	the	current	study,	the	

DEQ	was	administered	following	every	eighth	therapy	session.	

● The	Inventory	of	Interpersonal	Problems	(IIP;	Horowitz,	Alden,	Wiggins,	&	Pincus,	

2000)	assesses	interpersonal	dynamics	from	the	own	perspective	and	specified	for	

the	relationship	with	the	mother	and	the	father.	The	questionnaire	parts	consist	of	

64,	32	and	32	items,	respectively.	An	example	item	is	‘I	find	it	hard	to	feel	good	

about	the	happiness	of	others’.	The	respondent	is	asked	to	score	how	strongly	the	
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described	problem	was	experienced.	Items	are	scored	on	a	5-point	Likert	scale	with	

0	=	‘not	at	all’	and	4	=	‘very	strongly’.	In	the	current	study,	the	IIP	was	administered	

following	every	eighth	therapy	session.	The	shortened	32-item	version	(cf.,	

Horowitz,	Alden,	Wiggins,	&	Pincus,	2000)	was	administered	following	every	

therapy	session.		

● The	Personal	Style	Inventory	(PSI,	Bagby	et	al.,	2001)	is	a	48-item	assessment	of	

personality	stiles	associated	with	depression.	Items	like	‘I	often	put	the	needs	of	

others	before	my	own’	are	scored	on	a	6-point	Likert	scale,	ranging	from	1	=	

‘completely	disagree’	to	6	=	‘completely	agree’.	In	the	current	study,	the	PSI	was	

administered	following	every	eighth	therapy	session.	

● The	Symptom	Checklist	(SCL-90,	hereafter	referred	to	as	‘SCL’;	Derogatis,	1992)	

assesses	mental	wellbeing	and	deviation	in	90	items.	In	the	instructions,	the	

participant	is	asked	‘to	what	extent	were	you	hindered	by	one	of	the	following	

complaints’	during	the	previous	week.	Complaints	vary	from	‘feeling	scared’	to	

‘headaches’	and	‘feelings	of	worthlessness’.	Items	have	to	be	scored	for	the	previous	

week	including	the	day	of	administration,	by	circling	the	score	on	a	5-point	Likert	

scale,	ranging	from	0	=	‘not	at	al’	to	5	=	‘extremely’.	In	the	current	study,	the	SCL	was	

administered	following	every	eighth	therapy	session.	

 

Procedure 
 

Data collection 
 

June	came	to	therapy	voluntarily	for	a	period	of	three	years,	regularly,	either	weekly,	bi-

weekly	or	monthly.	After	the	53th	session,	she	suddenly	did	not	show	up	anymore.	After	

two	years,	she	reconnected	and	started	treatment	again.	In	total,	she	received	58	

sessions	of	treatment.	After	three	preliminary	sessions	with	the	therapist	she	agreed	to	

participate	in	a	pilot	psychotherapy	study.	June	signed	an	Informed	Consent	Form	(see	

Ethics	section	below)	at	the	beginning	of	treatment	and	again	after	her	return	to	her	

therapist.	Although	she	agreed	to	participate	in	follow-up	interviews	by	a	member	of	

the	research	team	that	the	therapist	coordinated,	she	was	unreachable	for	these	

interviews.	In	the	54th	therapy	session,	she	explained	at	length	why	she	could	not	

participate	in	these	interviews.		
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In	the	psychotherapy	study,	each	patient	was	asked	to	join	the	research	

procedure	by	the	therapist	after	the	first	or	a	small	series	of	preliminary	sessions.	June	

had	three	intake	sessions	before	she	signed	informed	consent	and	started	the	

procedure.	In	the	procedure,	a	variety	of	quantitative,	qualitative	and	biological	

measures	were	administered	to	assess	change	during	the	treatment	process.	All	therapy	

sessions	were	audiotaped	for	the	purpose	of	verbatim	transcription.	The	paper-and-

pencil	questionnaires	were	administrated	following	each	therapy	session.	The	

questionnaire	bundle	consisted	of	one	sheet	of	paper,	printed	two-sided.	Every	eighth	

session,	a	large	bundle	of	questionnaires	was	asked	to	be	completed	at	home	on	the	day	

before	the	next	therapy	session.	This	bundle	was	accompanied	by	the	withdrawal	of	

biological	measures	through	saliva	samples	at	home.	After	each	therapy	session,	the	

therapist	wrote	a	therapist	report.	For	more	information	on	this	procedure,	see	Cornelis	

et	al.	(2017).	

As	June	was	very	apprehensive	of	the	questionnaire	items,	she	requested	to	

complete	them	in	the	presence	of	the	therapist.	Although	this	is	unusual,	the	therapist	

agreed	–	given	the	naturalistic	set-up	of	the	study	–	for	the	small	weekly	bundles.	

Although	he	was	present	during	the	questionnaire	administration,	the	therapist	did	not	

look	into	the	scores	and	brought	the	paper-and-pencil	questionnaires	to	the	university	

unseen.	At	the	university	department,	the	first	author	was	assigned	to	follow	up	and	

input	the	data	into	SPSS	(SPSS	Statistics	24	for	Mac).	This	way,	the	first	author	noticed	

the	considerable	amount	of	visual	and	textual	annotations	on	the	questionnaires.	The	

case	was	therefore	purposively	selected	for	a	case	study	(critical	case	sampling,	cf.,	

Patton,	2002),	and	the	research	team	was	assembled	to	study	both	the	therapeutic	

narrative	and	the	visual	annotations.		

To	focus	this	case	study	on	the	experience	of	questionnaire	administration,	

rather	than	on	the	result	of	this	process,	we	report	the	experiences	that	June	narrated	

and	visualized	during	the	treatment	and	in	the	paper-and-pencil	questionnaires,	rather	

than	the	quantitative	scores	themselves.	Quantitative	description	and	analysis	of	June’s	

outcome	and	reliable	change	indices	are	available	in	Desmet	et	al.	(2018),	and	in	

Truijens,	Van	Nieuwenhove,	De	Smet,	Desmet	&	Meganck	(2019)	we	compare	June’s	

outcome	to	another	case	to	further	discuss	whether	such	outcome	can	be	meaningfully	

and	validly	interpreted	in	clinical	and	epistemic	terms.	In	the	current	paper,	we	focus	on	
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the	experiential	process	of	questionnaire	administration,	as	this	is	the	epistemic	phase	

within	the	research	procedure	that	the	research	participant	is	actually	involved	in.	

	

Ethics 
 
The	study	design	and	proceedings	were	approved	by	the	Ethical	Board	of	the	Ghent	

University	Hospital	in	Ghent,	Belgium	(Registration	nr.	B670201318127).	All	patients	

gave	written	informed	consent	to	collect,	analyse	and	publish	their	individual	data	

throughout	and	after	treatment.	As	June	returned	to	treatment	after	a	few	years	of	

absence,	she	was	asked	to	sign	an	Informed	Consent	form	upon	her	return	again.	All	

identifying	information	concerning	the	patient	has	been	changed	to	protect	

confidentiality.	The	data	are	denoted	by	an	anonymous	participant	code	and	the	patient	

is	referred	to	by	a	pseudonym.		

 
Data Analysis and Quality Control 

 

The	narrative	data	was	qualitatively	analysed	based	on	the	principles	of	Interpretative	

Phenomenological	Analysis	(Smith	&	Eatough,	2007).	This	approach	conveys	a	holistic	

understanding	of	human	beings	as	meaning-making	agents,	in	which	language	is	taken	

as	a	dynamic	hermeneutic	expression	of	the	lived	experience	by	the	subject.	As	the	

researcher	is	a	meaning-making	agent	as	well,	the	phenomenon	under	scrutiny	is	

interpreted	within	the	meaning	system	of	the	researcher	–	i.e.,	the	researcher	makes	

sense	of	the	sense-making	by	the	subject	under	study.	By	a	close	reading	of	the	data,	the	

interpretation	is	kept	as	truthful	as	possible	to	the	understanding	of	phenomena	by	the	

subject	(double	hermeneutics,	ibid.).		

In	this	study,	the	data	were	analysed	in	three	stages	of	research.	First,	June’s	

therapeutic	narrative	was	qualitatively	analysed	in	two	different	research	projects.	One	

project	(HU	&	FT)	focused	on	the	narrative	expression	of	complaints	and	anxious	

obsessions,	the	other	project	(ED	&	FT)	focused	on	the	narrated	experience	of	

questionnaire	administration.	In	both	projects,	the	researchers	first	familiarized	

themselves	thoroughly	with	the	data	by	transcribing	and	re-reading	the	therapy	

sessions.	Subsequently,	they	coded	the	data	in	a	data-driven	manner	to	secure	a	close	

reading	of	the	narrative	of	the	patient.	Both	projects	were	characterized	by	an	iterative	

analysis,	meaning	that	they	went	back-and-forth	between	the	data	and	the	induction	of	
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themes	relevant	to	the	respective	research	questions.	In	the	second	stage,	FT	listened	

again	to	all	the	audiotaped	therapy	sessions,	recoded	the	data	relevant	to	the	

questionnaire	experience	and	the	narration	of	the	primary	complaint,	formed	the	

themes	that	are	displayed	in	Tables	1	and	2,	and	validated	these	by	comparison	with	the	

themes	found	in	the	first	stage	of	research.	The	themes	were	then	triangulated	with	a	

visual	analysis	of	the	paper-and-pencil	questionnaires	and	written	up	in	the	first	two	

sections	of	the	findings.	In	the	third	stage,	two	audits	were	conducted,	first	by	an	

external	audit	(BD)	who	had	studied	the	case	in-depth	within	another	research	context	

(cf.,	Desmet	et	al.,	2018)	but	was	not	familiar	with	the	research	questions	on	

questionnaire	experience,	and	secondly	by	the	therapist	(MD).	Subsequently,	the	

themes	found	in	the	first	stages	of	the	study	were	combined	to	embed	the	questionnaire	

experience	with	the	primary	complaint,	and	written	up	by	FT.	Finally,	the	embedded	

findings	and	interpretations	were	discussed	by	all	the	authors.		

While	the	case	was	selected	purposively,	as	it	was	visually	identified	as	a	rich	

case	towards	questionnaire	experience,	no	hypotheses	were	proposed	that	could	

interfere	with	a	data-driven	analysis.	That	is,	it	was	expected	that	the	case	could	provide	

a	rich	insight	into	the	process	of	questionnaire	administration,	but	as	the	researchers	

(FT,	ED,	&	HU)	did	not	know	about	the	contents	of	treatment	at	the	moment	of	case	

selection,	they	had	no	preconceptions	nor	prior	knowledge	on	the	nature,	direction	and	

clinical	context	of	the	questionnaire	experience.	To	minimize	biases	by	a	focus	on	

questionnaires	or	by	a	proto-search	for	validity	issues,	we	assembled	a	research	team	

that	was	balanced	in	terms	of	familiarity	with	the	case,	academic	and	clinical	training	

background	and	phase	in	career,	and	epistemic	affinity,	to	secure	a	data-driven,	

horizontal	and	an	open	dialogue	(cf.,	Parker,	2007).	Except	for	FT,	each	team	member	

was	independently	involved	in	one	phase	of	the	research:	The	research	assistants	who	

were	involved	in	the	first	stage	of	research	(ED	&	HU)	were	not	aware	of	each	other’s	

findings,	nor	were	they	familiar	with	the	focus	on	validity	by	FT.	The	therapist	(MD)	was	

only	involved	as	an	audit	after	the	first	write	up	of	the	findings.	An	external	non-

academic	audit	was	involved	to	secure	the	data-driven	aim	of	the	analysis.	The	focus	on	

validity	issues	was	only	introduced	into	the	study	after	the	write-up	of	findings	from	the	

three	phases	of	qualitative	and	visual	analysis.		

The	treatment	and	the	study	were	conducted	in	Dutch.	The	therapeutic	narrative	

and	the	written	annotations	on	the	questionnaire	were	translated	by	the	first	author	
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from	Dutch	into	English	for	the	purpose	of	in-text	citation.	Questionnaires	were	also	in	

Dutch,	but	for	the	items	referred	to	in	this	paper,	we	used	item	formulations	from	the	

English	originals.	For	the	purpose	of	transparency,	the	figures	provide	excerpts	of	the	

actually	completed	Dutch	questionnaires,	with	the	Dutch	paper-and-pencil	annotations.	

English	translations	of	the	annotations	are	provided	in-text.	

	

Findings 

 

First,	we	discuss	the	three	core	themes	in	June’s	primary	complaint,	that	got	her	to	seek	

treatment.	Secondly,	we	zoom	in	onto	June’s	narrated	experience	of	questionnaire	

administration,	and	we	present	a	visual	analysis	of	the	paper-and-pencil	questionnaires	

that	she	completed.	Thirdly,	we	synthesize	the	findings	of	questionnaire	experience	to	

the	primary	complaints,	to	reach	an	answer	to	our	research	questions.	In	the	following,	

the	main	themes	are	described,	based	on	the	subthemes	that	are	specified	in	Tables	1	

and	2.	The	themes	are	illustrated	by	quotes	from	specified	therapeutic	sessions	and	by	

narrative	and	visual	excerpts	from	the	paper-and-pencil	questionnaires.		

 

Primary themes and terms in June’s therapeutic narrative 
 

In	this	section,	we	discuss	the	three	core	themes	in	June’s	primary	complaint,	as	

expressed	in	her	therapeutic	narrative	(cf.,	Table	1).		

 

June is afraid to be ‘ill’ or ‘crazy’ 
 

At	the	start	of	treatment,	it	becomes	clear	that	June	is	plagued	by	an	obsessive	fear	for	

being	ill	or	dysfunctional.	The	feared	diagnoses	that	June	brings	to	the	fore	in	the	intake	

sessions	are	depression,	bipolar	mood	disorder,	paranoia,	loss	of	control	or	temper,	

substance	dependence,	panic	or	anxiety	disorder,	chronic	fatigue,	personality	issues,	

HSP,	‘something	psychological’	(Session	6),	‘being	labile’	(Session	6),	being	suicidal,	

having	cancer,	heart	attacks	and	intestine	problems.	Importantly,	she	does	not	just	

seem	to	fear	a	specific	syndrome	or	disease,	but	she	is	rather	obsessed	with	the	fear	to	

have	something	at	all.	In	this	fear,	the	disease	itself	seems	interchangeable.	This	comes		
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Table 1; Themes and terms in June’s therapeutic narrative 
 
June is afraid to be ‘ill’ or ‘crazy’  

She is afraid to have a wide array of physical or psychological diseases or 
syndromes 
She takes on every suggestion of abnormality or disease as something of her own 
She judges her own thoughts and utterances as signs of madness, disease or 
disability 
Her ambivalence towards self and others functions as a catalyst of her fears 

She needs the other to sooth or inform her 
She does not trust the other to sooth or inform her 
She can only trust herself 
She cannot trust herself 

June is afraid to be locked up in a psychiatric institution 
She is afraid to be found abnormal 
She is afraid to end up in a psychiatric ward 
She is afraid to become an outcast from society 

June is afraid to be ‘too much and too little’ 
She sees society as a box that she has to comply to 
She has a need to control and rationalize 

She feels an urge to keep control over her feelings and thoughts 
She feels an urge to concretize or visualize her fears by informing herself as 
much as possible 

She is terrified for the verdict of rationalization or visualization towards feared 
symptoms 
She does not want to fit into a box 

She does not want to ‘tick boxes’ 
Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes 

	

	

	

across	in	the	following	quote,	in	which	she	presents	a	fear	for	alcohol	abuse,	depression	

and	paranoia	within	one	phrase:	

	

‘Like,	I	was	afraid	for	a	lot	of	things	again.	Yes,	that	I	think	that	I	have	a	
depression	again,	I	don’t	know.	[…]	It	was	a	television	show	a	couple	of	
weeks	ago,	I	think.	Something	about	women	with	substance	abuse	
disorder…	And	then	I	freak	out	again	[…]	And	then	I	think,	like,	“I	have	
that	myself”.	And	then	I	think	“I	have	paranoia,	or	what	is	this?”	Yes,	then	I	
become	super	afraid,	or	like	“I	am	depressed”	or	like,	agitated,	like…	And	
then	I	think	like,	“I	must	be	depressed”,	I	don’t	know,	and	then	I	am,	again,	
like,	fearing	that…	That	is	really	weird.’	(Session	6)	
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This	quote	further	shows	how	June	is	susceptible	for	suggestion.	She	takes	on	every	

suggestion	–	either	spoken,	read,	heard	about	or	even	thought	–	of	abnormality	or	

deviation	as	something	of	her	own.	Being	confronted	with	an	apparently	random	

condition	may	provoke	a	fear	to	have	that	herself.		

	

‘So	I	want	to	stay	in	bed	and	leave	everything	alone.	And	then	I	think	like:	
see,	it	is	a	sign,	I	am	depressed!	When	people	want	to	stay	in	bed….	That	is	
a	sign	right…’	(Session	29)	

	

While	she	does	not	experience	concrete	symptoms	or	even	vague	signs	of	the	disorder,	

the	suggestion	might	set	off	her	anxiety.	For	example,	June	does	not	report	any	suicidal	

ideations,	but	when	she	is	confronted	with	the	concept	of	suicidality,	she	fears	that	that	

idea	might	provoke	something	within	her	that	she	cannot	control.		

	

‘Like,	sui-,	the	word	suicide	com-comes	up	in	my	mind	and	then	I	am	
[extremely	–	in	dialect]	afraid,	I	don’t	want	that	[breathes	heavily].	Like	
and	then,	then	it	is..	Yeah	I	am	here	by	myself	so	in	theory	I	could..	dó	
something	like	that,	there	is	no	one	here	to	control	me,	like..’	(Session	25)	

	

In	her	search	for	control,	she	does	address	her	therapist	with	questions,	either	to	gain	

information	or	to	find	soothing	or	reassurance,	but	she	also	warns	to	not	suggest	any	

hypotheses	or	rationale	about	certain	diagnoses:	‘Don’t	make	me	afraid	now!’	(Session	

3).	She	even	warns	that	a	sign	of	agreement	can	set	of	her	fear:	‘You	are	nodding	

affirmatively,	why,	what,	what	does	that	say?’	(Session	58).	

Also	in	her	own	way	of	speaking,	June	constantly	judges	her	own	thoughts	as	

signs	of	madness,	disorder	or	disability.	She	seems	to	be	on	the	hunt	for	signals	within	

her	own	speech:	‘That	is	a	depressive	thought,	isn’t	it?’	(Session	5)	or	‘That	must	be	

typical	for	an	anxiety	syndrome’	(Session	2).	In	this	context,	her	filler	phrases	are	rather	

meaningful:	she	often	remarks	on	her	own	utterances	that	‘that	is	so	crazy,	right?’	

(Session	5)	or	‘that	is	so	weird…’	(Session	6),	showing	how	she	evaluates	and	judges	her	

own	thoughts	and	fears.	Although	she	is	convinced	that	something	must	be	wrong	with	

her,	she	trusts	her	own	nor	others’	evaluation	of	it.	This	is	apparent	in	the	very	often	

used	filler	phrase	‘I	don’t	know’	and	the	fact	that	she	ignores	or	interrupts	the	therapist	

as	soon	as	he	responds	to	her	questions.	Her	ambivalence	towards	others	therefore	
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seems	to	function	as	a	catalyst;	that	is,	her	distrust	of	others	emphasizes	her	conviction	

of	being	ill:	

	

‘On	the	one	hand	I	do	look	for	reassurance	and	if	it	is	given	to	me,	then	it	
is	really	like,	that	I	thought	like…	the	first	five	seconds	I	do	believe	it.	But	
when	I	get	into	my	car,	like.	The	first	five	hours	I	believe	it	and	then	it	
diminishes	and	then	“what,	that	is	not	true,	and	I	will	définitely	have	it!”.’	
(Session	2)	

	

So,	although	June	is	convinced	that	she	may	have	something,	she	is	rather	ambiguous	in	

what	that	might	be,	and	in	that	respect,	she	keeps	being	susceptible	for	a	wide	array	of	

feared	disorders.	

	

June is afraid to be locked up in a psychiatric institution 
 

In	her	narrative,	June	shows	a	rather	persistent	sequence	of	thoughts:	she	searches	for	

signs	of	abnormality	because	she	is	afraid	that	others	would	perceive	her	as	crazy	

indeed,	which	would	warrant	others	to	lock	her	up	in	a	facility	or	to	put	her	outside	of	

society.	First,	her	search	for	signs	of	disorders	seems	to	be	surrounded	by	an	

omnipresent	fear	to	be	or	to	be	judged	as	being	‘crazy’,	that	is,	deviating	from	societal	

norms:		

	

‘Like	now,	when	someone	else	is	with	me	I	am	more	at	ease,	because	I	
know	like,	I	cannot	do	crazy	things	when	someone	is	with	me,	like..	like	if	
you...,	but	on	the	other	hand,	what	if	I	dó	crazy	things	then,	then	I	fear	
that,	will	they,	won’t	they	call	me	crazy	or	like	like…	What	if.	Then	that	
fear	is	there	again	too…’	(Session	41)	

	

June	explains	how	she	is	afraid	that	when	others	would	recognize	her	to	be	a	crazy	

person,	they	would	find	it	justified	to	lock	her	up.	She	reiterates	a	childhood	fear	to	be	

locked	up	when	she	deviated	from	norms	that	were	set	by	(authoritative)	others,	which	

she	connects	to	the	actual	punishment	by	her	parents	to	lock	her	up	in	a	dark	shed	in	

the	garden,	which	made	her	feel	like	she	was	dehumanized	and	set	outside	the	social	

(Session	11).	Just	like	her	parents	locked	her	up	as	a	child,	she	fears	that	her	‘craziness’	

will	have	her	locked	up	in	a	psychiatric	institution:	
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‘Well,	that	is	that	ultimate	fear,	like,	yes,	you	will	be	imprisoned,	or	put	in	
psychiatry,	like	in	a	small	room	or	something.	And	no	one	will	come	to	
you,	like,	no	interaction	or	no	communication	or,	like,	not	being	
recognized	as	a	person	but	as	a	patient	or	something.	Or	as	a	“lunatic”.	
Like,	like	not	normal	anymore.’	(Session	2)	

	

In	this	quote,	it	is	notable	how	June	uses	the	word	imprisonment	in	the	context	of	

psychiatry.	The	terms	prison	and	being	locked	up	return	regularly	in	her	narrative,	also	

when	she	is	not	talking	about	the	literal	fear	for	institutionalization.	She	links	this	to	her	

fear	to	be	‘put	away’,	to	be	set	outside	of	society.	

	

‘Because	it	really	is	that	fear	for	me,	that	the	people	will	abandon	me,	that	
they	will	not	see	me	anymore.	Or,	when	I	do	something…	like	when	I	
would	have…	depression,	like,	something	or	something	like	that,	that	
people	would	put	me	in	a	crazy	house	or	I	don’t	know	where…	that	people	
would	not	visit	me	or	that	they	would	not	talk	to	me	anymore.’	(Session	
40)	

	

In	short,	the	overt	phobic	fears	that	June	displays	throughout	treatment,	seem	to	stem	

from	a	general	fear	to	deviate	from	the	societal	norm,	which	would	make	her	an	outcast.	

Recalling	childhood	threats,	she	is	literally	afraid	to	be	locked	away	as	a	madman	in	a	

mad	house,	and	to	be	dehumanized	and	set	outside	the	social.		

 

June is afraid to be ‘too much and too little’  
 

Her	relation	towards	the	societal	norms	is	explicated	visually	in	a	drawing	on	the	

questionnaire	that	June	provides	near	the	end	of	treatment	(Figure	1).	In	the	

subsequent	session,	June	explains	the	drawing	to	the	therapist:	

	

‘With	this	picture.	A	box,	that	is	society....	You	can	even	see	it	in	micro	or	
like	I	don’t	know,	in	2D.	And	that	is	me…	that..	that	smear,	and	those	are	
the	lines	of	society	and	sometimes	I	have	hiatuses,	and	other	times	I	jump	
beyond	them.	And	I	compare	that,	or	I	found	that	on	society,	and	then	I	
see	like	[gasps	for	breath	ostentatiously].	So	what	I	do	is,	those	smears	that	
go	beyond,	those	I	don’t	wanna	have,	those	have	to	go	away.	I	want	
control	over	them,	and	on	the	other	hand	it	frightens	me,	those	hiatuses,	
like	[gasps	for	breath	ostentatiously],	like	“Oh	no”.	So	I	would	really	like	to	
be	exactly	on	the	box.’	(Session	58)	
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Figure 1; a) drawing by June to explain the relation between herself and society; b) original 
drawing with translated captions (Questionnaire excerpt from session 58; SCS 
psychotherapy study, cf., Cornelis et al., 2017). 
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In	order	to	synchronize	with	this	societal	‘box’,	June	constantly	strives	for	control	over	

her	feelings	and	thoughts,	such	that	it	is	not	too	much	but	not	too	little	either.	In	order	

to	control	her	feelings,	she	searches	for	a	detailed	and	precise	understanding	of	her	

feelings	and	thoughts,	which	appear	to	be	highly	rationalized.	In	this	rationalization,	she	

feels	an	urge	to	visualize,	to	make	her	understanding	as	concrete	as	possible:	

	

	‘I	am	such	a	person.	I-I	like	to	have	it,	if	I	have	results,	it	needs	to	be	
black-on-white.	I	said	that	before,	I	am	such	a	person	who	is	very	visual	
like.	For	example,	if	I	break	a	leg,	I	can	see	it…	But	this	is	like,	not	tangible,	
not	visible,	like..	Yes,	indeed,	I	do	not	have	any	guarantees.	You	don’t	have	
a…	like	yes,	yes…	it’s	only	when	I	would	see	it,	that	I	would	think	like	“yes,	
indeed!”	Like,	I	don’t	know…’	(Session	2)	
	

However,	at	the	same	time,	June	seems	terrified	for	the	verdict	coming	out	of	such	

rationalization	or	visualization.	For	example,	she	tells	the	therapist	that	‘by	speaking	

about	it,	it	becomes	real’	(Session	7)	and	‘because	I	have	this	fear,	I	think	I	already	have	

a	symptom!’	(Session	8).	Whereas	she	is	constantly	searching	for	a	fit	to	societal	norms,	

she	ultimately	does	not	want	to	coincide	with	those	norms	either.	This	is	one	of	multiple	

ambivalences	in	Junes	stance	towards	herself,	her	fears,	others,	and	society	at	large.	

The	ambivalence	is	illustrated	insightfully	in	the	drawing	(see	Figure	1).	On	the	

one	hand,	she	does	everything	in	her	reach	to	control	herself	such	that	she	may	fit	the	

societal	box,	but	on	the	other	hand,	she	is	terrified	that	she	might	coincide	with	the	box.	

In	that	context,	she	said:	‘[I	am]	afraid	to	be	put	in	a	cage	and	[I	want	to]	escape	from	

that’	(Session	11).	This	notion	echoes	her	concrete	fear	to	be	locked	up	in	an	institution,	

but	it	appears	throughout	the	narrative	in	a	subtler	manner,	when	she	states	that	she	

does	not	want	to	be	typified	or	stigmatized	into	standards	or	images	(for	example:	she	

constantly	fights	the	image	of	the	woman	that	her	mother	wants	her	to	be;	session	58).	 

 

Questionnaire experience based on narrative and visual analysis 
 

In	this	section,	we	zoom	in	onto	June’s	experience	of	questionnaire	administration,	

based	on	the	qualitative	analysis	of	her	therapeutic	narrative	and	the	visual	analysis	of	

the	paper-and-pencil	questionnaires	that	she	completed.	We	discuss	four	main	themes	

(cf.,	Table	2).	
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Table 2; Questionnaire experience based on narrative and visual analysis 
 
June is conflicted about the meaning of the items  

She is unsure about the generality of application of specific items 
She is very precise in notifying her understanding and reference of specific 
items 

She feels conflicted about certain items 
She is troubled by the instructions of specific questionnaires 

She denotes different scores regarding to different contexts 
She is aware of the meaning of items as understood by others (researchers, 
therapist, questionnaire designers)  

June cannot fit her answers into scales and scores 
She has a hard time quantifying her feelings and thoughts 

She finds it hard to put a value to her feelings 
She is confused by the repetitive scoring of identical items 
She changes the scale to better fit her valuation 

She is ambivalent about her scores 
She crosses a lot 
She scores in the middle between two numbers 
She orders multiple answers one a scale to show a weight difference 

She has a tendency to elaborate and emphasize items and scores that are 
important to her 

She marks items that have a relative significance to her 
She addresses the administrator by giving nuance to her answers 

June is apprehensive about the confrontation with items in and the evaluation by 
questionnaires 

Questionnaire items bring topics that she fears to the fore (i.e., priming of feared 
symptoms or diseases) 

She is afraid that the items may indicate symptoms that she did not recognize 
before 

Questionnaire items provoke her phobic object (i.e., fear to be ill or crazy) 
She tries to read the items through the eyes of (authoritative) others 

June’s fear is fueled by the act of questionnaire completion 
She requests the therapist around her during the completion of the questionnaires 
provide information and soothing when necessary 
She refuses to participate in Follow-up interviews because she is afraid that the 
confrontation could fuel her anxiety again 

She experiences the questionnaires as suggestive 
Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes 
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June is conflicted about the meaning of items 
 

Items	in	questionnaires	often	contain	terms	or	implications	that	June	cannot	interpret	

straightforwardly.	Whereas	questionnaires	generally	instruct	people	to	go	with	their	

first	hunch,	June	takes	a	lot	of	time	to	decide	which	interpretation	is	‘right’	(Session	57).	

In	her	consideration,	June	appears	to	be	quite	normative	towards	herself:	when	she	

expresses	her	concerns	to	the	therapist,	she	appears	to	feel	obliged	to	be	brutally	

honest	about	herself	and	to	not	paint	a	pretty	picture.	

	

‘“I	am	too	generous	towards	others”	…	Does	[this	item]	mean	
materialistically	or	do	you	mean…?	For	me	that	is	really…	contradicting.	
For	me,	that	is	materialistic….	I	am	very	egoistic,	but	uhm…	Regarding	
stuff,	like	borrowing	something	that	they	may	use	or	like,	with	my	time	
that	they…	Then	I	am	ver-..	a	bit	too	generous.	[…]	Do	I	have	to	write	that	
down	like	that,	or	not?	Or?’	(Session	1)	

	

	Given	this	consideration,	June	scores	the	item	‘I	am	too	generous	towards	others’	(SCL	

item	27,	session	1)	two	times,	by	writing	‘materially’,	which	she	scores	with	a	0	(score	1	

is	crossed),	and	‘time	&	services’,	which	she	scores	with	a	4	out	of	4.	This	worry	returns	

in	a	remark	that	she	makes	in	the	weekly	questionnaire	item	‘It	is	hard	for	me	to	really	

care	about	problems	of	others’.	Here,	she	writes:	‘I	have	my	own	problems	→	first	fix	

those	(sounds	egoïstic…	L)’	(GHQ	item	16,	session	6)	or	‘This	applies	to	my	egoistic	self:	

first	“my	problems”’	(GHQ	item	16,	session	7).	Also,	she	interprets	specific	terms	in	items	

in	a	very	idiosyncratic	manner.	This	quote	and	the	remarks	by	the	scoring	show	how	

June	is	troubled	about	the	interpretation	of	generosity	towards	or	care	for	others,	which	

she	connects	to	a	phobic	self-image	of	having	a	narcissistic	personality	disorder.	In	

another	example,	at	the	item	‘I	sometimes	feel	“special”’	(DEQ	item	60,	session	24)	she	

writes	that	she	feels	like	a	‘specialeke’,	which	is	local	dialect	for	a	peculiar	or	abnormal	

person.	Here,	it	is	clear	how	a	specific	term	in	an	item	is	interpreted	by	June	within	the	

context	of	her	idiosyncratic	complaints.		

Beyond	that,	June	feels	hesitant	to	presume	one	specific	reference	of	items.	That	

is,	she	has	different	interpretations	of	terms,	times	or	situations	that	are	referred	to	in	

the	items	and	she	feels	she	should	score	each	of	these	differently	–	often	on	the	

opposing	ends	of	the	scale.	For	example,	she	remarks	the	questionnaire	item	‘I	am	a	

very	independent		
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Figure 2; June creates an additional scale to score an item for two different reference 
situations (Questionnaire excerpt from session 56, SCL item 47 (Derogatis, 1992); SCS 
psychotherapy study, cf., Cornelis et al., 2017). Note that this figure is included to show 
June’s way of annotation. English translation and interpretation are provided in the text.    

 

 

 

person’	with	two	very	distinct	answers:	‘yes	(7),	no	(1)	when	I	am	anxious	I	feel	a	need	

for	someone	to	hold	me’	(DEQ	item	42,	session	34).	She	also	regularly	provides	different	

scores	for	different	reference	persons,	for	example	distinguishing	her	parents	from	

others	or	herself	from	society	(Figure	2).	

Further,	June	recognizes	differences	between	types	of	questions	over	the	course	

of	a	questionnaire,	that	may	imply	different	styles	of	answering:	

	

‘Hmm	like	with	that	questionnaire	that	you	give	me	each	time	at	the	end,	
sometimes	that	is	like:	“Yes,	sometimes	I	could	answer	‘yes’	and	on	the	
other	also	‘no’.”	It	depends	on	the	situation,	but	some	questions	don’t	
really	depend	on	the	situation,	so	yeah...’	(Session	4)	
	

In	the	same	line,	she	remarks	how	troubled	she	is	by	the	instructions	of	questionnaires.	

This	can	regard	the	time	frame,	the	intended	situation	or	the	persons	that	are	being	

referred	to.	
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‘So	can	I	ask	you	something?	So,	like,	uhm…	I	have	to	answer	here,	at	“in	
general”,	what	does	that	mean,	“the	last	three	weeks”?	Because	the	last	
three,	four	weeks	it	is	not	good,	but.	What	does	“in	general”	mean	then?	
That	is	open	for	interpretation,	right,	if	it’s	the	last	four	weeks,	it	is	totally	
different…	like..	a	different	answer	than,	than,	like…	Like	I,	it	it	is	a	huge	
difference	with	the	previous,	like,	and	the…	period	or	years	and,	and	now..	
and	the	last	weeks.	I	am	just	gonna	write	it	down	then.	“The	last	four	
weeks.”’	(Session	57)	

	

In	this	quote,	June	describes	her	conflicting	interpretation	of	the	intended	time	frame,	

which	is	unclear	to	her	in	general	and	results	in	conflicting	answers	depending	on	the	

interpretation.	As	a	solution,	June	often	writes	on	top	of	the	questionnaires	what	time	

frame	she	used	in	her	answers.	Further,	June	regularly	remarks	different	scores	for	

different	people.	For	example,	she	underlines	the	notion	‘important	persons	in	your	life’	

in	the	instruction	and	draws	an	arrow	towards	the	item	‘I	have	a	hard	time	saying	“no”	

to	other	people’	(IIP	item	2,	session	39).	The	arrow	splits	into	two	different	points	that	

point	to	different	scores	on	the	scale.	Also,	in	the	item	‘it	is	hard	for	me	to	put	the	needs	

of	others	before	my	own’,	she	boxes	the	term	‘the	needs	of’	and	writes	below	it	‘my	

parents	go	before	my	needs	but	for	others	it	depends	on	the	nature	of	their	“problem”!’	(IIP	

item	17,	session	22).	In	the	subsequent	sessions,	she	consequently	differentiates	similar	

items	on	two	created	scales,	namely	‘people	that	are	“close”	→	parents,	partner’	and	

‘friends	and	third	parties’	and	scores	them	accordingly	(e.g.,	session	13).	Finally,	June	

differentiates	between	different	reference	situations.	For	example,	she	differentiates	

between	‘personal’	and	‘professional’	circumstances	regarding	her	need	to	control	

others	(IIP	item	25,	session	57),	and	between	‘travelling’	and	‘in	a	hospital	or	something’	

regarding	a	question	on	needing	others	(PSI	item	3,	session	34).			

Although	she	often	doubts	meanings	and	even	changes	the	instructions,	she	also	

appears	to	be	highly	aware	of	the	meaning	of	the	items	that	the	administrators	of	the	

questionnaires	regard	them	to	have,	be	that	the	therapist,	the	researchers	or	the	

creators	of	the	questionnaire.	For	example,	at	the	item	‘I	tend	to	be	unsatisfied	with	

what	I	have’	(DEQ	item	17,	session	47),	she	writes	‘not	in	the	extent	that	is	meant	here’.	

Although	she	does	not	note	how	she	would	interpret	dissatisfaction	for	herself,	she	does	

recognize	that	the	administrator	of	the	questionnaire	is	after	a	specific	interpretation	

and	she	answers	accordingly.	Further,	at	times	she	seems	to	address	the	administrator	

personally,	by	writing	down	questions.	For	example,	at	the	item	‘I	let	others	take	
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advantage	of	me’	(GHQ	item	31,	session	11)	she	writes	‘I	don’t	think	I	do?’,	and	in	the	

following	weeks	she	consequently	writes	a	question	mark	next	to	the	score.		

	

June cannot fit her answers into scales and scores 
 

Even	when	June	manages	to	decide	on	her	interpretation	of	the	item,	she	finds	herself	

troubled	by	the	scale	on	which	she	has	to	score	it.	To	the	therapist,	she	makes	clear	how	

hard	it	is	for	her	to	quantify	her	feelings.		

	

‘But	when	I	notice	that	I	am	angry	or	anxious,	I	like	cannot	really	
categorize	that	or	give	a	value	to	it.	What	number	is	that	then,	that	anger?’	
(Session	58)	

	

Further,	she	is	confused	when	she	notices	changes	in	her	own	interpretation	of	items	or	

the	meaning	of	specific	numbers	on	the	scale,	in	relation	to	her	feelings.	As	she	has	to	

complete	the	questionnaires	repetitively	–	that	is,	after	each	therapy	session	–	she	is	

confronted	with	changes	of	meaning	and	reference	that	confuse	her:		

	

‘I	do	think	that…	like	that	questionnaire,	right?	Like,	I	do	think	that	it’s	
complicated	on	the	one	hand,	because…	I	think	that	maybe	one	moment	I	
think	this	way	about	myself	and	the	next	time	I	think	that	way	and	I	don’t	
know.	Hmm.	Is	that	bad	or	not?	I	don’t	know	that.	It	is	a	bit	like	last	time	I	
think,	yes.	Do	I	score	something	different	now,	like,	hm…’	(Session	2)	

	

In	the	questionnaires,	she	often	changes	the	instructed	time	frame	so	that	it	better	fits	

the	reference	that	she	has	in	mind.	For	example,	the	General	Health	Questionnaire	

(GHQ,	Koeter	&	Ormel,	1991)	is	scored	on	a	4-point	Likert	scale	with	0	=	‘Not	at	all’,	1	=	

‘Not	more	than	usual’,	2	=	‘A	bit	more	than	usual’	and	3	=	‘A	lot	more	than	usual’.	June	

consequently	adds	the	category	‘A	bit	less	than	usual’,	marks	it	with	an	asterisk	and	

scores	the	majority	of	items	as	such	(Figure	3).		
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Figure 3; June creates an extra scoring option ‘a bit less than usual’ a scores items with an 
asterisk as such (Questionnaire excerpt from session 39, GHQ item 2 (Koeter & Ormel, 
1991); SCS psychotherapy study, cf., Cornelis et al., 2017). Note that this figure is included to 
show June’s way of annotation. English translation and interpretation are provided in the 
text.    
 

 

Visually,	it	also	becomes	clear	how	often	June	is	ambivalent	or	conflicted	about	given	

specific	scores	on	the	numerical	scales	that	are	provided.	First,	she	very	often	crosses	

scores	and	changes	them	to	other	numbers.	Secondly,	she	often	marks	two	numbers	and	

connects	them	with	a	line,	indicating	that	she	prefers	a	score	in	the	middle	of	those	two	

numbers	or	indicating	that	it	can	be	both,	depending	on	the	interpretation	of	the	item.	

Finally,	she	adds	a	visual	order	to	multiple	scores	on	the	same	scale,	by	putting	one	of	

the	two	scores	between	brackets,	underlining	one	of	the	two	scores,	or	drawing	one	
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score	with	a	thick	line	and	one	score	with	a	thin	line.	Figure	4a-c	show	each	of	these	

within	the	same	questionnaire	excerpt	(Session	34).		

Given	the	array	of	symbols	and	visual	mark-ups	that	June	uses,	it	seems	to	be	

important	for	her	to	elaborate	or	emphasize	the	relevance	of	specific	items,	to	nuance	

the	relative	significance	they	have	for	her.	For	example,	she	annotates	items	with	one,	

two	or	more	exclamation	points	and/or	with	lines,	boxes	or	circles	around	them	(see	

Figure	4d).	Further,	she	puts	a	cross,	hyphen	or	asterisk	before	the	items	that	are	

meaningful	to	her	(see	Figure	4d).	She	does	not	necessarily	score	high	on	these	items,	so	

it’s	not	entirely	clear	she	means	by	these	annotations.	Nonetheless,	it	does	seem	that	

she	tries	to	address	her	‘audience’,	to	make	sure	that	the	administrator	of	the	

questionnaire	gets	the	nuance	of	the	story	that	she	tries	to	get	across.	In	Junes	case,	the	

administrator	is	the	therapist,	who	is	present	during	the	administration	on	her	request,	

yet	he	did	assure	that	for	research	integrity	he	does	not	look	into	the	scores	–	that	is,	the	

measures	are	not	used	for	routine	outcome	measuring	as	a	part	of	treatment	(see	for	

example	Barkham,	Mellor-Clark,	&	Stiles,	2015)	but	solely	for	the	purpose	of	repeated	

measures	data	analysis.	

 

June is apprehensive about the confrontation with items in and the evaluation by 
questionnaires 

 

For	June,	questionnaire	items	often	bring	specific	topics	to	the	fore	that	she	fears.	In	the	

very	first	questionnaire,	she	annotates	the	item	‘I	am	affected	too	much	by	the	misery	of	

others’	with	the	remark	‘anxious,	I	project	this	to	myself	in	the	future’	(IIP	item	32,	

session	1).	In	a	later	questionnaire,	she	writes	‘immediately	anxious’	at	the	same	item	

(IIP	item	32,	session	12).	At	the	item	‘Having	thoughts	that	are	not	your	own’	she	writes	

‘anxious	thoughts,	fatal	thoughts’	(SCL	item	61,	session	24)	and	at	the	item	‘To	feel	an	

urge	to	hit,	hurt	or	injure	others’	she	crosses	the	term	‘urge’	and	writes	below	it	‘scared	

that	I	would	do	this’,	in	which	she	emphasizes	the	word	‘scared’	by	boxing	it	(SCL	item	

63,	session	24).	When	a	questionnaire	asked	to	what	extent	she	was	‘hindered	by	one	of	

the	following	complaints’,	at	the	item	‘feeling	scared’	she	writes	‘future	→	what	is	wrong	

with	me?’	(SCL	item	33,	session	56),	at	the	item	‘Thoughts	of	death	and	dying’,	she	

writes	‘scary	disease	psycho/physical….	this	scares	me’	(SCL	item	59,	session	56),	and	at	

the	item	‘panic	attacks’	she	writes	‘scared	to	get	these	in	the	future..’	(SCL	item	72,	

session	56).	Given	these	examples,	it	seems	that	certain	items	indeed	trigger	Junes	fear	
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for	specific	symptoms	or	provoke	apprehensive	thoughts	about	possible	diseases	and	

disorders.	Furthermore,	it	seems	that	June	is	afraid	that	the	items	can	indicate	

symptoms	that	she	was	not	aware	of	before,	which	is	apparent	in	her	explicit	fear	to	get	

specific	complaints	in	the	future.	The	suggestion	of	possible	symptoms	also	comes	

across	when	June	writes	‘I	don’t	think	I	do?’,	indicating	that	she	is	not	sure	whether	she	

can	cross	that	option	off	of	her	list	(see	previous	section;	Session	11).		

A	particular	instance	where	June’s	fear	is	overtly	primed	by	questionnaire	items,	

regards	the	items	that	assess	suicidal	ideations.	For	example,	in	the	BDI	and	the	SCL,	

that	are	administered	in	this	study	every	eight	weeks,	suicidal	ideations	are	assessed	

three	times.	In	the	BDI,	question	9	is	captioned	‘Suicidal	thoughts	or	wishes’	and	

provides	the	scoring	options	0	=	‘I	don’t	have	thoughts	of	killing	myself’,	1	=	‘I	have	

thoughts	of	killing	myself,	but	I	would	not	carry	them	out’,	2	=	‘I	would	like	to	kill	

myself’,	and	3	=	‘I	would	kill	myself	if	I	had	the	chance’.	Following	session	47,	June	

scores	a	0	but	she	draws	an	arrow	to	the	word	‘thoughts’	in	the	other	scoring	options	

and	writes	‘am	afraid	of	them…’.	Subsequently,	June	has	to	score	the	SCL,	in	which	

suicidal	ideation	returns	in	two	items.	At	SCL	item	15	‘thoughts	of	ending	your	life’,	she	

writes	‘don’t	want	to!!!’,	and	at	SCL	item	59	‘thoughts	of	death	or	dying’,	she	writes	‘am	

scared	of	it…’.	Noteworthy	is	that	questionnaire	Q1-7	accompanying	this	session	is	

completed	near	the	end	of	the	first	period	of	treatment	that	June	followed	with	this	

therapist.	However,	she	returned	two	years	later	and	agreed	to	continue	the	research.	

Even	though	she	completed	questionnaire	Q1-8	years	later,	she	annotated	the	items	in	

the	BDI	and	the	SCL	with	very	similar	remarks,	for	example	‘scares	me,	want	it	to	go	

away!!!’	(BDI	item	9,	session	56)	and	‘from	this	thought,	I	get	scared’	(SCL	item	15,	

session	56).		

This	particular	series	of	annotations	makes	clear	how	June’s	fear	can	be	

provoked	by	questionnaire	items,	even	though	the	content	of	the	items	does	not	refer	to	

feelings	that	are	actually	present	at	the	moment	of	administration.	Suicidal	thoughts	are	

not	at	all	part	of	June’s	therapeutic	narrative,	so	it	is	the	particular	confrontation	with	

the	concepts	in	the	questionnaires	that	scares	her.	Further,	the	intensity	of	annotations	

seems	to	increase	with	every	repetition	of	the	item,	exemplified	when	the	reiteration	of	

the	item	gets	her	to	write	‘I	don’t	want	to!!!’	with	three	exclamation	points	(SCL	item	15,		
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Figure 4; June (a) crosses and changes scores, (b) scores in between numbers, (c) orders 
double scores by thick and thin lines and/or brackets, and (d) emphasizes important items 
with a mark and/or exclamation points (Questionnaire excerpt from session 34, PSI (Bagby 
et al., 2001); SCS psychotherapy study, cf., Cornelis et al., 2017). Note that this Figure is 
included to show June’s way of annotation. English translation and interpretation are 
provided in the text.    
 

 

Session	47).	Therefore,	it	seems	that	the	questionnaires	do	not	just	prime	specific	

thoughts	or	fears	to	June,	it	also increases	her	fears	by	the	repetitive	questioning	(either	

due	to	the	administration	of	multiple	questionnaires	such	as	the	BDI	and	the	SCL,	or	by	

the	repetition	of	items	within	a	questionnaire	such	as	the	SCL).	

Based	on	June’s	therapeutic	narrative,	this	priming	goes	beyond	the	

straightforward	suggestion	of	specific	symptoms	or	disorders	as	well.	On	a	broader	
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level,	the	questionnaires	seem	to	provoke	June’s	phobic	object,	which	is	her	overall	fear	

to	be	ill	or	crazy.	When	interpreting	and	scoring	items,	June	often	shares	her	

considerations	with	the	therapist,	which	show	how	she	is	judging	herself	during	the	

questionnaire	administration	according	to	standards	of	(ab)normality:	

	

‘Hmm,	question	eighteen:	“It	is	hard	for	me	to	feel	good	about	the	
happiness	of	others”.	Back	in	the	day	it	wasn’t,	but	now	that	I	have	a	
problem	myself,	I	first	feel	like:	“That	has	to	be	solved	first,	before,	before	
I	can	be	for	another…”	That	is	really	egocentric,	but	yes.	That	is	really…	
[…]	that	is	so	crude.	But	yes	I	have	to	be	honest	here,	right.	[…]	Those	are	
those	question	that	are	like,	really	crude	really,	like	for	me.’	(Session	2)	

	

This	quote	relates	to	a	topic	that	was	discussed	in	the	first	section	regarding	June’s	fear	

to	have	a	personality	disorder.	Based	on	that	phobic	thought,	she	repeatedly	annotates	

the	items	about	her	response	to	needs	of	others,	where	she	feels	torn	to	score	her	effort	

to	be	reliable	and	loyal	because	of	her	fear	to	have	a	personality	disorder,	which	

however	she	feels	she	should	score	‘honestly’	as	well.	Given	such	internal	conflicts	on	

how	to	simultaneously	score	overt	and	feared	behaviour	and	thoughts,	June	seems	to	be	

rather	normative	towards	herself.		

	

‘So	that	is	not,	like,	abnormal	when	I	write	that,	that	I	write	that	there,	
when	the	anxiety	peaks	up?	I	gave	it	a	5,	because	I	think…	That	I	
sometimes,	I	feel	very	crude,	because	I	think	it’s	so	like,	narcissistic,	or,	
like,	not	like	that,	but	that	I	feel	good	and	strong,	but	on	other	moments	I	
really	feel	like	a	scared	little	mouse.’	(Session	57)	

	

In	this	quote,	June’s	phobic	object	comes	into	play	at	the	most	basic	level	of	scoring,	as	

she	worries	whether	a	specific	score	can	be	a	sign	of	abnormality.	Beyond	that,	she	also	

questions	whether	her	feelings	in	general	indicate	abnormality:	

	

‘So	what	number	is	that,	then,	that	anger?	[…]	And	is	that	acceptable?	And,	
does	that	fall	under	the	label	normal?	Like,	is	that	normal,	and	to	what	
extent,	and,	and…’	(Session	58)	

	

Here,	we	may	recall	how	June	tends	to	address	the	administrator	of	the	questionnaires	

–	be	that	the	therapist,	the	researchers	or	the	questionnaire	designers	–	as	the	one	that	

holds	a	verdict	over	her.	She	tends	to	be	quite	aware	of	her	‘audience’	and	the	

conclusions	that	this	institution	–	be	that	a	specific	person	such	as	the	therapist,	or	
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society	at	large	–	might	reach	based	on	her	scores	and	interpretations.	Here,	it	seems	

that	June	regularly	tries	to	read	the	items	through	the	eyes	of	(authoritative)	others,	

who	have	the	normative	position	at	their	disposal	that	she	is	overtly	applying	herself.	

This	is	apparent	in	her	constant	questions	regarding	the	therapist	on	how	she	should	

understand	the	items	that	confuse	her	and	the	scores	that	scare	her.	 

 

June’s fear is fuelled by the act of questionnaire completion 
 

This	final	theme	is	based	on	anecdotal	information	drawn	from	the	therapists’	reports,	

rather	than	from	the	audiotaped	narrative.	As	it	comes	from	a	second	perspective,	it	

should	be	interpreted	with	care.	Nonetheless,	it	is	highly	informative	towards	June’s	

experience	of	questionnaires	in	particular	and	participating	in	the	research	in	general.		

As	June	found	herself	to	be	so	apprehensive	of	the	questionnaire	items,	she	

requested	to	complete	them	in	the	presence	of	the	therapist.	Although	this	is	unusual,	

the	therapist	agreed	to	it,	given	the	naturalistic	set-up	of	the	study.	In	practice,	this	

meant	that	the	audio	tape	of	the	therapy	session	often	continued	into	the	questionnaire	

administration.	The	therapist	is	generally	silent	during	this	period.	Nonetheless,	June	

regularly	addresses	him	to	ask	questions	about	the	meaning	of	items	and	instructions,	

about	scores,	et	cetera.	Although	the	therapist	refrains	as	much	as	possible	from	

answering,	it	is	clear	that	his	presence	enables	June	to	ask	questions	–	even	if	they	

remain	unanswered	–	which	calms	her	down.	Nonetheless,	at	the	end	of	the	53rd	session	

when	the	therapist	already	stopped	the	audio	recording,	June	indeed	tells	him	that	in	

the	next	session,	she	would	like	to	speak	about	how	questionnaire	items	always	

‘suggest’	things	for	her	or	‘bring	things	to	mind’	(Therapist	report,	session	53).	

However,	after	the	53rd	session,	June	does	not	return	to	treatment	for	a	number	

of	years.	In	the	54th	session	(not	audiotaped,	on	Junes	request),	June	explains	that	she	

felt	that	her	anxiety	was	under	control	and	remained	stable	in	the	years	following	the	

53rd	session.	However,	when	she	was	again	confronted	with	panic	attacks,	she	called	the	

therapist	and	requested	to	have	a	session	that	same	day.	In	this	session,	she	explained	

why	she	refrained	from	participation	in	the	follow-up	procedure.	In	this	follow-up	

procedure,	she	would	be	contacted	four	times	in	the	two	years	after	treatment	

termination	to	complete	a	large	questionnaire	bundle	–	which	she	also	completed	every	

eighth	session	during	treatment	–	and	to	participate	in	a	Client	Change	Interview	
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(Elliott,	1999),	focused	on	her	experience	of	change	during	treatment	with	regard	to	her	

initial	complaints.	Both	the	questionnaire	completion	and	the	interview	were	explained	

to	June	by	the	therapist	and	in	the	written	briefing	that	she	received	when	signing	the	

Informed	Consent	at	the	start	of	treatment.	While	researchers	from	the	department	

tried	to	contact	her	several	times	after	the	last	session,	June	never	returned	the	calls.	

When	she	returned	to	treatment,	she	explained	to	the	therapist	that	she	had	refrained	

from	participation	in	the	follow-up	procedure	because	she	feared	that	it	would	fuel	her	

phobic	thoughts	again	that	‘something	was	wrong	with	her’,	which	she	did	not	want	to	

risk	because	she	finally	felt	stable	(Therapist	report,	session	54).	While	the	therapist	

offered	her	to	resume	the	treatment	without	continuing	the	study,	she	nonetheless	

agreed	to	participate	in	the	research	procedure	again,	including	the	weekly	

questionnaire	administration	and	the	follow-up	procedure.	However,	when	treatment	

terminated	again	after	the	58th	session,	she	again	did	not	answer	the	calls	from	the	

researcher.	

 

How questionnaire administration interacts with June’s primary complaint  

 

In	this	section,	we	embed	June’s	questionnaire	experience	with	her	primary	complaint,	

by	synthesizing	the	findings	from	the	first	two	sections	into	higher	order	themes	and	

iterating	those	with	the	data	again.	We	discuss	three	main	themes.	

 

The questionnaire as suggestion  
 

June’s	primary	complaint	is	her	intense	and	overwhelming	fear	to	be	ill,	dysfunctional	

or	‘crazy’.	Although	she	does	not	necessarily	experience	manifest	or	even	vague	

symptoms,	she	is	afraid	that	she	might	have	something.	As	she	is	constantly	on	the	hunt	

for	signals	of	diseases	or	mental	illnesses	–	in	her	own	speech	or	in	utterances	of	others	

–	she	is	prone	to	suggestion.	When	she	hears,	reads,	sees	on	television	or	even	thinks	

about	an	illness	or	psychological	disorder,	it	can	set	off	her	fear	to	have	that	herself.	

June	does	seem	to	be	aware	of	her	receptiveness	of	suggestion,	which	she	shows	for	

example	with	her	remark	by	the	item	‘I	have	to	avoid	certain	places	or	objects,	because	

it	makes	me	anxious’	with	1	but	below,	she	writes	‘tv’	and	scores	that	with	3	out	of	4	

(SCL	item	50,	session	24).		
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June’s	proneness	to	suggestion	may	explain	that	June’s	fears	are	provoked	and	

increased	by	the	questionnaires	that	are	administered	in	the	context	of	this	

psychotherapy	study.	As	one	item	in	a	television	show	can	have	her	occupied	with	fear	

for	three	weeks	(cf.,	session	6),	the	impact	of	the	repetitive	suggestions	by	every	item	in	

the	questionnaires	must	be	substantive	for	June.	This	way,	the	administration	can	

become	a	catalyst	of	June’s	phobic	fear,	and	consequently,	the	questionnaire	may	

become	a	feared	stimulus	itself.	This	explains	why	she	requests	the	therapist	to	stay	

with	her	during	administration,	to	soothe	the	anxious	response	(cf.,	annotation	‘when	I	

am	anxious	I	feel	a	need	for	someone	to	hold	me’;	DEQ	item	42,	session	34).		

Importantly,	the	questionnaire	does	not	just	function	as	a	primer	of	June’s	

anticipated	fears,	it	also	creates	new	phobic	fears.	For	example,	the	repetitive	

suggestion	of	suicidal	thoughts	gets	June	to	wonder	whether	she	would	be	capable	of	

doing	something	like	that.	That	particular	thought	scares	her	tremendously,	and	each	

repetition	of	this	item	increases	her	fear.	While	she	does	not	experience	a	wish	to	die	or	

to	be	aggressive	or	abusive	towards	self	or	others,	she	gets	scared	that	she	might	be	

able	to	do	something	like	that	when	she	does	not	control	herself.	This	further	explains	

why	June	refrained	from	participation	in	the	follow-up	procedure:	she	terminated	

treatment	when	she	felt	her	anxiety	was	stable	–	that	is,	she	could	‘control’	it	–	but	she	

was	scared	that	being	forced	to	reflect	on	her	therapeutic	process	and	the	symptom	

changes	could	fuel	her	anxiety	again.	

The	priming	of	her	fears	by	questionnaire	administration	has	a	significant	impact	

on	June’s	way	of	scoring	the	items.	Whereas	she	is	apprehensive	about	giving	the	right	

and	most	nuanced	answer,	her	primary	complaint	interferes	on	several	occasions.	For	

example,	June’s	fear	to	have	a	personality	disorder	comes	across	clearly	in	her	

annotation	of	the	items	about	her	response	to	the	needs	of	others,	as	she	is	obsessed	by	

being	relatable	and	trustworthy	because	she	is	afraid	that	she	might	have	a	personality	

disorder	that	could	set	her	apart	from	others.	Here,	she	is	inclined	to	score	her	alleged	

narcissistic	traits	because	she	feels	she	should	be	‘honest’	in	her	scoring	–	however,	this	

gets	her	to	score	her	fear	rather	than	her	actual	experience.	This	is	illustrated	

insightfully	in	the	following	example	(note	that	the	bold	text	between	the	brackets	are	

utterances	by	the	therapist,	who	is	addressed	by	June	during	the	questionnaire	

administration):	
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‘Sorry,	I	am	going	to	interrupt	you	again.	(That’s	okay,	yes.)	Look,	it	is	
the	next	[item],	“To	feel	an	urge	to	hit,	hurt	or	injure	others.”	(Hm)	I	have,	
I	have	that	like,	not	now	right,	but	I’ve	had	that,	(Hm)	like	back	in	the	day,	
I	sometimes	had	days	(Hm)	where	I	felt	like	“aaargh”	like	that	I	was	
scared	that	I..	(Hm)		I.	would	like,	hit	someone,	that’s	weird,	right.	But-but	
I	did	not	want	that	but,	but…	[…]	That	scares	me	now	so	much	that	I	am	
gonna	be	focused	on	that	all	week.	(Hm)	You	see?	(Hm)	And	that	I,	by	
that,	like	by	focusing	on	that,	that	I,	people,	(Hm)	like,	that	I	would	do…	
(Hm)		I’m	gonna	put	that	in	my	mind	now,	again,	and	that	I	will	go,	like	it	
will	trigger..	(Hm)		That	I,	see,	see,	I	have	that.	And	that	I	am	like,	no	I	
don’t	want	that.	(Hm)	[laughs]	Yes	it’s	true,	like	[breathes	deeply].	You	are	
nodding,	you	are	probably	nodding	because	it,	it	is	that…’	(Session	57)	

	

This	quote	shows	how	June’s	primary	complaint	is	provoked	by	the	questionnaires	(and	

emphasized	by	very	subtle	‘suggestions’	of	agreement	that	June	reads	in	a	tone	of	‘hm’	

or	a	head	movement	of	the	therapist)	such	that	she	may	be	inclined	to	score	higher	than	

is	warranted	by	her	experience.	As	she	takes	the	fear	with	her	in	the	coming	week,	it	

may	also	impact	her	scoring	in	the	following	week	substantively.	In	this	situation,	we	

could	call	the	first	score	invalid,	because	it	does	not	signal	a	manifest	symptom	or	

experience,	but	an	exaggeration	or	overestimation	based	on	fear.	However,	as	this	

‘invalid’	score	creates	and/or	increases	a	new	fear,	the	score	in	next	week’s	

questionnaire	may	be	valid,	as	the	preoccupation	with	this	fear	might	become	‘real’	for	

June	(‘For	me,	this	often	does	not	feel	like	a	fear.	For	me	it	feels	like	truth’,	session	57).	

This	way,	June’s	scoring	becomes	a	complex	interplay	between	the	questionnaire	items	

and	her	primary	complaint.	Importantly,	the	questionnaires	that	June	completes	are	

very	informative	about	her	complaints	as	well	as	her	dysfunctional	proneness	to	

suggestion,	yet	the	scores	are	not	interpretable	as	a	straightforward	numerical	report	of	

the	severity	or	frequency	of	experienced	symptoms.	That	is,	the	scores	are	invalid	as	

source	of	numerical	data,	but	the	story	is	highly	informative.		

 

The questionnaire as judgmental other 
 

The	story	that	June	tries	to	tell	via	the	questionnaire	is	rather	explicitly	addressed	to	an	

‘other’.	This	is	either	a	concrete	person,	like	the	administrator	of	the	questionnaire,	the	

therapist	or	the	questionnaire	creator,	or	a	broader	social	institute,	like	society.	She	

addresses	this	other	both	in	person,	when	she	asks	the	therapist	how	she	should	

interpret	and	score	specific	questions,	and	in	her	annotations	on	the	paper-and-pencil	
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questionnaires.	Here,	it	is	noteworthy	that	she	remarks	the	same	item	again	in	every	

questionnaire,	which	implies	how	important	it	is	to	her	that	the	‘audience’	will	

understand	the	nuance	on	every	single	occasion.	This	conscientiousness	in	June’s	

completion	of	questionnaires	comes	across	in	the	following	quote:	

	

‘No,	yes,	..	To	be	honest,	I..	I,	no,	I	go,	I	think,	I	thought	it	would	go	more	
quickly.	[…]	So,	and	I	want,	yeah.	I	want	it	to	be	right,	because	you	can	fill	
it	in	quickly,	but	I	want	to	think	it	through	more,	[whispering]	so	that	it	is	
right.’	(Session	57)	
	

Her	striving	for	detail,	precision	and	truthfulness,	shows	how	important	it	is	for	June	

that	the	audience	can	grasp	every	nuance	of	her	story.	It	seems	that	she	wants	to	show	

everything	there	is,	in	order	to	be	ahead	of	the	evaluation	of	others.		

However,	June	fears	the	verdict	of	the	other.	Here,	we	see	how	the	questionnaire	

becomes	a	substitute	for	the	evaluating	other,	which	scares	June	because	she	is	afraid	

that	her	perceived	madness	will	eventually	lead	to	exclusion	from	society.	This	fear	may	

explain	her	high	level	of	self-awareness	and	her	hunt	for	signs	of	madness	in	her	own	

speech,	which	comes	across	as	self-censorship.	As	she	does	not	trust	her	own	sanity,	she	

feels	a	strong	need	to	keep	control	of	herself,	to	prevent	others	of	perceiving	what	she	

thinks	she	can	perceive	herself.	In	this	constellation	of	fear	and	control,	the	

questionnaire	seems	to	play	a	major	role	as	an	indicator	of	signs	that	others	might	be	

able	to	look	for	and	take	as	a	reason	to	exclude	her	from	society.	

	

The questionnaire as a cage 
 

June’s	stance	towards	society	does	seem	to	be	very	ambivalent,	which	she	illustrates	

insightfully	in	Figure	1.	On	the	one	hand,	she	does	everything	in	her	reach	to	fit	in,	and	

more	specifically,	to	not	fall	out	of	‘the	normal’,	as	she	fears	that	that	would	warrant	

others	to	put	her	in	an	institution.	Therefore,	June’s	fear	to	be	locked	up	seems	to	be	a	

prominent	factor	in	her	quest	to	find	each	signal	of	deviation	in	herself.	Here,	an	

elaborated	control	system	appears,	in	which	the	anticipated	judgement	or	evaluation	by	

an	external	institute	is	internalized:	
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‘And	I,	I	see	that	I	connect	my	own	judgement	system	to	it,	like	that	I	judge	
it	myself.	That	is	not	good,	pff,	and	that	gets	me	to	[makes	a	scared-up	
noise].	I	can’t	be,	scared	or	sad	or	angry	or..	too	this	or	too	that	or	too	
little,	like	“oh	no	that	is	not	allowed	either”.	Like,	I	put	such	a	judgement	
system	onto	that	[…]	So	maybe	now	I	build	my	own	system..	like	based	on	
who	judged	me	on	that	[…]	and..	I	do	that	for	what	society	thinks	now,	or	
in	the	media,	or	this	or	that..	where	it	is	judged.	[That]	is	the	boundary	
between	good	and	bad.’	(Session	58)	

	

This	internalized	system	of	good	and	bad	seems	to	function	as	June’s	tool	in	her	striving	

for	a	perfect	fit	to	society’s	demands,	which	she	puts	as	‘I	would	really	like	to	be	exactly	

on	the	box.’	(Session	58).	On	the	other	hand,	however,	June	experiences	a	strong	

internal	contradiction,	as	she	is	also	terrified	to	coincide	with	that	box.	

	

‘About	that	box,	like…	afraid	that	I	will	do	something	that	is	not	allowed,	
that	I	will	be	rejected	or	I	don’t	know,	that	I..	like	also	because	in	the	past,	
society	equaled	my	parents	who	put	me	in	[that	box]	such	that	those	
edges	were	obliterated,	so	that	I..	walked	in	the	tracks	[…]	[But]	the	
confusion	occurred	for	me	there	because	all	the	sudden	I	see	that	I…	
[draws	on	questionnaire]	am	that,	that	I	go	beyond	those	boundaries,	and	
that	I	just	have	my	hiatuses.’	(Session	58)	

	

At	this	point,	June	gets	confused	about	her	own	aim	to	fit	the	box,	because	she	

experiences	it	as	captivity	when	others	force	her	into	a	specific	image	or	a	type	of	being.	

As	she	puts	it:	‘[I	am]	afraid	to	be	put	in	a	cage	and	[I	want	to]	escape	from	that’	(Session	

11).	This	notion	echoes	June’s	concrete	fear	to	be	locked	up	in	an	institution,	but	it	also	

signals	a	subtler	yet	overarching	fear	of	being	captured	into	standards	or	images.	That	

is,	June	fears	that	if	she	‘ticks	boxes’,	she	has	something	that	she	cannot	escape	from	

anymore.		

	

‘Then	it	is	a	bit	like,	imprisonment	right	[takes	a	deep	breath]	[…	It	is	…]	
like	being	put	in	a	checkbox.’	(Session	24)	

	

The	paper-and-pencil	questionnaires	show	June’s	concrete	attempt	to	escape	such	

checkboxes.	As	discussed	before,	June	is	meticulous	in	her	scoring,	where	every	single	

nuance	of	interpretation	or	reference	should	be	annotated.	This	way,	she	tries	to	avoid	

leaving	the	image	that	is	sketched	by	her	responses	open	for	interpretation	by	the	

audience.	By	striving	for	a	truthful	response	in	the	most	extensive	way,	she	refuses	to	be	

limited	or	simplified	to	an	image	that	she	feels	doesn’t	do	justice	to	the	nuance	of	her	
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story.	That	is,	she	uses	her	annotations	as	an	escape	from	a	checkbox	image	that	would	

be	forced	upon	her	by	the	questionnaires.	Thus,	whereas	June	longs	for	ticking	boxes	on	

the	questionnaire,	at	the	same	time	she	rebels	against	it.		

This	back-and-forth	to	June	feels	like	a	trap,	from	which	she	wants	to	escape	but	

she	feels	that	she	can’t:	

	

‘Because	yeah,	when	you	go	beyond	that	boundary,	you	risk	the	fear	that	
you	won’t	get	acknowledgement	or	support	anymore	by	the	person	
whom	you	actually	want	to	be	supported	by.’	(Session	56)	

	

Here,	the	trap	that	June	experiences	becomes	circular	via	the	questionnaire.	To	avoid	

that	others	could	perceive	her	as	crazy,	June	aims	to	find	all	issues	that	could	imply	

craziness	herself.	Within	this	internalized	system	of	control,	the	questionnaire	becomes	

the	means	for	June	to	extend	her	grip:	as	the	questionnaire	suggests	all	the	possible	

signs	that	could	be	picked	up	by	others,	it	gives	June	an	extensive	tool	for	evaluation	of	

her	own	behaviour	and	thoughts.	However,	every	box	on	the	questionnaire	that	she	can	

tick,	simultaneously	increases	the	risk	of	being	understood	within	the	tracks	of	some	

specific	image.	That	is,	whereas	the	questionnaire	is	a	tool	to	avoid	rejection	by	others,	

at	the	same	time	it	becomes	a	warrant	to	be	rejected	by	others.	In	this	contradiction,	

June	feels	trapped	indeed,	and	in	her	attempt	to	escape	this	circularity,	she	internalized	

all	the	signs	such	that	she	could	negate	any	possible	symptoms	before	they	can	even	

appear	to	others:	

	

	‘And	it’s	like	I	am..	I	want	to	anticipate	that,	by..	[clicks	with	tongue]	yeah,	
I	want	to	anticipate	it.	[…]	It’s	like,	I	know	that	I	am	someone	who	has	a	
temperament	and	that	I	ggghhh.	Like.	You	have	to	be	able	to	canalize	that	
[…]	like	to	put	into	a	sort	of	harness,	like	as	if	I	should	follow	a	specific	
pattern,	and	that	everything,	like	that	every	little	sting	that	I	have	or	every	
fickle	has	to	be	evened.	Like	that	it	should	be	fit	into	a	little	jar.’	(Session	
56)	
	

So,	whereas	the	questionnaire	plays	a	vital	signaling	role	in	June’s	attempt	to	prevent	

others	from	putting	her	in	a	cage,	June	ends	up	controlling	herself,	in	which	the	

questionnaire	becomes	her	cage.	The	ambivalence	that	June	experiences	towards	

society,	manifests	concretely	in	her	relationship	with	the	questionnaires.	She	wants	to	

be	accepted,	but	she	fears	to	be	excluded;	therefore,	she	hunts	the	questionnaire	for	
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signs	that	might	lead	to	exclusion	and	she	tries	to	even	those	out	before	they	can	

become	overt	to	others	at	all.	But	at	the	same	time,	she	fears	that	she	will	be	wiped	out	

as	a	person	when	she	does	so.	So,	she	refuses	to	be	kept	in	a	too	limited	image,	yet	that	

might	cost	her	the	acceptation	that	she	was	looking	for	to	begin	with.	This	thus	shows	

the	circularity	in	her	symptom,	to	which	the	questionnaire	plays	a	vital	role.	As	such,	the	

questionnaire	becomes	somewhat	addictive	to	June:	she	needs	constant	reassurance	

that	she	really	did	not	miss	any	sign	of	craziness	and	therefore	keeps	going	back	to	the	

questionnaire	to	evaluate	herself	(and	keeps	annotating	it	conscientiously	every	time	

again).	However,	this	keeps	fueling	her	anxiety,	which	again	increases	her	fear	to	be	

crazy.	Here,	June	does	not	see	a	way	out,	and	the	fact	that	she	notices	this	ambivalence	

scares	her	again,	which	fuels	the	circularity	even	more:	

	

‘And	it’s	like	good	and	bad	because	when	I,	like..	“I	am	schizophrenic!”	
Because	one	says	to	me	that	I,	look,	then	I	am	also,	I	have	that…	[…]	On	the	
one	hand,	that	challenges	me	to,	to,	like,	whether	it	is	something	telling	
me	that	I,	like..	to	challenge	that,	how	should	I	say	that,	like	that	I	have	all	
these	psychological	diseases.	[…]	The	other	side	in	me	says	then	like	and	I	
think	I	am	schizophrenic,	and	there	you	go	again…’	(Session	57)	

	

So,	indeed,	June	puts	herself	in	a	cage,	and	the	bars	are	built	up	by	suggestions	in	the	

questionnaire.	It	shows	how	June’s	primary	complaint	is	substantially	and	ultimately	

impacted	by	the	very	act	of	questionnaire	administration.	In	the	following,	we	discuss	

the	implications	of	June’s	experiences	for	the	validity	of	her	data.	

 

Discussion 
 

In	psychotherapy	research,	numerical	symptom	assessment	via	validated	

questionnaires	is	default	methodological	practice.	As	“the	data”	play	a	vital	role	in	the	

gathering	of	evidence	for	Evidence-Based	Treatment,	in	this	paper	we	aimed	to	

scrutinize	numerical	data	collection	at	the	most	basic	empirical	level,	to	understand	

validity	issues	in	this	phase	of	research.	In	this	context,	we	presented	our	analysis	of	a	

case	–	‘June’	–	who	displayed	a	rather	marked	experience	of	questionnaire	

administration	in	our	psychotherapy	study	(SCS,	Cornelis	et	al.,	2017).	As	June	

annotated	her	paper-and-pencil	questionnaires	extensively,	we	aimed	to	elaborate	her	

experience	of	the	questionnaire	administration	and	analyse	how	this	experience	might	
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be	connected	to	her	primary	complaint.	We	selected	this	case	purposively	(cf.,	Patton,	

2002),	as	June’s	annotated	questionnaires	identified	her	as	rich	case	that	might	provide	

a	particularly	lucid	clinical	illustration	of	validity	of	self-report	questionnaires	as	default	

for	psychotherapeutic	data	collection.	In	the	following,	we	discuss	June’s	findings	and	

elaborate	the	validity	questions	that	are	raised	by	it.	Throughout,	we	develop	our	

argument	for	a	sounder	epistemic	and	clinical	understanding	of	the	validity	of	data	

collection.	

For	June,	the	questionnaire	administration	was	by	no	means	self-evident.	Her	

experience	echoes	critiques	in	the	literature	on	a	number	of	levels.	First,	June	expressed	

a	troubled	interpretation	of	the	questionnaires	themselves.	She	felt	conflicted	about	the	

meaning	of	items,	regarding	terms	and	definitions	used	in	the	items,	the	generality	of	

instructions	and	the	scoring	options	on	the	response	scales.	June	often	felt	that	it	was	

hard	to	interpret	items	straightforwardly,	and	she	felt	limited	by	the	provided	scales	

which	urged	her	at	times	to	even	change	the	scales	to	better	fit	her	experience	or	story.	

Both	the	narrated	experiences	and	the	multitude	of	written	and	drawn	re-

interpretations,	annotations	and	re-scalings	on	the	paper-and-pencil	questionnaires,	

give	a	vivid	illustration	of	what	Schwarz	(1990,	2007)	called	the	‘cognitive’	problems	of	

questionnaires	(p.	103).	Questionnaires	require	a	specific	cognitive	and	semantic	

understanding,	as	well	as	a	translation	of	idiosyncratic	experiences	into	a	specified	

answer	format.	For	June,	both	features	were	highly	problematic.		

This	is	consistent	with	experiences	of	questionnaire	administration	that	were	

reported	in	other	research	settings.	In	their	scrutiny	of	the	usefulness	of	the	Patient	

Health	Questionnaire,	Malpass	et	al.	(2016)	report	that	patients	are	often	troubled	to	

‘fit’	their	answer	in	the	pre-structured	answering	scales.	Alves,	Sales,	and	Ashworth	

(2016)	reported	that	participants	of	an	intervention	study	for	substance	abuse,	called	

the	measurement	scales	“too	simplistic”	(p.	7)	to	capture	their	experiences.	Given	the	

trouble	that	participants	experience	to	accurately	fit	answers	into	scoring	options,	the	

scores	are	not	necessarily	representing	the	story	or	experience	that	is	intended	to	be	

measured	(cf.,	Tal,	2013,	for	a	discussion	of	the	representation	problem	in	

measurement).	The	consequence	is	a	multiplicity	of	possible	interpretations	of	items	in	

a	way	that	not	necessarily	matches	the	content	that	was	intended	in	the	development	of	

the	instrument.	This	may	at	least	cause	differences	in	interpretation	by	different	

respondents	–	thus	harming	between-subjects	comparability	–	and	at	most	cause	an	
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entirely	invalid	measurement	of	the	intended	construct	(cf.,	Schwarz,	1990).	Moreover,	

it	is	impossible	to	judge	whether	a	scored	number	was	actually	interpreted	in	the	

intended	way	by	evaluating	the	scored	numbers	themselves,	which	black	boxes	the	

validity	of	the	data.	We	return	to	these	validity	implications	shortly.		

Second,	the	‘communicative	problems’	of	scales	that	Schwarz	(1990,	p.	103)	put	

forward	as	a	threat	to	questionnaire	validity	also	played	a	substantial	role	in	June’s	

experience,	as	she	appeared	to	be	very	aware	of	the	‘audience’	of	the	questionnaires.	On	

the	one	hand,	June	expressed	her	awareness	of	the	intention	of	the	questionnaire	

administrator	when	she	said	that	a	specific	interpretation	was	not	how	it	was	meant	

(cf.,	Norenzayan	&	Schwarz,	1999).	This	awareness	also	showed	in	her	persistent	

alteration	and	annotation	of	provided	scales,	to	guarantee	that	the	administrator	would	

understand	the	nuance	of	the	story	every	time	again.	This	is	consistent	with	the	findings	

reported	by	Alves,	Sales,	and	Ashworth	(2016),	who	found	that	participants	in	their	

substance	abuse	intervention	study,	preferred	to	administer	questionnaires	in	the	

presence	of	the	administrator,	so	that	they	could	clarify	their	motivations	and	thoughts	

behind	their	scoring,	in	the	same	vein	as	June	addressed	both	the	therapist	during	

administration	and	the	researcher	by	her	annotations.	This	further	resonates	with	

findings	on	group	level	by	Galasiński	and	Kozłowska	(2010,	2013),	who	asked	

participants	to	‘think	out	loud’	during	questionnaire	completion.	They	found	that	their	

participants	‘hedged,	qualified,	hesitated,	undermined	what	they	were	“saying”	in	their	

choices	[on	questionnaire	scales,	FT]’	(Ibid,	2013,	p.	3518)	to	make	them	appropriate	

within	a	social	communicative	situation,	such	as	a	clinical	or	research	context.	

Galasiński	and	Kozłowska	(2013)	thus	conclude	that	participants	are	‘not	passive	

questionnaire	fillers,	but,	rather,	[…]	active	communicators,	who	are	not	merely	trying	

to	get	the	questionnaire	completed	but	also	to	do	it	in	a	way	that	suits	their	

communicative	and	social	goals’	(p.	280).	As	participants	put	the	researcher	‘into	the	

subject	position	of	the	addressee’	(Galasiński	and	Kozłowska,	2013,	p.	3518),	

questionnaires	may	indeed	be	taken	as	a	tool	to	deliver	a	story	to	another	person	within	

a	social	interactive	context.	

Provided	that	the	research	setting	is	such	a	social	communicative	situation,	

June’s	tendency	to	communicate	directly	to	the	administrator	of	the	questionnaires	is	a	

straightforward	attempt	to	make	her	responses	more	valid.	However,	from	a	research	

perspective,	this	tendency	poses	a	significant	threat	to	validity	of	research,	as	it	forces	a	
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nearly	impossible	decision	onto	the	researcher:	to	put	June’s	data	into	a	standardized	

data	format	that	is	generally	used	(e.g.,	a	quantified	data	matrix	for	the	purpose	of	

statistical	analysis),	the	researcher	would	either	have	to	pick	and	choose	particular	

responses	(in	case	of	multiple,	differentiated	or	changed	answers),	thus	risking	a	loss	of	

particularly	important	information,	or	to	input	every	response	on	the	cost	of	losing	the	

opportunity	to	compare	it	in	a	standardized	or	statistical	way	to	data	of	other	

participants.	Both	options	form	a	particular	threat	to	the	accuracy	and	legitimacy	of	“the	

data”,	in	which	the	researcher	has	to	make	an	active	choice	between	a	loss	of	

information	or	a	loss	of	comparability.	In	the	basis,	this	shows	that	the	choice	for	

comparability	or	generalizability,	which	requires	the	use	of	a	self-evident	language	

(such	as	numbers,	see	below)	that	can	be	generalized	over	participants,	is	not	a	self-

evident	but	a	specific	epistemic	choice	(cf.,	Truijens,	2017).	This	in	turn	shows	the	

importance	of	validity	of	data	as	a	basic	requirement	for	validity	of	research	at	large,	in	

which	a	deliberate	choice	is	needed	on	whether	loss	of	clinical	information	is	warranted	

in	function	of	the	researcher’s	epistemic	and/or	clinical	aim.	

Thirdly,	June	appeared	to	be	highly	aware	of	the	evaluation	of	the	other	who	

would	read	her	questionnaires,	which	made	her	fear	the	verdict	that	might	come	out	of	

the	scores.	Her	awareness	of	the	intentions	of	the	administrator	also	set	a	process	in	

motion	in	which	June	struggled	with	her	own	aversion	towards	responding	socially	

desirable,	which	she	would	find	dishonest.	However,	the	alternative	for	her	was	brutal	

honesty,	which	in	turn	provoked	her	primary	fear	(i.e.,	her	clinical	complaint).	At	this	

point,	June’s	experiences	go	beyond	the	communicative	and	cognitive	problems	that	

Schwarz	(1990,	2007)	described.	Schwarz’	description	regards	the	problems	in	gaining	

a	valid	report,	that	is,	in	withdrawing	sound	information	from	the	respondent	that	could	

give	the	administrator	an	accurate	image	of	the	inquired	state	in	the	respondent.	The	

‘cognitive	and	communicative	problems’	in	psychometrics	such	as	voiced	by	Schwarz	

(1990,	p.	103)	are	independent	of	the	content	of	the	questionnaire:	semantic,	

communicative	and	scoring	problems	may	pose	a	threat	to	the	validity	of	a	

questionnaire	on,	for	example,	the	number	of	steps	walked	per	day	just	as	well	as	to	a	

questionnaire	of	complex	emotions.	However,	June’s	case	makes	clear	that	

questionnaire	administration	in	psychotherapy	research	is	not	simply	a	withdrawal	of	

information	from	‘the	object	of	interest’	but	involves	an	active	process	of	meaning-

making	by	the	subject	who	is	responding	(McCambridge,	2015).		
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Questionnaire	items	not	only	have	to	make	sense	to	respondents	in	a	general	or	

common	way,	that	is,	in	terms	of	semantic	and	cognitive	comprehension	of	intended	

meaning,	but	they	also	have	to	be	made	meaningful	within	the	personal	context	of	the	

subject.	As	Galasiński	and	Kozłowska	(2010)	vividly	show	in	their	study	of	

questionnaire	administration	after	job	loss,	participants	actively	interact	with	

questionnaires	to	draft	a	story	that	fits	their	experience.	According	to	the	authors,	

participants	use	three	strategies	to	‘deal	with	the	questionnaire	frame’	(p.	271),	namely	

by	rejecting	it,	by	constructing	their	‘experiences’	in	a	way	that	matches	the	

instrument’s	way	of	asking	questions,	or	by	reformulating	the	questionnaire’s	questions	

to	match	their	own	experiences.	This	way,	the	image	that	can	be	drawn	from	the	

questionnaires	is	actively	crafted	by	the	respondent	from	an	idiosyncratic	point	of	

reference,	which	has	a	vital	impact	how	an	answer	on	a	measure	can	and	cannot	be	

interpreted.	At	this	point,	the	issue	of	validity	thus	goes	beyond	the	answer.	‘Data’	is	not	

just	a	report	drawn	from	a	responding	object	(cf.,	Schwarz,	1990),	nor	is	it	a	general	

process	in	which	demand	characteristics	by	the	research(ers)	have	a	specific	impact	on	

respondents’	answers	(cf.,	McCambridge,	De	Bruin,	&	Witton,	2012).	It	is	merely	a	dyad	

between	question	and	answer	that	has	to	be	made	sense	of	within	a	dynamic	subjective	

context.		

In	her	compelling	deconstruction	of	asking	questions	in	science,	McClimans	

(2011)	argues	that	it	is	impossible	to	determine	the	legitimacy	of	a	question	prior	to	

obtained	knowledge.	Particularly,	we	cannot	maintain	that	an	effort	to	standardize	

questioning	via	surveys	will	be	a	legitimate	way	of	gaining	answers	from	participants	if	

we	do	not	yet	know	their	answer.	Therefore,	to	validate	the	legitimacy	of	the	questioning	

for	a	particular	participant,	we	should	be	looking	into	the	content	of	the	answer	–	which	

necessarily	includes	the	idiosyncratic	interpretation	of	the	question	–	in	the	way	that	

we	did	in	the	current	study.	Instead	of	taking	an	a	priori	interpretation	based	on	the	

researcher’s	perspective	for	granted,	McClimans	(2010)	urges	researchers	to	genuinely	

listen	and	try	to	learn	from	respondents’	answers.2	As	McClimans	puts	it,	we	should	just	

ask	them	what	they	mean.	

 
2	McClimans’	argumentation	is	based	on	the	hermeneutic	theory	by	Gadamer	(2003;	in	
McClimans,	2010),	via	which	she	identifies	both	the	respondent	and	the	researcher	or	
administrator	as	meaning-making	parties	in	the	process	of	questionnaire	
administration	(cf.	dialogical	approach).	Based	on	the	hermeneutic	circle,	she	argues	
that	in	assessment	of	change	–	such	as	is	expected	in	medical	or	therapeutic	
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However,	asking	the	question	can	sort	an	effect	of	its	own,	especially	in	

psychological	or	psychotherapeutic	research.	In	June’s	case	it	became	clear	that	the	very	

act	of	asking	the	question	interfered	with	her	answers.	That	way,	questionnaire	

administration	becomes	performative.	According	to	John	Austin	(1970),	words	can	be	

used	to	describe	situations	and	phenomena,	but	by	their	utterance	they	can	also	change	

the	regarding	reference.	That	is,	the	act	of	word	utterance	can	perform	a	change	of	or	

within	the	described	reference.	Ian	Hacking	(2000)	explained	this	with	regard	to	

psychological	diagnostics:	A	diagnosis	is	first	developed	as	a	description	of	a	set	of	

complaints	by	a	group	of	people.	Once	the	diagnosis	is	crafted,	people	will	recognize	the	

description	and	will	start	to	explain	their	own	behaviour	in	terms	of	that	diagnosis.	This	

way,	what	started	out	as	a	description	of	observed	complaints,	will	perform	a	new	type	

of	self-understanding.3		

Performativity	as	a	principle	can	be	installed	by	a	multitude	of	descriptions	(cf.,	

Austin,	1970,	for	the	philosophical	differentiation	of	types	of	sentences).	Methodological	

prescriptions,	such	as	symptoms	in	a	questionnaire	or	the	idea	of	diagnosing	via	

measures,	may	perform	a	similar	sense	of	new	self-understanding	in	the	respondent.	In	

June’s	case,	indeed,	the	questionnaires	become	performative	towards	her	self-

understanding,	as	to	her	they	suggest	all	types	of	feared	stimuli	and	provide	a	sense	of	

diagnostic	evaluation	that	makes	her	overly	aware	of	herself	and	her	perceived	and	

feared	craziness.	Therefore,	the	questionnaire	administration	for	June	is	not	a	one-sided	

withdrawal	of	information:	as	the	assessment	tapped	into	her	fear,	it	worsened	and	

changed	her	primary	complaint.	Such	an	effect	is	particularly	salient	in	psychotherapy	

research:	if	the	act	of	symptom	assessment	is	able	to	change	the	symptomatology	under	

 
intervention	studies	–	it	can	be	expected	that	a	response	shift	occurs,	meaning	that	
respondents	come	to	interpret	questions	differently	over	time	as	an	effect	of	the	change.	
This	response	shift	is	beyond	the	scope	of	the	current	paper,	but	it	will	be	taken	as	the	
focus	of	a	forthcoming	joint	research	project	in	which	we	scrutinize	the	question-
answer	dyad	in	actual	psychotherapeutic	data	similarly	as	in	the	current	paper.		
3	Note	that	Ian	Hacking	(2000)	describes	this	principle	in	the	context	of	‘reification’	of	
diagnoses	within	in	the	social	realm.	Diagnoses	are	typically	crafted	as	a	description	of	
specific	behaviours	or	experiential	features	over	a	group	of	people.	Once	the	diagnosis	
has	been	drafted,	more	people	than	the	original	population	will	recognize	the	
description	and	therefore	the	group	of	people	who	will	be	understood	in	terms	of	the	
diagnosis	will	grow.	With	this	growth,	the	group	will	become	more	heterogenous	and	
diverse,	which	will	change	or	broaden	the	diagnosis,	which	again	will	make	it	applicable	
to	more	people,	et	cetera.	Hacking	calls	this	the	‘looping	effect’	of	diagnostic	description.	
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study,	the	measure	may	not	be	able	to	measure	the	‘intended’	variable	anymore,	as	that	

variable	was	changed.	Consequently,	the	data	collected	by	these	questionnaires	may	

become	invalid	because	the	administration	itself	became	performative	towards	the	

variable	under	study.		

 
Validity of data 

 

Reiterating,	June’s	case	shows	that	the	validity	of	data	is	threatened	on	multiple	levels.	

Her	data	echoed	both	the	cognitive	and	communicative	issues	that	Schwarz	(1990,	

2007)	described	in	general	regarding	questionnaire	administration,	as	well	as	the	

impact	of	the	participant’s	awareness	of	the	research	goals	and	communication	(cf.,	

Galasiński	&	Kozłowska,	2010,	2013;	McCambridge,	De	Bruin,	&	Witton,	2012).	Our	

findings	indicate	that	the	threat	to	validity	of	data	goes	beyond	the	acknowledged	

problems	of	interpretation	and	representation,	as	the	act	of	data	collection	also	actively	

may	interact	with	the	actual	variables	under	study.	From	these	findings,	we	first	and	

foremost	conclude	that	it	is	vital	for	validity	of	research	to	scrutinize	validity	of	data:	it	

is	not	sufficient	to	just	check	validity	of	measures	but	also	to	look	into	the	validity	of	“the	

data”	themselves.	Second,	it	is	necessary	to	develop	an	understanding	of	validity	that	

can	capture	the	performative	impact	of	measurement	on	the	object	under	study.		

The	current	understanding	of	validity	in	psychological	research	does	not	seem	to	

be	equipped	to	properly	scrutinize	the	validity	of	data	collection.	In	psychological	

research,	validity	is	discursively	understood	as	construct	validity,	which	means	that	a	

measure	accurately	measures	the	intended	construct.	The	‘founding	fathers’	of	validity	

in	psychotherapy	research,	Cronbach	and	Meehl	(1955),	warned	that	validity	is	not	a	

feature	of	an	instrument	itself	but	depends	on	a	valid	application	in	a	particular	

research	context.	The	implicit	logic	behind	construct	validity	as	based	on	factor	analytic	

reasoning	nonetheless	results	in	a	proto-psychometric	definition	of	validity	(Newton	&	

Shaw,	2013;	cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	2019).	However,	as	the	

butcher	cannot	inspect	his	own	meat,	a	psychometric	understanding	of	validity	does	not	

allow	for	an	evaluation	of	its	own	psychometric	foundation	nor	of	the	appropriateness	

of	its	psychometric	result	within	a	specific	research	context.	In	other	words,	it	can	

evaluate	the	ability	of	a	measure	to	collect	valid	data,	but	it	does	not	say	that	the	data	

collection	via	this	measure	is	indeed	a	valid	epistemic	move	within	a	research	context	

(recall	the	choice	a	researcher	has	to	make	between	loss	of	information	and	loss	of	
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generalizability).	Therefore,	we	argue	that	for	the	working	psychological	researcher	

who	uses	questionnaire	data,	it	is	necessary	to	use	a	concept	of	validity	that	can	capture	

the	epistemic	proceedings	before	the	psychometric	analysis	even	comes	into	play	

(Truijens,	Cornelis,	Desmet,	De	Smet	&	Meganck,	2019).4		

In	this	context,	McClimans	(2011)	argues	that	measures	should	be	infused	with	

qualitative	questions	on	the	meaning	that	respondents	find	in	and	try	to	communicate	

through	the	questionnaire.	We	consider	the	current	paper	to	be	the	operationalization	

that	McClimans	left	open	in	her	paper,	as	we	took	June’s	quantitative	measures	as	her	

qualitative	storybook.	Based	on	our	analysis	of	June’s	data,	we	agree	that	to	understand	

the	validity	of	data	in	psychotherapy	research,	researchers	need	to	look	into	the	

meaning-making	process	by	the	respondent	during	the	questionnaire	administration	

process.		

At	this	point,	we	expect	the	objection	from	psychometricians	that	it	is	not	

necessary	to	understand	idiosyncratic	meaning-making,	as	individual	differences	are	

accounted	for	by	the	measurement	error	term	and	thus	are	‘filtered	out’	on	aggregate	

level	by	means	of	statistical	methodology.		That	is,	when	the	data	of	a	large	sample	of	

people	is	taken	together	to	form	“the	data”,	the	sources	of	error	should	‘level’	(Desmet,	

2018,	p.	30),	and	will	as	such	allow	for	statistical	inference	of	underlying	person-

independent	patterns.	This	assumption	(based	on	the	Central	Limit	Theorem)	is	central	

to	the	Classical	Test	Theory	that	forms	the	dominant	model	behind	psychological	

 
4	We	choose	to	work	with	the	term	validity	to	make	sure	that	the	validity	of	the	research	
process	and	data	collection	are	considered	as	at	least	as	important	as	the	psychometric	
understanding	of	validity	that	is	dominant	in	psychological	research.	Psychometric	
validity	allows	for	evaluation	of	the	capacity	of	a	measure	to	indicate	a	certain	target	
variable	when	applied	in	a	specific	context	(Newton	&	Shaw,	2013).	However,	it	cannot	
evaluate	whether	it	is	valid	to	use	that	measure	within	a	research	procedure,	whether	
numerical	data	is	indeed	the	most	valid	and	useful	data	given	the	purpose	of	research,	
whether	the	process	of	data	collection	or	creation	is	warranted	within	the	clinical	
context,	et	cetera.	Therefore,	we	argue	that	it	is	necessary	to	evaluate	the	validity	of	
research	data	before	and	beyond	the	validity	of	measures.	We	use	validity	rather	than	
terms	such	as	transparency,	reflexivity	and	coherence	that	are	introduced	by	qualitative	
researchers	in	psychology	(cf.	Levitt	et	al.,	2016;	Stiles,	1993).	While	such	principles	
cover	a	lot	of	our	concerns,	they	do	not	signal	the	validity	root	as	firmly,	while	all	
proposed	quality	control	concepts	in	qualitative	research	in	fact	fall	under	the	umbrella	
of	Validity	of	the	Research	Process	(cf.	Newton	&	Shaw,	2013).	In	Truijens,	Cornelis,	
Desmet,	De	Smet,	&	Meganck	(2019),	our	argumentation	for	the	use	of	the	term	validity	
is	developed	in	detail.		
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research	methodology	(Schwartz	&	Rapkin,	2004).	According	to	Molenaar	and	Valsiner	

(2005),	this	theoretical	approach	assumes	a	‘homogeneity	of	the	“core”	(or	“hidden”)	

layer	of	the	issue	in	question’	(p.	2),	that	is,	it	requires	the	assumption	that	(latent)	

variables	that	are	targeted	by	measures	are	in	fact	meaningfully	measurable	over	a	

group	of	people.	The	model	does	allow	for	a	small	amount	of	interpersonal	differences,	

though,	as	those	are	supposed	to	be	captured	by	the	measurement	error	term.	

Therefore,	it	would	not	be	necessary	to	pursue	validity	of	individual	data	in	the	way	that	

we	did	in	the	current	paper,	as	a	sufficient	sample	size	and	the	use	of	the	measurement	

error	term	would	safeguard	the	validity	of	“the	data”.	To	put	it	simply,	macro-validity	of	

data	analysis	would	make	micro-validity	of	data	superfluous.		

However,	this	statement	depends	on	a	theoretical	assumption	rather	than	on	

empirical	evidence.	To	gather	empirical	evidence	on	whether	the	measurement	error	

term	is	sufficient	in	capturing	interindividual	differences,	one	would	have	to	aggregate	

amounts	of	data	and	check	whether	individual	differences	are	actually	distributed	

‘evenly’	over	the	aggregate.	As	Desmet	(2018)	puts	it,	‘the	decisive	question	is:	how	

large	is	the	impact	of	factors	[that	are]	not	intended	to	be	measured	and	to	what	extent	

does	it	interfere	with	statistical	inference?’	(p.	30,	italics	in	original).	As	we	mentioned	

before,	whether	“the	numbers”	capture	the	intended	variables	or	more,	different,	or	

more	dynamic	factors,	is	not	clear	from	those	numbers	themselves,	and	therefore	“the	

data”	is	not	a	valid	starting	point	to	judge	whether	such	factors	are	accurately	and	

sufficiently	‘filtered	out’.		

One	of	the	factors	that	are	not	intended	to	be	measured	is	the	performative	

impact	of	questionnaire	administration,	which	had	a	substantial	impact	on	the	collected	

data	for	our	case	June.	This	finding	echoes	effects	that	were	suggested	in	various	

literature.	These	effects,	going	by	various	terms	such	as	performativity,	response	shift	

(e.g.,	Rapkin	&	Schwartz,	2004),	transformative	treatment	(e.g.,	Paul	&	Healy,	2018),	or	

malleability	(Westen,	Novotny,	&	Thompson-Brenner,	2004),	make	it	dubitable	that	

variables	can	in	fact	be	assumed	to	be	linear	(cf.	Schwartz	&	Rapkin,	2004).	Our	analysis	

provided	a	vivid	example	of	the	malleability	of	targeted	variables,	and	it	is	hard	to	see	

how	individual	information	that	is	so	dynamic	and	prone	to	looping	effects,	would	all	

the	sudden	become	linear	once	put	together	with	data	of	other	individuals.	For	that,	it	

should	be	necessary	that	all	the	looping	effects	and	dynamics	in	administration	and	

interpretation	would	have	a	pattern	in	the	same	direction,	but	to	simply	assume	that	it	
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is,	would	be	to	rely	on	face	validity.	Discussion	of	the	statistical	argumentation	behind	

aggregation	is	beyond	the	scope	of	the	current	paper,	yet	we	remain	that	for	statistical	

analysis	to	be	valid,	the	input	into	the	analysis	has	to	be	valid	to	begin	with.		

Furthermore,	to	rely	on	the	measurement	error	term	to	even	out	interindividual	

differences	would	imply	that	individual	differences	are	conceptualized	as	‘error’	or	

noise	in	the	process	of	measurement.	In	our	case	study,	however,	it	was	shown	how	the	

impact	of	the	measurement	process	became	part	of	the	symptom	and	as	such	

functioned	as	a	catalyst	of	the	symptom	severity.	That	means	that	the	created	surplus	is	

not	just	an	extra	(confounding)	factor,	but	an	active	mediator.		Calling	this	an	‘error’	

would	be	to	throw	the	baby	out	with	the	bath	water,	as	dismissing	the	surplus	would	be	

to	dismiss	the	entire	clinical	process	in	which	the	symptom	actually	functions	for	this	

patient.	As	Desmet	(2018)	puts	it,	‘the	problem	is	rather	that	within	the	nomothetic	

discourse	there	is	no	other	possibility	than	to	consider	these	core	characteristics	of	

subjectivity	as	error,	as	a	consequence	of	which	they	are	ideally	removed	from	the	data’	

(p.	37).	June’s	case	shows	insightfully	that	‘removing’	these	characteristics	would	entail	

removal	of	the	symptomatic	process	itself,	and	as	such,	make	it	impossible	to	measure	

the	target	variable	anyway.	As	such,	the	entanglement	of	target	and	error	would	

probably	lead	to	exclusion	of	the	case	from	sample	analysis.	Although	exclusion	might	

seem	proper	research	conduct	to	some	working	scientists,	from	a	clinical	perspective	it	

does	not	seem	warranted	at	all	to	dismiss	information	that	is	apparently	clinically	

relevant,	especially	when	it	is	so	closely	connected	to	the	target	symptom.	Moreover,	it	

seems	somewhat	paradoxical	that	researchers	who	would	be	prone	to	exclude	this	

‘extreme	case’	or	‘outlier’	from	“the	data”,	would	not	be	able	to	identify	her	as	such	if	it	

weren’t	for	the	idiosyncratic	narrative	analysis	that	we	conducted.	

Surely,	June	may	be	considered	an	extreme	case	(cf.	Patton,	2002),	and	not	every	

participant	will	have	such	a	marked	experience	nor	an	explicit	interrelation	between	

questionnaire	administration	and	complaints.	June’s	individual	experiences	cannot	and	

are	not	intended	to	be	generalized	to	other	patients	nor	participants	in	research.	Our	

choice	for	a	case	study	may	therefore	be	considered	a	limitation	of	the	current	research,	

as	the	very	overt	catalyst	effect	of	the	questionnaires	on	June’s	specific	complaints	may	

exaggerate	the	validity	issues	that	are	at	play	in	other	patient’s	questionnaire	

administration.	Nonetheless,	June’s	data	does	vividly	show	how	an	individual	process	is	

at	play	in	the	process	of	questionnaire	administration,	and	how	much	impact	the	act	of	
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data	collection	can	have	on	the	symptoms	under	study.	Furthermore,	studying	June’s	

case	in	detail	shows	how	inappropriate	it	is	when	researchers	would	ignore	such	

individualities	by	simply	aggregating	her	data	with	others’.	Consider	the	concrete	

process	of	data	input,	to	which	the	first	author	of	this	paper	was	assigned.	Practically,	it	

would	have	been	markedly	easy	–	and	surely	happens	frequently	in	the	process	of	data	

collection	by	researchers	–	to	fit	June’s	data	into	a	data	matrix	without	further	notice	of	

her	annotations.	However,	that	would	mean	that	all	of	the	information	in	the	current	

paper	would	have	been	lost.	By	black	boxing	“the	data”	as	a	numerical	aggregate,	it	

would	be	impossible	to	signalize	the	(in)validity	of	data	as	such.	

At	this	point,	working	researchers	may	object	that	it	is	not	feasible	to	make	

considerations	for	each	participant	on	the	level	of	detail	that	we	pursued	in	the	current	

paper,	and	that	the	choice	to	incorporate	all	individual	nuances	might	harm	the	

possibility	to	aggregate	and	compare	data	over	samples.	However,	this	objection	would	

imply	that	it	is	warranted	to	take	generalizability	for	granted.	As	such,	it	would	allow	

the	use	of	data	with	unknown	validity	as	a	starting	point	for	the	entire	process	of	

evidence	building	in	psychotherapy	research,	and	would	as	such	invalidate	the	actual	

‘evidence-base’	of	EBT.	Furthermore,	it	would	prioritize	researchers’	interpretation	

over	the	interpretation	of	participants,	which	simply	is	at	odds	with	the	goal	of	

psychological	science.	As	Schwarz	(2009)	puts	it,	‘the	unknown	calibration	of	

the	“measuring	apparatus	‘man’”	makes	validity	studies,	without	considering	inherent	

processes,	to	a	doubtful	procedure	with	serious	long-term	effects	on	scientific	progress’	

(p.	203).		

	

So,	for	a	valid	data	collection	as	a	basis	for	evidence	generation,	we	concur	with	

McClimans’	conclusion	(2010,	2011,	2013)	that	we	should	elaborate	the	meaning	of	

answers	and	questions	for	participants	in	a	qualitative	way.	This	way,	we	would	also	be	

able	to	include	the	performative	process	in	the	analysis.	Language	is	performative	in	

principle	(Austin,	1970),	which	holds	for	both	narrative	and	numerical	language.	As	

June’s	data	vividly	shows,	numerical	language	is	a	specific	form	of	language	that	does	

not	speak	for	itself	(Stiles,	2006).	That	is,	numbers	are	not	straightforwardly,	non-

erroneously	and	uniformly	interpretable	(cf.	McClimans,	2011,	p.	521).	Importantly,	this	

does	not	mean	that	numerical	assessment	is	worthless	or	flawed	per	se;	it	can	be	a	

powerful	way	of	putting	stories	into	scientific	language,	if	researchers	make	the	effort	to	
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try	and	understand	what	has	been	told	via	the	numbers.	Just	as	any	other	form	of	

semantic	language,	in	which	meaning	can	differ	for	different	users,	numbers	form	a	

symbolic	language	in	which	they	‘number	something’	(Stiles,	2006,	p.	254,	italics	in	

original),	thus	signaling	or	referring	to	something.	As	Stiles	puts	it,	‘numbers	are	words	

too’	(ibid.,	p.	255).	To	gain	scientific	comparable	data,	it	is	necessary	to	apply	some	form	

of	reduction	onto	information	to	enable	ordering	or	comparison	over	people	or	

populations	(cf.	Molenaar	&	Valsiner,	2005).	Numerical	scientific	language	can	be	used	

for	this	purpose,	just	as	well	as	a	semantic	language.	However,	in	both	cases,	the	

researcher	1)	has	to	make	the	effort	to	understand	the	meaning-making	process	for	this	

language	by	its	users,	and	2)	has	to	be	able	to	properly	argue	why	this	particular	

symbolic	language	is	appropriate	in	the	regarding	research	context.	

To	emphasize	the	practical	importance	of	these	recommendations	for	research,	

we	once	again	turn	to	June’s	data.	If	we	would	take	June’s	scores	as	universal	numerical	

data	that	would	form	straightforward	rational	input	for	statistical	analysis	(cf.	Desmet,	

2018,	for	a	discussion),	we	have	to	conclude	that	the	data	is	simply	invalid.	On	the	one	

hand,	it	is	invalid	because	her	interpretation	of	both	the	items	and	the	numbers	on	the	

scales	is	incomparable	to	the	intended	interpretation	(see	the	logic	of	construct	validity,	

Alexandrova	&	Haybron,	2016).	On	the	other	hand,	it	is	invalid	because	the	data	do	not	

accurately	signal	the	symptom	levels	under	investigation,	because	they	are	colored	by	

June’s	primary	symptom	(recall	that	June	tends	to	score	what	she	fears	rather	than	

what	she	experiences).	Further,	if	this	data	would	be	taken	as	generalizable	numerical	

input	to	analyse	the	effect	of	treatment,	both	the	outcome	and	the	derived	treatment	

effect	would	be	invalidated.		

Nonetheless,	June’s	data	is	highly	informative	with	regard	to	her	primary	

complaint:	both	her	approach	of	and	her	reaction	to	the	questionnaire	administration	

show	vividly	how	her	primary	complaint	is	organized,	in	what	way	it	hinders	her	

functioning	and	in	what	way	it	can	be	influenced	(in	this	case	for	the	worse,	but	possibly	

also	for	the	better).	As	was	mentioned	in	the	introduction,	one	of	the	problems	in	

psychotherapy	research	is	that	psychological	complaints	are	not	predictably	malleable,	

and	therefore	do	not	fit	the	simple	linear	and	causal	reasoning	in	default	psychotherapy	

research	(Westen,	Novotny,	&	Thompson-Brenner,	2004;	see	also	Paul	&	Healy,	2018).	

With	regard	to	June’s	complaint,	the	questionnaires	do	provide	clinical	information	that	

is	both	representative	and	useful	towards	clinical	practice,	showing	how	her	complaint	
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can	be	understood	and	might	be	malleable	in	an	idiosyncratic	way.	For	example,	

considering	how	the	suggestions	–	a	crucial	feature	in	June’s	complaint	–	by	

questionnaires	are	taken	on,	it	could	be	a	practical	example	for	June	to	both	become	

aware	of	the	mechanism	that	keeps	her	fear	in	place	and	can	be	used	as	a	starting	point	

for	clinical	intervention.		

This	resonates	with	the	findings	by	Marshall	et	al.	(2001),	who	reported	that	

questionnaire	administration,	as	well	as	research	participation	at	large,	could	sort	

positive	effects	that	may	be	fruitful	in	clinical	proceedings.	In	a	very	brief	report,	they	

describe	their	administration	of	a	questionnaire	to	assess	positive	and	negative	

experiences	of	both	patients	and	therapists	to	various	features	of	the	research	

procedure.	They	found	that	participants	experienced	positive	benefit	from	the	

questionnaire	administration	(with	a	mean	score	of	2.2-2.5	on	a	4-point	Likert	Scale,	

indicating	slight	to	moderate	impact),	more	than	disruptive	effects	(scored	as	1.5	on	a	4-

point	Likert	Scale,	indicating	none	to	slight	impact).	The	positive	or	disruptive	effects	

were	not	further	specified.	Nonetheless,	the	authors	report	that	therapists	

‘underestimated	the	positive	benefit	of	research	participation	to	patients’	(p.	321).	

Based	on	their	findings,	the	authors	defend	the	ethics	of	recruiting	actual	patients	for	

participation	in	psychiatric	research.	For	our	purposes,	the	crucial	point	to	take	from	

Marshall	et	al.’s	(2001)	paper	is	that	both	positive	and	negative	impact	of	questionnaire	

administration	and	research	participation	at	large	were	found	for	all	participants,	which	

implies	that	a	surplus	effect	is	consistently	present	when	treatment	is	followed	within	a	

research	context.	Similarly,	we	argue	elsewhere	that	research	participation	may	contain	

features	that	make	treatment	in	a	research	context	more	helpful	for	particular	patients	

for	whom	regular	outpatient	treatment	did	not	suffice	(Truijens,	De	Smet,	Vandevoorde,	

Desmet,	&	Meganck,	2018).		

In	sum,	these	considerations	indeed	emphasize	that	it	is	vital	for	research	

validity	to	understand	the	meaning-making	process	for	this	language	by	its	users,	and	

that	researchers	should	be	able	to	deliberately	argue	for	the	choice	for	a	specific	

research	language	in	function	of	the	regarding	epistemic	and/or	clinical	aim.	For	the	

validity	of	research,	the	fact	that	research	participation	is	found	to	be	beneficial	beyond	

the	therapeutic	effect	itself	is	problematic,	as	the	looping	effect	or	performativity	of	data	

collection	harms	the	internal	validity	of	the	study	that	is	intended	to	measure	treatment	

effect	without	confounding	variables	(such	as	research	participation;	cf.	Roush,	2009)	as	
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well	as	the	external	validity	of	the	findings,	as	treatment-in-research	is	then	principally	

not	comparable	to	regular	out-patient	treatment.	So,	for	the	epistemic	purposes	of	a	

researcher,	this	may	pose	a	serious	problem.	However,	as	June’s	case	made	clear,	this	

surplus	of	research	(either	negative	or	positive)	may	be	used	in	a	fruitful	way	to	pertain	

patient-focused	treatment,	and	therefore	can	be	relevant	as	a	finding	for	clinical	practice	

(cf.	Barkham,	Mellor-Clark,	&	Stiles,	2015).	As	Blount	et	al.	(2002)	put	it	in	their	

discussion	of	validity	‘beyond	psychometrics’	of	a	self-report	measure	for	personality	

disorders,	‘it	would	be	good	practice	to	for	all	patients	to	be	asked	for	their	comments	

and	feelings	after	completing	the	measures.	[…]	the	clinician	would	be	able	to	make	

judgement	about	the	validity	of	the	measures	for	particular	patients	at	particular	times,	

adding	context	to	the	interpretation	of	results.	Hence,	individual	and-time	specific	

variables,	which	may	impact	on	test	results,	would	always	be	considered’	(p.163).	How	

vital	this	recommendation	is	–	both	towards	good	clinical	practice	and	towards	sound	

valid	research	data	–	is	made	insightful	by	our	analysis	of	June’s	data.	Our	findings	

emphasize	how	important	it	is	to	not	ignore	the	processes	of	meaning-making	that	are	

ongoing	on	the	process	of	data	collection	or	creation	(cf.	Hyde,	2004).	Moreover,	it	

shows	that	the	decision	of	a	researcher	to	either	prioritize	systematic	methodological	

rigor	or	clinical	usefulness	is	not	an	epistemic	given,	but	dependent	on	the	goal	of	

research	(cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	2019).		

 

Conclusion 
 

In	short,	the	numerical	language	can	be	useful	for	clinical	practice.	In	the	first	place,	

June’s	data	showed	that	the	validity	problems	go	beyond	the	problems	voiced	in	the	

literature,	as	questionnaire	administration	can	performatively	impact	the	complaint	

such	that	the	variable	under	study	is	not	the	same	anymore	because	of	the	fact	that	it	

was	measured.	However,	in	the	second	place,	June’s	data	showed	that	this	can	have	a	

way	more	positive	implication	for	clinical	practice,	as	scrutiny	of	the	meaning-making	

process	in	questionnaire	administration	can	shed	a	vivid	light	on	the	organization	and	

therapeutic	implications	of	the	primary	complaint.	To	accurately	incorporate	this	in	

scientific	evidence,	we	argue	that	it	is	necessary	to	open	up	the	concept	of	validity	for	

the	performativity	of	the	chosen	research	language,	which	will	per	definition	affect	the	

evidence.	
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Our	conclusions	based	on	the	study	of	June’s	questionnaire	experience,	concur	

with	a	number	of	critical	voices	in	the	literature.	That	is,	if	we	take	questionnaire	

administration	for	granted	and	treat	numbers	as	universal	‘data’,	we	risk	invalidating	

the	entire	process	of	evidence	production	up	to	the	level	of	Evidence-Based	Treatment.	

However,	we	tend	to	comply	with	the	positive	reframing	proposed	by	both	the	

philosophical	argumentation	by	McClimans	(2010)	and	the	methodological	

argumentation	by	Stiles	(2006):	psychotherapeutic	researchers	have	to	ask	their	

questions	differently	and	avoid	limiting	their	evidence	by	a	notion	of	validity	of	

methodology	that	is	not	open	to	the	clinically	relevant	performative	processes.	Yet	if	we	

treat	the	numbers	as	a	story	and	actively	listen	to	how	that	story	is	told,	we	remain	that	

it	is	possible	to	gather	valid	data	on	both	the	nature	of	symptoms,	the	changes	of	

symptoms	and	even	their	development	throughout	psychotherapy.		
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What is it like to be a dependent variable? 

How participation in psychotherapy research  
threatens the validity of data 

 

 

 

 

 
Abstract 

In	psychotherapy	research,	the	randomized	controlled	trial	(RCT)	is	taken	as	gold	

standard	to	derive	evidence	on	therapeutic	efficacy.	The	gold	standard	yields	the	

assumption	that	the	design	guarantees	the	soundness	of	evidence.	However,	in	this	

paper,	we	question	whether	this	assumption	is	valid	given	the	practical	proceedings	of	

measurement-based	RCT	research.	This	paper	features	the	case	study	of	John,	a	patient-

participant	who	voluntarily	participated	in	a	randomized	controlled	psychotherapy	

study	that	‘followed	the	book’.	John	was	found	eligible	for	participation	based	on	default	

screening	means,	and	the	data	that	John	collected	would	thus	be	included	in	the	

aggregate	data	set	from	which	treatment	efficacy	is	statistically	inferred.	However,	

given	John’s	experiences	as	a	research	participant,	we	show	that	the	systematicity	of	the	

research	design	and	subsequent	analyses	cannot	guarantee	that	the	resulting	data	is	

valid	as	input	for	evidence	on	treatment	efficacy.	Using	an	interpretative	

phenomenological	analysis	of	John’s	explicit	therapeutic	and	interview	narrative,	we	

describe	in	detail	how	the	systematic	research	procedure	became	performative	towards	

John’s	complaints,	which	formed	a	vital	threat	to	the	validity	of	data.	Provided	that	

these	data	form	the	foundation	of	evidence	generation,	we	argue	that	the	RCT	design	as	

such	is	not	sufficient	to	warrant	valid	data,	and	we	argue	for	the	need	of	evaluation	of	

such	validity	of	data	to	secure	validity	of	evidence.	
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Introduction 
 

In	psychotherapeutic	research,	the	‘randomized	controlled	trial’	(RCT)	is	held	as	gold	

standard	research	design	to	systematically	gather	evidence	on	the	efficacy	of	treatments	

(Cartwright	2010),	which	forms	the	basis	of	the	Evidence-Based	Treatment	movement	

in	mental	health	care	(cf.	Chambless	&	Hollon,	1998).	Because	of	its	strict	and	

systematic	set-up,	this	design	is	generally	put	on	top	of	so-called	evidence	hierarchies	

(Cartwright,	2007,	2010).	In	psychotherapy	research,	participating	patients	score	

validated	self-report	questionnaires	before,	during	and	after	treatment,	to	provide	‘data’	

on	their	experienced	symptoms.	These	data	are	aggregated	to	form	the	input	into	

analyses	that	are	used	to	generate	evidence	on	treatment	effect.	As	this	evidence	

depends	on	concrete	research	data,	in	the	current	paper	we	present	John1,	a	patient-

participant	in	a	randomized	controlled	psychotherapy	study	who	provided	those	‘data’	

that	allow	for	inference	of	treatment	efficacy.	In	this	study,	we	question	what	it	is	like	to	

be	a	patient-participant	in	randomized	controlled	psychotherapy	research,	and	more	

specifically,	what	is	it	like	to	be	asked	to	provide	data	on	personal	complaints	that	are	

regarded	as	the	object	of	interest	in	a	scientific	psychotherapy	study.		

Psychotherapy	researchers	might	be	quick	to	object	that	these	questions	are	

irrelevant	given	the	use	of	validated	measures,	sound	statistical	inference	and	

randomization.	Randomization	is	the	proposition	that	is	unique	to	randomized	

controlled	trials	–	which	explains	its	position	at	the	top	of	evidence	hierarchies	

(Cartwright,	2007)	–	and	yields	the	assumption	that	by	random	assignment	of	

individuals	to	samples,	individual	differences	will	appear	randomly	–	rather	than	

systematically	–	in	both	samples	(Wampold	&	Imel,	2015).2	Statistical	inference	yields	

the	assumption	that	interindividual	differences	are	‘evened’	when	samples	are	large	

enough	(Mook	&	Parker,	2001).	Based	on	these	methodological	assumptions,	a	possible	

effect	of	research	participation	on	the	collected	data	would	be	assumed	to	be	‘filtered	

out’	(cf.	Desmet,	2018).		

The	data	in	psychotherapy	research	are	predominantly	collected	by	means	of	

quantified	self-report	measures	or	patient-reported	outcome	measures	(PROMs,	see	

 
1	‘John’	is	a	pseudonym;	for	more	ethical	considerations,	see	footnote	3.		
2	In	case	of	systematic	differences,	researchers	can	use	the	technique	‘stratified	block	
design’	to	match	similar	participants	in	each	condition,	to	control	that	the	difference	is	
balanced	over	conditions	(Meganck	et	al.,	2017).		
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McClimans,	2010,	2013),	in	which	respondents	score	their	experienced	complaints	on	

pre-structured	questionnaires	(Mcleod,	2001).	In	psychotherapy	research,	these	

validated	self-report	measures	are	used	to	assess	the	presence	and	severity	specified	

target	symptoms	before	and	after	treatment	(Mcleod,	2001;	cf.	McClimans,	2013),	to	

test	whether	the	treatment	(i.e.,	the	‘independent	variable’)	impacts	symptom	levels	

(i.e.,	the	‘dependent	variable).	When	the	pre-post	difference	appears	to	differ	

significantly	between	a	treatment	and	a	control	condition,	efficacy	of	the	treatment	of	

interest	is	supported	(Wampold	&	Imel,	2015).	In	this	research	set-up,	data	that	indicate	

symptom	severity	change	over	the	course	of	treatment	thus	form	the	basis	of	evidence	

on	therapeutic	efficacy.	To	secure	the	soundness	of	such	data,	psychotherapy	

researchers	rely	on	the	validation	of	measures,	which	verifies	that	the	measure	is	in	fact	

capable	of	measuring	the	variable	or	phenomenon3	is	purported	to	measure	(Borsboom,	

Mellenbergh,	&	Van	Heerden,	2004).	

However,	validation	of	measures	presumes	that	participants	score	the	items	in	

the	right	way,	that	is,	interpret	items	as	intended	by	the	questionnaire	developer	and	

score	them	honestly	and	accurately	given	their	experience	and	situation	(see	Truijens	et	

al.,	2019,	for	a	discussion	of	this	requirement).	Therefore,	a	vital	predisposition	for	the	

validity	of	data	collected	by	validated	measures,	is	the	participant	who	concretely	

provides	the	data	by	scoring	the	questionnaires	according	to	her	or	his	experiences.	As	

data	is	assumed	to	represent	symptom	presence	such	that	it	can	evidence	treatment	

effects,	it	is	vital	that	the	research	set-up	allows	for	data	collection	that	is	in	fact	capable	

of	evidencing	changes	in	the	dependent	variable	of	interest,	without	biases.	To	secure	

this,	researchers	insert	an	array	of	warrants	of	quality	of	data	and	avoidance	of	biases	

into	the	practical	set-up	of	randomized	controlled	psychotherapy	research.		

The	‘Ghent	Psychotherapy	Study’	(GPS;	Meganck	et	al.,	2017)4	is	such	a	

randomized	controlled	psychotherapy	study,	in	which	one	hundred	participants	were	

 
3	What	constitutes	a	variable	and	how	it	relates	to	‘real’	phenomena,	is	up	for	ongoing	
discussion	amongst	psychological	scholars	(e.g.,	Stiles,	2013),	methodologists	(cf.,	the	
discussion	between	Borsboom	&	Mellenbergh,	2004,	and	Michell,	2000,	2013)	and	
philosophers	(e.g.,	Slaney	&	Racine,	2013,	Woodward,	2011).	For	an	historical	overview,	
we	refer	to	Danziger	&	Dzinas,	1997;	for	a	topical	discussion,	we	refer	to	the	special	
issue	‘On	defining	and	interpreting	constructs:	Ontological	and	epistemological	
constraints’	of	the	journal	New	Ideas	in	Psychology	(2013).	
4	The	study	design	and	proceedings	were	approved	by	the	Ethical	Board	of	the	Ghent	
University	Hospital	in	Ghent,	Belgium	(Registration	number	EC/2015/0085).	All	
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randomly	assigned	to	cognitive	behavioural	or	psychodynamic	treatment.	All	patients	

applied	voluntarily	for	research	participation,	and	they	were	screened	for	eligibility	in	

an	intake	assessment	phase,	based	on	diagnostic	means	that	are	commonly	used	in	

psychotherapy	research	to	secure	homogeneity	of	samples	(cf.	Westen,	Novotny,	&	

Thompson-Brenner,	2004).	In	the	GPS,	patients	regularly	scored	a	battery	of	validated	

quantitative	self-report	measures	for	the	purpose	of	pre-post	symptom	assessment,	and	

they	collected	biological	samples	for	the	purpose	of	biomarker	analysis	(see	Methods	

section).	To	allow	for	the	systematic	and	controlled	set-up	that	is	known	as	the	unique	

proposition	of	randomized	controlled	research,	the	methodological	procedure	was	

designed	and	described	in	detail	in	a	methodological	protocol	that	was	published	before	

the	start	of	the	trial	(Meganck	et	al.,	2017),	and	to	secure	proper	conduct,	an	external	

staff	member	was	appointed	to	check	and	control	all	the	collected	data	before	the	start	

of	analyses.	As	such,	the	GPS	study	‘followed	the	book’	of	RCT	designs	to	the	letter,	to	

warrant	the	quality	of	data	that	would	serve	as	evidence	on	the	hypothesized	

differential	treatment	effects.	

John1	was	one	of	the	hundred	patients	who	participated	in	the	GPS.	In	the	

diagnostic	intake	procedure,	John	was	found	eligible	to	participate	in	the	study	based	on	

presence,	severity	and	priority	of	target	symptoms,	and	he	gave	full	informed	consent	

for	collecting,	analyzing	and	publishing	his	personal	data.	After	the	intake	procedure,	

John	was	randomly	assigned	to	a	psychotherapist	for	a	20-session,	weekly	

psychodynamic	treatment.	Before,	during,	immediately	after	and	in	the	two	years	

following	his	treatment,	John	agreed	to	score	questionnaire	bundles,	collect	biological	

samples,	participate	in	interviews,	and	allow	audio	recording	of	all	treatment	sessions	

and	interviews.	Classically,	the	quantitative	scores	on	the	so-called	‘primary	outcome	

measures’	(De	Los	Reyes,	Kundey,	&	Wang,	2011),	would	form	the	‘data’	on	John’s	

experienced	symptoms,	which	would,	given	his	diagnostic	eligibility	and	his	baseline	

scores,	indeed	legitimately	be	used	as	part	of	the	aggregate	data	set	(Meganck	et	al.,	

2017).	In	fact,	most	researchers	do	not	look	into	experiences	and	simply	include	

 
patients	gave	written	informed	consent	to	collect,	analyse	and	publish	their	individual	
data	throughout	and	after	treatment.	All	collected	data	(including	paper-and-pencil	
questionnaires,	digitalized	data,	audiotaped	conversations,	participant	logbooks	and	
therapist	reports)	were	stored	in	a	locked	archive	and	an	encrypted	digital	storage	
server.	In	the	current	paper,	all	identifiable	information	concerning	the	patient	has	been	
changed	to	protect	confidentiality.	
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quantified	data	on	the	primary	outcome	measure	into	a	data	set,	for	the	purpose	of	

statistical	analyses.	

However,	as	Nagel	(1974)	stated	that	even	the	most	innovative	means	of	

observation	will	not	show	what	it	is	like	to	be	a	bat,	looking	into	numbers	will	not	allow	

one	to	infer	what	it	was	like	for	a	participant	to	be	asked	to	provide	those	numbers.	

Therefore,	in	this	study,	we	analyse	all	experiential	narratives	that	John	uttered	in	both	

treatment	sessions	and	interviews,	by	means	of	interpretative	phenomenological	

analysis	(Smith	&	Eatough,	2007;	cf.	Davidsen,	2013).	We	scrutinize	how	this	patient-

participant	experienced	his	participation	in	a	randomized	controlled	psychotherapy	

study,	and	how	this	experience	may	have	impacted	the	data	that	he	collected	in	function	

of	evidence	generation.	As	John	was	quite	vocal	about	his	experience	of	the	research	

procedure,	his	narrative	allows	for	detailed	qualitative	scrutiny	of	the	way	in	which	the	

research	procedure	affected	“the	data”	that	s/he	collected.	As	such,	John	may	be	

regarded	as	a	‘rich	case’	(Patton,	2002),	whose	narrated	experience	provides	a	practical	

insight	into	possible	experiences	of	the	strictly	defined	methodological	procedure	in	

psychotherapy	research.	Importantly,	as	this	case	complied	to	all	pre-set	requirements	

and	was	thus	eligible	to	participate	in	the	study,	his	data	would	be	included	in	further	

analyses,	regardless	of	his	research	experience.	In	practice,	participants	are	not	often	

asked	about	their	experiences	of	collecting	data	(McClimans,	2010)	and	their	data	is	

directly	taken	as	input	into	analyses.	Therefore,	when	such	experiences	indeed	appear	

impact	“the	data”,	it	will	generally	go	unnoticed.		

In	this	paper,	we	discuss	how	participation	in	psychotherapy	research	may	

become	a	threat	to	the	validity	of	data	that	is	used	as	a	source	of	evidence	of	therapeutic	

effect.	In	the	Methods	section	we	introduce	the	methodological	procedure	in	the	GPS,	

including	warrants	taken	to	prevent	research	impact	as	much	as	possible.	In	the	

Findings	section	we	discuss	the	findings	of	our	interpretative	phenomenological	

analysis	of	John’s	experiences	and	the	perceived	impact	of	the	research	procedure	onto	

the	data	gathered	during	the	therapeutic	intervention.	In	the	discussion,	we	question	

how	these	experiences	impacted	the	data	gathered	in	function	of	studying	

psychotherapeutic	efficacy,	and	we	question	the	validity	of	these	data	when	the	object	

of	study	appears	to	be	changed	by	the	act	of	studying	it.	Based	on	this	discussion,	we	

argue	for	the	necessity	to	evaluate	the	validity	of	concrete	data	that	is	gathered	by	

measures	within	particular	research	contexts,	beyond	the	‘validation’	of	instruments	in	
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general.	Consideration	of	the	idiosyncrasy	of	experience	and	the	impact	of	the	research	

procedure	on	the	data	is	vital	to	judge	whether	data	are	valid	to	derive	evidence	on	

treatment	effect	in	psychotherapy	research.	

 

Method 
 

The Ghent Psychotherapy Study 
 

The	GPS	(Meganck	et	al.,	2017)	is	a	randomized	controlled	psychotherapy	study,	

designed	to	study	a	hypothesized	interaction	between	personality	styles	and	directness	

or	openness	of	treatment	type.	To	study	the	main	hypothesis,	one	hundred	participants	

were	randomly	assigned	to	follow	either	cognitive	behavioural	or	psychodynamic	

treatment.	Patients	scored	a	questionnaire	battery	for	the	purpose	symptom	

assessment	before	and	after	treatment	(see	next	section	for	an	explanation	of	pre-post	

difference	analysis	in	RCT-designs).	The	setup	followed	the	logic	of	a	randomized	

parallel	trial	(cf.	methodological	protocol	for	more	information	on	the	stratified	block	

design	for	randomization,	using	a	R-generated	allocation	sequence).	Participants	

voluntarily	applied	to	participate.		

Eligibility	was	checked	for	all	participants	based	on	an	intake	procedure.	The	

intake	procedure	consisted	of	a	bundle	of	symptom	measures	and	a	set	of	biological	

sample	tubes,	which	the	participant	was	asked	to	administer	before	the	first	interview	

at	the	University.	The	questionnaire	bundle	included	specific	depression	symptom	

measures	(e.g.,	Beck	Depression	Inventory,	Dutch	Version	(BDI-II-NL);	Beck,	Steer,	&	

Brown,	1996),	mental	well-being	measures	(e.g.,	the	Symptom	Checklist	(SCL-90);	

Derogatis,	1992),	and	personality	style	measures	(e.g.,	the	Personal	Style	Inventory	

(PSI),	Bagby	et	al.,	2001)(for	detailed	information	on	the	measures,	see	the	study	

protocol,	Meganck	et	al.,	2017).	The	biological	assessment	was	conducted	by	means	of	

saliva	collection,	among	others.	Saliva	samples	were	collected	in	the	morning	and	the	

evening	on	the	four	consecutive	days	before	the	interview.	The	intake	procedure	further	

consisted	of	two	intake	interviews,	a	semi-structured	clinical	diagnostic	interview	(CDI;	

Westen,	2002),	and	the	structured	diagnostic	interviews	SCID-I	and	-II	(First	et	al.,	2002	

and	1997,	respectively)	and	the	Hamilton	Rating	Scale	for	Depression	(HDRS;	Hamilton,	

1967).	Both	structured	interviews	consist	of	yes-no	answering	format.	The	SCID-I	(First	

et	al.,	2002)	and	the	Hamilton	Rating	Scale	for	Depression	(HDRS;	Hamilton,	1967)	were	
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administered	after	treatment	termination	by	an	uninformed	research	assistant	who	was	

not	aware	of	the	research	hypotheses,	the	personal	complaints	of	the	interviewed	

patients,	nor	of	the	fact	that	the	patient	had	followed	treatment,	to	secure	that	the	post-

assessment	of	symptoms	was	unbiased.		

Furthermore,	within	the	randomized	controlled	trial	set-up,	five	local	conduct	

decisions	that	were	made	to	warrant	the	quality	and	avoid	biases,	are	specifically	

relevant	for	the	purpose	of	this	paper.	First,	patients	who	applied	voluntarily	for	

research	participation	were	screened	for	eligibility	via	an	intake	procedure.	To	avoid	an	

impact	of	diagnostic	labelling	(cf.	Hacking,	2000)	before	the	start	of	treatment,	which	

would	not	have	been	occurred	in	local	out-patient	practice,	the	diagnosis	was	not	

communicated	with	the	participants	nor	with	the	therapists.	Second,	the	Informed	

Consent	yielded	that	all	information	gathered	for	research	purposes	were	kept	within	

the	research	team	and	were	thus	not	shared	with	the	therapist.	The	purpose	of	this	

restriction	was	twofold:	interview	narrative	was	explicitly	not	shared	to	encourage	

patients	to	talk	about	their	experiences	in	therapy	and	with	the	therapist	as	openly	as	

possible;	and	questionnaire	scores	were	not	shared	to	avoid	influencing	the	therapist	by	

information	that	would	not	have	been	present	in	regular	out-patient	treatment.	Third,	a	

much-discussed	problem	in	psychotherapy	research	is	the	high	drop-out	rate	and	the	

lack	of	long-term	follow-up,	which	may	both	skew	findings	and	as	such	become	a	threat	

to	the	validity	of	evidence.	Therefore,	in	this	study,	each	patient-participant	was	

assigned	to	one	researcher	that	conducted	all	the	interviews	and	was	established	as	the	

go-to-person.	Fourth,	assessment	was	conducted	accompanying	each	treatment	session,	

to	go	beyond	the	often	criticized	‘snapshot’	in	pre-post	studies	(e.g.,	Boswell,	Krauss,	

Miller,	&	Lambert,	2013;	Westen,	Novotny,	&	Thompson-Brenner,	2004).	Finally,	

patient-participants	were	compensated	for	their	research	participation,	which	was	

explicitly	communicated	as	an	imbursement	for	their	research	effort	rather	than	a	

discount	on	regular	treatment	costs5.		

Before	the	start	of	the	study,	the	design	was	discussed	in	detail	with	

methodological	consultant	Falk	Leichsenring,	a	well-known	author	on	the	design	of	

 
5	In	the	healthcare	system	in	Belgium,	all	types	of	medical	consultations	are	paid	in	cash	
at	the	end	of	the	consultation,	including	general	practitioners,	medical	specialists,	
dental	specialists	and	mental	health	care	professionals.	Payment	therefore	is	a	standard	
routine	in	health	care.	In	the	current	study,	therefore,	the	financial	compensation	was	
explicitly	communicated	as	research	reimbursement	rather	than	therapeutic	discount.	
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treatments	within	a	research	context	(cf.	Leichsenring	&	Leibing,	2007).	To	avoid	

allegiance	effects,	the	therapists	that	were	recruited	to	administer	treatment	received	a	

two-day	training	over	the	respective	treatment	manuals.	The	training	of	the	cognitive-

behavioural	therapists	was	conducted	by	the	developer	of	the	used	treatment	protocol	

and	the	psychodynamic	researchers	received	training	of	two	senior	psychoanalytic	

therapists	who	had	used	the	respective	protocol	for	years	in	their	private	practice.	Each	

therapist	participated	in	a	practice	period	before	the	start	of	the	trial,	in	which	two	20-

session	treatments	were	completed.	All	therapists	participated	in	bi-weekly	group	

supervision	sessions	for	the	entire	course	of	the	research	period.	None	of	the	therapists,	

trainers,	nor	supervisors	were	aware	of	the	research	hypotheses.	The	research	

hypotheses	were	pre-registered	and	the	methodological	protocol	study	was	published	

before	the	start	of	the	trial	(see	further	Meganck	et	al.,	2017).		

 
The Case Study 

 

At	the	start	of	treatment,	John	is	a	48-year-old	male	who	voluntarily	applied	for	

participation	in	the	John	thus	voluntarily	applied	for	participation	in	the	GPS	(Meganck	

et	al.,	2017).	In	his	words,	John	suffers	from	a	‘masked	depression’,	which	to	him	is	

characterized	by	fatigue	and	exhaustion,	which	prevents	him	from	realizing	the	many	

tasks	and	ideas	he	would	like	to	pursue.	These	symptoms	confront	him	with	an	

impossibility	to	function	professionally	and	socially,	which	makes	him	feel	like	he	is	‘not	

ready	for	society’	(Intake	interview	1).	He	doesn’t	feel	the	energy	to	work,	which	makes	

him	feel	highly	incompetent	and	failing.	According	to	John,	he	experiences	all	the	signs	

of	‘burnout	or	depression’,	but	he	is	‘not	unhappy!’	(Session	1).	Based	on	the	structured	

diagnostic	intake	interview	(i.e.,	SCID-I,	First	et	al.,	2002),	John’s	complaints	indeed	fall	

within	the	scope	of	Major	Depressive	Disorder.		

Besides	the	depressive	symptoms,	John	experiences	anxiety	attacks	that	come	up	

very	suddenly	and	–	to	him	–	at	random	moments,	some	days	up	to	20	times.	The	

anxiety	attacks	consist	of	an	acute	shortness	of	breath,	a	pressing	feeling	on	his	chest	

and	throat,	and	tingling	or	numb	hands.	He	does	not	have	any	overt	anxious	thoughts	

and	cannot	trace	a	specific	pattern	in	the	moments	or	context	in	which	the	anxiety	

comes	up.	Also,	he	emphasized	that	it	does	not	frighten	him	and	he	doesn’t	experience	

an	anticipation	fear.	When	asked	how	John	would	define	the	complaints	that	are	most	

prominent	to	him	or	experiences	as	most	functionally	disturbing,	he	formulates	the	
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following	two	‘idiosyncratic	items’:	1)	‘Fear	to	fail	the	expectations	of	others’,	and	2)	

‘Fear	that	my	weaknesses	will	be	used	against	me’.	Within	the	research	procedure,	the	

aim	of	these	idiosyncratic	items	was	to	formulate	assessment	items	in	the	patient’s	own	

words,	as	opposed	to	standardized	items	in	validated	questionnaires.			

Previously,	John	was	hospitalized	for	alcohol	abuse	problems.	In	hindsight,	John	

explains	his	alcohol	abuse	as	a	form	of	self-medication	to	numb	his	emotions.	In	the	

psychiatric	ward	where	he	was	admitted,	he	had	a	very	positive	experience	with	the	

treatment,	the	ordered	day	planning,	and	a	specific	psychiatrist.	In	the	current	situation,	

he	would	prefer	to	go	back	to	the	same	treatment	facility,	but	as	he	does	not	drink	(or	

long	for)	a	drop	of	alcohol	anymore,	that	is	not	possible	(Follow-up	Interview	2).	Apart	

from	the	psychiatric	hospital,	he	has	had	many	negative	experiences	with	out-patient	

therapists	in	the	past,	which	makes	him	relucatant	to	seek	regular	out-patient	

healthcare.	Therefore,	he	reaches	out	to	the	university,	as	he	expects	that	the	university	

‘can	do	it	right’	(Session	1).	

John	received	20	sessions	of	psychotherapeutic	psychotherapy	(Luborsky,	

1984).	The	therapist	was	a	Caucasian,	32-year	old	female,	who	had	8	years	of	clinical	

experience	at	the	start	of	the	study.	The	therapist	had	a	postgraduate	clinical	training	in	

psychoanalytic	psychotherapy	and	works	based	on	the	principles	of	Supportive-

Expressive	Therapy	as	defined	by	Luborsky	(1984).	Supportive-Expressive	Therapy	is	a	

form	of	psychodynamic	treatment	and	is	focused	on	setting	a	supportive	therapeutic	

environment	to	pursue	cognitive	and	emotional	understanding	of	present	symptoms	

and	of	the	related	relationship	dynamics.		

Before,	during,	and	after	treatment,	John	was	interviewed	by	‘his	own’	

researcher.	The	researcher	was	a	Caucasian	29-year-old	female,	a	clinically	trained	

psychologist	who	worked	as	an	academic	researcher	at	the	department	that	conducted	

the	psychotherapy	study.	Before	the	start	of	the	study,	the	researcher	was	involved	in	

the	design	of	the	study	and	participated	in	a	four-month	training	period,	supervised	by	

two	senior	researchers	and	clinicians,	for	conducting	both	semi-structured	clinical	

intake	and	follow-up	interviews	and	structured	diagnostic	assessment	interviews.	In	

total,	the	researcher	interviewed	John	eight	times;	two	times	before,	one	time	during	

and	five	times	after	treatment	termination.		
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Data Collection Procedure 
 

John	applied	for	participation	in	the	Ghent	Psychotherapy	Study	after	seeing	an	online	

recruitment	advertisement.	After	application,	a	short	telephone	call	was	conducted	by	a	

researcher	from	the	research	team	with	the	aim	of	providing	information	on	the	

procedure.	After	this	introduction,	John	was	invited	for	two	intake	interviews	at	the	

University	conducted	by	the	same	researcher.	Further,	he	received	an	envelope	at	his	

home	address,	consisting	of	eight	tubes	for	the	purpose	of	saliva	collection	(saliva	

samples	were	collected	in	the	morning	and	the	evening	on	the	four	consecutive	days	

before	the	interview),	and	a	bundle	of	paper-and-pencil	self-report	questionnaires,	

which	had	to	be	completed	the	night	before	the	interview.	All	scores	were	put	into	a	

patient-specific	digital	data	matrix	for	the	purpose	of	statistical	analyses.	

At	the	start	of	the	first	intake	interview	at	the	university,	the	researcher	orally	

explained	the	information	to	John	that	was	provided	in	a	formal	information	leaflet	–	

following	guidelines	by	the	Ethical	Committee	of	the	University	Hospital.	Subsequently,	

John	signed	all	boxes	(both	the	necessary	and	the	optional	boxes)	on	the	Informed	

Consent	Form	for	the	intake	procedure.	After	signing	informed	consent,	every	further	

interaction	(interviews,	treatment	sessions,	phone	calls)	were	audiotaped	and	stored	on	

encrypted	storage	devices,	denoted	by	an	anonymous	participant	code.	The	first	intake	

interview	consisted	of	a	semi-structured	clinical	diagnostic	interview	(CDI;	Westen,	

2002).	One	week	later,	the	second	intake	interview	was	conducted	using	the	SCID-I	and	

-II	(First	et	al.,	2002	and	1999,	respectively)	and	the	Hamilton	Rating	Scale	for	

Depression	(HDRS;	Hamilton,	1967),	both	structured	diagnostic	interviews	with	a	yes-

or-no	answer	format.	After	these	interviews,	John	was	asked	to	formulate	his	most	

prominent	complaints	in	his	own	words	to	form	‘idiosyncratic’	items,	which	were	

scored	on	a	continuous	line	between	0	(not	present)	to	10	(very	severe)	in	each	

questionnaire	bundle.	Based	on	the	diagnosis	drawn	in	the	SCID-I	and	HDRS,	John	was	

found	eligible	for	study	participation.	To	keep	the	impact	of	research	as	small	as	

possible,	no	diagnosis	was	communicated,	and	John	was	only	invited	to	participate.		

When	he	agreed	to	participate,	a	second	formal	information	leaflet	focused	the	

subsequent	treatment	and	research	procedure	was	orally	explained	to	John	by	the	

researcher,	followed	by	written	Informed	Consent	for	the	treatment	procedure.	During	

this	explanation,	the	researcher	reiterated	that	no	information	would	be	shared	with	
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the	therapist,	to	make	sure	that	the	therapist	could	start	treatment	unprejudiced	–	

based	on	an	explicit	design	decision	to	keep	the	treatment	proceeding	as	close	to	

regular	treatment	as	possible,	for	the	purpose	of	ecological	validity	(cf.	Crano	&	Brewer,	

2002).	That	is,	the	therapist	would	only	receive	name	and	contact	information	of	the	

participant,	and	throughout	the	treatment,	no	scores	or	interview	intervention	was	

shared.	However,	for	John,	this	came	as	an	unpleasant	surprise,	as	he	had	assumed	that	

the	diagnostic	information	from	the	extensive	intake	procedure	–	which	was	conducted	

explicitly	for	research	purposes	–	would	be	shared	with	the	therapist	to	kickstart	the	

therapy.	John	immediately	told	the	researcher	that	this	disappointment	had	him	lose	all	

faith	in	the	aid	of	therapy,	but	he	still	wanted	to	start	treatment.	This	event	will	

hereafter	be	referred	to	as	‘Incident	1’.	

After	the	intake	procedure,	John	was	randomly	assigned	to	a	therapist,	who	

contacted	him	by	telephone,	without	interference	by	the	researchers	–	to	resemble	local	

practices	as	much	as	possible.	John	followed	a	total	of	20	sessions,	consisting	of	weekly	

1-hour	sessions	in	the	private	practice	of	the	therapist.	The	aim	of	conducting	the	

treatment	in	regular	outpatient	locations	was	to	separate	research	and	therapy	as	much	

as	possible.	At	the	start	of	each	treatment	session,	John	received	a	closed	envelope	with	

a	two-page	self-report	questionnaire	bundle,	which	was	completed	in	the	waiting	room	

and	handed	to	the	therapist	in	a	closed	envelope;	the	therapist	did	not	look	into	scores	

and	send	the	envelopes	directly	back	to	the	university.	Every	third	session,	John	

received	an	envelope	with	a	30-page	questionnaire	bundle	and	a	set	of	saliva	

withdrawal	tubes,	which	had	to	be	administered	before	the	start	of	the	next	treatment	

session.	After	each	treatment	session,	the	therapist	wrote	a	therapist	report	that	was	

included	into	the	patient	dossier.	

Halfway	through	the	therapy	period,	John	was	invited	to	participate	in	a	‘peri-

interview’	with	‘his	own’	researcher.	The	interview	was	a	semi-structured	Client	Change	

Interview	(CCI;	Elliott,	Slatick,	&	Urman,	2001),	focused	on	his	experience	of	(changes	

in)	complaints,	therapy	and	research	procedure.	After	treatment	termination,	John’s	

complaints	were	assessed	by	an	external	blind	interviewer	who	conducted	the	SCID-I	

(First	et	al.,	2002)	and	HDRS	(Hamilton,	1967)	via	the	telephone.	This	interviewer	was	

not	informed	on	complaints	and	was	not	aware	of	the	fact	that	interviewees	had	

followed	treatment.	After	treatment	termination,	John	was	invited	five	more	times	for	a	

CCI	interview	with	‘his	own’	researcher	immediately	after	treatment	termination	(‘post-
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interview’,	university),	and	three	months	(‘follow-up	1’,	telephone	interview),	six	

months	(‘follow-up	2’,	university),	twelve	months	(‘follow-up	3’)	and	24	months	

(‘follow-up	4’)	after	treatment	termination.	Each	interview	was	accompanied	by	a	30-

page	questionnaire	bundle	and	saliva	withdrawal	tubes.		

During	the	research	period,	the	researcher	was	the	regular	go-to	person	for	the	

participant.	The	researcher	conducted	all	the	interviews	and	kept	a	logbook	for	each	

participant.	The	logbook	yielded	reports	of	each	moment	of	communication	–	including	

interviews	and	telephone	calls	–	notes	of	all	types	of	irregularities	in	data	collection	–	

such	as	missing	items	in	questionnaires,	missed	instructions	on	questionnaires	or	saliva	

withdrawal,	cancelled	sessions	–	and	other	events,	incidents	and	particular	

idiosyncratic	behaviours	that	were	noticeable	for	the	researcher.		

In	the	research	procedure,	participants	were	financially	compensated	for	

participation.	This	compensation	was	explicitly	communicated	as	reimbursement	for	

collecting	research	data,	rather	than	as	a	discount	on	treatment	cost	–	again	to	keep	the	

treatment	as	close	as	possible	to	local	practices.	Nonetheless,	the	total	of	

reimbursement	was	equivalent	to	about	50%	of	the	overall	treatment	costs.		

In	the	15th	session	of	treatment,	a	second	incident	occurred	that	is	noteworthy	

towards	the	present	case	analysis.	At	the	start	of	the	therapy	session,	the	therapist	

handed	John	an	envelope	to	take	home,	containing	a	questionnaire	bundle	and	saliva	

withdrawal	tubes	that	were	supposed	to	be	administered	at	home	before	the	next	

therapy	session.	At	the	moment	of	handing	over	the	envelope,	John	experiences	an	

acute	anxiety	attack.	As	the	therapist	notes	in	the	therapist	report,	in	previous	sessions	

it	was	hard	to	get	a	grip	on	these	attacks,	so	when	this	attack	occurred	during	the	

session,	she	took	the	entire	session	to	explore	the	induction	and	nature	of	the	attack.	

John	explained	in	detail	that	this	anxiety	attack	was	induced	by	the	envelope,	which	

confronted	him	with	the	anger	that	he	felt	towards	the	research	and	‘his	own’	

researcher	since	‘Incident	1’.	As	the	researcher	refrained	from	being	informed	about	the	

therapeutic	process	during	the	research	procedure,	she	was	only	informed	about	the	

incident	after	treatment	termination.	During	the	post-interview	conducted	at	the	

university,	John	brought	up	this	anxiety	attack	spontaneously,	and	he	reiterated	his	

experience	in	the	research	procedure	spontaneously	in	each	of	the	interviews	

conducted	afterwards.	Whereas	the	interview	guide	specified	a	question	about	

experience	of	the	research	at	the	end	of	the	interview,	the	question	was	never	asked	
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concretely	in	John’s	interviews	as	he	always	brought	it	up	himself	way	before	that	point	

in	the	interview.	Because	of	the	detailed	discussion	between	the	therapist	and	the	

patient,	session	15	(henceforward	referred	to	as	‘Incident	2’)	is	overrepresented	in	the	

following	analysis.	Further,	during	treatment,	references	to	the	research	procedure	

were	made	spontaneously	in	18	out	of	the	20	therapy	sessions,	and	in	all	six	interviews	

since	‘incident	1’.		

The	treatment	and	the	study	were	conducted	in	Dutch.	The	therapeutic	and	

interview	narrative	were	translated	by	the	first	author	from	Dutch	into	English	for	the	

purpose	of	in-text	citation.		

 

Case Selection 
 

The	case	was	selected	purposively,	based	on	the	anger	that	the	patient	shared	in	

interviews	with	the	first	author	(‘Incident	1’,	see	Data	collection).	As	such,	the	case	was	

identified	as	a	rich	case	towards	research	experience,	yet	no	hypotheses	were	proposed	

that	could	interfere	with	a	data-driven	analysis	(Patton,	2002;	see	Data	Analysis	and	

Quality	Control).	That	is,	it	was	expected	that	the	case	could	provide	a	rich	insight	into	

the	experience	of	the	research	process,	but	as	the	researchers	(FT	&	MV)	did	not	know	

about	the	contents	of	treatment	at	the	moment	of	case	selection,	they	had	no	

preconceptions	nor	prior	knowledge	on	the	nature,	direction	or	clinical	context	of	this	

experience.		

 

Data Analysis and Quality Control 
 

In	this	case	study,	the	data	were	analysed	in	various	stages	of	research.	First,	FT	

interviewed	John	eight	times	over	the	course	of	three	years,	spanning	the	period	before,	

during	and	two	years	after	treatment.	During	this	period,	FT	kept	a	logbook	to	note	all	

particularities	and	thoughts	about	the	case.	Secondly,	Johns	therapeutic	and	interview	

material	was	analysed	in	a	research	project	by	MV,	initiated	and	supervised	by	FT.	To	

make	sure	that	MV	could	analyse	the	case	without	prejudice,	FT	did	not	share	any	

information	on	the	case.	Thirdly,	FT	conducted	a	systematic	case	study	in	two	rounds	of	

coding.	In	the	first	coding	round,	she	listened	to	all	therapy	sessions	and	the	intake-

interview	and	coded	the	data	to	derive	the	themes	in	John’s	narrated	complaints.	In	a	

face-to-face	meeting	with	FT,	MV	and	the	therapist,	each	presented	their	interpretation	
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of	the	complaints.	This	discussion	was	used	to	triangulate	the	themes	found	by	FT.	

Under	the	conditions	of	Informed	Consent,	the	therapist	was	not	allowed	to	be	involved	

in	analyses	of	interview	material	and	was	therefore	just	consulted	as	audit	for	the	

analysis	of	complaints.	After	this	audit,	FT	conducted	her	second	round	of	coding,	by	

listening	to	all	therapy	sessions	and	interviews	and	coding	every	utterance	related	to	

expectations	about	and	experience	of	research	participation.	These	themes	were	

audited	by	MD	and	synthesized	with	the	narrated	complaints.	In	the	final	stage,	the	

findings	were	interpreted	in	light	of	the	research	question,	i.e.,	how	the	collected	data	

was	impacted	by	this	experience	of	research	participation.		

The	narrative	data	was	qualitatively	analysed	based	on	the	principles	of	

Interpretative	Phenomenological	Analysis	(Smith	&	Eatough,	2007).	This	approach	

conveys	a	holistic	understanding	of	human	beings	as	meaning-making	agents,	in	which	

language	is	taken	as	a	dynamic	hermeneutic	expression	of	the	lived	experience	by	the	

subject.	Narrative	from	both	treatment	sessions	and	interviews	were	analysed	by	

means	of	data-driven	coding	in	which	no	hypotheses	were	formulated	beforehand.	The	

overt	research	experience	articulated	during	interviews	formed	the	selection	criterion.	

Henceforward,	the	analyses	were	guided	by	the	research	question	how	John	

experienced	the	research	procedure,	and	whether	and	how	this	experience	was	

entangled	with	complaints	that	were	discussed	in	treatment.	Given	this	experiential	

aim,	the	analysis	was	fully	based	on	narrative	material	rather	than	on	measures.		

As	the	researcher	is	a	meaning-making	agent	as	well,	the	phenomenon	under	

scrutiny	is	interpreted	within	the	meaning	system	of	the	researcher	–	i.e.,	the	researcher	

makes	sense	of	the	sense-making	by	the	subject	under	study.	By	a	close	reading	of	the	

data,	the	interpretation	is	kept	as	truthful	as	possible	to	the	understanding	of	

phenomena	by	the	subject	(cf.	double	hermeneutics,	ibid.).	This	approach	was	used	to	

study	the	case	in	its	own	respect;	the	theoretical	embedding	was	explicitly	introduced	

after	the	write-up	of	the	findings.	Furthermore,	to	avoid	a	proto-search	for	validity	

issues,	three	ways	for	quality	control	were	entertained.	First,	during	the	period	of	data	

collection,	the	interviewer	did	not	have	any	contact	with	the	therapist	and	did	not	

familiarize	herself	with	the	audio	recordings,	to	be	able	to	interview	the	patient	each	

time	without	bias	from	therapeutic	interactions.	Second,	the	case	was	analysed	by	a	

research	assistant,	who	was	kept	blind	to	the	contents	and	context	of	the	patient’s	

experience,	to	enable	him	to	study	the	narrative	material	without	prejudice.	The	
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analysis	and	interpretation	of	complaints	were	audited	by	the	therapist,	who	was	not	

informed	about	the	research	experience	–	under	conditions	of	the	Informed	Consent	–	

and	the	interpretation	of	the	research	experience	was	audited	by	the	research	

supervisor,	who	was	not	informed	about	the	complaints.	MDS	was	not	aware	of	the	

findings	of	the	case	study	during	the	conceptual	work	on	the	introduction.	The	focus	on	

evidence	and	data	collection	by	FT	was	only	introduced	into	the	study	after	the	write-up	

of	findings	from	the	case	study	(cf.	Fereday	&	Muir-Cochrane,	2006).	Third,	we	

assembled	a	research	team	that	was	balanced	in	terms	of	familiarity	with	the	case,	

academic	and	clinical	training	background	and	phase	in	career,	and	epistemic	affinity,	to	

secure	a	data-driven,	horizontal	and	an	open	dialogue	(cf.	Parker,	2007).	Except	for	FT,	

each	team	member	was	independently	involved	in	one	phase	of	the	research.		

 

Findings  
 

We	present	three	levels	of	findings	that	represent	the	three	different	roles	that	John	

took	on	as	a	participant	in	the	psychotherapy	research.	First,	we	describe	John	as	a	

patient	seeking	psychological	treatment.	Based	on	his	intake	interview	and	the	

therapeutic	sessions	we	derived	three	main	themes	that	constitute	John’s	experience	of	

complaints	(Table	1).	Note	that	these	themes	are	narrative	in	nature,	and,	therefore,	do	

not	necessarily	reflect	the	symptom	checklists	that	were	used	for	the	diagnosis	of	

mental	disorders	(cf.	Procedure).	Secondly,	we	describe	John	in	his	role	of	a	research	

participant	or,	to	use	his	own	words,	a	research	object.	We	distinguish	his	expectations	

and	his	actual	experience	of	participating	in	the	research	–	both	containing	three	main	

themes	(Table	2).	Thirdly,	we	synthesize	findings	to	discuss	how	John’s	research	

experience	(cf.	John,	the	research	object)	can	be	embedded	in	his	experience	of	core	

complaints	(cf.	John,	the	patient).		
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Table 1; Themes and terms in John’s therapeutic narrative 
 

John is afraid to disappoint others 
He does everything in his power to be as perfect as he thinks he can be 

He always does more than asked, as a principle of being ‘good’ 
He feels an urge to please, even if it costs him 

He wants to control the image that impression that others have of him 
He avoids situations where people can change their opinion about him 
He lies to control the impression of others 

He worries that he cannot suffice the expectations of others 
He feels guilty and awkward about flaws and mistakes 
Since it is important to him that he keeps his promise, making promises 
stresses him out  

John is convinced that others will disappoint him 
He feels puzzled that people are discontent with him despite his efforts 
He believes in the ’80-20-rule’: 80% of people are bad, at most 20% are good 
He fears that others will manipulate him or use him to their own advantage 

He sees others as purposively playing him to get their way  
He fears that others will deceive him 
He is convinced that he is naïve or dumb in interpersonal contact  

He fears to be accused of being a ‘crook’ 
He expects to get the blame for situations that go wrong 
When he gets accusations, he is convinced that the accusation is wrong, 
as he does everything as perfectly as is possible 

He feels victim to the unpredictability of others 
He feels powerless and defenceless 
He feels that he does not get the chance to show his true good self 

John is convinced that others will present him with ‘the bill’ 
The confrontation will always come after the facts, thus prohibiting him to 
avoid or change the situation 
Issues can be remembered ‘forever’ 

He fears ‘the small print’: expectations that were not clear upfront 
He fears ‘to get the knife in the back’ 

He feels that other people will get the law at their side, to his 
disadvantage 
He feels powerless and defenceless to the unpredictability of others 

 

Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes  
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John, the patient 
 

In	 this	 section,	we	 discuss	 three	main	 themes	 in	 John’s	 experience	 of	 complaints	 (cf.,	

Table	1).	

 

John is afraid to disappoint or disenchant others 
 

John	is	afraid	to	disappoint	others.	He	regularly	uses	the	term	‘ontgoocheling’,	a	Dutch	

term	that	can	be	translated	as	disappointment	or	–	stronger,	and	possibly	more	

accurately	–	as	disillusionment	or	disenchantment.	For	John,	it	seems	to	be	highly	

important	to	be	seen	as	perfect,	and	he	does	everything	in	his	power	to	be	a	perfect	

father,	partner,	colleague/employer	and	member	of	society.	To	him,	‘it	is	a	life	principle:	

I	don’t	want	to	disappoint	people.’	(Session	6).	It	is	a	goal	to	give	and	provide,	up	to	his	

standard	of	what	is	normal,	which	shows	in	his	description	of	his	previous	marriage:	

	

‘It	was	how	it	is	supposed	to	be:	married,	kids,	house.	And	then	it	blew	up	
because	of	a	reason	that	I	thought	wasn’t	fair.	[…]	I	worked	hard,	left	at	six	
in	the	morning	and	returned	after	traffic.	So…	but	I	had	a	fantastic,	
beautiful	income,	my	partner	could	live	at	large,	big	house	and	an	own	
car,	kids	clothed	like	they	wanted	to.’	(Intake-interview	1)	

	

This	quote	shows	how	John	is	keen	to	invest	a	lot	to	please	others	–	albeit	mostly	

materially.	To	John,	it	is	important	that	others	get	or	keep	that	image	of	perfection	

about	him,	which	makes	it	‘natural’	(Peri-interview)	for	him	to	always	go	the	extra	mile,	

to	be	ahead	of	people	and	always	do	a	bit	more	than	was	asked,	even	if	it	may	have	a	

negative	outcome	for	himself.		

	

‘When	someone	asks	you	something,	you	have	a	chance	to	please	them,	
which	you	almost	automatically	try	to	take	up.	And	that	is	all	good	with	
someone	with	good	intentions,	but	very	often	that	is	not	the	case.’	
(Session	13)		

	

‘My	drive	to	please	gets	a	chance	to	please	there,	right.	If	you	ask	me	
something	–	and	that	is	not	always	bad,	right,	to	do	something	for	
someone,	not	at	all!	–	but	often	I	get	myself	in	trouble	by	it.	[…]	I	often	feel	
trapped	in	that	–	especially	when	more	people	are	joining	in	and	I	don’t	
know	what	to	choose.	Then	I	always	do	wrong	by	trying	to	do	it	right.’	
(Session	13)	
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This	urge	to	please	for	John	may	turn	into	avoidance	of	situations	in	which	he	fears	that	

he	cannot	control	the	image	that	others	have	about	him.	On	the	one	hand,	he	avoids	

concrete	situations	in	which	he	might	fail.	On	the	other	hand,	he	tries	to	keep	control	

over	others’	impressions	by	hiding	his	own	emotions,	thoughts	and	frustrations,	as	well	

as	by	lying	about	situations,	thoughts	or	wishes	that	might	affect	the	way	that	people	

think	of	him:	

	

‘Like,	“secret	rooms”,	in	a	way.	Keeping	lots	of	things	just	to	myself.	Uhm…	
Not	sharing	those,	which	sometimes	causes..	like	even	when	they	are	not	
bad,	but	just…	just	fear	to	disappoint	to,	to..	Like	when	I	went	for	a	drink	
with	a	woman,	then	I	did	not	tell	my	girlfriend	about	it,	because	I	fear	that	
she	will	be	jealous	or	will	read	something	in	it.	But	of	course	that	gets	
you…	I	create	a	story.	I	start	lying,	and	so	forth…’	(Session	1).	

	

Despite	his	motivation	to	keep	others’	opinions	in	line	with	his	strive	for	perfection,	he	

fears	that	he	cannot	(ever)	suffice	the	expectations	of	others.	He	does	not	allow	himself	

to	make	mistakes	and,	when	he	does,	he	feels	guilt	and	awkwardness,	which	increases	

his	tendency	for	avoidance.	

	

‘I	have	a	huge	fear	to	mess	up.	That	is	one	of	the	reasons	why	I	prefer	to	
be	alone.	And	the	situation..	avoid	it	or	go	for	a	walk.	Or	give	an	excuse	
even.	[…	When	you	are	alone,]	at	least	you	can’t	make	mistakes.	(Session	
4)	
	

‘I	have	a	huge	fear	to	make	an	agreement,	or	to	make	a	promise.	That	
gives	me	enormous	stress.	To	promise	something,	well..	promising	
something	is	okay	but	once	I’ve	done	that,	then	I	live	like,	then,	I	am	
relieved	when	it	is	all	over.’	(Session)		

	

So,	for	John,	it	is	important	to	appear	as	‘good’	or	perfect	to	others,	and	he	does	

everything	in	his	power	to	control	that	others	perceive	him	as	such.	However,	he	is	so	

worried	that	he	won’t	be	able	to	live	up	to	expectations	that	it	wears	him	out	and	makes	

him	anxious	continuously.	It	is	important	to	note	that	this	anxiety	for	failure	is	quite	

recent	to	John:	up	to	a	few	years	ago,	he	did	not	experience	or	even	think	about	trouble	

in	what	appeared	to	him	as	his	perfect	life.	However,	it	‘exploded’	(Intake-interview	1)	

when	both	his	company	went	downhill	–	in	which	he	felt	betrayed	by	his	co-workers	

and	business	partner	–	and	his	marriage	was	broken	off	by	his	former	wife	–	leading	to	a	
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long	and	tough	legal	fight.	John	dates	the	first	appearance	of	his	symptoms	to	this	

period.	

	

 John is convinced that others will disappoint him 
 

The	term	‘disappointment’	(disillusionment,	disenchantment)	returns	in	the	second	

main	theme	in	John’s	narrative,	yet	with	regard	to	others.	It	is	puzzling	to	John	that	all	

his	‘hard	work’	(Session	13)	and	‘noble	goals’	(Session	2)	towards	others,	often	are	not	

recognized	nor	appreciated.	Whereas	John	is	keen	to	provide	for	and	please	others,	it	is	

not	unconditional,	as	he	expects	the	same	‘normal’	effort	(Session	16)	in	return.	This	

shows	between	the	lines	in	the	first	quote	of	the	previous	section	and	in	the	

continuation	of	that	quote,	provided	below,	in	which	John	describes	the	repetition	of	

disappointments	despite	all	his	efforts:	

	

‘	[…]	and	it	happened	again	and	again.	[…description	of	multiple	
relationships…].	And	I	paid	for	it	again,	just	to	be	done	with	it.	And,	and,	it	
is	the	same	story	again:	what	is	happening	again,	I	did	my	best,	right,	and	I	
took	care	of	the	kids	and	made	diner	and	be	nice,	but	no,	it	was	a	hidden	
agenda	each	and	every	time	again.	It	returns	in	every	relationship	that	I	
start	naively,	either	commercially	or	with	a	partner,	that	blows	up	[…]	and	
appears	to	be	a	certain	façade.’	(Intake-interview	1)	

	

This	quote,	as	well	as	the	last	quote	in	the	section,	show	that	John	experiences	the	lack	

of	recognition	for	his	effort	as	not	righteous	and	‘unfair’	(Session	13).	John	holds	his	

standard	of	perfection	to	others	as	well,	and	he	tends	to	be	disappointed	in	others	who	

do	not	live	up	to	it.	John	calls	this	the	’80-20-rule’	(Session	3):		

	

‘[…]	disappointment	in	people	that	I,	like	if	I	could	give	an	estimate	how	
many	good	people	are	out	there,	it	wouldn’t	be	more	than	ten	or	twenty	
percent.’	(Session	3)		

	

John	is	constantly	worried	that	people	try	to	manipulate	him	or	use	him	to	their	own	

advantage.	Throughout	treatment,	John	narrates	numerous	examples	of	people	who	did	

or	attempted	to	play	him	in	order	to	get	their	way.	He	refers	to	both	people	in	his	close	

family	(parents,	ex-spouse,	children)	as	well	as	people	in	his	professional	life	(business	

partner,	colleagues	and	clients).	He	calls	himself	‘naïve’	or	‘dumb’	(Session	13)	in	social	
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contact,	because	he	always	wants	to	believe	in	peoples’	good	intentions	but	his	trust	has	

been	betrayed	in	numerous	instances.		

As	John	is	certain	that	people	will	turn	against	him,	play	him,	or	manipulate	him,	

he	feels	victimized	by	their	bad	intentions.	However,	as	he	calls	himself	naïve	in	social	

contacts,	he	feels	‘powerless’	(Session	2)	and	‘defenceless’	(Session	12)	towards	this	

undoubted	yet	unpredictable	badness	of	others.		

 

 John is convinced that others will present him with ‘the bill’ 
 

Throughout	his	therapeutic	narrative,	John	reiterates	his	fear	of	being	presented	with	

‘the	bill’.	According	to	John,	people	keep	a	list	with	all	the	things	that	he	did	wrong,	

which	they	will	only	present	to	him	after	the	fact.	As	he	puts	it:	

	

‘I	call	that	“the	bill”.	Uhm,	both	–	like	almost	always	–	in,	in,	professional	
or	amorous	relationships,	I	always	fear	that	after	a	while,	you	get	
[confronted	with]	a	whole	lot	of	things	that	you	did	wrong	but	that	were	
not	discussed	at	that	moment.	[It	is]	even	a	fear,	I	have	it	always	–	except	
for	my	current	girlfriend	I	have	it	with	almost	everybody	–	that	that	past	
uhm..	to	put	it	the	softest	way	possible:	will	not	be	forgiven.	I	had	to	
experience	often	that	people..	like	..	keep	a	list,	like	a	bill,	I	call	that.	So	a	
priori	you	have	the	bad	intentions,	right,	when	they	keep	track	like	that.	
Instead	of	responding	at	that	time	or	try	to	find	a	solution	or	discuss	it,	
they	come	after	the	facts,	and	I	find	that	so	low,	I	have	such	a	fear	for	that,	
because	then	you’re	powerless,	you	can’t	make	it	right,	you	cannot	change	
your	behaviour	anymore.’	(Session	4).		

	

According	to	John,	the	bill	is	always	presented	after	the	facts	have	been	passed,	which	

makes	it	impossible	to	change	the	regarding	behaviour	or	situations	(Session	3).	

According	to	John,	people	apparently	‘collect	their	grievances	against	you,	to	use	them	

at	convenient	times’	(Session	4).	Moreover,	these	issues	can	be	remembered	‘forever’,	

making	John	feel	defenceless	(Session	8).6		

 
6	This	fear	for	‘the	bill’	is	so	functionally	disturbing	to	John	that	he	formulated	this	as	his	
‘idiosyncratic	item’	in	the	psychotherapy	study	as	well.	At	the	end	of	the	intake	
interviews,	John	was	asked	what	complaint	or	symptom	was	most	prominent	to	him.	
Idiosyncratic	items	were	formulated	completely	in	patients’	own	words,	and	therefore	
can	be	taken	as	indicative	for	the	subjective	experience	of	the	symptomatic	load.	The	
item	was	formulated	as	‘Fear	that	my	weaknesses	will	be	used	against	me’,	which	he	
explained	by	reference	to	‘the	bill’	(Intake-interview	2).	



Part B 
 

 124 

The	bill	confronts	John	with	what	he	calls	‘the	small	print’	(Session	4),	referring	

to	the	expectations	of	others	that	were	not	clear	(to	John)	beforehand,	and	thus	cannot	

be	controlled	nor	sufficed	upfront.	

	

‘Yes	and	I	did	not	know	[the	small	print]	beforehand	and	I	neither	did	I	
think	about	it,	to	be	honest,	about	those	situations.	But	they	are	there,	and	
they	weigh	in.’	(Session	5)		

	

At	this	point,	John’s	fear	for	the	bill	and	the	small	print	are	connected	to	the	previous	

theme,	because	John	feels	people	are	so	bad	in	essence	that	the	will	present	him	with	it	

‘sooner	or	later’	(Session	16),	and	he	thus	can’t	ever	escape	it.	As	he	puts	it	regularly,	

people	will	eventually	‘stick	the	knife	in	your	back’	(Session	4).		

	

‘The	knives	that	I	got	in	my	back	already	are	the	perfect	example.	Like	
that	you	one	day..	for	one	fact...	all	the	sudden	you	are	accused	of	all	sorts	
of	things	from	the	past	that	were	apparently	not	important	to	say	at	that	
moment.’	(Session	4)	

	

In	case	of	such	differences	of	opinions,	he	fears	that	he	will	be	stigmatized	as	the	

‘blackguard’.	However,	when	he	gets	accusations	of	that	sort,	he	is	certain	that	it	will	be	

wrong	accusations,	as	he	always	strives	for	perfection	in	his	(social)	behaviour.		

	

‘I	want	to	be	judged	correctly.	I	think..	everybody	thinks	that	he	is	quite	
okay	himself	and	I	would…	not	everything	you	do	is	good,	I	do	know	that,	
but	I	want	to	get	the	chance	to	be	experienced	rightly,	be	experienced	
correctly.	[…]	If	[they]	remove	parts	of	the	story	to	prove	[their]	point	and	
tell	it	to	others,	then	[they]	could	in	fact	experience	me	as	a	crook.’	
(Session	12)			

	

In	such	situations,	moreover,	John	fears	that	‘the	law’	will	disadvantage	him	as	he	feels	

that	other	people	have	their	ways	in	getting	‘the	system’	on	their	side	(Session	16).	This	

emphasizes	his	fear	of	being	presented	with	the	bill	and	his	feeling	of	defencelessness	

or	powerlessness	when	he	fails	to	control	the	image	that	other	people	have	of	him.	
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John, the research object 
 

In	this	section	we	discuss	the	themes	in	John’s	experience	of	participating	in	

psychotherapy	research.	We	distinguish	his	expectations	and	his	actual	experience	of	

the	research	procedure,	which	both	contain	three	main	themes	(Table	2).	

	
A) John’s expectations of research participation 

 

John expects that ‘the university’ can provide better care services than regular out-
patient therapists 

 

John	applies	for	participation	in	the	psychotherapy	study	with	the	explicit	expectation	

that	he	will	find	better	quality	care	in	therapy	that	is	provided	by	the	university	than	

when	he	would	(again)	start	treatment	with	a	regular	out-patient	therapist.	According	

to	John,	the	university	‘is	a	reputable	institution’	and	therefore	‘can	do	it	more	

thoroughly’	(Session	15).	First,	John	expects	that	the	means	that	are	available	to	‘the	

university’,	are	more	‘credible’	(Intake	interview	1)	than	the	available	means	in	regular	

care	facilities.		

	

‘[The	researchers]	asked	me	“what	brings	you	to	us	now?”	And	I	
explained	like,	look,	I	tried	so	many	things.	And	I	do	it	via	the	university	
because	it	would	then,	because	[they]	probably	have	the	means	to	do	it	
thoroughly.’	(Session	1)	

	

For	John,	his	expectation	is	confirmed	right	away	in	the	intake	phase	of	the	study,	which	

yields	a	large	questionnaire	battery	and	saliva	withdrawal	tubes	that	have	to	be	

administered	even	before	the	first	intake	interview.	To	John,	this	‘enormous’	tangible	

procedure	emphasized	the	thoroughness	that	he	was	after,	and	he	‘felt	really	good	

about	that,	when	they	were	administrating	them’	(Session	15).	

Second,	the	fact	that	the	treatment	is	offered	in	the	context	of	scientific	research,	

provides	John	with	a	safeguard	of	quality:	

	

‘It	was	organized	by	the	university,	so	I	thought	that	that	would	be	more…	
I	felt	like	it	would	have	better	chances	of	success	that	to	pick	a	therapist	
just	randomly	again.	[It	guaranteed]	professionality	for	me.’	(Session	15)	
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It	is	noteworthy	that	John’s	motivation	to	participate	thus	lies	in	his	assumption	that	the	

treatment	that	he	may	get	in	the	research	procedure	is	particularly	different	from	

regular	out-patient	treatment.	

 

John expects to be monitored thoroughly 
 

John	enters	the	research	procedure	with	the	specific	expectation	that	he	will	be	

monitored	closely.	He	refers	to	his	experience	in	the	psychiatric	hospital,	where	he	was	

admitted	for	several	months:	

	

‘In	[the	psychiatric	ward]	they	talk	about	you	every	morning.’	(Follow-up-
interview	2)	

	

To	John,	it	felt	trustworthy	that	he	was	monitored	so	closely	while	being	admitted.	The	

lack	of	close	follow-up	in	regular	out-patient	services	feels	‘unprofessional’	to	him	and	

thus	makes	him	doubt	the	quality	and	rigor	(Session	15).	With	his	choice	to	participate	

in	the	research,	John	attempts	to	regain	this	sense	of	being	monitored	without	

hospitalization	–	which	he	would	actually	prefer,	but	as	his	drinking	issue	is	‘resolved’	

(Session	14),	hospitalization	wouldn’t	be	warranted	anymore.	Important	to	emphasize	

is	that	John	expects	the	research	procedure	to	add	a	feature	to	treatment	that	is	very	

important	to	him,	which	would	not	be	present	in	regular	out-patient	treatment.	

	

John trusts questionnaires more than own spontaneous speech 
 

The	expected	thoroughness	of	means,	for	John,	extends	to	the	thoroughness	of	

treatment.	When	he	applies	for	research	participation,	he	expects	that	the	

questionnaires	that	are	administered	in	the	research	procedure	will	be	available	to	the	

therapist,	and	thus	can	be	used	to	finetune	treatment	goals.7	Reflecting	on	it,	he	puts	it	

as	following:	

 
7	Concretely,	John	appears	to	expect	Routine	Outcome	Monitoring,	a	relatively	recent	
clinical	principle	in	which	questionnaires	are	administered	by	the	therapist	(as	opposed	
to	an	external	researcher)	and	discussed	in	the	session	to	analyse	complaints	and	
evaluate	symptom	change.	In	this	model,	questionnaires	are	used	as	therapeutic	
technique,	rather	than	as	epistemic	measure	for	the	purpose	of	research	(Cf.,	Barkham,	
Mellor-Clark,	&	Stiles,	2015).	
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‘That	was	the	expectation	that	I	had,	yes.	[…]	I	think	that	[the	therapist]	
could	work	more	efficiently	if	she	was	allowed	to	use	the	[information]	
that	was	available	about	me.	And	that	a	session	could,	it	always	could	be	
more…	that	she	would	have	known	more	of	who	she	was	dealing	with,	so	
that	she	could	have	applied	her	knowledge	and	methods	to	me	more	
efficiently.’	(Post-interview)		

	

This	expectation	is	of	particular	importance	to	John	because	he	does	not	trust	his	own	

spontaneous	speech	as	an	indicator	of	what	is	‘wrong	with	me’	(Follow-up	interview	2).	

According	to	John,	therapies	are	basically	question-and-answer	conversations	in	which	

the	content	of	the	treatment	is	often	‘just	an	answer’.	To	him,	this	answer	could	not	have	

the	same	credibility	as	a	score	on	a	scale.	The	fact	that	speech	is	taken	as	the	basis	of	

psychological	treatment	gives	John	a	responsibility	to	bring	topics	up	himself,	which	

also	implies	that	he	could	fail	to	address	topics	that	could	be	of	importance:		

	

‘Like,	I	want	to	recover,	and	I	want	to	cooperate	optimally.	But	[the	
therapist]	only	gets	the	information	that	I	give,	in	that	conversation.	And	a	
conversation	is	in	the	end,	like	when	we	would	have	the	same	
conversation	tomorrow,	it	would	be	a	totally	different	conversation.	And	
that	frightens	me,	because	I	don’t	know	what	you	[psychologists]	are	
looking	for,	what	you	focus	on.	[…]	But	[in	questionnaires]	you	have	a	
structure	like	“hey,	this	is	what	I	want	to	know	about	you”,	and	yeah,	I	fill	
that	in	honestly,	so	then,	you	know.’	(Post-interview)	

	

In	sum,	John	expects	a	substantial	surplus	of	following	treatment	in	a	research	context,	

as	he	expects	that	both	the	thorough	monitoring	and	the	available	means	will	aid	his	

therapy	beyond	what	would	have	been	possible	in	regular	out-patient	treatment.	

Therefore,	for	John	it	was	a	deliberate	decision	to	start	treatment	as	a	research	

participant.	
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Table 2; Themes and terms in John’s research experience 
 

A) Expectations of research procedure 
John expects that ‘the university’ can provide better care services than regular out-
patient therapists 

He expects that the university has more means to ‘do it thoroughly’ 
He expects that the university makes use of ‘legit’ methods and questionnaires 

John expects to be ‘monitored’ thoroughly 
He searches for in-patient type of monitoring that he won’t find in regular out-
patient care  

John trusts questionnaires more than own spontaneous speech 
He sees research procedure as selection tool for relevant and important issues 
He experiences it as a frightening responsibility to decide on importance of topics 
to be brought up in treatment 

B) Experience of the research procedure 
John is disappointed about the procedural prohibition to share questionnaires with 
the therapist 

He experiences the procedural prohibition as arbitrary rules 
He feels that the procedural prohibition is not in his best interest 

He calls it deplorable that the therapist ‘is not allowed’ to read the questionnaire 
responses 

He would prefer the therapist to read the questionnaires 
He is upset that the therapist is not flexible in obeying the rules by the 
study 

In concrete data collection he is often sloppy and negligent* 
John feels objectified by the research procedure  

He feels desubjectified as a person  
Researcher does not have real interest in him, just as a research object 

He feels used by the research 
He feels set up by the research procedure 
The small print was not clear to John upfront 
He feels that he gave the researchers ‘everything’ but got nothing in 
return 
He feels that the study is not focused at the recovery of the patient’s 
complaints 
John wants to keep his promise to participate 
He feels powerless towards the research procedure 
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The expected surplus of being monitored turned into a negative factor 

He feels that completing questionnaires hurts because they are not used 
in his best  

interest 
He has a hard time balancing his promise to participate and his reluctance 
to keep completing assessments properly 

John feels that the research procedure impacted the treatment  
When questionnaires would be used in therapy, responsibility would not be with 
patient 

He is anxious to forget to say or tell something important is enhanced by 
not using questionnaires 
Not using the questionnaires as ‘flashlight’ makes the therapist 
‘blindfolded’ 

Questionnaires evoke self-observation beyond therapeutic reflection 
Questionnaires indicate complaints that John was not aware of 
Observing (development of) scores evokes specific emotions in John 
Questionnaires can help put important issues on the agenda of the 
therapist  

Research loyalty had him staying in therapy longer than he would have in regular 
treatment 

John tends to quit treatment after three session 
He is surprised by the effect of treatment after 8-20 sessions 
He gained a better impression of therapy 

John appreciates the pre-set time frame of 20 sessions 
The pre-set time frame makes suffering less infinite 

 

Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes, * = 
based on behavioural information 
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B) John’s experience of the research procedure 
 

John is disappointed about the procedural prohibition to share questionnaires with 
the therapist 

	

At	the	end	of	the	intake	procedure,	John	realized	that	the	information	that	he	provided	

to	the	researcher	both	in	questionnaires,	biological	assessment,	and	the	two	intake	

interviews,	would	not	be	shared	with	the	therapist.	Although	he	was	aware	of	the	fact	

that	the	therapist	would	be	selected	at	random	as	part	of	the	research	procedure,	he	did	

not	notice	that	this	therapist	would	be	‘blank’	with	regard	to	personal	or	clinical	

information	–	similar	to	the	starting	point	in	regular	out-patient	treatment.	To	John,	this	

was	deeply	upsetting,	which	he	brings	up	to	the	therapist	spontaneously	in	the	first	

therapy	session:		

	

John:	‘I	was	“pissed	off”	right	after	that	last	conversation	[with	the	
researcher].	I	felt	so	badly	informed.	[…]	After	that	last	conversation,	it	
turned	out	that	all	those	tests	and	all	those	conversations	that	I	did	
already,	that	nothing	is	passed	forward	at	all…’		
Therapist:	‘Well,	they	will	have	reasons	for	that,	I	think?’		
John:	‘Sure,	but	I	am	very	disappointed	by	that.’	(Session	1)	
	

‘...You	know	that	it	was	a	very	very	heavy	disappointment	that	that,	all	the	
energy	that	I	put	into	that..’	(Post-interview)		

	

To	John,	the	fact	that	no	information	is	shared	is	upsetting	because	he	feels	that	it	is	a	

procedural	requirement	that	is	not	in	his	best	interest:	‘…for	the	study,	yes,	but	not	for	

me’	(Post-interview).	At	various	moments	throughout	treatment	he	mentions	how	‘they’	

–	the	researchers	–	will	have	‘their	reasons’	(Session	15)	for	the	procedure,	but	to	him,	

the	requirements	feel	arbitrary:		

	

Therapist:	‘You	can	put	it	in	that	envelope,	I	am	not	supposed	to	read	
it.	Wait,	in	an	enclosed	envelope.’	
John:	‘Right..	you	are	not	allowed	to	read	it.	So	weird.’	(Session	2)	
	

‘To	keep	[those	questionnaires]	a	secret,	well..	I	don’t	see	the	point.’	
(Session	10)	
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To	John,	the	closed-envelope	principle	is	a	very	tangible	frustration,	as	it	confronts	him	

repetitively	throughout	and	after	the	treatment	period.	To	John,	it	seems	‘deplorable’	

(Session	12)	that	information	that	could	be	of	help	in	his	treatment	is	not	used	because	

of	a	procedural	requirement.	Moreover,	John	interprets	the	fact	that	his	therapist	obeys	

those	rules	and	does	not	‘want’	to	make	an	exception	for	him	as	a	lack	of	personal	

interest	from	the	therapist:		

	

Therapist:	‘You	may	put	it	under	enclosed	envelope.’	
John:	‘So	you	are	not	curious…’	(Session	4)	

	

‘[The	therapist]	did	not	want	to	do	that.	I	said,	there’s	no	bigger	favour	
you	could	do	than	to	just	take	a	look	at	what	I	wrote	down	[in	the	
questionnaires],	because	that	is	the	summary	of	my	week,	right.	But	that	
“wasn’t	allowed”…’	(Follow-up	interview	2)	

	

While	the	therapist	does	not	concede	to	John’s	request	to	read	the	questionnaires	and	

keeps	referring	to	the	procedure	of	the	study,	John	reiterates	almost	every	session	that	

he	would	rather	have	the	therapist	reading	the	questionnaires	–	either	explicitly	as	a	

question	or	a	remark,	or	implicitly	as	a	reproach.	As	such,	he	repeatedly	brings	up	his	

frustration	–	specifically	about	the	inflexibility	and	arbitrariness	of	the	procedure	–	

even	though	he	knows	that	‘the	rules’	will	not	change:	

	

‘Like:	“no,	this	is	the	procedure.	I	cannot	change	that.”	Period.	Like:	bad	
luck	for	you,	but	nothing	can	be	done	about	it.’	(Session	15)	
		

In	his	behaviour	as	a	research	participant,	John	does	seem	to	respond	to	this	frustration	

by	testing	the	flexibility	of	the	research	procedure.	Explicitly,	he	asked	the	researcher8	

multiple	times	for	changes	of	the	data	collection	procedure,	for	example,	by	asking	for	

an	extension	of	the	time	in	which	he	was	supposed	to	fill	in	the	questionnaires,	or	by	

asking	to	bring	the	saliva	tubes	directly	to	the	university	instead	of	handing	them	over	

to	the	therapist.	Implicitly,	John	was	often	sloppy	and	negligent	in	his	questionnaire	

completion	by	not	answering	parts	of	or	entire	questionnaires,	by	repeatedly	forgetting	

to	withdraw	the	saliva,	and	by	not	providing	asked	details	by	the	saliva	withdrawal:		

 
8	Note	that	this	information	is	based	on	concrete	participant	behaviour	and	informal	
communications	that	were	reported	by	the	researcher	in	the	participant	logbook.	This	is	
anecdotal	information	rather	than	a	finding	in	narrative	analysis.	
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Therapist:	‘The	card	you	can	just	fill	out,	there	is	the	card,	with	those	
dates	and	other	details.’	
John:	‘Yeah,	well.	I	never	do	that.	Did	they	say	something	about	it?’	

(Session	7)	

	

The	oppositional	tone	of	voice	in	this	quote	seems	to	be	in	line	with	the	often	sloppy	

and	incomplete	administration	of	data	collection	means	by	John	as	was	denoted	by	the	

researcher	in	the	participant	logbook.	Noteworthy	in	the	quotes	in	this	section,	

moreover,	is	that	John	often	expresses	his	discontent	with	the	procedure	in	personal	

terms	by	concretely	addressing	the	motivation	and	interest	of	both	the	therapist	and	

the	researcher(s).		

 

John feels objectified by the research procedure 
 

In	his	participation	in	the	research,	John	experiences	the	way	that	he	is	addressed	as	

impersonal.	He	feels	that	he	is	not	taken	as	a	subjective	and	experiencing	person:	

	

‘In	hindsight,	I	felt	completely	ignored	as	a	person.	I	was	a	research	object	
or	whatever	you	would	call	that.	[…]	At	that	moment,	it	does	not	matter	
who	you	are.	That	is	just	a	totally	distanced	relationship.	[I	am]	just	a	
number.’	(Session	15)	

	

According	to	John,	the	researcher	who	conducts	his	interviews	and	functions	as	his	go-

to-person	in	the	research	procedure,	‘does	not	have	a	real	interest	in	me’	(Session	15).	

To	John,	it	feels	as	if	he	just	provides	the	data	that	the	researcher	is	interested	in,	

regardless	of	who	he	is.	After	bringing	up	his	annoyance	in	an	interview,	the	researcher	

asks	him	how	he	then	experiences	the	interview	which	he	answers	as	follows:	

	

‘Well,	I	don’t	find	it	unpleasant,	it	is	an	interesting	conversation.	But	I	
keep	tasting	this	sourness	in	it,	because	I	know	that	it	will	never	be	
profitable	for	me,	this	conversation.	Although	we	go	very	deep	and	there	
are	things	in	it	that	could	help	me,	it	remains…	uh…	yeah	like…	I	think	that	
those	issues	that	we	tap	into	here,	that	we	discussed,	that	when	we	would	
work	on	that	[therapeutically],	like	when	you	could	provide	me	with	
directions,	that	I	could	actually	do	something	with	that.	But	now,	it	is	a	
conversation	for	the	dustbin.’	(Peri-interview)		
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This	quote	shows	that	even	though	the	matter	that	is	discussed	is	interesting	to	John,	

and	possibly	even	helpful	in	a	therapeutic	sense,	John	is	so	aware	of	specific	research	

interests	of	the	researcher	that	it	interferes	with	what	he	can	take	out	of	it	himself.	As	

he	had	specific	expectations	of	gain	from	participation	that	are	not	met	by	the	

experience,	John	feels	used	by	the	research:	

	

‘You	give	in	to	a	system,	right,	to	a	system.	And	you	don’t	know	what	the	
research	is	about,	right.	Uhm..	Like	I	said,	I	want	to	contribute	to	that	as	
long	as	I	benefit	from	it	as	well.	[…]	But	it	is	the	way	that	is	was	done	that	
was	disappointing.	[…]	Some	days	it	pops	up,	like,	how	I	feel,	like	I	was	set	
up,	framed.’	(Post-interview)	

	

To	John,	‘the	small	print’	(Session	15)	of	the	research	procedure	was	not	clear	to	him	

upfront.	Whereas	he	gave	the	researchers	‘everything’	and	‘went	to	lengths	for	them’	

(Session	15),	he	feels	that	he	did	not	get	anything	useful	in	return	–	at	least	nothing	that	

met	his	expectations:		

	

‘Look,	I	help	them	with	those	[data]	but	they	help	me	absolutely	not	at	all.	
You	[to	the	therapist;	FT]	help	me	and	I	pay	for	that.	Okay,	they	give	me	
[money]	in	return	but	that’s	not	why	I	do	it.	So	that	relationship	is	uneven.	
I	don’t	experience	it	as	reciprocal’	(Session	15).	
	

‘That’s	why..	also,	I..	(clears	his	throat)..	those	questionnaires	and	saliva	
tests.	I	did	not	have	a	good	feeling	about	those,	simply	because,	it	was	
actually	quite	clear	to	me	that	uh,	“that	is	not	at	all	intended	to	make	you	
better,	that’s	just	for	the	research”.’	(Post-interview)	

	

This	quote	shows	that	in	hindsight,	John	feels	that	his	suffering	was	just	seen	as	useful	

for	research	purposes	rather	than	a	motivation	to	provide	him	with	proper	care.	Here,	it	

is	noteworthy	that	the	monetary	compensation	that	is	explicitly	provided	to	reimburse	

the	efforts	of	participants	for	the	study	(that	is,	it	is	not	described	as	a	‘discount’	on	

regular	treatment	fees),	for	John	does	not	suffice	as	a	compensation	in	any	substantial	

way.	

Here,	John	experiences	a	dilemma:	as	he	puts	it,	he	made	a	promise	to	the	

researchers,	and,	to	John,	a	promise	is	an	important	part	of	who	he	is	as	a	person:	‘I	am	

like	that:	I	give	you	my	word	and	[I]	persevere	in	that.’	(Session	15).	Even	though	he	did	

realize	that	he	was	free	to	quit	the	study,	which	was	explicitly	discussed	orally	and	



Part B 
 

 134 

written	in	the	informed	consent	before	to	the	start	of	the	first	Intake-interview,	it	was	

important	to	him	to	stick	to	his	promise	to	participate:	

	

Researcher:	‘Were	you	aware	during	the	study	that	you	could	quit	at	
any	moment,	that	it	was	totally	up	to	you	to	stop	or	go	on?	Was	that	
on	your	mind	at	any	point	during	the	study?’	
John:	‘Yes	yes	yes	absolutely.	Uhm	but	yeah	like	I	said,		by	the	time	that	
five	or	six	[therapy]	sessions	had	been	done,	then	I	had	something,	I	
started	to	benefit	from	that	as	well.	And	then	I	continue,	right.	Like,	when	
I	would	now	[after	treatment	termination;	FT]	say	like,	“uh	no,	I	won’t	
participate	anymore	in	the	interviews”,	I	would	find	that	nasty	of	myself.	
That	is	not	possible,	I	mean,	I	understand	that	you	cannot	only	take	the	
benefits.	[…]	that’s	not	my	style,	you	know.	[…]	It	is	an	agreement,	right,	
each	party	has	his	expectations,	regardless	of	them	being	communicated	
good	or	badly.’	(Post-Interview)	

	

This	quote	shows	that	it	is	not	only	important	to	John	to	keep	his	‘promise’	as	a	

principle	of	his	personality,	but	it	also	is	an	opposition	to	what	he	regards	as	a	cheat	or	a	

lie	by	the	researchers.	In	this,	John	feels	powerless:	

	

‘That	is	the	story	of	my	life.	When	it	has	to	do	with	institutions,	then	it	
doesn’t	matter	who	is	right	or	wrong.	Even	though	it	may	be	clear	who	is	
in	the	wrong	here,	I	will	eventually	face	the	liability	for	it.’	(Follow-up		
interview	4)	
	

‘Like	yeah,	you	are	there,	and	you	can’t	get	out.	[There	is]	no	good	
[option].	Because	blowing	it	up,	I	wouldn’t	be	helped	with	that	either.	At	
that	moment,	you	are	looking	for	help.	When	you	finally	take	that	step	to	
seek	treatment,	like,	to	start	following	therapy,	like,	that	is	not	self-
evident.	And	when	that	road	has	obstacles,	then,	yeah,	you	really	feel	
powerless.’	(Session	15)	

	

At	this	point,	for	John	the	expected	surplus	of	research	participation	seems	to	have	

turned	into	a	negative	factor.	The	‘“waste	of	information”	that	could	be	of	benefit	to	me’	

(Follow-up	interview	4)	is	an	ongoing	frustration	to	him	(and	thus	is	reiterated	up	to	

the	last	interview,	two	years	after	treatment	termination).	This	makes	it	hard	for	him	to	

keep	up	to	his	own	standard	and	continue	in	the	research	procedure	in	a	proper	way.		

	

‘It	hurts	me	now	to	fill	in	the	questionnaires,	like,	those	are	really..	deep	
and	thorough.	Why	can’t	they	be	used	for	me.	Well,	I	can’t	be	opinionated	
about	it,	it	is	as	agreed	upon…’	(Peri-interview;	with	emphasis)	
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John	finds	himself	torn	between	his	promise	and	his	disappointment.	Consequentially,	

he	distanced	himself	from	the	research:	

	
‘Whereas	in	the	beginning	I	had	quite	much	affinity	with	it.	But	[I	am	
disappointed	by	it]	from	day	one.	[…]	Like	I	said.	I	don’t	have	any	
connection	to	it	anymore.’	(Post-interview)		

	

This	lack	of	connection	and	affinity	towards	the	research	procedure	impacts	

John’s	motivation	to	properly	withdraw	his	saliva	samples	and	questionnaires.	

Interestingly,	he	remains	very	verbal	within	each	of	the	interviews,	which	are	

always	very	easily	planned,	and	he	always	talks	for	more	than	an	hour	without	

much	need	for	encouragement	(Participant	logbook).	So	while	John	feels	being	

treated	as	an	object	of	study	rather	than	a	human	being	in	need	of	help,	he	tends	

to	go	to	lengths	to	provide	the	researchers	with	a	detailed	narrative	–	despite	his	

complaint	about	the	one-sidedness	in	the	relation	with	the	research(er)	and	the	

lack	of	interest	in	him	as	a	person.	

 

John feels that the research procedure impacted the treatment  
 

The	previous	themes	yielded	John’s	experience	of	being	a	research	participant	and	his	

particular	disappointment	about	the	limits	of	the	research	procedure,	which	impacted	

his	motivation	to	properly	complete	data	collection	means.	Beyond	the	impact	of	the	

research	procedure	on	John	as	a	person,	John	also	experienced	the	research	procedure	

as	impacting	his	treatment	and	the	development	of	and	insight	into	his	complaints.	

First,	John	is	frightened	by	the	responsibility	that	he	feels	as	patient	to	talk	about	

topics	that	‘matter’.	As	such	responsibility	makes	him	anxious,	he	intentionally	started	

treatment	within	a	research	context	expecting	that	the	use	of	questionnaires	would	help	

to	temper	that	fear.		

	

‘You	constantly	face	the	fear	that	you	forget	to	say	something	important.	
Uhm..	so	you	have	the	feeling	like	“yeah,	I	am	steering,	I	decide	about	the	
information	that	is	being	given”,	but	that	is	something	that	I	find	
frightening	and	it	puts	a	lot	of	responsibility	in	my	court.’	(Post-
interview)	
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‘I..	yeah	I,	with	that	one	hour	per	week,	[the	therapist]	can’t,	she	can’t	
really	get	deep	enough	into	it,	right	[…]	I	don’t	think	that	she,	that	she	
really	knows	who	I	am.	She,	we,	we	work	anecdotally,	and,	but,	that	is	like,	
I	call	that	blindfolded,	right.	[She]	can	be	right	occasionally	but	that	is	
coincidental,	right.	Whereas	with	[those	questionnaires]	you	could..	uhm,	
yeah	then	the	blindfold	would	be	off,	I’d	say.’	(Peri-interview)	

	

The	fact	that	questionnaires	are	administered	but	not	used,	for	John	not	only	omits	the	

expected	reduction	of	fear	that	he	always	experiences	when	he	goes	through	treatment,	

but	it	also	enhances	his	fear.	As	John	puts	it,	the	therapist	remains	blindfolded	by	the	

prohibition	to	use	the	questionnaires	–	just	as	it	would	be	in	general	treatment	–	but	

John	himself	does	experience	the	questionnaires	as	‘flashlight’	(Peri-interview)	that	can	

indicate	problems	that	he	was	not	(very)	aware	of.	In	this,	he	feels	deprived	of	the	

guidance	of	the	therapist	to	make	sense	of	those	problems,	which	enhances	his	fear	of	

something	being	wrong	with	him.	By	scoring	the	questionnaires,	he	feels	even	more	

confused	about	all	the	possible	complaints	and	causes	of	‘my	problems’,	and	he	doesn’t	

feel	able	to	distinguish	whether	something	is	‘important	enough’	(Peri-interview)	to	

bring	it	up	in	treatment.	

	

‘But	when	things	become	clear	in	those	[questionnaires],	like	somethings	
is	really	going	wrong	there,	but	that	is	an	isolated	issue	right,	but	I	do	not	
know	[whether]	it	has	priority.	But	you	know,	I	think,	[the	therapist	
could]	(makes	a	quote-sign)	“put	that	in	a	drawer	somewhere,	remember	
that”.’	(Post-interview)		

	

‘An	[example	item	in	the	questionnaires]	is	that	I	prioritize	the	needs	of	
others	over	my	own.	Actually,	I	forgot	that	a	bit,	I	was	not	actively	
bothered	by	that.	But	when	I	have	to	answer	that,	it	would	be	the	right	or	
extreme	right	[side	of	the	scale].	Then	I	had	to	conclude	that	when	it	was	
so	on	the	right	[side],	it	is	actually	extreme.	Then	you	know	you	are	not	
doing	well.	That	indicates	a	problem	to	me.’	(Follow-up	interview	2)	

	

So,	whereas	John	feels	that	by	not	sharing	the	questionnaires,	the	therapist	misses	

topics	that	might	be	important,	at	the	same	he	does	notice	those	topics	himself.	That	

way,	the	questionnaire	administration	evokes	self-observation	that	makes	John	aware	

of	issues	and	developments.	In	his	own	words,	the	questionnaires	‘put	the	finger	in	the	

wound’	(e.g.,	Session	4).	Importantly,	the	latter	quote	above	shows	that	the	

questionnaires	to	John	not	only	indicate	(the	severity	of)	problems	that	he	is	aware	of,	
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but	they	also	‘suggest’	(Session	15)	or	prime	issues	that	were	not	‘actively	bothering’	

him	but	still	has	to	score	positively	when	asked	upon.		

	

‘It	is	a	form	of	registration	from	which	issues	can	come	to	the	fore,	on	the	
one	hand.	On	the	other	hand,	it	keeps	you	alert	to	a	whole	array	of	issues.’	
(Follow-up	Interview	2)	

	

Completing	the	questionnaires	repeatedly	also	invites	John	to	self-observation	of	

change	of	issues.	For	example,	when	the	therapist	asks	him	about	his	anxiety,	he	

answers	that	they	are	‘quantifiably	worsened’	(Session	20),	referring	to	his	scores	on	

the	questionnaires.	It	shows	how	the	repetitive	administration	of	questionnaires	invites	

John	to	monitor	the	development	and	change	of	his	complaints,	which	comes	across	in	

the	following	quotes:		

		

‘[The	questionnaires]	are	like	a	summary	of	my	week.	It	says…	like	they	
are	the	parameters.	It	doesn’t	go	well	now.	It	goes	downhill.’	(Session	10).		
	

‘When	I	have	a	5	today	and	a	4	tomorrow,	then	I	know	something	is	
changing.’	(Follow-up	interview	2)	

	

These	quotes	further	show	that	scores	are	not	neutral	to	John.	Being	able	to	score	

specific	numbers	or	‘sides’	on	the	scales	evokes	an	emotional	response;	when	he	feels	

that	his	scores	become	better,	that	makes	him	feel	good,	yet	when	scores	appear	

unchanged	or	higher	than	before,	he	feels	upset	about	it.	

	

‘Then	I	had	to	complete	that	questionnaire.	And	it	gave	me	a	lot	of	joy	that	
I	could	score	a	4,	very	often.’	(Session	12)	
	

‘And	it	is	nice	to	be	able	to	score	that,	like	I	used	to	[think	about	an	
assessed	symptom],	and	now	it	is	zero.	[…]	That	feels	good.	Like,	yeah,	it	
confirms	something,	like	I	am	on	the	right	track.	[…	in	that	selection	of	
items]	I	have	to	stay	at	the	left	[side	of	the	scale]	all	the	time.	And	I	am	
pleased	with	that.	[…]	Like,	“if	it	is	only	that..”.’	(Peri-interview)	

	

As	these	quotes	show,	when	John	observes	scores	that	go	‘down’	or	more	‘on	the	left	

side’,	he	feels	confirmation	of	being	‘on	the	right	track’.	However,	he	also	feels	

disappointed	when	he	does	not	observe	such	changes	over	the	course	of	a	week,	which	
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is	‘really	hard’	(Peri-interview)	to	John.	Nonetheless,	John	finds	this	kind	of	self-

monitoring	‘intriguing’	(Post-interview),	as	he	longs	to	know	what	scores	may	indicate.		

	

‘[…]	the	scoring	[of	questionnaires]	itself,	that	reflection,	has	its	use.	[…]	
That	opens	up	something.	And	it	makes	you	take	up	things,	yeah,	you	start	
noticing	it.	It	is	almost	therapeutic.’	(Follow-up	interview	2)		
	

Even	though	John	is	convinced	that	it	is	not	‘his	job’	(Peri-interview)	to	introduce	the	

(content	of)	questionnaires	in	the	treatment,	he	repeatedly	brings	up	issues	that	he	was	

reminded	of	by	the	questionnaires.	The	questionnaires	bring	issues	to	mind	that	John	

uses	‘as	inspiration’	(Peri-interview)	for	the	session,	even	though	those	issues	might	not	

have	been	(overly)	present	during	the	previous	week.	

	

‘[Those	questionnaires]	introduce	things,	right.	[…]	It	brings	things	up.’	
(Peri-interview)	

	

More	explicitly,	John	often	gives	the	therapist	a	peak	into	the	content	of	his	

questionnaires	by	casually	remarking	‘like	I	wrote	in	that	questionnaire…’.	So	even	

though	he	does	not	feel	entitled	–	as	he	is	not	‘the	professional’	(Peri-interview)	–	to	

introduce	topics	that	the	therapist	does	not	explicitly	ask	for,	he	does	feel	that	by	

referral	to	the	questionnaires	he	has	a	‘lead’	to	put	topics	onto	‘the	agenda	of	the	

therapist’	(Peri-interview).	This	way,	the	questionnaires	both	implicitly	and	explicitly	

affect	the	content	of	the	treatment.	

	

Beyond	the	practical	impact	of	research	assessments	in	treatment,	John	experienced	an	

explicit	and	significant	impact	of	research	participation	on	his	motivation	to	go	through	

therapy	at	all.	John	tends	to	‘give	[a	therapist]	three	sessions’	(Intake-interview)	to	

prove	him-	or	herself.	In	almost	all	previous	cases,	John	indeed	left	after	the	first	

session(s)	(Follow-up	interview	4).	Given	that	he	did	not	experience	a	lot	of	change	in	

the	first	few	sessions	in	the	current	treatment,	John	would	‘definitely’	(Post-interview)	

have	quit	if	it	weren’t	for	the	research:		

	

‘I	would	not	have	gone	so	long.	[…]	I	often	quit	after	a	third	session	simply	
because	I	thought…	that’s	also	how	it	goes	[in	my	profession]:	when	you	
go	somewhere	for	the	third	time	and	it	still	did	not	do	anything	for	you,	
you	go	home.’	(Follow-up	interview	2)	
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John	calls	it	the	most	overt	gain	from	his	research	participation	that	his	promise	to	

participate	bound	him	to	the	pre-set	treatment	length	of	twenty	sessions.	As	he	puts	it,	

he	forced	himself	to	‘hang	in	there	until	the	end’	(Post-interview),	despite	his	

disappointment	in	the	research	procedure.	In	hindsight,	this	ostentatious	loyalty	to	

research	participation	had	him	going	to	treatment	substantially	longer	than	usual,	

which	created	an	opportunity	for	him	to	experience	treatment	differently	than	before:			

	

‘Ultimately,	I	did	learn…	when	you	give	it	way	more	sessions,	you	get	a	
result	and	a	bigger	chance	of	growing	towards	each	other	[referring	to	the	
therapist,	FT].	[…]	First	and	foremost,	I	had	to	learn	to	trust	her,	that	she	
knows	what	she	is	doing.	That	is	the	essence.	At	some	point	she	[made	an	
intervention]	and	then	I	thought,	wow,	that	is	way	more	than	a	regular	
conversation	after	all.	Yeah,	absolutely,	very	competent	and	
knowledgeable	and	structured.	That	gave	me	trust.	Then	I	can	give	myself	
more	easily.’	(Follow-up	interview	2)		
	
‘[…]	A	big	advantage	was	that	it	was	weekly.	[…]	It	was	a	quite	an	effort	
for	me	[…]	but	in	hindsight	it	was	very	good,	that	frequency,	even	though,	
especially	in	the	beginning,	you	doubt	like	“what	is	the	point?”.’	(Post-
interview)	

	

To	John,	sticking	to	his	promise	resulted	in	him	being	surprised	in	the	effect	of	

treatment.	As	he	puts	it,	it	changed	his	outlook	on	treatment	for	the	better	(Post-

interview).	Whereas	he	was	rather	suspicious	about	the	expertise	and	knowledgeability	

of	therapists,	of	which	he	visited	and	left	‘a	whole	pack’	before	(Follow-up	interview	2),	

sticking	to	treatment	in	the	context	of	research	made	him	more	trustful	towards	

therapists	in	general.	Specifically,	the	treatment	frequency	(weekly)	and	duration	

(twenty	sessions)	that	were	pre-set	by	the	research	procedure	had	a	positive	and	

surprising	outcome	for	John,	as	it	forced	him	to	allow	himself	to	‘give	in’	and	grow	into	

it	more	than	he	would	have	in	regular	out-patient	treatment.	

While	going	to	treatment	longer	than	usual	had	such	a	positive	impact,	John	

nonetheless	appreciates	the	fact	that	the	termination	of	treatment	was	pre-set	as	well.						

	

John:	‘Actually,	one	should	pay	for	those	twenty	sessions	beforehand.	
Then	the	question	[of	quitting,	FT]	would	not	come	up.	[…]	Knowing	what	
I	know	now…	it	seems	good	to	me	to	pre-set	an	ending	because	otherwise	
you	will	always	be	like…	it	becomes	something	endless,	infinite.	Even	
though	the	problem	might	be	endless,	it	still	seems	good	to	me	to	[…]	
make	it	clear	where	the	beginning	and	the	end	are.	[…]	Quitting	is	not		
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an	option	then.	[…]	Outside	the	research,	with	a	regular	therapist,	you	
don’t	have	that.	[…].	[then]	it	becomes	lingering,	right.’		
Researcher:	‘Would	you	have	signed	up	for	that,	paying	for	twenty	
sessions	beforehand,	if	it	would	have	been	outside	the	research	
context?’	
John:	‘No.’	
Researcher:	‘But	in	hindsight,	you	do	think	it	would	be	a	good	idea?’	
John:	‘Yes.	Feeling	like	I	felt	back	then,	no.	But	when	asked	today,	yes.	
That	is	based	on	experience.	In	the	positive	sense.’	(Follow-up	Interview	
2)	

	

By	installing	such	boundaries,	according	to	John,	the	‘suffering’	becomes	less	infinite	as	

well.	It	enables	‘chopping	up’	the	issues,	thus	making	them	manageable	to	work	through	

‘with	small	jumps’	(Follow-up	interview	2).	This	way,	pre-structuring	the	timeline	of	

treatment	for	John	also	changed	his	outlook	on	‘the	problem’	from	infinite	suffering	to	

manageable	and	workable	problems.	

John,	thus,	feels	that	the	research	procedure	did	serve	as	a	surplus	to	his	

treatment,	as	it	had	him	stick	through	it	at	a	regular	pace	and	as	such	allowed	him	to	

experience	the	–	surprising	–	efficacy	of	treatment.	In	hindsight,	he	even	suggests	that	

some	features	of	the	research	structure	could	be	added	to	general	treatment.	On	the	

other	hand,	it	is	rather	obvious	to	him	that	he	would	not	have	signed	up	for	that	outside	

the	research,	which	shows	that	the	fact	that	he	participated	in	the	research	ultimately	

enabled	him	to	experience	the	value	of	therapy.		

 

John, the patient-participant 
 

In	this	section,	we	synthesize	John’s	experience	of	the	research	procedure	with	his	

narrated	complaints	by	interpreting	the	themes	in	John’s	experience	of	the	research	

procedure	through	the	lens	of	his	core	complaints	(Smith	&	Eatough,	2007).		

	

John	applied	for	research	participation	with	a	particular	expectation	about	the	quality	

of	treatment	that	would	be	provided	by	the	university.	He	expected	that	the	treatment	

would	be	substantially	different	from	treatment	that	he	could	obtain	in	regular	out-

patient	care	facilities,	so	he	started	the	process	with	a	specific	expectation	to	gain	from	

research	participation	beyond	regular	treatment	benefits.	Further,	he	desired	to	be	

monitored	closely,	in	a	similar	way	as	in	residential	treatment.	In	sum,	when	John	

applied	to	participate	in	the	psychotherapy	study	he	both	expected	a	substantially	
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different	treatment	and	a	surplus	from	the	research	procedure	itself.	However,	as	was	

discussed	in	the	previous	sections,	John	was	very	disappointed	by	the	fact	that	the	

information	that	was	gathered	in	function	of	the	study	was	not	shared	with	the	

therapist.	For	John,	this	both	nulled	the	expected	superior	quality	of	treatment	as	well	

as	the	surplus	by	the	research	monitoring.		

In	this	particular	experience	of	the	research	participation,	John	experienced	a	

quite	overt	repetition	of	the	themes	that	he	narrated	as	his	core	complaints.	First,	John	is	

afraid	to	disappoint	others	and	is	therefore	eager	to	control	the	image	that	other	people	

have	of	him.	As	he	uttered	repeatedly,	both	to	the	therapist	and	the	researcher,	he	went	

to	lengths	to	provide	the	researcher	with	information	and	he	was	keen	to	be	as	honest	

and	detailed	as	possible.	However,	according	to	John,	the	researchers	presented	him	

with	‘the	small	print’	of	the	research	procedure,	which	made	it	clear	to	him	that	the	

research	was	not	in	his	best	interest	–	opposite	to	his	expectation.	Therefore,	John	feels	

that	the	researchers	stabbed	‘the	knife	in	his	back’,	as	he	feels	that	they	used	him	to	

their	advantage.	The	research	procedure,	and	in	particular	the	concrete	persona	of	his	

go-to	researcher,	to	John	became	part	of	the	80-percent	of	bad	people	in	society.	This	

way,	the	disappointment	that	John	experienced	in	his	role	of	a	research	participant	lead	

to	a	reiteration	and	confirmation	of	his	overwhelming	fear	that	others	will	disappoint	or	

disenchant	him.	In	this	case,	disenchantment	seems	to	be	the	proper	translation,	as	

John’s	high	and	somewhat	idealized	expectations	on	participation	in	university	research	

were	indeed	shattered.		

In	this,	John	feels	victim	of	this	bad	and	unpredictable	other	again,	which	he	

shows	both	by	concrete	descriptions	of	his	disappointment	to	the	therapist	and	the	

researcher	and	in	his	choice	of	words	to	describe	himself	as	the	dependent,	objectified,	

manipulated	naïve	person.	Despite	feeling	trapped	by	the	other,	to	John	it	is	of	utmost	

importance	to	stick	to	his	promise	and	to	remain	loyal	to	the	research	participation.	For	

him	it	is	important	that	in	the	face	of	the	dishonest	other,	he	himself	remains	the	honest	

one,	even	though	he	may	be	used.	Moreover,	he	feels	that	it	is	‘their	word	against	mine’	

(Session	15)	and	given	the	research	being	a	‘system’	in	which	he	has	a	dependent	

position,	he	will	be	on	the	losing	end	principally,	regardless	of	it	being	righteous.		
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Discussion: How John’s experience of data collection threatens the validity of data in 
psychotherapy research  
 

What	was	it	like	for	John	to	be	a	participant	in	psychotherapy	research,	and,	as	such,	to	

be	asked	to	provide	data	on	his	complaints?	As	a	participant	in	the	randomized	

controlled	psychotherapy	study	GPS	(Meganck	et	al.,	2017),	John	provided	a	large	

amount	of	quantitative	and	biological	data	by	completing	questionnaires	and	

withdrawing	saliva	samples,	among	other	things.	The	collection	of	such	data	is	meant	to	

represent	the	process	of	change	due	to	treatment	by	assessing	symptom	levels	before,	

during,	and	after	treatment.	Subsequently,	this	data	serves	as	input	for	statistical	

analyses	of	treatment	effect	on	aggregate	level.	However,	participating	in	the	

psychotherapy	study	for	John	provoked	a	repetition	of	prominent	themes	which	made	

him	seek	treatment	in	the	first	place.	As	John	was	so	vocal	about	his	experience	of	

participating	in	the	research	in	general,	and	about	being	asked	to	provide	data	in	

particular,	it	is	vital	to	understand	how	this	experience	may	have	affected	the	validity	of	

his	data	that	was	collected	in	function	of	evidencing	treatment	effects.	In	this	section,	we	

first	discuss	three	levels	on	which	John’s	experience	of	the	research	procedure	impacted	

the	data	that	he	collected,	and	we	discuss	how	valid	it	would	be	to	take	this	data	as	

input	for	evidence	analysis	on	therapeutic	effects.	Based	on	these	levels,	we	argue	that	

without	scrutiny	of	the	validity	of	data,	the	data	gathered	in	RCT-based	psychotherapy	

research	–	even	when	conducted	‘following	the	book’	–	cannot	straightforwardly	be	

used	as	a	basis	for	evidence	on	therapeutic	efficacy.	

 

[Level 1] Intentional sabotage as ‘missing data’ 
 

First,	John	actively	sabotaged	the	data	collection.	As	a	reaction	to	his	experience	of	

injustice	and	misuse	by	the	researchers,	John	tended	to	bend	the	systematicity	of	data	

collection	by	ignoring	instructions	and	by	leaving	items	or	entire	questionnaires	

unscored.	When	John	does	not	follow	instructions,	this	causes	a	problem	for	the	

comparability	of	his	data.	In	psychotherapy	research,	data	collection	is	conducted	

systematically	to	secure	that	data	are	collected	within	circumstances	that	are	as	alike	as	

possible.	For	example,	saliva	samples	are	gathered	immediately	after	waking	up	and	

right	before	going	to	bed	for	four	days	in	a	row,	so	that	the	moment	of	withdrawal	

within	the	personal	biorhythm	may	be	comparable	to	a	moment	of	withdrawal	of	
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another	person,	regardless	of	the	specific	hour	of	withdrawal.	Another	example	is	that	

when	all	patients	complete	questionnaires	before	the	start	of	a	treatment	session,	the	

assessment	of	complaints	takes	place	after	a	week	of	‘flying	solo’	and	in	anticipation	of	a	

session	in	which	complaints	will	be	discussed	again.	When	John	‘forgets’	to	complete	his	

questionnaire	and,	thus,	completes	it	after	the	session,	the	moment	of	assessment	is	

completely	different,	as	it	follows	an	hour	of	reflection	on	complaints	during	the	

treatment	session	as	well	as	an	urge	by	the	therapist,	which	may	both	impact	the	way	of	

scoring	and	thus	the	comparability	of	scores	to	others’.		

Furthermore,	John’s	tendency	to	not	complete	his	questionnaires	properly	by	

leaving	items	or	entire	questionnaires	open	results	in	‘missing	data’	in	the	dataset.	

Missing	data	are	common	in	all	forms	of	data	collection,	due	to	imprecise	or	failing	

instruments	or	to	forgetfulness	or	sloppiness	of	the	people	that	conduct	the	

administration	(Field,	2009).	In	statistical	research,	missing	data	are	denoted	as	‘99’	in	

data	sets,	so	that	they	are	recognizable	as	values	(cf.	Mook	&	Parker,	2001).	

Subsequently,	researchers	formulate	a	rule	to	handle	such	missing	data.	The	most	used	

solution	is	to	replace	missing	values	by	a	statistically	meaningful	alternative,	based	on	

the	mean	score	of	the	overall	measure	or	previous	scoring	patterns,	to	be	able	to	derive	

a	sum	score	on	the	overall	measure	containing	the	accurate	amount	of	data	units	(cf.	

Field,	2009).	When	a	participant	displays	too	many	missing	values,	researchers	could	

ultimately	decide	to	exclude	the	particular	measure	or	the	entire	participant	from	data	

analysis.		

However,	to	approach	John’s	missing	data	simply	as	errors	in	the	data	collection	

seems	a	severe	underestimation,	which	seems	at	odds	with	the	goal	of	clinical	research.	

As	John	does	not	‘forget’	to	complete	items	but	actively	leaves	them	open,	the	missing	

data	are	no	mistake.	The	exclusion	or	replacement	of	‘missing	data’	implies	that	those	

particular	scores	in	a	way	are	insignificant	enough	to	be	replaced	by	a	neutral	data	unit.	

However,	John’s	intentional	act	contains	meaning	that	is	vital	to	understand	the	clinical	

process	of	Johns	complaints,	which	makes	the	non-scores	rather	meaningful	data	units.	

However,	given	the	practical	need	to	input	scores	for	the	purpose	of	statistical	analyses,	

this	meaningful	yet	absent	type	of	data	will	get	lost	in	the	aggregate.	Therefore,	to	

regard	John’s	‘absent’	scores	simply	as	missing	data	in	a	statistical	sense	would	be	to	

throw	out	the	baby	with	the	bath	water,	as	it	would	imply	a	replacement	of	meaningful	
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data	by	meaningless	or	neutral	data	units,	which	seems	to	be	at	odds	with	the	aim	of	

clinical	knowledge	production	(cf.	Carey	&	Stiles,	2016).	

Thus,	the	fact	that	John’s	sabotage	of	data	collection	appears	to	be	rather	

meaningful	in	the	context	of	his	complaints,	poses	a	threat	to	the	validity	of	data.	In	this	

paper,	we	won’t	go	into	questioning	what	the	data	does	evidence	for	this	case	(cf.	

Cartwright	&	Hardie,	2017),	but	rather	question	what	role	it	could	and	would	play	when	

it	is	used	as	part	of	the	aggregate	data	set,	that	is,	as	part	of	the	input	for	statistical	

analyses	to	derive	evidence	on	treatment	efficacy.	As	John’s	sabotaged	data	would	be	

incomplete,	it	would	technically	fail	to	be	a	complete	picture	on	the	therapeutic	process,	

which	is	necessary	when	this	data	is	to	serve	as	input	into	the	analysis	of	evidence	of	

treatment	success.	Nonetheless,	as	was	made	clear	in	the	introduction,	Johns	data	

would	by	all	means	be	part	of	the	aggregate	as	he	complies	to	all	eligibility	criteria,	

which	shows	that	this	threat	to	validity	would	become	inherent	to	the	data	set	without	

being	noticed.	Furthermore,	the	intentionality	of	the	sabotage	–	which	is	noticeably	

embedded	in	the	complaint	that	is	the	object	of	study	–	makes	it	questionable	whether	

missing	data	can	be	left	out	or	statistically	replaced	without	loss	of	clinically	relevant	

meaning.	As	the	function	of	psychotherapy	research	is	to	derive	an	evidence-base	for	

concrete	clinical	practice,	it	would	be	paradoxical	to	obliterate	clinical	meaning	from	the	

data.				

	

[Level 2] Research procedure as reiteration and intensification of complaints 
 

Secondly,	indeed,	it	‘hurt’	for	John	to	complete	the	questionnaires.	Even	though	this	

small	remark	may	seem	trivial	upon	a	first	look,	it	is	a	particularly	meaningful	remark	

because	the	act	of	questionnaire	administration	for	John	became	a	repetitive	

confrontation	with	his	disappointment	in	people.	Thus,	scoring	items	on	questionnaires	

in	function	of	data	collection	for	John	provoked	an	emotional	reaction	in	addition	to	the	

target	complaints	that	were	supposed	to	be	assessed.	For	some	cases,	the	confrontation	

with	items	in	questionnaires	can	confront	them	with	specific	situations,	feelings	or	

thoughts,	which	in	itself	may	provoke	an	emotional	reaction	(cf.	Galasiński	&	

Kozłowska,	2010,	for	an	experiment	on	meaning	in	questionnaire	administration).	That	

is,	the	items	in	questionnaires	may	function	as	a	primer	of	complaints	that	are	

experienced,	and	as	such,	the	questionnaire	can	become	a	catalyst	of	emotions.	This	
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impacts	scores	on	these	questionnaires,	implying	that	the	scores	not	just	represent	the	

experience	of	target	complaints	but	also	the	experience	of	answering	questions	itself	

(for	a	detailed	clinical	case	discussion,	see	Truijens	et	al.,	2019).	In	John’s	case,	however,	

his	emotional	reaction	was	not	so	much	provoked	by	the	content	of	questionnaires	

items	(on	the	contrary,	he	was	very	positive	about	questionnaire	administration),	but	

rather	by	his	feelings	about	the	researchers	and	the	research	procedure,	which	to	him	

was	tangible	each	time	when	a	questionnaire	was	administrated	that	could	have	been	in	

his	best	interest.	Therefore,	John’s	data	not	only	convey	a	reaction	to	the	questionnaires,	

but	also	a	reaction	to	the	function	of	the	questionnaires,	which	to	him	is	a	confirmation	

of	the	complaint	that	got	him	to	seek	treatment	in	the	first	place.	This	way,	his	data	do	

not	only	yield	the	assessment	of	complaints	that	were	present	anyway,	but	also	a	

substantial	increase	of	experienced	complaints	implied	by	the	administration	of	

questionnaires.		

This	way,	the	act	of	research	for	John	becomes	a	threat	to	the	validity	of	data,	as	

it	implies	an	increase	of	the	severity	of	symptoms	under	study.	This	could	be	called	

‘noise’	or	random	error	in	the	process	of	measurement.	Statistical	inference	yields	the	

assumption	that	when	samples	are	large	enough,	such	random	measurement	errors	will	

be	distributed	evenly	over	samples	and	as	such	would	not	impact	the	found	mean.	

Therefore,	we	would	expect	that	researchers	would	refer	to	the	statistical	measurement	

error	term	in	statistical	analysis	as	a	solution	to	this	problem,	provided	that	the	sample	

was	large	enough	indeed.	As	such,	it	would	be	assumed	that	the	impact	of	research	

would	be	distributed	evenly	within	samples,	and,	therefore,	it	should	be	possible	to	find	

patterns	over	people	that	can	be	attributed	to	treatment.		

In	this	scenario,	it	would	be	necessary	to	work	with	very	large	sample	sizes,	

which	however	have	been	found	unrealistic	in	psychological	science	(cf.	Wampold	&	

Imel,	2015).	Nonetheless,	when	large	sample	sizes	would	in	fact	be	able	to	overcome	

this	type	of	problems	on	the	level	of	data	collection,	researchers	should	surely	be	

motivated	to	find	a	way	around	these	practical	obstacles.	The	question	is	whether	it	

indeed	is	able	to	overcome	these	problems	in	research	practice.	This	practical	

applicability,	however,	is	hindered	by	principle:	the	principle	of	statistical	inference	

requires	the	assumption	that	the	‘noise’	is	non-systematic,	that	is,	random	and	trivial.	As	

such,	the	proposed	solution	would	rely	on	assumption	rather	than	on	an	empirical	

foundation.	Hitherto,	there	is	no	control	to	model	the	impact	of	noise	on	statistical	
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inference	(cf.	Desmet,	2018),	which	made	Schmidt	and	Hunter	(1996)	wonder	whether	

it	is	‘true	that	scientists	need	only	mention	error	of	measurement	in	order	to	make	it	go	

away’	(p.	199).		

In	fact,	for	statistical	inference	to	be	a	practical	solution	to	solve	the	practical	

problem	that	we	set	out	in	this	paper,	it	would	be	necessary	to	scrutinize	whether	the	

research	impact	indeed	is	coincidental	noise	that	is	specific	for	this	case	and	not	so	

much	for	others.	Otherwise,	it	would	not	be	trivial	but	systematic.	When	it	would	

appear	to	be	systematic	it	would	not	be	solved	by	maximizing	samples,	as	it	would	be	

present	for	all	cases.	In	that	case,	the	act	of	doing	research	should	be	called	a	systematic	

bias	to	research	findings,	and	as	such	would	pose	a	threat	to	the	validity	of	data	as	input	

for	evidence	of	the	target	effect.	That	is,	when	the	input	into	statistical	analysis	is	

flawed,	the	statistical	pattern	will	yield	something	that	cannot	be	interpreted	as	

treatment	effect.	This	would	not	mean	that	statistical	analysis	would	not	be	capable	of	

deriving	statistical	patterns	per	se,	but	it	would	not	guarantee	that	the	data	nor	the	

subsequent	statistical	pattern	are	valid	in	function	of	operationalization	of	treatment	

effect.	Importantly,	‘data’	are	not	self-evident;	they	are	collected	to	evidence	something.	

This	reference	is	a	practical	operationalization,	and	as	such,	the	data	should	be	valid	as	

the	operationalization	of	the	target	variable	(cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	

Meganck,	2019).	Validity	of	data	thus	is	not	inherent	to	measures	but	depends	on	the	

goal	or	context	in	which	the	data	is	used.		

Therefore,	we	urge	researchers	to	scrutinize	the	validity	of	their	data	in	function	

of	their	operationalization	of	the	target	variable.	If	we	–	as	researchers	–	fail	to	look	into	

what	happens	on	the	level	of	data	collection,	we	would	not	be	able	to	identify	whether	

the	research	impact	is	random	error	or	systematic	bias.	As	individual	data	collection	is	a	

precondition	for	the	sample-based	research	(see	Truijens,	Van	Nieuwenhove,	De	Smet,	

Desmet,	&	Meganck,	under	review),	it	would	not	be	sufficient	to	simply	rely	on	the	

assumption	that	statistics	‘will	filter	out’	all	those	individual	problems	of	which	we	have	

no	clue	of	the	nature	and	scope.	To	put	it	bluntly,	that	would	base	the	scientific	process	

on	face	validity,	rather	than	on	a	sound	and	secure	evidence-base.	Moreover,	even	when	

the	assumption	that	factors	‘even	out’	over	samples	would	hold	empirically,	it	still	does	

not	guarantee	that	the	chosen	means	of	measurement	are	accurate	to	represents	(i.e.,	

operationalize)	the	object	of	interest	(cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	

Meganck,	2019).	That	is,	even	when	validated	measures	are	capable	of	measuring	target	
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symptoms,	this	validity	does	not	secure	that	practically	collected	data	is	indeed	valid	to	

serve	as	input	for	evidence	generation.	

Therefore,	we	argue	that	to	be	able	to	evaluate	the	statistical	option	as	a	solution	

to	the	empirical	problem	that	we	encountered	in	this	study	it	is	crucial	that	the	

phenomenon	is	studied	within	the	data	rather	than	on	paper	(see	also	Cartwright,	

2007).	Indeed,	it	is	not	possible	to	judge	by	the	numbers	themselves	whether	they	

contain	noise	or	bias,	so	just	solving	a	numerical	problem	by	numerical	solution	would	

be	invalid	as	a	solution	to	the	problem	that	was	shown	by	analysis	of	our	case.	

Therefore,	we	argue	for	the	need	to	scrutinize	the	content,	direction,	variety,	and	scope	

of	research	impact	on	research	data	in	an	empirical	way,	such	as	we	did	in	this	paper,	

rather	than	to	assume	that	it	will	be	okay	once	statistics	do	their	magic.	

 

[Level 3] Research participation as clinical intervention beyond treatment  
 

On	a	third	level,	the	research	procedure	interacted	with	John’s	interpretation	of	his	core	

complaint,	such	that	it	made	John	aware	of	the	content	and	focus	of	his	complaints	in	a	

way	that	he	could	not	grasp	before.	As	the	emotional	response	to	the	research	

procedure	for	John	appeared	as	a	repetition	of	prominent	themes	in	his	core	complaint,	

it	provided	him	with	a	tangible	and	acute	situation	that	allowed	him	to	become	aware	of	

patterns	that	had	bothered	him	before	and	elsewhere.	As	such,	the	research	procedure	

became	something	to	talk	about	in	therapy,	that	is,	it	became	a	tangible	topic	to	discuss.	

To	John,	this	was	particularly	salient	as	he	always	feared	that	he	would	not	be	capable	

of	getting	to	the	point	in	treatment	if	the	choice	of	subjects	was	left	up	to	him.	

Therefore,	the	research	procedure	concretely	entered	in	the	therapeutic	process	and	as	

such	provided	both	John	and	the	therapist	with	a	manifest	starting	point	towards	

untangling	John’s	core	symptom.	This	way,	the	research	procedure	allowed	for	insight	

in	his	complaints,	which	facilitated	John	to	change	his	interpretation	of	and	his	

behaviour	towards	others.		

In	therapy,	therapists	will	be	looking	for	such	concrete	situations	to	work	on	

anyway,	so	it	could	be	called	mere	coincidence	that	in	John’s	case,	it	was	indeed	the	

research	procedure	that	allowed	for	therapeutic	change.	However,	it	is	important	to	

note	that	John	would	simply	not	have	experienced	this	change	if	it	weren’t	for	the	

research.	As	he	puts	it	himself,	he	never	continued	treatment	after	approximately	three	
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sessions	(except	for	the	hospitalization,	in	which	he	could	not	easily	choose	to	leave),	

and	his	commitment	to	the	current	therapy	he	explicitly	ascribed	to	the	research.	As	it	is	

important	to	John	to	stick	to	his	‘promise’	on	research	participation,	he	continued	

treatment	substantially	longer	than	he	would	have	in	a	different	situation.	To	his	own	

surprise,	this	indeed	allowed	him	to	experience	therapy	as	beneficial,	which	further	

allowed	him	to	explore	his	core	complaints,	as	well	as	his	reaction	to	the	research	

procedure	as	a	‘case’	of	the	patterns	that	are	so	functionally	disturbing	to	him	in	life.	

Concretely,	the	systematicity	of	the	research	in	John	provoked	his	urge	to	remain	‘loyal’	

and	as	such	motivated	him	to	stay	in	treatment,	despite	his	disappointment.	

Importantly,	this	made	John	became	aware	of	the	often	problematic	tendency	to	be	

loyal,	as	well	of	his	own	tendency	to	not	give	treatments	a	chance,	thus	not	allowing	

himself	to	benefit.	This	way,	his	emotional	reaction	to	the	research	procedure	invoked	

insight	and	understanding	of	his	core	complaints.	This	awareness	subsequently	became	

input	into	treatment,	which	both	nuanced	his	outlook	on	therapy	as	well	as	the	

interpretation	of	his	own	complaints.		

In	recent	years,	the	impact	of	interventions	on	measurement	in	social	sciences	

has	gained	attention	in	methodological	and	philosophical	literature.	As	Schwartz	and	

Rapkin	(2004)	write	in	the	context	of	quality	of	life	research,	interventions	in	medical	

and	health	care	contexts	–	such	as	the	administration	of	medicine	or	therapies	–	can	

change	the	way	in	which	people	understand	their	situation	and	themselves.	That	way,	it	

can	be	possible	that	an	intervention	not	just	reduces	a	particular	symptom	or	

experience,	but	also	to	change	the	understanding	of	that	symptom.	However,	this	

implies	that	the	measurement	before	treatment	measures	something	different	than	the	

measurement	after	treatment	(McClimans,	2010),	which	poses	a	crucial	threat	to	the	

logic	of	pre-post	study	designs	that	requires	variables	to	be	the	same	before	and	after	

the	intervention.	

Such	a	change	of	interpretation	of	self	can	also	be	sorted	by	measurement	itself	

in	absence	of	interventions:	

	

‘Psychological	measurement	is	often	treated	as	though	it	is	a	completely	
inert	procedure	that	has	no	effects	on	the	people	who	are	completing	the	
measures.	That	is,	it	is	usually	assumed	that	the	process	of	participants	
being	interviewed	or	completing	questionnaires	does	not	result	in	them	
having	different	thoughts,	feelings,	or	behaviour	as	a	consequence.	It	is	
further	assumed	that,	in	the	absence	of	any	intervention,	repeated	
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administration	of	the	same	measures	will	yield	similar	scores	on	each	
occasion,	with	any	variation	due	to	random	error	only.	Despite	this,	there	
is	increasingly	strong	evidence	that	these	assumptions	are	not	always	
valid:	the	process	of	psychological	measurement	can	affect	people’s	
thoughts,	feelings,	and	behaviour,	and	is	therefore	“reactive”.’	(French	&	
Sutton,	2010,	p.	453-454;	emphasis	added)	

	

According	to	French	and	Sutton	(2010,	2011),	examples	of	reactivity	in	scientific	

practice	are	vast	but	at	the	same	time	hard	to	trace	and	compare,	as	they	are	so	wide	

spread	and	varied.	In	their	paper,	they	define	‘measurement	reactivity’	as	‘being	present	

where	measurement	results	in	changes	in	the	people	being	measured’	(p.	454).	This	

way,	the	act	of	measurement	itself	is	the	intervention	to	which	people	react,	and	as	such	

may	impact	their	understanding	of	self	and	complaints.		

Such	reactivity	to	measurement	was	described	in	detail	in	the	case	of	June,	

whom	we	introduced	in	Truijens	et	al.	(2019).	In	June’s	case	–	a	patient	who	agreed	to	

engage	in	a	psychotherapy	study	involving	symptom-focused	questionnaire	

administration	–	indeed	the	measurement	as	such	impacted	thoughts,	feelings,	

behaviour	and	the	overall	constellation	of	complaints.	Questionnaire	administration	

substantiated	June	in	her	fear	that	she	was	mentally	ill,	and,	as	such,	it	not	only	

increased	her	core	complaint,	but	it	also	changed	her	interpretation	of	the	complaints	

and	their	role	within	her	image	of	self.	In	that	case	study,	we	argued	that	measures	that	

are	administrated	in	the	context	of	psychotherapy	research	can	have	a	performative	

impact	onto	the	understanding	of	symptoms	and	the	self.	The	yeast	of	the	

performativity	argument	is	that	it	turns	a	social	situation	into	something	that	was	not	

there	before.	Ian	Hacking	(2000)	described	such	a	performative	effect	in	the	context	of	

psychological	diagnostics.	According	to	Hacking,	the	act	of	defining	syndromes	by	

means	of	description	or	listing	of	symptoms	can	change	the	way	in	which	people	

understand	themselves,	as	the	systematization	of	situations	by	means	of	description	

and	the	drafting	of	lists	not	only	change	a	situation	practically	(for	example	as	it	allows	

for	protocolled	approach	of	diagnosing)	but	also	the	interpretation	that	people	make	of	

those	situations	(for	example	as	controllable,	manageable,	predictable)	and	themselves	

within	that	system.	In	that	line,	June’s	response	to	the	questionnaires	may	indeed	be	

regarded	as	performative	effect	of	measurement	itself.		
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In	John’s	case,	however,	it	was	not	so	much	the	measurement	itself	that	imposes	

reactivity;	it	is	the	function	of	measurement	within	the	overall	research	procedure.9	

That	is,	the	act	of	measurement	as	such	did	not	directly	imply	a	new	or	changed	self-

understanding,	but	it	was	his	reaction	to	the	use,	non-use,	and	–	in	his	opinion	–	misuse	

of	measures	within	the	research	procedure,	that	provided	a	concrete	case	that	allowed	

for	insight	into	his	own	complaints.	This	way,	the	research	procedure	–	including	the	

administration	of	measures	in	a	systematized	procedure	–	became	an	intervention	in	

itself.	Moreover,	as	John	emphasized	multiple	times,	if	it	were	not	for	the	research,	the	

treatment	could	not	have	sorted	an	effect	for	him	at	all.	So,	while	the	therapy	surely	

played	an	important	role	in	his	changed	self-understanding,	the	entanglement	between	

treatment	and	research	would	make	it	inaccurate	to	ascribe	the	changes	entirely	to	the	

treatment,	as	these	changes	would	simply	not	have	occurred	outside	the	research	

context.	That	is,	the	therapy	was	able	to	sort	an	effect	for	John	because	he	was	affected	

by	the	research.		

Problematically,	this	entanglement	between	the	effect	of	the	treatment	(albeit	

facilitated	by	research	participation)	and	the	effect	of	the	research	procedure	harms	the	

possibility	to	take	his	data	as	a	registration	of	what	treatment	meant	to	his	assessed	

symptoms.	So,	despite	John’s	data	being	collected	in	a	highly	systematized	research	

context	and	following	rules	and	restrictions	that	are	default	in	psychotherapy	research,	

the	research	set-up	could	not	secure	valid	registration	of	treatment	effect.	In	fact,	it	was	

the	study	set-up	itself	that	threatened	the	validity	of	this	data	as	input	on	evidence	of	

treatment	efficacy.	This	way,	John’s	case	exhibits	how	research	participation	itself	can	

become	a	threat	to	the	validity	of	data	collected	in	function	of	evidencing	treatment	

effects.	

Nonetheless,	the	effect	that	John	experienced	from	participating	in	the	research,	

in	fact	did	initiate	a	rather	important	clinical	process	for	him.	It	helped	John	to	allow	

 
9	French	and	Sutton	(2010,	2011)	propose	a	number	of	solutions	to	the	impact	of	
particular	measures.	In	the	same	line,	McCambridge,	Butor-Bhavsar,	Witton,	and	
Elbourne	(2011)	conduct	a	systematic	comparison	to	single	out	impact	of	pre-
measurement	on	outcome.	These	studies	address	part	of	the	story	that	we	set	out	in	the	
current	paper,	as	we	not	just	address	singular	measures	or	moments	of	measurement,	
but	we	show	how	the	function	of	measurement	in	the	overall	research	proceedings	
affects	John’s	data.	Nonetheless,	such	studies	are	much	needed	to	gain	a	better	
understanding	of	the	scope,	direction	and	nature	of	impact	of	the	act	of	measurement.	
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himself	to	benefit	from	treatment,	rather	than	sabotaging	such	change	by	quitting	

preliminarily.	Moreover,	one	of	the	most	prominent	features	of	this	case	study	is	that	

this	patient	is	one	of	the	many	that	does	not	benefit	from	treatment	because	he	simply	

does	not	stick	to	it.	Obviously,	regardless	of	how	effective	treatments	may	be	in	

principle,	when	people	don’t	follow	through,	they	will	not	benefit	(Wampold	&	Imel,	

2015).	For	John,	however,	the	research	procedure	apparently	yielded	a	number	of	

features	that	could	motivate	him	to	stick	to	treatment,	whereas	treatment	in	regular	

facilities	never	appealed	to	him	in	that	way.	Important	features	to	John	were	his	

concrete	‘promise’	to	participate,	which	was	effectuated	by	a	signature	on	the	informed	

consent	procedure,	and	the	fact	that	he	did	not	participate	solely	for	himself,	but	for	a	

concrete	or	abstract	other.	Therefore,	beyond	the	tangible	situation	that	facilitated	

insight	into	his	complaints,	John’s	case	elucidates	features	that	are	absent	in	regular	

out-patient	treatment	but	present	in	research	and	as	such	may	have	enabled	a	way	for	

him	to	benefit	from	treatment.	

	

Reiterating,	the	act	of	research	participation	can	become	a	threat	to	validity	of	data	that	

is	collected	in	function	of	evidencing	treatment	effects.		Whereas	randomized	controlled	

research	designs	are	taken	as	gold	standard	and	as	such	are	regarded	as	a	warrant	for	

sound	evidence,	our	analysis	shows	a	serious	threat	to	the	validity	of	this	inference	

based	on	concrete	empirical	data.	According	to	Woodward	(2011),	‘to	establish	that	

data	are	evidence	for	phenomena	it	is	neither	necessary	nor	sufficient	as	a	normative	

matter	to	provide	derivations/explanations	of	data.	[…]	rather,	what	matters	is	whether	

we	are	able	to	infer	‘upward’	from	the	data	(and	other	assumptions)	to	the	phenomenon	

of	interest’	(p.	168).	In	this	paper,	it	was	shown	that	this	inference	is	not	necessarily	

valid10,	despite	(or	because	of)	the	systematicity	of	research.	Therefore,	the	use	of	‘gold	

 
10	In	psychological	research,	validity	is	predominantly	understood	as	validity	of	
instruments,	implying	that	measures	can	accurately	measure	what	they	are	purported	
to	measure.	However,	in	Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck	(2019)	we	
have	discussed	why	‘psychometric’	or	‘instrumental’	validity	is	not	sufficient	to	capture	
the	overall	validity	of	the	research	procedure,	including	choices	on	operationalization	of	
phenomena	of	interest.	To	be	able	to	warrant	the	validity	of	evidence,	we	thus	argue	for	
the	need	to	evaluate	the	validity	of	concrete	or	‘raw’	individual	data	(see	further	
Truijens,	Van	Nieuwenhove,	De	Smet,	Desmet,	&	Meganck,	2019)	that	is	gathered	by	
measures	within	particular	research	contexts	beyond	the	‘validation’	of	instruments.		
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standard’	methods	–	even	when	conducted	according	to	‘the	book’	–	is	no	guarantee	that	

it	in	fact	provides	valid	evidence.		

How	to	solve	this	problem	of	validity	within	gold	standard	psychotherapy	

research?	We	would	expect	that	researchers	in	the	first	place	would	call	for	a	systematic	

exclusion	or	minimalization	of	research	impact.	However,	the	data	would	not	have	been	

collected	if	it	wasn’t	for	the	research,	so	‘the	act	of	doing	research’	is	quite	hard	to	

dismiss	as	a	factor.	Nonetheless,	we	would	expect	that	researchers	would	call	for	more	

systematicity	in	research	conduct	to	minimize	the	impact	of	this	research	act.	First,	

researchers	could	ask	for	more	systematic	control	of	the	process	of	administration,	to	

avoid	sloppy,	incomplete	or	even	sabotaged	data	collection.	For	example,	like	measures	

include	items	to	screen	for	social	desirability	in	response	style	(cf.	McCambridge,	2015),	

one	could	think	of	adding	items	or	scales	for	measuring	research	impact.	However,	

more	systematicity	would	not	solve	the	effect	of	systematic	assessment	itself,	so	

whereas	this	could	be	a	solution	to	the	sabotage	of	data	(level	1),	it	would	actually	

increase	the	threat	of	reactivity	of	the	research	procedure	(level	3).		

Second,	researchers	could	opt	for	digital	assessment,	to	avoid	the	increase	of	

complaints	(level	2)	as	a	consequence	of	interaction	with	researchers.	This	solution	

would	echo	the	‘demand	characteristics’	in	research	that	imply	that	participants	start	to	

behave	according	to	expectations	that	they	think	that	researchers	have	of	them	(cf.	

McCambridge,	2015),	which	might	indeed	impact	complaints	that	people	enter	

treatment	with	(cf.	Truijens	et	al.,	2019).	However,	while	digitalization	of	assessment	

may	limit	the	physical	interactions	between	the	researchers	and	participants,	it	will	not	

eliminate	the	awareness	of	participants	that	they	participate	in	research	for	a	reason.11	

Moreover,	making	the	impact	less	visible	for	the	researcher	will	not	necessarily	

eliminate	impact.	Therefore,	digitalization	could	be	masking	impacts	rather	than	a	

secure	solution.	As	such,	it	would	merely	introduce	another	black	box	into	the	

methodological	procedure	(cf.	De	Smet,	Meganck,	De	Geest,	Norman,	Truijens,	&	

Desmet,	2019,	for	a	discussion	on	black	boxing	in	psychotherapeutic	outcome	research).	

Importantly,	even	if	it	would	be	possible	in	principle	to	eliminate	reactive	

processes	–	which	we	doubt	–	we	have	to	question	whether	that	would	in	fact	be	

 
11	It	is	important	to	note	–	albeit	hopefully	an	superfluous	remark	–	that	it	would	not	be	
ethical	to	administer	treatments	to	patients	who	experience	real	complaints	without	
their	fully	informed	and	voluntary	consent.	
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desirable.	As	Cartwright	and	Stegenga	(2011)	noted,	more	issues	need	evidencing	than	

the	issues	that	can	be	covered	by	gold	standard	means.	As	a	consequence,	they	turned	

their	focus	towards	relevance	of	evidence	rather	than	to	soundness	of	production,	but	

as	we	aimed	to	elucidate	in	this	paper,	the	same	question	can	very	well	be	asked	for	

evidence	generated	by	gold	standard	research:	what	do	we	need	evidence	to	evidence?	

On	the	one	hand,	researchers	could	indeed	refrain	to	solutions	such	as	the	options	that	

we	discussed	above,	based	on	the	idea	that	more	systematicity	is	needed	to	derive	

evidence	on	general	therapeutic	effects	beyond	individual	differences.	In	this	context,	

individual	differences	are	regarded	as	‘noise’.	In	this	way	of	reasoning,	individual	

meaning-making	in	the	research	process	should	ideally	be	eliminable.	However,	we	are	

inclined	to	object	that	this	goes	against	the	sheer	goal	of	clinical	research:	even	though	

the	aim	to	gather	sound	evidence	is	worthwhile,	the	aim	to	eliminate	those	individuals	

from	“the	evidence”	that	is	supposed	to	become	beneficial	in	treatment	to	those	

individual	patients	in	clinical	practice,	seems	a	paradoxical	‘ideal’.		

Beyond	the	normative,	though,	John’s	case	insightfully	shows	that	what	we	

regard	as	‘noise’,	may	in	fact	suggest	the	actual	mechanism	of	change	regarding	

complaints.	Especially	in	John’s	case,	who	has	been	looking	for	psychological	guidance	

many	times	but	prohibited	himself	from	actually	benefitting	from	treatment	by	

systematically	quitting	too	soon,	the	reactivity	of	research	participation	actually	showed	

where	change	was	possible	for	John.	Instead	of	dismissing	John’s	case	as	an	extreme	

case,	it	thus	is	clinically	fruitful	to	study	a	case	like	John’s	in	depth,	with	regard	to	those	

factors	that	kept	him	in	research	but	were	apparently	absent	in	previous	therapy	

experiences.	When	this	case	is	considered	from	the	logic	of	measurement-based	

psychotherapy	research,	it	poses	a	crucial	problem	to	the	validity	of	data	and	evidence	–	

merely	because	filtering	the	‘noise’	is	impossible	when	it	regards	observation	itself.	

However,	when	we	take	the	‘noise’	as	a	sign	of	a	clinical	process,	it	actually	becomes	

highly	clinically	relevant	–	especially	for	a	case	in	which	it	is	not	at	all	evident	to	set	a	

clinical	process	in	motion.	Therefore,	it	seems	rather	fruitful	to	study	such	critical	cases	

on	case	level	and	synthesize	findings	bottom-up	(Iwakabe	&	Gazzola,	2009),	to	find	

patterns	or	features	that	are	clinically	relevant	and	directly	useful	(see	further	

Knowledge	For	Use,	2018;	Carey	&	Stiles,	2016).	Moreover,	even	though	John	may	be	

regarded	as	a	critical	case	as	he	was	more	vocal	about	his	experiences	than	other	

participants,	we	cannot	rule	out	the	possibility	that	such	processes	are	at	play	in	other	
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cases	as	well.	Therefore,	also	in	a	technical-methodological	sense,	it	may	be	fruitful	to	

open	up	the	black	box	and	follow	the	noise,	to	hear	the	rhythm	of	actual	clinical	

processes.	

In	conclusion,	if	researchers	ignore	the	impact	of	research	procedure,	the	

inference	of	evidence	on	treatment	efficacy	will	not	surpass	the	level	of	face	validity.	

When,	on	the	other	hand,	researchers	accept	that	the	act	of	research	may	indeed	impact	

data	and	subsequent	evidence	generation,	it	urges	to	conduct	descriptive	research	to	

determine	features	of	the	phenomenon	‘treatment	effect’	and	‘research	impact’	as	well	

as	disentangle	possible	interactions	between	them.	So,	instead	of	focussing	on	

dismissing	such	processes	motivated	from	a	general	aim	to	keep	the	gold	standard	in	

place,	we	urge	to	open	up	the	black	box	and	start	exploring	the	noisy	world	of	clinical	

processes,	which	is	in	fact	the	phenomenon	of	interest	to	psychotherapy	research.		 	
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How questionnaires shape complaints 
On validity and performativity of data collection  

in psychotherapy research 
 

 

 

 

Abstract 

In	psychotherapy	research,	quantified	symptom	assessment	by	means	of	validated	self-

report	questionnaires	is	default	methodological	practice	to	study	pre-post	symptom	

change	over	a	course	of	treatment.	In	this	paper,	we	argue	that	the	act	of	data	collection	

by	means	of	self-report	questionnaires	may	change	the	complaints	under	study,	and	as	

such	threatens	the	validity	of	data.	We	base	our	argument	on	a	qualitative	case	

comparison	of	two	patient-participants	in	a	psychotherapy	study.	Both	cases	were	

affected	by	the	data	collection	procedure,	yet	in	radically	opposing	ways	–	one	patient	

positively	and	the	other	negatively.	By	the	case	comparison,	we	show	how	the	act	of	

administration	of	questionnaires	initiated	a	clinical	change	that	would	not	have	

occurred	without	the	context	of	psychotherapy	research.	We	call	this	effect	the	

performativity	of	the	data	collection	procedure,	and	we	discuss	how	such	a	

performative	impact	of	the	procedure	on	the	patients’	primary	symptoms	poses	indeed	

threatens	the	validity	of	data	that	are	used	to	evidence	treatment	efficacy.	

Consequently,	we	argue	for	the	need	to	scrutinize	the	validity	of	data	beyond	reliance	

on	validity	of	measures,	both	for	the	purpose	of	valid	evidence	generation	in	

psychotherapy	research	and	ethical	use	of	questionnaires	in	clinical	practice.	
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Introduction 
 

Psychotherapy	research	forms	the	scientific	foundation	of	‘Evidence-Based	Treatment’	

(Westen,	Novotny,	&	Thompson-Brenner,	2004)	and	as	such,	increasing	emphasis	is	put	

on	the	use	of	sound	methods	and	rigorous	analyses	in	order	to	formulate	sound	

conclusions	on	the	efficacy	of	treatments	(Chambless	&	Hollon,	1998;	Chambless	&	

Ollendick,	2001).	The	‘gold	standard’	research	procedure	(Wampold	&	Imel,	2015)	in	

assessing	treatment	efficacy,	is	to	compare	quantitative	assessments	of	symptoms	and	

complaints	before	and	after	treatment	in	a	sample	of	patients	who	received	the	

treatment	of	interest	(experimental	group)	and	a	sample	who	did	not	(control	group),	

to	test	whether	mean	symptom	reduction	differs	significantly	between	this	

experimental	and	a	control	group	(see	also	Cupples,	2017;	McLeod	2001;	Smart	2013).	

Treatment	efficacy	is	thus	operationalized	as	symptom	reduction,	which	can	in	turn	be	

operationalized	as	a	significant	pre-post	decreases	in	scores	on	symptom	measures	(cf.	

Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	2019,	for	a	discussion	of	such	stepped-

wise	operationalization	in	psychotherapy	research).	The	gold	standard	in	

psychotherapy	research	thus	relies	predominantly	on	measurement	to	derive	aggregate	

data	as	the	basis	for	evidence	on	treatment	efficacy	(Cupples,	2017;	McLeod	2001;	

Smart	2013).	Although	qualitative	or	mixed	measures	can	be	used	as	well	(Malterud	

2001),	quantitative	assessment	is	default	(Hyde	2004;	cf.	Truijens	et	al.,	2019).	

The	measures	used	to	assess	outcome	are	usually	validated	self-report	

questionnaires	(i.e.,	patient-reported	outcome	measures,	PROM’s,	McClimans,	2013).	

The	advantage	of	this	data	collection	method	is	that	they	yield	numerical	scores	on	pre-

formulated	symptom	descriptions,	resulting	in	uniform	type	of	data	that	can	be	

aggregated	over	people	and	statistically	analysed	to	derive	general	evidence.	Such	

questionnaires	assess	the	presence	and	severity	of	target	symptoms,	based	on	a	number	

of	items	that	have	to	be	scored	by	participants	according	to	systematic	instructions.	The	

most	used	scoring	format	is	the	5-point	Likert	scale,	in	which	participants	indicate	the	

extent	to	which	an	item	applies	to	them	by	crossing	a	number	between	0	and	4,	ranging	

from	‘not	at	all	applicable’	or	‘never’	to	‘completely	applicable’	or	‘all	the	time’,	for	

example	(Mook	&	Parker	2001;	cf.	McLeod	2001).		

To	secure	the	soundness	of	data,	psychotherapy	researchers	generally	rely	on	

‘validated	measures’,	measures	that	allegedly	proved	to	measure	the	variable	or	
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phenomenon	that	was	purported	to	be	measured	(Borsboom,	Mellenbergh,	&	Van	

Heerden	2004).	Provided	that	respondents	interpret	items	as	intended	by	the	

questionnaire	developer,	and	score	them	honestly	and	accurately	given	their	experience	

and	situation,	the	validation	of	the	measure	should	warrant	that	the	resulting	

measurement	data	indeed	captures	the	intended	construct	accurately	(see	Truijens,	

Cornelis,	Desmet,	De	Smet,	&	Meganck,	2019).	In	psychotherapy	research,	these	

validated	measures	are	used	to	collect	data	that	serve	as	input	for	statistical	analyses,	

and	the	subsequent	results	are	taken	as	evidence	on	treatment	effect.	This	

methodological	principle	yields	the	core	assumption	that	when	measures	are	

‘validated’,	it	is	also	valid	to	use	them	for	pre-post	measurement	is	valid,	and	as	such	

can	be	used	to	derive	sound	evidence	on	treatment	effects	(cf.	Truijens,	2017,	for	a	

discussion	of	the	‘thus’	in	this	line	of	reasoning).	Practically,	moreover,	the	validation	of	

measures	is	taken	as	a	warrant	for	sound	data	that	indeed	allows	for	such	evidence	(see	

further	Truijens,	De	Smet,	Desmet,	&	Meganck,	2019).		

However,	in	line	with	a	multitude	of	critiques	on	data	collection	with	self-report	

measures	(e.g.,	Galasiński	&	Kozłowska,	2010;	Malterud,	2001;	McClimans,	2010;	Hyde,	

2004;	Westen,	Novotny,	&	Thompson-Brenner,	2004),	we	recently	published	a	case	

study	of	a	patient	we	referred	to	as	June	that	challenged	the	idea	that	data	collected	by	

validated	self-report	measures	straightforwardly	results	in	uniform	data	on	

experienced	symptoms	(Truijens	et	al.,	2019;	for	additional	examples	see	Desmet,	

2018).	As	the	act	of	questionnaire	administration	appeared	to	impact	the	way	in	which	

this	patient-participant	experienced	her	complaints,	the	process	of	data	collection	by	

questionnaire	administration	in	fact	threatened	the	validity	of	data	that	was	collected.	

In	the	present	paper,	we	compare	this	case	with	another	case	who	displayed	similar	

complaints	at	the	start	of	treatment	but	on	whom	the	research	procedure	had	a	totally	

different	impact.	While	June	might	be	considered	an	‘outlier’	in	terms	of	the	overtness	of	

her	reaction	to	the	research	procedure,	Amy	represented	the	more	‘regular’	patient	who	

did	not	mention	her	experiences	as	explicitly.	Nonetheless,	in	the	interviews	focused	on	

therapeutic	experiences,	patients	were	asked	about	their	experience	of	the	research	

procedure	for	the	purpose	of	quality	control,	which	allowed	for	drafting	a	case	

comparison	on	the	narrated	experiences	that	deepened	the	understanding	of	how	

questionnaire	administration	and	other	aspects	of	the	research	procedure	may	affect	

complaints	and	symptoms.	
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In	this	paper,	we	report	the	findings	of	our	qualitative	case	comparison	study,	in	

which	we	compared	the	experiences	of	questionnaire	administration	between	the	

proclaimed	outlier	‘June’	and	this	more	‘regular’	patient-participant	‘Amy’1.	In	the	

findings	section,	we	elaborate	how	the	process	of	data	collection	in	psychotherapy	

research	was	experienced	by	these	two	patient-participants	whom	applied	for	

treatment	based	on	similar	complaints.	In	the	discussion,	we	question	how	this	

experience	affected	the	data	that	were	collected,	and	whether	it	is	valid	to	take	these	

data	as	input	for	analyses	of	treatment	efficacy.	By	closely	scrutinizing	the	process	of	

data	collection,	we	challenge	the	idea	that	validated	measures	generate	valid	data	

straight	away,	and	we	discuss	how	that	poses	a	problem	to	evidencing	treatment	

efficacy	in	psychotherapy	research.		

 

Method 
 

Participants 
 

Case selection 
 

The	cases	selected	for	the	current	case	comparison	study	were	two	patient-participants	

who	participated	in	a	two-phase	psychotherapy	study,	conducted	at	the	Ghent	

University.	Case	‘June’	participated	in	the	pilot	phase	(‘The	Single	Case	Study’,	SCS;	

Cornelis	et	al.,	2017),	case	‘Amy’	participated	in	the	randomized	controlled	trial	(‘The	

Ghent	Psychotherapy	Study’,	GPS;	Meganck	et	al.,	2017).	For	the	current	study,	two	

cases	were	selected	that	were	both	studied	previously	for	case	study	research	by	

members	of	the	research	team	of	the	GPS.	The	cases	studies	were	conducted	based	on	

different	research	questions,	and	as	such,	the	authors	of	the	current	study	familiarized	

with	the	data	of	both	patients.	Case	Amy	was	studied	by	the	first	and	second	author	

(Van	Nieuwenhove	et	al.,	2019),	with	a	focus	on	therapeutic	interventions	in	a	case	of	

complex	trauma.	Case	June	was	studied	by	the	first	and	fourth	author	of	the	current	

study	(Truijens	et	al.,	2019)	with	the	aim	of	studying	the	function	of	June’s	annotations	

on	the	paper-and-pencil	questionnaires	in	her	meaning-making	process.	The	cases	were	

purposively	selected	for	the	current	follow-up	case	comparison,	based	on	theire	

resemblance	in	the	core	complaints	at	the	start	of	treatment	(Patton,	2002).	Purposive	

 
1	‘June’	and	‘Amy’	are	pseudonyms;	for	more	ethical	considerations,	see	Ethics	Section.	
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selection	based	on	familiarity	with	cases	allows	case	synthesis	that	deepens	

understanding	and	enhances	knowledge	building	(cf.	Iwakabe	&	Gazzola,	2009;	Stiles,	

1993).		

 

June 
 

At	the	start	of	treatment,	June	is	a	26-year-old	Caucasian	female,	who	applies	for	

therapy	upon	referral	by	her	general	physician.	During	the	intake	phase	of	treatment,	

she	is	asked	to	join	the	SCS.	When	June	applies,	her	core	complaint	is	an	intense	and	

overwhelming	fear	to	be	sick,	dysfunctional	or	abnormal.	Her	therapist	is	a	36-year-old	

Caucasian	male,	with	6	years	of	clinical	experience	in	Psychoanalytic	Psychotherapy	at	

the	start	of	treatment.	In	total,	she	follows	53	sessions	of	supportive-expressive	therapy	

(cf.,	Luborksy,	1984).		

Over	the	course	of	treatment,	her	individual	pre-post	outcome	was	calculated	by	

means	of	the	Jacobson-Truax	Reliable	Change	Index	(Jacobson	&	Truax,	1991),	based	on	

the	General	Health	Questionnaire	(GHQ,	Koeter	&	Ormel,	1991)	and	the	Symptom-

Checklist-90	(SCL;	Derogatis,	1992).	On	both	measures,	June	shows	a	deterioration	with	

regard	to	individual	outcome.	On	the	GHQ,	her	post-score	is	higher	than	her	baseline	

score	(Pre	=	10	<	Post	=	17;	RCI=	3.30,	p	<.05),	indicating	more	severe	complaints	after	

treatment	than	before.	On	the	SCL,	her	post-score	is	also	higher	than	her	baseline	score	

(Pre	=	156	<	Post	=	182;	RCI	=	1.72,	p	>.05).	Based	on	the	RCI-categorization	by	

Jacobson	and	Truax	(1991),	the	RCI-score	on	the	SCL	falls	in	the	category	‘non-

improvement’,	and	the	GHQ	indicates	‘reliable	deterioration’.		

 

Amy 
 

At	the	start	of	treatment,	Amy	is	26-year-old	Caucasian	female,	who	applies	for	therapy	

as	a	response	to	the	recruitment	campaign	of	the	GPS.	Upon	application,	she	

experiences	overwhelming	moments	of	anxiety	and	emotional	outbursts,	which	she	

takes	as	a	strong	sign	of	mental	disease,	abnormality	or	craziness.	Furthermore,	she	

experiences	depressive	symptoms	that	are	diagnosed	as	Major	Depressive	Disorder	

(see	procedure).	Her	therapist	is	a	30-year-old	Caucasian	female,	who	had	7	years	of	

clinical	experience	in	Psychoanalytic	Psychotherapy	at	the	start	of	treatment.	In	total,	

she	follows	20	sessions	of	Supportive-Expressive	Therapy	(cf.,	Luborksy,	1984).	
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Over	the	course	of	treatment,	her	individual	pre-post	outcome	was	calculated	by	

means	of	the	Jacobson-Truax	Reliable	Change	Index	(Jacobson	&	Truax,	1991),	based	on	

the	Symptom-Checklist	(SCL;	Derogatis,	1992)	and	the	Beck	Depression	Inventory	(BDI;	

Beck,	Steer,	&	Brown,	1996).	On	both	measures,	Amy	shows	a	clinically	significant	

improvement	with	regard	to	individual	outcome.	On	the	BDI,	her	post-score	is	lower	

than	her	baseline	score	(Pre	=	30	>	Post	=	2;	RCI=	-5.74,	p	<	.05).	On	the	SCL,	her	post-

score	is	also	lower	than	her	baseline	score	(Pre	=	188	>	Post	=	118;	RCI	=	-4.59,	p	<	.05).	

Based	on	the	RCI-categorization	by	Jacobson	and	Truax	(1991),	the	RCI-scores	on	both	

measures	indicate	‘reliable	recovery’.		

 

Ethics 
 

The	study	designs	and	proceedings	were	approved	by	the	Ethical	Board	of	the	Ghent	

University	Hospital	in	Belgium	(Registration	numbers	B670201318127	(SCS)	and	

EC/2015/0085	(RCT)).	All	patients	gave	written	informed	consent	to	collect,	analyse	

and	publish	their	individual	data	throughout	and	after	treatment.	All	identifying	

information	concerning	the	patient	has	been	changed	to	protect	confidentiality.	The	

data	are	denoted	by	an	anonymous	participant	code	and	the	patient	is	referred	to	by	a	

pseudonym.		

 

Procedure 
 
Data collection and Measures 

 

The	current	study	is	based	on	a	selection	of	data,	that	was	collected	in	the	broader	data	

collection	process	of	the	SCS	and	the	GPS.	Despite	small	differences,	the	core	of	both	

methodological	procedures	was	the	same	(see	Meganck	et	al.,	2017,	for	the	

methodological	protocol).	During	the	intake	phase,	both	patients	participated	in	a	

diagnostic	procedure.	In	the	SCS	procedure,	the	baseline	assessment	was	conducted	by	

the	therapist,	using	a	test	battery	consisting	of	seven	validated	self-report	measures,	

including	the	Symptom	Checklist	(SCL-90;	Derogatis,	1992),	the	Beck	Depression	

Inventory	(BDI-II-NL;	Beck,	Steer,	&	Brown,	1996)	and	the	General	Health	

Questionnaire	(Koeter	&	Ormel,	1991),	and	a	number	of	measures	focused	on	general	

well-being,	personality	and	interpersonal	tendencies.	Furthermore,	a	clinical	diagnostic	
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assessment	was	conducted	over	the	course	of	the	intake	sessions,	based	on	DSM-IV	

criteria.	In	the	GPS	procedure,	the	same	baseline	assessment	was	conducted	by	a	

member	of	the	GPS	research	team,	and	a	structured	diagnostic	interview	(SCID-I	&	II;	

First	et	al.,	1997,	2002)	and	a	semi-structured	clinical	assessment	(CDI;	Westen,	2002).	

The	test	battery	consisted	of	twelve	validated	self-report	measures,	including	the	

Symptom	Checklist	(SCL-90;	Derogatis,	1992)	and	the	Beck	Depression	Inventory	(BDI-

II-NL;	Beck,	Steer,	&	Brown,	1996),	and	a	number	of	measures	focused	on	general	well-

being,	specific	symptoms,	personality	and	interpersonal	tendencies.	Furthermore,	

patient-participants	were	asked	to	formulate	one	to	five	idiosyncratic	items,	in	which	

they	formulated	the	complaint(s)	that	they	experienced	as	most	prominent	in	their	own	

words.		

During	the	course	of	treatment,	all	therapeutic	sessions	were	audio	recorded	for	

the	purpose	of	qualitative	analysis.	Each	therapy	session	was	accompanied	by	a	large	

test	battery	(every	fourth	session)	or	a	small	test	battery	(every	session).	In	the	SCS,	

patient-participants	were	asked	to	participate	four	follow-up	interviews	over	the	course	

of	two	years	(at	3,	6,	12	and	24	months	after	treatment	termination).	In	the	GPS,	

patient-participants	were	asked	to	participate	in	a	peri-interview	(after	the	8th	therapy	

session),	a	post-interview	(in	the	week	following	treatment	termination),	and	four	

follow-up	interviews	over	the	course	of	two	years	(at	3,	6,	12	and	24	months	after	

treatment	termination).	The	interviews	were	semi-structured	Client	Change	Interviews	

(Elliott,	1999)	and	were	audio	recorded	for	the	purpose	of	qualitative	analysis.	

For	the	current	study,	transcribed	narrative	material	from	the	interviews	and	

therapy	sessions	was	used	to	analyse	the	expressed	experience	of	symptoms	and	

complaints	and	questionnaire	experiences.	Furthermore,	Amy	formulated	three	

idiosyncratic	items,	that	were	scored	in	each	test	battery	accompanying	the	treatment	

sessions:	1)	‘the	question	which	emotion	is	correct’,	2)	‘fear	that	I	cannot	trust	my	

emotions’,	3)	‘fear	that	my	[tendency	to]	control	makes	the	emotions	worse’.	‘The	SCL,	

BDI,	and	GHQ	were	used	for	the	purpose	of	individual	outcome	measurement,	using	the	

Jacobson	Truax	Method	(JT-method;	Jacobson	&	Truax,	1991).	For	Amy,	the	JT-method	

was	conducted	on	the	SCL	and	the	BDI	that	were	scored	pre-	and	post-treatment.	As	

June	did	not	score	the	BDI	in	the	post-treatment	test	battery,	the	JT-method	was	

conducted	on	the	SCL	and	the	GHQ.		
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Data analysis 
 

Both	cases	were	analysed	in	previous	studies,	Amy	in	a	mixed	method	clinical	case	

study	(see	Van	Nieuwenhove	et	al.,	2019),	June	in	an	interpretative	phenomenological	

case	analysis	(see	Truijens	et	al.,	2019).	For	the	current	study,	first,	Amy’s	interviews	

and	treatment	sessions	were	analysed	in	two	phases	of	interpretative	

phenomenological	analysis	(Smith	&	Eatough,	2004).	This	way,	the	phases	of	analysis	

matched	the	approach	in	the	previous	case	study	of	June	(Truijens	et	al.,	2019),	to	allow	

for	comparison	of	the	themes	and	synthesis	into	higher	order	themes	(Smith	&	Eatough,	

2004).	The	first	part	of	Amy’s	analysis	yielded	an	analysis	of	the	patient-reported	

experience	of	complaints,	the	second	part	yielded	an	analysis	of	her	experience	of	

questionnaire	administration	as	part	of	the	research	procedure.	The	findings	were	

audited	by	the	second	author,	who	previously	studied	the	therapy	sessions	in	function	

the	case	study	by	Van	Nieuwenhove	et	al.	(2019).	This	audit	served	the	purpose	of	

cross-checking	main	themes	iteratively	with	the	therapeutic	narrative	(Creswell	&	

Miller,	2000).		

Subsequently,	the	main	findings	in	both	cases	were	compared	to	derive	higher	

order	themes.	After	forming	the	higher	order	themes,	they	were	iteratively	grounded	in	

the	case-specific	narratives	for	the	purpose	of	checking	the	fit	of	themes	with	each	case	

narrative	(Stiles,	1993).	They	were	cross-checked	and	balanced	by	scrutinizing	case-

specific	differences	rigorously	and	in	relevant	detail	(Iwakabe	&	Gazzola,	2009).	The	

findings	were	audited	by	the	second	and	fourth	author	for	the	purpose	of	quality	

control.	Subsequently,	the	findings	were	written	up	by	the	first	author,	and	discussed	in	

intervision	with	the	fourth	author	(Creswell	&	Miller,	2000).	Finally,	for	both	patients,	

the	individual	pre-post	outcome	change	was	calculated	using	the	Reliable	Change	Index	

by	Jacobson	and	Truax	(JT-method;	Jacobson	&	Truax,	1991).	

In	the	findings	section,	the	first	section	yields	a	report	of	the	experienced	

complaints	by	Amy	and	June,	based	on	themes	found	in	the	analysis	of	each	of	the	

patients	(Table	1	and	2).	The	second	findings	section	reports	the	case	comparison	based	

on	higher	order	themes	found	in	questionnaire	experiences	by	both	patients	(Table	3).		
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Table 1; Themes and terms in Amy’s therapeutic narrative 
 
Amy fears that she is crazy, ridiculous or odd 

She is afraid that her overwhelming (traumatic) emotions are a sign of craziness 
Fear that she is indeed crazy in the core  

She is afraid that she can’t trust her own thoughts 
Fear that her (traumatic) memories are made-up, fantastic 

Amy is hesitant to show desires, wishes or opinions because she fears that they 
are ‘wrong’ 

Amy is afraid that decisions and desires will have ‘consequences’ in the eyes of others 
Fear to make mistakes and ‘wrong’ decisions in the eyes of others 

She has a hard time deciding which decision is ‘the right’ decision 
She fears that wrong decisions show her to be crazy 

Fear that bad decisions will have ‘consequences’ by others 
Fear that others will judge her to be crazy 
Fear that others will put her in ‘a crazy house’ 

Amy has a strong tendency to control herself and others 
She is overly rational and judgmental towards herself 

She shows a high level of self-awareness 
She shows a high level of conscientiousness 
She tends to control her feelings by dissecting them into facts and details 

She is controlling towards others 
She tries to manipulate and orchestrate every response that others can 
have to her 
She will refrain from giving personal opinions, to enable conformism to 
each possible opinion of others 

Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes 
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Table 2; Themes and terms in June’s therapeutic narrative 
 
June is afraid to be ‘ill’ or ‘crazy’  

She is afraid to have a wide array of physical or psychological diseases or 
syndromes 
She takes on every suggestion of abnormality or disease as something of her own 
She judges her own thoughts and utterances as signs of madness, disease or 
disability 
Her ambivalence towards self and others functions as a catalyst of her fears 

She needs the other to sooth or inform her 
She does not trust the other to sooth or inform her 
She can only trust herself 
She cannot trust herself 

June is afraid to be locked up in a psychiatric institution 
She is afraid to be found abnormal 
She is afraid to end up in a psychiatric ward 
She is afraid to become an outcast from society 

June is afraid to be ‘too much and too little’ 
She sees society as a box that she has to comply to 
She has a need to control and rationalize 

She feels an urge to keep control over her feelings and thoughts 
She feels an urge to concretize or visualize her fears by informing 
herself as much as possible 

She is terrified for the verdict of rationalization or visualization towards feared 
symptoms 
She does not want to fit into a box 

She does not want to ‘tick boxes’ 
Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes 
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Findings 
 

In	the	section	‘Am	I	crazy?’,	we	first	provide	a	brief	outline	of	primary	themes	in	the	

core	complaints	experienced	and	expressed	by	Amy	(Table	1)	and	June	(Table	2).	In	the	

section	‘How	questionnaires	impact	the	fear	of	being	crazy’,	we	discuss	four	higher	

order	themes	in	the	experience	of	questionnaire	administration	that	were	found	by	

comparison	of	Amy’s	and	June’s	experiences	(Table	3).		

 

Am I crazy?   
 

When	Amy	applies	for	therapy	in	the	context	of	research,	her	core	complaint	is	based	in	

the	overwhelming	fear	to	be	crazy	or	abnormal,	that	is,	deviating	from	societal	norms.	

When	she	starts	treatment,	she	experiences	regular	episodes	of	overwhelming	

emotions,	which	surprise	her	in	uncontrolled	moments.	She	suffers	from	black-outs,	

nightmares	and	irregular	behaviour,	which	terrifies	her	as	she	cannot	explain	it.	After	

treatment	termination,	Amy	will	identify	these	emotions	and	black-outs	as	related	to	

complex	childhood	trauma	(for	a	more	detailed	clinical	and	therapeutic	discussion	of	

this	case,	see	Van	Nieuwenhove	et	al.,	2019).	But	when	she	applies	for	treatment,	she	

calls	them	‘a	little	monster	within	me’	(Intake-interview)	and	regards	them	as	sheer	

signs	of	craziness.		

	
‘Like	that,	not	trusting	my	emotions.	Like	indeed	I	had	a	very...	fear	to...	to	
not…	uhm.	Like	I	needed	constant	confirmation	that.	Tha-that	is	
something	that	I	was	so	scared	about	because	I	thought	it	was	a	sign	that	I	
was	totally	crazy.’	(Amy;	Post-interview)	

	

Because	the	emotions	constantly	surprise	her	–	get	her	off	guard	–	she	fears	that	she	

cannot	trust	her	own	thoughts	and	emotions.	She	fears	that	her	memories	are	made-up	

and	fantastic	–	which	she	has	been	accused	of	often	in	the	past	by	people	whom	she	

trusted,	such	as	family	members.	In	the	past,	family	members	denied	that	concrete	

situations	did	not	happen,	and	they	blame	Amy	for	making	it	up	or	just	dreaming	about	

it.	Therefore,	being	overwhelmed	by	such	memories	and	according	anxiety	and	

emotional	suffering,	for	Amy	indeed	come	across	as	signs	of	craziness.		
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‘I	feel	like	I	have	less	and	less	control	over	my	own	thoughts.	Sometimes	a	
thought	pops	up	in	my	head,	of	which	I	really	don’t	know	if	I	truly	feel	that	
or	not.	It	is	hard	to	describe	but	it	is	uhm,	like	a	very	destructive	thought.	
Then	I	think	‘is	this	really	how	I	feel	or	am	I	just	anxious?’	[…]	so	I	am	
troubled	in	knowing	how	I	actually	feel	about	something.’	(Amy;	Intake-
interview)	

	

When	she	starts	treatment,	Amy’s	main	question	is	to	get	help	in	identifying	which	

thoughts	are	‘right’	and	which	are	‘wrong’,	and	how	she	can	learn	to	distinguish	those.	

She	formulates	this	question	in	her	idiosyncratic	items	as	‘the	question	which	emotion	

is	correct’	and	‘fear	that	I	cannot	trust	my	emotions’.		

These	questions	are	embedded	in	a	fear	that	thoughts,	desires,	actions	and	

decisions	may	have	‘consequences’	in	the	eyes	of	others.	Because	she	is	so	afraid	that	

others	will	identify	faulty	thoughts	and	behaviours	in	her,	she	is	anxious	to	make	

actions	or	decisions	in	any	form,	because	that	might	show	others	that	she	is	in	fact	

crazy.		

	

‘Yes,	like	crazy	little	things.	Like	uhm,	yes,	putting	the	potato	peeler	on	a	
wrong	place	and	then	thinking	that	I	am	going	completely	insane’.	(Amy;	
Post-interview)	

	

Her	anxiety	to	make	wrong	decisions	is	concretely	connected	to	her	fear	that	others	will	

identify	signs	of	craziness	in	her	and	by	that	may	be	motivated	to	act	upon	it.	Amy	

recalls	a	childhood	memory	where	her	father	threatened	her	to	put	her	in	the	

psychiatric	hospital	in	her	home	town,	which	was	condemnatorily	referred	to	as	‘the	

crazy	house’	(Amy;	Intake-interview).	In	her	current	complaint,	her	fear	to	be	send	to	a	

psychiatric	institution	is	manifest	throughout.		

To	avoid	others	from	seeing	any	signs	of	craziness	in	her,	Amy	has	an	obsessive	

tendency	to	control	herself,	by	being	overly	rational	and	judgemental	towards	herself.		

	

‘I	feel	like,	less	strong	by	myself,	I	think.	That,	like,	I	do	not	have	absolute	
knowledge	about	myself.	That	frustrates	me,	because	I.	I	am	very	
analytical	and	I	do	that	towards	others	and	myself	[…]	like,	I	am	afraid	to	
lose	control.	[…]	and	then	I	suddenly	realise	that	and	I	think:	“everybody	
can	see	that	and	will	think	that	I	am	completely	insane”.’	(Amy;	Intake-
interview)		
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Amy	constantly	scans	her	own	thoughts	and	behaviour	rationally,	and	has	a	hard	time	

to	answer	emotion-focused	questions.	She	is	very	conscientious	in	formulating	answers	

and	shows	a	high	amount	of	nuance,	detail	and	factual	self-awareness.	This	way,	she	

constantly	looking	to	a	norm	to	which	she	compare	her	own	behaviour	and	thoughts.	

This	way,	she	comes	across	as	quite	normative	towards	herself:	

	

‘It	should	not	affect	me.	I	feel	that	I	should	be	able	to..	to	respond	to	it	in	
an	objective	manner.’	(Amy;	Intake-interview)	
	

Reiterating,	in	Amy’s	therapeutic	narrative,	the	fear	to	be	crazy	is	embedded	in	a	fear	

that	others	will	find	her	crazy,	which	gives	the	other	a	prominent	role	in	her	experience	

of	complaints,	as	well	as	in	her	attempted	behaviour	towards	others.	

	

June	also	starts	treatment	with	an	overwhelming	fear	to	be	crazy,	ill,	or	deviant	as	her	

core	complaint.	As	she	is	afraid	that	others	will	perceive	her	as	crazy	or	ill,	she	

continuously	scans	her	own	behaviour,	feelings	and	thoughts	for	signs	of	craziness,	to	

be	able	to	suppress	or	hide	possible	signs	before	others	might	see	them.	As	June	fears	

that	others	might	perceive	craziness	in	her	before	she	does,	June	is	constantly	on	the	

hunt	for	signs	and	signals:	

	
‘So	I	want	to	stay	in	bed	and	leave	everything	alone.	And	then	I	think	like:	
see,	it	is	a	sign,	I	am	depressed!	When	people	want	to	stay	in	bed....	That	is	
a	sign	right...’	(June;	Session	29)	

	

Indeed,	June	reads	particular	behaviours	as	signs	of	the	craziness	that	she	fears.	

Importantly,	in	this,	June	is	highly	susceptible	for	suggestion.	Her	anxiety	may	peek	by	

suggestion	from	all	kinds	of	sources,	ranging	from	concrete	sources	such	as	newspapers	

and	television	items	and	overheard	conversations	between	people,	to	her	own	thoughts	

and	behaviours	of	which	she	fears	it	might	be	problematic:	

	

‘Like,	I	was	afraid	for	a	lot	of	things	again.	Yes,	that	I	think	that	I	have	a	
depression	again	[…]	It	was	on	a	television	show	a	couple	of	weeks	ago,	I	
think.	Something	about	women	with	substance	abuse	disorder…	And	then	
I	freak	out	again	[…]	And	then	I	think,	like,	“I	have	that	myself”.	And	then	I	
think	“I	have	paranoia,	or	what	is	this?”	Yes,	then	I	become	super	afraid,	
or	like	“I	am	depressed”	or	like,	agitated,	like…	And	then	I	think	like,	“I	
must	be	depressed”.’	(June;	Session	6)	
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In	this	quote,	June	mentions	three	apparently	random	and	non-associated	syndromes	

within	the	span	of	a	minute,	showing	that	she	does	not	necessarily	have	to	experience	

concrete	symptoms	to	still	fear	the	presence	of	a	particular	syndrome.	Indeed,	June’s	

anxiety	can	be	set	off	by	confrontation	to	a	television	show	on	certain	mental	problems.	

Even	though	June	does	not	experience	any	of	the	symptoms	associated	with	those	

problems,	the	suggestion	of	particular	symptoms	makes	her	fear	that	she	can	have	

those	without	being	aware	of	it,	and	as	a	consequence	she	obsessively	scans	her	own	

behaviour	and	thoughts	to	be	sure	that	she	can	identify	those	possible	symptoms	before	

others	will.	Ultimately,	she	fears	that	when	others	would	perceive	the	craziness	that	she	

attributes	to	herself,	others	might	be	inclined	to	lock	her	up	in	a	psychiatric	facility,	and	

exclude	her	from	society.	

	

‘Because	it	really	is	that	fear	for	me,	that	the	people	will	abandon	me,	that	
they	will	not	see	me	anymore.	Or,	when	I	do	something...	like	when	I	
would	have...	depression,	like,	something	or	something	like	that,	that	
people	would	put	me	in	a	crazy	house	or	I	don’t	know	where...	that	people	
would	not	visit	me	or	that	they	would	not	talk	to	me	anymore.’	(June;	
Session	40)	
	

Given	her	fear	for	the	verdict	of	the	verdict	of	others,	June	constantly	searches	for	

norms,	to	be	sure	that	her	behaviour	will	fall	within	the	range	of	normal	behaviour.	

Importantly,	she	is	not	quickly	eased,	as	she	keeps	doubting	reassurances	from	the	

therapist	and	keeps	looking	for	counterevidence	in	her	own	thinking.		

Reiterating,	in	June’s	therapeutic	narrative,	the	fear	to	be	crazy	motivates	June	to	

constantly	scan	her	own	thoughts	and	behaviours	on	signs	of	craziness,	and	in	this,	she	

is	susceptible	for	suggestion	from	all	kinds	of	sources.	This	compulsion	of	scanning	is	

embedded	in	her	fear	to	avoid	others	from	picking	up	on	signs	that	she	might	have	

missed,	and	as	such	would	lead	to	lock	up.		

 

Questionnaires impact the fear of being crazy 
 

In	this	section,	we	discuss	four	higher	order	themes	in	the	experience	of	questionnaire	

administration	that	were	found	by	comparison	of	Amy’s	and	June’s	experiences	(cf.,	

Table	3).	
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Table 3; Synthesized themes in the experience of questionnaire administration by June and 
Amy 
 
Questionnaires do not allow for nuanced and straightforward reports 

Complex meaning in items 
Complex instructions and time indications in questionnaires 
Questionnaire scoring does not allow for nuanced answers 

Trouble to quantify experiences  
Questionnaires decontextualize symptoms  

Questionnaire administration forces self-evaluation and self-awareness 
Questionnaire administration forces reflection on own complaints 

Repeated self-monitoring and self-evaluation 
Understanding apparently random or independent behaviour as ‘signs’ 

Questionnaires suggest a norm for (ab)normality of behaviour 
Questionnaires suggest a norm on normal and abnormal behaviour 
Questionnaires allow others to deduce ‘profile’ of craziness 

Questionnaire administration impacts the interpretation of core complaints 
Questionnaire administration impacts the interpretation of complaints as ‘signs’ 
Questionnaire can provoke a nuanced interpretation of craziness 
Questionnaires can provoke priming and substantiation of craziness 

 
Note: bold text = main themes, regular text = subthemes, italic text = subsubthemes 

 

 

Questionnaires do not allow for nuanced and straightforward reports 
 

Both	June	and	Amy	report	in	several	instances	that	they	find	it	hard	to	score	the	items	in	

the	questionnaires	genuinely,	as	they	both	find	it	hard	to	fit	their	experiences	into	the	

specific	formulation	of	symptoms	in	items,	the	pre-structured	scoring	format	and	the	

scoring	instructions	regarding	time	and	reference	points	or	situations.	

During	various	interviews,	Amy	reports	that	she	often	finds	herself	troubled	by	

having	to	score	on	pre-structured	scales.	First,	she	is	often	unsure	about	how	to	

interpret	specific	instructions,	particularly	with	regard	to	the	time	frame	that	is	

assessed.	For	example,	some	questionnaires	instruct	respondents	to	take	in	mind	the	

previous	week,	some	instruct	to	think	about	the	previous	month,	some	assess	

complaints,	attitudes	or	tendencies	‘in	general’,	et	cetera.	This	way,	respondents	who	

complete	a	questionnaire	battery	are	asked	to	take	various	time	frames	as	reference	

points,	and	Amy	finds	that	rather	confusing.		
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‘Then	I	was	so	conflicted	about	it	all,	when	it	was	asked	in	such	a	hard	
way.	Like	with	time..	or..	like	what	I,	like	how	something	manifests	itself	
exactly.	Like	is	it	this	way	or	that	way.	Then	I’m	not	sure:	I	have	this,	so	
does	that	mean	a	yes	or	a	no..?’	(Amy;	6-month	Follow-up)	

	

Furthermore,	Amy	reports	that	questionnaires	assess	complaints	in	a	‘decontextualized’	

way	(Amy;	Peri-interview),	which	does	not	allow	for	nuance	in	her	answers.		

June	similarly	experiences	the	questionnaires	as	too	limited	to	set	forth	a	

nuanced	image	of	her	complaints.	She	feels	troubled	by	quantifying	her	complaints	in	

pre-set	scales,	and	doubts	whether	numerical	scoring	options	on	the	quantitative	scales	

accurately	capture	her	experiences:	

	
‘But	when	I	notice	that	I	am	angry	or	anxious,	I	like	cannot	really	
categorize	that	or	give	a	value	to	it.	What	number	is	that	then,	that	anger?’	
(June;	Session	58)	

	

In	June’s	case,	her	solution	is	to	often	score	multiple	options:	to	show	that	she	scores	in	

between	two	numbers,	she	circles	two	numbers	on	a	scale	and	connects	them,	or	she	

scores	one	number	with	a	thick	line	and	scores	a	second	number	with	a	thin	line	or	

between	brackets	(see	Truijens	et	al.,	2019,	Figure	4).		

Also,	June	experiences	difficulty	with	interpreting	instructions	and	time-frames:	

	
‘So,	like,	uhm...	I	have	to	answer	here,	at	“in	general,”	what	does	that	
mean,	“the	last	three	weeks”?	Because	the	last	three,	four	weeks	it	is	not	
good,	but.	What	does	“in	general”	mean	then?’	(June;	Session	57)		
	

Furthermore,	June	expresses	the	lack	of	nuance	in	questionnaires	as	well.	Her	solution	

is	to	create	extra	scoring	scales	for	different	points	of	reference,	to	distinguish	for	

example	between	‘professional’	and	‘personal’	circumstances	(June;	Session	57),	or	

between	‘people	that	are	“close”	→	parents,	partner’	and	‘friends	and	third	parties’	

(June;	Session	13).		

So	while	both	Amy	and	June	are	motivated	to	score	the	questionnaires	as	

accurately	as	possible	to	get	across	their	experienced	complaints	genuinely,	they	both	

find	themselves	troubled	by	the	pre-structured	scoring	format	and	the	limited	or	

unclear	points	of	references	in	the	instructions	or	item	formulations.	This	way,	they	are	

both	worried	that	the	scores	do	not	capture	their	experiences	accurately,	and	as	such,	
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they	feel	that	the	questionnaires	do	not	allow	for	nuanced	and	straightforward	reports	

of	their	experiences.	

	

Questionnaire administration forces self-evaluation and self-awareness  
 

For	both	June	and	Amy,	the	questionnaire	administration	‘forces’	(Amy,	Post-interview)	

to	regularly	evaluate	themselves	and	their	experienced	complaints,	which	implies	an	

increased	awareness	of	the	presence	and	development	of	complaints.		

Even	though	Amy	finds	questionnaire	instructions	and	scoring	options	hard	to	

interpret	and	apply,	she	does	notice	that	the	regular	completion	of	the	questionnaires	

initiates	a	continuous	process	of	self-reflection	and	evaluation	of	complaints.	By	

thinking	about	whether	certain	items	in	fact	apply	to	her,	she	becomes	aware	of	

behaviours	and	thoughts	that	she	does	experience	but	did	not	notice	concretely	before.		

	
‘Specifically,	in	[those	questionnaires…],	there	are	very	specific	questions	
that	I	would	never	have	thought	about	otherwise,	like	“aha,	that’s	
something	that	I	do	or	that	other	people	do,	I	did	not	know	that”.’	(Amy;	
Post-interview)	
	
‘The	questions	are	so	odd	sometimes,	which	I	never	thought	about	before,	
and	then	I	realize	like,	actually,	it	is…	well	yeah	that	is	actually	present.	
Like,	the	feeling	of	guilt,	that,	that,	I	notice	that	way	more	because	of	those	
questionnaires.	Because	when,	like	when	you	ask	it	like	that,	like	“do	you	
feel	guilty	often”	then	I	think,	‘well,	yeah,	I	do’.	I	don’t	think	about	that	
really,	but	I	notice	that	I	often	say	it	out	loud,	like	that	I	feel	guilty,	so	I	
think,	that’s	something	that	I	would	not	have	noticed	otherwise,	that	I	
actually	experience	that	very	often.’	(Amy;	Peri-interview)	

	

This	way,	items	in	questionnaires	suggest	particular	behaviours	or	experiences,	which	

indeed	confront	Amy	with	symptoms	that	she	did	not	notice	before.	However,	now	that	

she	is	notified	by	the	questionnaires,	she	starts	to	observe	her	own	behaviour	and	

notice	regularities	and	patterns	in	it,	which	allows	for	awareness	of	and	insight	into	

how	she	feels	as	well.	As	such,	the	act	of	questionnaire	administration	starts	to	function	

as	self-monitoring	and	self-evaluation.	Moreover,	the	regular	scoring	for	her	becomes	a	

tool	to	distinguish	and	prioritize	certain	feelings	over	others.	In	this,	she	notices	that	the	

instructed	time	frame	is	actually	helpful	for	her.	As	she	puts	it:	
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‘Yeah,	the	questionnaires	help	me	with,	sort	of,	checking..	like..	I	can,	now	
I	can..	I	find	it	easier	to	distinguish	between	general	and	specific	now.	Like	
how	I	feel	in	general	and	how	I	feel	within	a	week,	because	you	have	to	
define	it	within	[that	specified	time	frame].	I	find	that	helpful,	because	I	
very	quickly	feel	that	a	specific	mood,	a	negative	mood,	that	that	is	
persistent,	but	then	I	realize,	no,	I	only	have	had	a	bad	week,	I	did	have	
one	severe	anxiety	attack,	but	that	does	not	mean	that	I	am	panicking	all	
the	time.	And	I	find	that…	interesting!’	(Amy;	Peri-interview)	

	

As	this	quote	shows,	the	fact	that	Amy	is	‘forced’	(Post-interview)	to	reflect	on	her	

complaints	in	rather	short	time	frames	in	specific	questionnaires,	and	on	general	

tendencies	in	others,	helped	her	to	distinguish	between	general	and	time-specific	

behaviour.	This	provides	Amy	with	a	new	perspective	on	her	own	complaints,	as	she	

was	used	to	explain	all	kinds	of	thoughts,	behaviours	and	emotions	as	‘signs’	of	general	

and	deep-rooted	craziness.	However,	being	forced	to	check	on	her	time-specific	

behaviour	actually	allows	her	to	disconnect	her	fear	from	actual	current	behaviour.	This	

way,	the	questionnaires	serve	as	an	intervention	to	the	interpretation	of	her	own	

behaviour,	which	sets	a	process	of	reinterpretation	of	her	complaints	in	motion.	

Likewise,	June	experiences	questionnaires	as	suggesting	particular	complaints	

that	she	was	not	aware	of	before.	Importantly,	however,	for	June	this	suggestion	is	

rather	problematic,	as	she	is	highly	susceptible	for	all	kinds	of	suggestions	that	spark	

her	fear.	As	was	discussed	in	her	clinical	vignette,	June	fears	that	she	may	show	signs	of	

craziness	that	others	could	perceive	before	she	can	eliminate	them,	and	therefore	she	is	

constantly	screening	all	kinds	of	sources	(from	physical	sources	such	as	newspapers	

and	television	items,	to	concrete	behaviour	or	particular	thoughts).	

	

‘Like,	sui-,	the	word	suicide	com-comes	up	in	my	mind	and	then	I	am	
[extremely	–	in	dialect]	afraid,	I	don’t	want	that	[breathes	heavily].	Like	
and	then,	then	it	is..	Yeah	I	am	here	by	myself	so	in	theory	I	could..	dó	
something	like	that,	there	is	no	one	here	to	control	me,	like..’	(June;	
Session	25)		

	

While	June	does	not	experience	suicidal	ideations	or	tendencies,	the	confrontation	with	

the	concept	of	suicidal	ideations	triggers	her	anxiety.	Indeed,	this	is	an	example	of	how	

the	questionnaires	become	suggestive	to	June	and	as	such	set	off	her	fears.	She	

emphasizes	this	affect	by	annotating	the	items	that	assess	the	presence	of	suicidal	

thoughts	and	ideations	time	and	time	again,	for	example	with	the	remarks	“scares	me,	
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want	it	to	go	away!!!”	(BDI	item	9,	session	56)	and	“from	this	thought,	I	get	scared”	(SCL	

item	15,	session	56)(for	a	detailed	analysis	of	the	annotations,	see	further	Truijens	et	al.,	

2019).	

So	the	regular	completion	of	self-report	questionnaires	sets	in	motion	a	process	

of	self-observation	and	reflection	on	complaints	both	for	Amy	and	June.	This	way,	both	

June	and	Amy	scrutinize	their	own	behaviour	more	thoroughly	or	more	consciously.	

However,	this	self-evaluation	is	not	limited	to	awareness	of	complaints	that	they	

actively	experience,	as	it	also	yields	suggestion	of	possible	symptoms,	feelings	or	

behaviours	that	they	were	not	(so)	aware	of	before.	As	such,	the	questionnaire	

administration	makes	them	experience	thoughts	and	behaviours	that	they	were	not	

consciously	experiencing	before,	which	they	might	not	have	noticed	without	the	

questionnaires.	However,	this	effect	is	different	for	both	patients.	For	Amy,	it	becomes	a	

way	of	distinguishing	between	particular	behaviours	and	feelings	and,	as	such,	puts	

actual	experiences	in	perspective.	For	June,	on	the	other	hand,	the	suggestion	by	items	

in	questionnaires	taps	into	the	mechanism	that	fuels	her	anxiety	and	as	such,	the	

questionnaire	administration	becomes	a	catalyst	of	her	fears.	

 

Questionnaires suggest a norm for (ab)normality of behaviour 
 

As	the	questionnaires	cover	a	whole	range	of	possible	abnormal	thoughts	and	

behaviours,	June	and	Amy	both	experience	the	questionnaires	as	implying	a	norm	or	a	

standard	of	(ab)normality	of	behaviour.	Looking	for	a	norm	is	a	core	element	in	the	

complaints	of	both	June	and	Amy,	as	a	standard	to	judge	their	feared	craziness	against.		

Whereas	the	previous	theme	showed	how	the	questionnaires	suggested	possible	

complaints	to	June	and	Amy,	for	Amy	it	has	an	opposite	effect	as	well:	the	

questionnaires	made	her	aware	of	complaints	that	other	people	might	experience,	but	

which	she	does	not	have.	This	way,	she	understands	that	other	people	may	experience	

different	and	–	importantly	–	worse	symptoms	than	the	‘symptoms’	that	she	

experiences	herself.		

	
‘Like,	number	one	of	confronting	items	are	those-those	suicide-items.	[…]	
That	was	something	that	I	have	thought	about	whole	my	life	[…]	like,	I	
think	of	suicide,	but	I	would	never	do	it	[…]	and	I	thought	that	was	so	
problematic.	But	now	I	feel	like	[…]	okay,	this	is	something	that	people	
just	can	have.’	(Amy;	6-month	Follow-up)	
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In	fact,	Amy	did	experience	suicidal	ideations	throughout	her	childhood	and	adult	life.	

In	the	administered	questionnaires,	suicidal	ideations	are	assessed	multiple	times.	In	

the	Beck	Depression	Inventory	(Beck,	Steer,	&	Brown,	1996),	for	example,	question	9	is	

captioned	“suicidal	thoughts	or	wishes”,	and	it	has	to	be	scored	on	a	scale	that	provides	

the	following	labels:	0	=	‘I	don’t	have	thoughts	of	killing	myself’,	1	=	‘I	have	thoughts	of	

killing	myself,	but	I	would	not	carry	them	out’,	2	=	‘I	would	like	to	kill	myself’,	and	3	=	‘I	

would	kill	myself	if	I	had	the	chance’.	As	Amy	had	thoughts	about	suicide	her	entire	life	

but	feels	that	she	would	not	pursue	it	concretely,	she	can	continuously	score	a	1	out	of	

3.	Consequently,	the	scale	helped	Amy	to	see	that	the	suicidal	ideations	that	she	always	

interpreted	as	a	strong	sign	of	craziness	were	rather	relatively	mild	compared	to	the	

more	severe	‘labels’.	

This	way,	for	Amy,	the	questionnaires	become	normative:	they	show	her	how	

she	can	and	may	interpret	her	complaints	as	compared	to	others,	which	in	her	case	

leads	to	a	more	nuanced	understanding	of	herself	and	her	complaints.	As	she	tended	to	

interpret	these	‘complaints’	as	‘signs	of	craziness’,	the	fact	that	she	becomes	aware	of	

the	nature	and	severity	of	possible	symptoms	for	others,	puts	her	fear	to	be	found	crazy	

in	perspective,	and	as	such	forms	a	nuance	of	her	anxiety.	

	

‘Thinking	about	certain	behaviours…	yeah	like	becoming	aware	of	that	I	
do	that	but	also	on	the	other	hand	the	feeling	that,	like:	“okay,	so	that	is	
something	normal,	that	is	something	that	can	just	happen	every	once	in	a	
while.’	(Amy;	Post-interview)	

	

For	June,	however,	the	normativity	that	seems	embedded	in	the	questionnaires,	is	

anything	but	soothing.	She	fears	that	when	others	perceive	her	scores,	they	may	deduce	

a	‘profile’	(Post-interview)	or	image	of	her	that	verifies	her	feared	craziness.	More	

specifically,	as	the	questionnaire	items	concretely	show	on	which	levels	and	contents	

she	could	be	judged,	the	questionnaires	make	the	possible	verdict	of	the	other	on	her	

insanity	manifest.	Therefore,	in	scoring	her	questionnaires,	June	tends	to	be	as	nuanced	

and	detailed	as	possible,	to	make	sure	that	the	administrator	or	reader	will	understand	

her	interpretations	and	scoring	as	much	as	possible	as	she	intended	it.	With	this	

tendency	to	annotate	her	questionnaires	and	clarify	her	scores	and	interpretations,	she	

addresses	the	other	as	a	concrete	audience,	as	a	reader	who	in	fact	reads	her	

questionnaires	to	derive	a	conclusion	on	her	mental	status.		
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As	June	is	very	anxious	that	such	a	conclusion	by	others	might	lead	to	exclusion	

and	lock-up,	for	her	the	questionnaire	is	a	manifest	set	of	normative	items,	that	suggest	

the	kinds	of	behaviour	that	she	has	to	avoid	or	control	in	order	to	keep	within	the	

‘normal’	range:	

	

‘So	what	number	is	that,	then,	that	anger?	[...]	And	is	that	acceptable?	And,	
does	that	fall	under	the	label	normal?	Like,	is	that	normal,	and	to	what	
extent,	and,	and...’	(June;	Session	58)	

	

Similarly,	Amy	is	apprehensive	about	the	idea	that	others	might	deduce	a	‘profile’	from	

her	scores	that	might	indicate	the	craziness	that	she	always	feared.		

	

‘I	immediately	tried	to	see	how	it	would	be	analysed,	wha-what	it	would	
mean.	In	what	clinical	scheme	I	would	fit	and	uh…	[…]	like	I	imagine	how	
a	therapist	[looking	at]	the	questionnaires	and	saying:	“oh,	wow,	this	is	a	
classic	case	of…”	like,	yeah…	[…]	So	I	often	thought:	I	don’t	think	this,	but	
someone	else	would	say	that	about	me.	[…]	So	there	often	was	a	bit	of	
shame	or	anxiety	to..	to	score	too	much	towards	the	extremes.’	(Amy;	6-
month	Follow-up)	

	

However,	through	the	repetition	of	questionnaire	administration	and	the	nuance	that	is	

forming	in	her	interpretation	of	self,	her	image	of	other’s	expertise	starts	to	change:	

	

‘There	are	a	lot	of	people	who	wanted	to	give	me	a	bit	like,	a	diagnosis.	
From	their	own-own,	I	don’t	know,	“Wikipedia-expertise”	(laughs)	[…]	
But	I	found	[that	those	questionnaires…]	helped	me	so	much.	(laughs).	
And	that’s	funny	because	those	questions	are	more	open	now.	That	I,	that	
I	don’t	have	to	write	myself	off	anymore	because	I	scored	a	two	or	a	five”	
(Amy;	6-month	Follow-up)	

	

This	way,	questionnaire	administration	thus	not	only	allowed	Amy	to	perceive	her	own	

complaints	in	a	more	nuanced	way,	she	also	nuanced	the	‘expertise’	of	others.	The	

verdict	of	others	played	a	prominent	role	in	her	experience	of	fear,	so	the	fact	that	she	

starts	to	doubt	the	expertise	of	others	who	judge	her	has	a	large	impact	on	how	she	

experiences	her	core	complaints.	As	the	questionnaires	for	Amy	suggests	a	norm	on	

(ab)normality	of	behaviour,	she	finds	a	point	of	reference	within	the	questionnaires	

against	which	she	can	test	her	craziness,	and	consequently,	she	has	less	need	for	others	
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as	a	reference	as	to	what	normality	is.	This	way,	the	questionnaires	make	the	role	of	

others	became	less	fearful	for	Amy.		

So	both	for	June	and	Amy,	the	questionnaires	functioned	as	a	tangible	‘norm’	on	

normal	and	abnormal	behaviour.	For	Amy	that	had	a	positive	effect,	as	it	allowed	her	to	

nuance	her	complaints	and	to	distance	herself	from	the	opinion	of	others	which	had	

always	increased	her	fears.	For	June,	however,	the	idea	that	she	could	be	evaluated	by	

means	of	her	scores	increased	her	fears	(see	further	Truijens	et	al.,	2019),	as	it	made	the	

feared	other	manifest	as	an	evaluation	administrator	or	reader.	So,	as	looking	for	a	

norm	was	a	central	part	in	both	Amy’s	and	June’s	experienced	complaints,	the	

confrontation	with	norms	on	(ab)normality	of	behaviour	had	a	substantial	impact	on	

both	patients,	albeit	in	opposite	directions.	

 

Questionnaire administration impacts the interpretation of core complaints 
 

Following	the	impact	of	the	questionnaires	on	their	perception	of	norms	and	their	

evaluation	of	their	own	complaints,	for	both	June	and	Amy,	the	act	of	questionnaire	

administration	actively	impacted	the	interpretation	of	the	core	complaints	that	got	

them	to	seek	treatment	in	the	first	place.		

For	Amy,	the	assessment	became	an	external	point	of	reference	(Peri-interview),	

which	for	her	is	explicitly	different	from	the	treatment	itself.		

	

‘I	like	it	that	that	there	is	like,	sort	of,	an	entity	outside	of	the	world	of	the	
[therapeutic]	sessions.	[…]	that	is	more	like	the	real	world,	whereas	
[those	are]	more	like	the,	the,	like,	the	internal	therapy	world.’	(Amy;	
Peri-interview)	

	

This	external	point	of	reference	to	Amy	becomes	an	instance	to	which	she	can	both	test	

her	own	fears	and	other’s	opinions.	This	way,	she	learns	that	she	may	trust	her	own	

thoughts	more	than	opinions	of	others.	As	she	formulated	in	her	idiosyncratic	items,	she	

feared	that	she	could	not	trust	her	own	emotions	and	thoughts,	and	therefore	she	

constantly	looked	to	others	to	verify	what	was	correct	and	what	could	be	crazy.	

However,	this	also	made	her	fear	others	as	evaluating	and	normative.	However,	as	the	

questionnaires	for	her	functioned	as	an	external	entity	that	provided	norms	for	her,	she	

no	longer	needed	concrete	others	to	tell	her	what	was	correct	and	what	not	(which	she	

starts	to	call	‘Wikipedia-expertise’	at	6-month	Follow-up).	So,	by	means	of	the	
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questionnaires	that	functioned	as	an	external	reference	to	her,	she	not	only	re-

interpreted	her	own	complaints	as	signs	of	craziness,	she	also	re-interpreted	others	as	

important	reference	points.		

This	change	is	not	simply	a	reduction	of	Amy’s	complaint,	but	it	involves	a	

reconceptualization	of	her	fear,	which	is	related	to	a	reconceptualization	of	herself	in	

relation	to	others.	In	this	dynamic,	Amy	no	longer	fears	the	verdict	of	others,	as	she	

learned	to	put	their	opinion	about	her	in	perspective.	This	makes	the	evaluation	of	

others	less	threatening,	and	therefore	results	in	a	more	nuanced	interpretation	of	her	

own	fear.	That	does	not	necessarily	imply	that	she	does	not	experience	the	

overwhelming	emotions	anymore	–	which	would	imply	symptom	reduction	–	but	it	

implies	that	her	interpretation	of	these	overwhelming	emotions	and	what	they	could	

mean	for	her	in	relation	to	others	is	changed.	This	way,	thus,	the	questionnaires	as	an	

external	reference	point	for	Amy	changed	the	main	features	of	her	core	complaint.	

For	June,	the	questionnaires	also	affected	the	main	features	of	her	core	

complaint,	but	in	the	opposite	direction.	A	core	feature	of	June’s	experienced	complaint	

is	that	she	is	vulnerable	to	suggestion	–	as	she	tends	to	take	suggestions	as	signs	of	her	

own	–	yet	when	she	applied	for	treatment,	she	felt	that	she	could	control	these	feared	

signs	by	continuous	screening	of	her	own	mind	and	behaviour.	However,	as	the	

questionnaires	confront	her	with	a	systematic	and	exhaustive	set	of	signs	that	can	

concretely	be	present	in	her,	the	feared	‘signs	of	craziness’	become	concrete	to	her,	

rather	than	random	incidental	suggestions.	Moreover,	as	the	administrator	can	deduce	

a	profile	of	her,	the	questionnaire	administration	makes	‘the	other’	–	whose	verdict	she	

fears	heavily	–	concrete	and	present.	Consequently,	she	can	no	longer	use	her	preferred	

solution	of	avoiding	or	controlling	others’	perceptions	by	screening	her	own	thoughts	

and	behaviours	first.	Rather	than	controlling	herself,	she	now	also	actively	has	to	

control	the	image	that	she	gives	to	the	reader	of	the	questionnaire,	which	she	indeed	

pursues	by	her	tendency	to	annotate	and	alter	questionnaire	scores	and	to	concretely	

address	the	‘audience’.	This	affects	her	interpretation	of	her	complaints,	as	the	act	of	

questionnaire	administration	make	the	feared	abnormalities	manifest,	rather	than	just	

hypothesized	or	suggested.		

For	June	it	is	very	important	to	always	be	as	honestly	as	possible,	but	that	also	

forces	her	to	often	score	on	the	higher	sides	of	the	scale.	This	–	to	her	–	necessity	is	a	

concrete	and	visible	confrontation	with	how	she	relates	to	others.	This	not	only	
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increases	the	severity	of	her	fear,	it	also	starts	to	function	as	a	‘guarantee’.	In	the	first	

sessions	of	treatment,	she	was	constantly	on	the	hunt	for	visual	or	manifest	

confirmations:	

	

‘I	am	such	a	person.	I-I	like	to	have	it,	if	I	have	results,	it	needs	to	be	black-
on-white.	I	said	that	before,	I	am	such	a	person	who	is	very	visual	like.	[…]	
I	do	not	have	any	guarantees.	You	don’t	have	a...	like	yes,	yes...	it’s	only	
when	I	would	see	it,	that	I	would	think	like	“yes,	indeed!”’	(June;	Session	
2)		

	

The	items	in	questionnaires	are	visual	and	concrete	in	such	a	way,	that	they	become	

such	guarantees	for	June.	However,	rather	than	solving	her	fears,	this	manifest	nature	of	

suggestions	of	diseases	makes	her	rather	distrustful	of	her	own	capability	to	control	

herself,	even	in	situations	where	there	is	no	precedent:		

	

‘Look,	it	is	the	next	[item],	“To	feel	an	urge	to	hit,	hurt	or	injure	others.”	I	
have,	I	have	that	like,	not	now	right,	but	I’ve	had	that,	like	back	in	the	day,	
I	sometimes	had	days	where	I	felt	like	“aaargh”	like	that	I	was	scared	that	
I..	I.	would	like,	hit	someone,	that’s	weird,	right.	But-but	I	did	not	want	
that	but,	but...	[...]	That	scares	me	now	so	much	that	I	am	gonna	be	focused	
on	that	all	week.	You	see?	And	that	I,	by	that,	like	by	focusing	on	that,	that	
I,	people,	like,	that	I	would	do...	I’m	gonna	put	that	in	my	mind	now,	again,	
and	that	I	will	go,	like	it	will	trigger..	That	I,	see,	see,	I	have	that.’	(June;	
Session	57).	

	

So	whereas	for	Amy,	the	manifest	suggestions	in	the	questionnaires	functioned	as	an	

external	instance	that	allowed	her	to	nuance	her	fear	such	that	she	could	diminish	the	

feared	verdict	of	others,	for	June	it	has	the	opposite	effect,	as	that	external	instance	

makes	her	fear	more	and	more	varied	diseases,	and	it	diminishes	her	trust	in	her	ability	

to	control	them.	Therefore,	for	June,	the	questionnaires	not	only	worsen	her	level	of	fear	

(i.e.,	severity	of	symptoms),	it	also	actively	changes	her	way	of	interpreting	the	status	of	

those	fears	and	her	trust	in	being	capable	to	cope	with	those	fears.		

Both	for	Amy	and	for	June,	these	changes	also	affect	their	interpretation	of	

‘signs’.	Both	their	core	complaints	entailed	a	fear	that	their	thoughts,	emotions	and	

behaviours	showed	a	variety	of	‘signs’	of	craziness	or	abnormality,	and	both	patients	

had	an	severe	fear	that	these	signs	would	motivate	others	to	perceive	them	as	crazy	and	

to	lock	them	up	in	a	psychiatric	facility.	Amy	described	this	in	the	quote	that	we	gave	

before:	
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‘Like	that,	not	trusting	my	emotions.	Like	indeed	I	had	a	very..	fear	to..	to	
not…	uhm.	Like	I	needed	constant	confirmation	that.	Tha-that	is	
something	that	I	was	so	scared	about	because	I	thought	it	was	a	sign	that	I	
was	totally	crazy.’	(Amy;	Post-interview)	

	

As	a	consequence,	both	June	and	Amy	were	constantly	scanning	their	own	thoughts	and	

behaviours	for	such	signs,	like	June	does	in	the	following	quote:	

	

‘So	I	want	to	stay	in	bed	and	leave	everything	alone.	And	then	I	think	like:	
see,	it	is	a	sign,	I	am	depressed!	When	people	want	to	stay	in	bed....	That	is	
a	sign	right...’	(June;	Session	29)	

	

However,	following	the	assessment	process,	Amy	nuanced	her	dismissive	interpretation	

of	herself	as	completely	crazy,	and	she	understood	that	as	a	human	being,	it	is	okay	to	

have	a	bad	day	without	being	completely	crazy	right	away.	Therefore,	the	questionnaire	

administration	allowed	her	to	stop	interpreting	all	kinds	of	thoughts	and	behaviours	as	

‘signs’.	Moreover,	she	started	to	see	that	certain	verdicts	of	others	might	rather	have	

been	signs	of	their	imperfection	(2	year	Follow-up).	

By	the	dismissal	of	interpreting	her	own	emotions	as	‘signs’	of	disease,	the	core	

of	Amy’s	complaint	was	thus	changed,	and	even	though	that	does	not	necessarily	imply	

that	she	does	not	experience	the	same	overwhelming	emotions	anymore,	the	changed	

interpretation	prevents	her	to	be	so	scared	by	them.	Moreover,	by	the	act	of	

questionnaire	completion,	Amy	found	herself	being	capable	of	distinguishing	herself	as	

a	person	from	specific	scores	on	specific	items.	She	came	to	see	that	certain	scores	were	

bound	to	time-specific	situations,	reactions	to	situations,	recurring	childhood	memories,	

et	cetera,	and	rather	than	interpreting	those	experiences	as	signs	of	overall	craziness,	

she	allowed	herself	to	feel	bad	every	once	in	a	while,	without	being	abnormal	right	

away.	The	act	of	questionnaire	completion	for	Amy	thus	became	an	exercise	in	allowing	

herself	to	not	reach	a	‘perfect	zero’	(6-month	Follow-up),	nor	to	see	herself	in	‘absolute’	

terms	(cf.	Intake-interview).	This	way,	the	repetitive	completion	of	questionnaires	for	

Amy	led	to	more	acceptation	of	herself	as	a	person,	in	which	her	fear	for	the	verdict	of	

others	became	less	overwhelming	(Post-interview).	This	way,	the	act	of	questionnaire	

administration	to	Amy	led	to	normalization	in	her	interpretation	of	herself	and	her	

complaints,	and	to	overall	‘empowerment’	(Post-interview)	as	a	person.	
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For	June,	it	had	the	opposite	effect:	not	only	was	she	prompted	in	her	search	for	

signs,	it	also	suggested	new	kinds	of	signs	that	catalyzed	her	fear.	Moreover,	the	fact	

that	she	had	to	score	high	on	the	scales,	substantiated	a	realness	of	her	fears,	and	as	

such	it	changed	the	nature	of	the	fears,	as	they	became	‘visible’	signs	that	have	a	‘real’	

presence	for	her.	This	way,	the	act	of	questionnaire	administration	for	June	led	to	

priming	of	new	‘phobic	stimuli’	(see	Truijens	et	al.,	2019,	for	a	detailed	analysis),	and	as	

such	substantiated	June	in	her	fear	to	be	deviant.	

So,	both	for	June	and	Amy,	the	act	of	questionnaire	administration	actively	

impacted	the	interpretation	of	the	core	complaints	that	got	them	to	seek	treatment	in	

the	first	place.	That	is,	the	understanding	of	the	core	complaints	–	i.e.,	the	variables	

under	study	–	changed	through	reinterpretation	and	reconceptualization	of	the	

complaints.	Importantly,	for	both	patient-participants,	this	yielded	an	active	change	of	

their	experienced	complaints,	in	which	core	features	of	their	complaints	were	altered.	

In	Amy’s	case,	she	did	experience	the	same	overwhelming	emotions,	but	did	no	longer	

interpret	them	as	signs	of	overall	craziness,	which	allowed	her	to	nuance	her	perception	

of	self	and	her	fear	for	others,	which	made	her	re-evaluate	her	tendency	for	control	over	

herself.	In	June’s	case,	she	did	experience	the	same	overwhelming	fears	to	be	ill,	but	as	

the	questionnaires	provided	an	exhaustive	list	of	possible	abnormalities,	the	feared	

illnesses	became	manifest	rather	than	random	suggestions.	Moreover,	the	other	as	

judgmental	and	excluding	became	a	manifest	person,	which	imposed	a	new	fear	to	her	

that	her	regular	coping	solution	no	longer	worked.	Consequently,	while	the	experience	

of	fear	did	not	just	increase	or	decrease,	the	interpretation	of	fears	was	impacted	such	

that	it	the	constellation	of	the	complaint	was	changed.	

 

Discussion 
 

In	psychotherapy	research,	the	aim	is	to	gather	evidence	on	the	efficacy	of	treatments.	

This	efficacy	is	operationalized	as	symptom	change	over	the	course	of	treatment,	which	

is	captured	in	data	that	are	gathered	pre-	and	post-treatment	by	self-report	

questionnaires.	Symptom	change	is	generally	conducted	by	means	of	validated	self-

report	questionnaires	that	are	scored	by	patient-participants	in	psychotherapy	

research.	In	the	findings	section,	we	discussed	how	the	process	of	data	collection	by	

means	of	these	questionnaires	was	experienced	by	June	and	Amy,	two	patient-
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participants	in	a	psychotherapy	study.	In	the	next	section,	we	discuss	how	their	

experiences	of	the	process	impacted	the	complaints	under	study,	and	how	this	may	

have	affected	“the	data”	that	were	collected.	In	the	final	section,	we	discuss	how	these	

effects	impact	the	validity	of	these	data	as	input	for	analyses	of	treatment	efficacy.		

 
How questionnaires shape complaints 

 

When	Amy	and	June	started	treatment,	they	both	experienced	an	overwhelming	fear	to	

be	crazy	or	abnormal.	Both	patients	fear	that	others	might	be	able	to	perceive	certain	

thoughts	and	behaviours	as	craziness	and	would	thus	be	inclined	to	lock	them	up	in	a	

psychiatric	facility.	Consequently,	both	June	and	Amy	were	inclined	to	control	the	

perception	of	others	by	screening	their	own	behaviour	and	thoughts	for	signs	of	

craziness,	to	avoid	others	of	seeing	signs	that	they	missed	themselves.	For	this	purpose,	

they	were	constantly	looking	for	norms	or	external	standard	to	judge	their	own	

behaviour	and	thoughts	against.	Both	patients	started	a	psychodynamic	treatment	in	

context	of	psychotherapy	research.	In	that	role,	they	were	confronted	with	regular	

questionnaire	administration	to	assess	their	complaints.	In	psychotherapy	research,	

these	symptom	assessments	are	used	to	collect	data	on	symptom	presence	and	severity,	

which	is	used	as	input	for	analysis	of	symptom	reduction.	However,	the	current	case	

comparison	elucidates	two	major	problems	in	the	collection	of	data	via	self-report	

measures	for	the	purpose	of	evidencing	treatment	effects.	

First,	the	findings	make	insightful	that	the	administration	of	self-report	

questionnaires	yields	a	meaning-making	process	in	which	patient-participants	actively	

try	to	get	their	experiences	across	to	an	audience	(the	administrator,	the	reader).	The	

first	theme	(‘Questionnaires	do	not	allow	for	nuanced	and	straightforward	reports’)	

captured	the	trouble	patient-participants	experienced	with	straightforward	

interpretation	of	items	and	instructions,	trouble	with	quantifying	their	experiences,	

feeling	puzzled	on	what	or	whom	to	take	as	a	reference	point	in	formulating	answers.	

So,	the	pre-structured	format	of	items	and	response	options	makes	it	hard	for	patients	

to	genuinely	get	their	experiences	across;	which	is	vividly	elucidated	by	June’s	tendency	

to	annotate	the	questionnaires	and	nuance	her	scores	in	multiple	ways.	Thus,	the	

administration	of	self-report	questionnaires	is	by	no	means	not	self-evident	for	patient-

participants.	With	regard	to	data	collection	in	function	of	symptom	assessment,	this	

theme	suggests	that	it	is	not	straightforward	what	individual	data	capture	–	that	is,	the	
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numbers	that	are	concretely	marked	on	the	questionnaires	after	an	active	process	of	

interpretation	of	items,	self-reflection	and	evaluation	of	own	experiences,	and	an	effort	

to	translate	or	fit	the	experiences	into	the	pre-designed	response	format.		

This	theme	exhibits	problems	that	have	been	reported	before	in	psychometric	

and	research	literature.	In	the	important	psychometric	paper	‘Self-reports.	How	the	

questions	shape	the	answers’,	Norbert	Schwarz	(1990)	describes	a	multitude	of	

possible	problems	of	interpretation	of	items,	and	how	word	use,	item	order,	response	

formats	and	scoring	instructions	can	affect	the	way	in	which	answers	are	derived.	In	the	

paper	‘Interacting	with	a	questionnaire:	respondents’	constructions	of	questionnaire	

completion’	by	Darius	Galasiński	and	Olga	Kozłowska	(2013),	the	meaning-making	

process	is	elaborated	that	is	involved	in	how	respondents	complete	questionnaires.	

Their	findings	suggest	that	respondents	take	into	account	how	the	administrator	will	

perceive	their	scores	and	tend	to	answer	the	questions	accordingly.	They	conclude	that	

respondents	are	‘active	communicators,	who	are	not	merely	trying	to	get	the	

questionnaire	completed	but	also	to	do	it	in	a	way	that	suits	their	communicative	and	

social	goals’	(Galasiński	&	Kozłowska,	2013,	p.	280).	More	specifically,	respondents	tend	

to	account	for	the	expectation	of	the	administrator	(Norenzayan	&	Schwarz,	1999),	and	

as	such	put	the	researcher	“into	the	subject	position	of	the	addressee”	(Galasiński	&	

Kozłowska	2013,	p.	3518;	see	further	Alves	et	al.,	2016).		

This	is	in	line	with	the	findings	in	the	third	theme	(‘Questionnaires	suggest	a	

norm	for	(ab)normality	of	behaviour’),	where	Amy	and	June	start	to	interpret	their	own	

experiences	through	the	eyes	of	the	administrator	or	reader.	However,	as	both	June	and	

Amy	experienced	this	other	as	normative,	the	lack	of	room	to	get	their	experiences	

across	to	this	administrator	went	beyond	a	problem	of	fit	or	accuracy	of	scoring,	as	it	

tapped	into	their	core	complaints	and	as	such	increased	their	fear.	So	rather	than	

measuring	severity	of	complaints	under	study	in	a	neutral	way,	the	case	comparison	

showed	that	the	assessment	for	June	and	Amy	actually	impacted	that	level	of	

experienced	complaints.		

Moreover,	the	case	comparison	showed	that	the	administration	of	

questionnaires	to	patient-participants	can	affect	the	presence	of	complaints.	As	became	

clear	by	the	second	theme	(‘Questionnaire	administration	forces	self-evaluation’),	the	

regular	administration	of	questionnaires	facilitated	a	process	of	self-evaluation.	As	

patients	are	asked	to	score	regularly	score	a	multitude	of	items	on	complaints	that	they	
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did	not	explicitly	experience	before,	the	questionnaires	prime	the	experience	of	

complaints	that	may	have	been	less	prominent	or	absent	if	it	were	not	for	the	

questionnaire	administration.	While	some	of	these	experiences	were	present	but	

unnoticed	–	like	Amy’s	experience	of	guilt,	which	she	did	not	notice	earlier	as	something	

problematic	yet	started	to	notice	due	to	the	questionnaires	–	the	questionnaires	also	

suggested	complaints	that	were	absent	before	the	questionnaire	administration	–	like	

June’s	experience	of	suicidal	thoughts,	which	were	suggested	by	the	repeated	

assessment	in	the	questionnaires	and	as	such	inserted	the	thoughts	into	her	array	of	

phobic	objects.	These	findings	thus	show	that	when	symptom-focused	questionnaires	

are	administered	in	a	sample	of	patient-participants	–	i.e.,	respondents	that	participate	

in	the	administration	with	a	clinical	motivation	–	the	questionnaire	administration	as	

such	can	impact	the	level	of	experienced	symptoms	under	study.	

So,	the	case	comparison	exhibits	how	respondents	appear	to	struggle	with	the	

reduction	of	their	story	that	is	inevitable	when	confronted	with	a	pre-structured	

answering	format	(for	a	thorough	discussion	on	how	questions	are	asked	in	science,	see	

McClimans,	2010),	and	beyond	that,	they	struggle	with	how	to	balance	reporting	their	

‘genuine’	experiences	and	answering	what	they	think	the	administrator	want	to	hear.	

While	these	tendencies	may	be	omnipresent	in	case	of	human	respondents,	the	case	

study	however	highlights	that	in	case	of	clinical	respondents	–	i.e.,	when	respondents	

are	also	patients	–	the	misfit	of	experiences	with	the	pre-structured	format	of	

questionnaires	may	affect	how	respondents	actually	experience	the	complaints	under	

study.	So,	whereas	in	psychotherapy	research,	validated	questionnaires	are	used	to	

collect	data	on	symptom	presence	and	severity,	the	administration	of	these	

questionnaires	may	actually	alter	this	symptom	severity	and	presence	under	study.	

This	finding	is	in	line	with	the	conclusions	that	we	drew	from	the	detailed	case	

study	of	June,	in	which	we	analysed	her	written	annotations	on	the	paper-and-pencil	

questionnaires,	her	tendency	to	change	scoring	scales	to	better	fit	her	experiences,	her	

tendency	to	directly	address	the	reader	or	administrator	to	make	sure	that	her	answer	

came	across	as	intended	(Truijens	et	al.,	2019).	Whereas	this	was	her	way	of	controlling	

the	validity	of	her	data	as	truthful	to	her	experiences,	we	discussed	that	these	

tendencies	in	fact	formed	a	vital	threat	to	the	validity	of	research	data	in	psychotherapy	

research,	as	her	way	of	communicating	via	questionnaires	harmed	the	comparability	of	

her	data.	However,	given	these	tendencies,	psychotherapy	researcher	could	be	inclined	
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to	call	her	an	outlier,	as	‘normally’	patient-participants	just	score	their	questionnaires	

without	all	this	extra	or	particular	information.	

However,	the	comparison	between	this	extraordinary	case	June	and	a	more	

regular	case	Amy,	based	on	whose	numerical	data	researchers	would	not	at	all	have	

doubted	the	validity	of	her	scores,	shows	that	also	for	more	regular	patients,	

questionnaire	administration	is	a	meaning-making	and	communicative	process	in	which	

the	question	by	a	researcher	to	truthfully	report	experiences	affects	respondents,	as	

they	are	motivated	to	do	so	yet	find	it	hard	to	fit	their	experiences	into	the	format.	This	

shows	that	validity	of	data	that	is	collected	by	validated	means	is	not	a	given.	Even	in	

Amy’s	case,	who	would	not	have	been	noticed	based	on	her	numbers	in	the	data	set,	it	is	

highly	doubtful	whether	her	data	in	fact	signal	a	therapeutic	effect,	rather	than	a	

research	effect	–	which	appeared	to	initiate	a	clinical	change	itself.	Amy	notes	the	

helpful	effect	of	the	questionnaire	administration	and	explicitly	distinguishes	this	from	

the	effect	that	she	experienced	from	the	treatment.	Importantly,	this	emphasizes	that	

for	both	patients,	the	act	of	measurement	affected	both	the	presence	and	severity	of	

complaints	under	study,	which	alters	the	data	such	that	it	is	questionable	whether	the	

data	indeed	captures	the	variable	under	study.	As	such,	the	data	that	are	collected	in	

function	of	evidencing	treatment	effects	are	not	straightforwardly	valid	to	do	so.	To	

make	sure	that	this	data	can	validly	be	used,	the	impact	of	research	should	be	studied	in	

a	larger	sample	yet	with	the	same	attention	for	detail	that	we	pursued	in	this	paper.		

	

Second,	whereas	parallels	can	be	drawn	between	the	cases	regarding	the	meaning-

making	process	entailed	in	questionnaire	administration	and	the	impact	of	this	process	

on	the	experience	of	complaints,	we	also	observed	an	important	opposition	in	effects	for	

June	and	Amy,	which	has	severe	epistemic	and	clinical	implications.	The	fourth	theme	

(‘Questionnaire	administration	impacts	the	interpretation	of	core	complaints’)	exhibited	

how	for	these	patients,	the	self-evaluation	against	the	norm	that	was	suggested	in	the	

questionnaires	allowed	for	a	changed	understanding	of	their	core	complaints,	yet	in	

opposing	ways.	Particularly,	for	June,	it	was	the	fact	that	her	complaints	might	fit	so	well	

with	the	questionnaires	that	the	questionnaires	turned	into	a	tangible	confirmation	of	

her	fears.	For	Amy,	oppositely,	the	misfit	with	the	questionnaires	to	her	initiated	a	more	

nuanced	interpretation	of	her	own	complaints,	and	as	such	initiated	a	substantial	

change	of	the	content	of	her	fear,	as	she	reinterpreted	her	feared	craziness	as	a	sign	of	
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incoherence	in	others.		Moreover,	the	absence	of	assessed	symptoms	for	Amy	implied	a	

change	in	the	interpretation	of	her	fears,	because	she	was	able	to	score	a	multitude	of	

items	negatively	or	low,	which	made	her	realize	that	other	people	could	have	worse	

symptoms	and	thus	she	was	not	as	‘crazy’	as	she	thought.	So,	whereas	for	Amy,	the	

impact	of	questionnaire	administration	changed	her	fears	positively,	for	June,	it	had	

adverse	effects.		

So,	beyond	the	struggle	with	fitting	the	story	into	the	questionnaire	format,	the	

act	of	finding	fit	with	that	format	concretely	facilitates	a	process	of	change	for	these	

patients.	The	regular	administration	of	questionnaires	facilitated	a	process	of	self-

evaluation,	and	for	these	particular	patients,	this	self-evaluation	provided	a	norm	that	

allowed	for	a	changed	understanding	of	their	core	complaints.	For	June,	it	was	the	fact	

that	her	complaints	might	fit	so	well	with	the	questionnaires	that	the	questionnaires	

turned	into	a	tangible	confirmation	of	her	fears.	For	Amy,	oppositely,	the	misfit	with	the	

questionnaires	initiated	a	more	nuanced	interpretation	of	her	own	complaints,	and	as	

such	initiated	a	substantial	change	of	the	content	of	her	fear,	as	she	reinterpreted	her	

feared	craziness	as	flawed	judgement	of	others.			

This	way,	the	act	of	scoring	items	that	were	not	or	not	directly	applicable	to	their	

experience,	both	for	June	and	Amy	affected	their	experience	and	interpretation	of	their	

core	symptom.	As	such,	the	act	of	questionnaire	administration	indeed	changed	the	

interpretation	of	complaints,	and	thus	shaped	the	answers	on	the	questionnaires	itself.	

Importantly,	the	questionnaires	introduced	a	change	in	the	understanding	of	the	core	

complaint	that	got	them	to	seek	treatment,	in	a	way	that	would	not	(necessarily)	have	

happened	in	treatment	itself.		

Furthermore,	the	case	comparison	makes	insightful	that	it	was	merely	the	

confrontation	with	items	that	June	and	Amy	did	not	experience	that	facilitated	this	

change,	and	it	is	fair	to	say	that	in	psychological	treatment,	such	consideration	of	

complaints	that	are	not	present	for	a	patient	will	not	be	present	in	treatment	(at	all,	nor	

so	regularly).	Thus,	the	questionnaires	indeed	added	a	process	of	change	that	would	not	

have	been	present	if	it	were	not	for	the	study	of	it.	Surely,	self-reflection	may	also	be	

initiated	by	going	to	treatment,	but	the	questionnaire	administration	adds	an	important	

feature	to	this	self-reflection	–	consideration	of	what	is	not	experienced	or	what	might	

be	experienced	by	others	–	which	had	a	substantial	impact	on	the	interpretation	and	
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experience	of	core	complaints	by	our	cases.	Therefore,	the	act	of	questionnaire	

administration	became	performative.	

Performativity	as	a	term	is	derived	from	linguistic	theory,	in	which	founder	J.	L.	

Austin	(1970)	noticed	that	certain	sentences	do	not	simply	describe	a	situation	in	the	

world	but	can	create	a	new	situation	by	the	act	of	uttering	that	sentence.	The	term	was	

appropriated	in	diverse	scientific	and	anthropological	fields	to	describe	the	impact	of	

categories,	rituals,	and	scientific	action	and	descriptions,	on	how	people	behave	in	their	

social	environment	and	how	people	understand	themselves	as	part	of	that	environment.	

Cavanaugh	(2015)	describes	performativity	as	‘the	process	of	subject	formation,	which	

creates	that	which	it	purports	to	describe	and	occurs	through	linguistic	means,	as	well	

as	via	other	social	practices’.	Such	social	practices	may	indeed	yield	research	

descriptions	and	categorizations,	which	are	‘not	simply	descriptive	of	their	subject	but	

also	serve	to	shape	it’.	Illustrative	is	Ian	Hacking’s	(2000)	example	of	psychological	

diagnosis:	when	a	description	of	a	syndrome	is	derived	based	on	observed	complaints	

in	a	group	of	people,	more	people	than	the	originally	observed	group	will	recognize	

those	descriptions	and	start	explaining	their	own	behaviour	in	terms	of	that	diagnosis.	

Hacking	calls	this	performative	impact	of	scientific	description	in	the	human	sciences	a	

looping	effect	or	‘dynamic	nominalism’:			

	

We	think	of	many	kinds	of	people	as	objects	of	scientific	inquiry.	[…]	We	
think	of	these	kinds	of	people	as	definite	classes	defined	by	definite	
properties.	[…]	But	it's	not	quite	like	that.	They	are	moving	targets	
because	our	investigations	interact	with	them,	and	change	them.	And	
since	they	are	changed,	they	are	not	quite	the	same	kind	of	people	as	
before.	The	target	has	moved.	[…]	Sometimes,	our	sciences	create	kinds	of	
people	that	in	a	certain	sense	did	not	exist	before.	[…]	The	engines	used	in	
these	sciences	are	engines	of	discovery	but	also	engines	for	making	up	
people.	Statistical	analysis	of	classes	of	people	is	a	fundamental	engine.’	
(Hacking,	2006)		
	

In	the	same	line,	Aggeri	(2017)	argues	that	beyond	the	classic	conceptions	of	

performativity,	contemporary	interpretations	of	performativity	in	social	sciences	

incorporate	‘concrete	and	situated	interventions	mediated	by	instruments’	in	which	

‘instruments	acquire	a	degree	of	autonomy:	they	produce	their	own	effects	and	result	in	

diverted	uses	that	diverge	from	the	intentions	of	their	designers.’	In	that	context,	the	

observed	impact	of	questionnaire	administration	may	indeed	be	understood	as	



Part B 

 190 

performative:	The	questionnaires	are	descriptive	structures,	both	as	a	constellation	of	

descriptions	in	specific	items,	and	as	a	tool	for	overall	description	of	the	situation	of	the	

respondent,	and	the	act	of	administration	of	those	instruments	may	impact	the	

understanding	of	people	themselves	in	a	way	that	goes	beyond	the	intended	simple	

registration	or	measurement	of	existing	complaints.	An	important	consequence	of	

understanding	the	impact	of	measurement	instruments	as	performative,	is	that	the	

observed	effects	occur	in	dependence	to	the	instrument,	and	oppositely,	the	situation	

could	have	turned	out	completely	different	if	it	were	not	for	the	instrument	being	

administered.		

As	observed	in	the	case	comparison,	the	questionnaires	indeed	affected	the	core	

complaint	such	that	it	changed	the	nature	of	the	variable	under	study,	which	would	not	

have	happened	if	it	were	not	for	the	questionnaire	administration.	Moreover,	the	

questionnaires	introduced	a	process	of	understanding	that	changed	the	interpretation	

of	the	core	complaints	that	got	them	to	seek	treatment,	in	a	way	that	would	not	

(necessarily)	have	happened	in	treatment	itself.	As	the	act	of	questionnaire	

administration	concretely	facilitates	a	process	of	clinical	change	for	these	patients,	this	

performative	impact	may	even	be	considered	a	clinical	intervention	itself.			

Surely,	the	self-reflection	that	is	installed	by	questionnaire	administration	may	

also	be	installed	by	going	through	treatment,	but	it	is	likely	that	the	effect	of	

questionnaire	administration	added	an	important	feature	to	this	self-reflection,	namely	

consideration	of	what	is	not	experienced	or	what	might	be	experienced	by	others,	which	

was	shown	to	have	a	substantial	impact	on	the	interpretation	and	experience	of	core	

complaints	by	our	cases.	Importantly,	in	regular	psychological	treatment,	such	

consideration	of	complaints	that	are	not	present	for	a	patient	will	not	be	present	in	

treatment	(at	all,	nor	so	regularly).		

Researchers	may	take	this	point	as	an	argument	to	infuse	treatment	with	regular	

administration	of	questionnaires,	either	as	a	therapeutic	intervention	(for	example	by	

using	a	symptom	measure	to	structure	cognitive-behavioural	therapy	sessions;	e.g.,	

Bockting	&	Huibers,	2011)	or	as	Routine	Outcome	Measurement	(Boswell,	Krauss,	

Miller,	&	Lambert,	2013)2.	However,	whereas	for	Amy,	the	therapeutic	change	and	the	

 
2	As	Boswell	et	al.	(2013)	note	in	their	overview	of	three	decades	of	research	into	
Routine	Outcome	Monitoring	(ROM),	‘we	cannot	forget	that	clients	will	always	be	the	
principal	stakeholder.	Clients	want	the	highest	quality	of	care,	but	they	also	want	
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impact	of	measurement	were	distinct	processes	which	together	facilitated	clinical	

change,	for	June	the	measurement	impact	arguably	came	in	the	way	of	benefitting	from	

therapeutic	change	(cf.	Truijens	et	al.,	2019).	Therefore,	it	is	crucial	to	note	that	impact	

of	questionnaires	is	not	necessarily	beneficial	and	therefore,	it	should	not	be	implied	in	

practice	without	notice	of	the	individual	effects	for	individual	patients.	

Surely,	the	findings	in	this	case	study	are	not	directly	generalizable	to	a	broader	

population	–	which	may	be	considered	a	limitation	to	the	current	study	findings.	

However,	by	deepening	the	understanding	of	the	experiences	by	the	current	case	

comparison,	the	study	does	show	the	importance	of	being	attentive	to	the	concrete	

experiences	of	those	who	actually	are	in	therapy,	and	how	the	intervention	of	

supposedly	neutral	measures	can	initiate	a	process	that	may	impact	or	even	obstruct	a	

therapeutic	process	for	those	patients.	Moreover,	as	the	understanding	of	deterioration	

and	adverse	therapeutic	change	is	very	limited,	researchers	do	call	for	less	generalized	

and	more	concrete	examples	(see	De	Smet,	Meganck,	Van	Nieuwenhove,	Truijens	&	

Desmet,	2019).	Thus	further	emphasizes	the	ethical	responsibility	of	both	researchers	

and	practitioners	to	be	cautious	and	considerate	in	using	measures	in	clinical	research	

and	practice,	and	to	remain	attentive	for	the	price	of	monitoring	in	a	clinical	process.	

 

Validity of data given performativity of data collection 
 
The	remaining	question	is	how	much	of	a	problem	the	performativity	of	the	act	of	

measurement	poses	for	the	validity	of	raw	data	that	serves	as	input	for	outcome	

measurement.	First,	it	is	important	to	note	that	the	direction	of	the	performative	effect	

for	both	Amy	and	June	was	in	line	with	the	individual	RCI-scores	(see	method	section).	

For	Amy,	the	repeated	questionnaire	administration	helped	her	to	nuance	her	fear,	

which	is	coherent	with	the	significant	clinical	improvement	shown	by	her	individual	

 
relatively	brief	scales	with	a	high	degree	of	face	validity.’	(p.	6).	We	emphasize	that,	
indeed,	clients	are	the	principal	stakeholder	and	therefore	it	seems	of	utmost	
importance	to	keep	an	open	mind	to	those	patients	who	do	not	benefit	from	or	may	
experience	adverse	effects	from	ROM.	We	have	to	keep	in	mind	that	face	validity	can	be	
a	rather	deceptive	devise	in	treatment	and	research.	As	Boswell	et	al.	(2013)	warn:	
‘Some	clinicians	may	falsely	interpret	this	as	a	problem	with	the	measure	or	feedback	
system.	However,	this	may	actually	provide	an	opportunity	for	the	clinician	to	take	
other	information	into	consideration	and	discuss	the	discrepancy	openly	with	the	client.	
Such	moments	can	provide	glimpses	into	the	unique	world-view	of	the	patient	and	the	
window	through	which	the	therapist	and	patient	can	look	together.’	(p.	7)	
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outcome.	For	June,	the	priming	of	an	array	of	feared	diseases	made	her	anxiety	worse,	

which	is	in	line	with	the	deterioration	that	was	indicated	by	her	scores.	Therefore,	the	

outcome	of	the	individual	Reliable	Change	Indices	that	were	calculated	for	both	Amy	

and	June	correspond	with	the	narrated	impact	that	both	patient-participants	

experienced.	As	such,	indeed,	the	outcome	measurement	captured	a	clinical	process	that	

was	in	fact	set	in	motion.	However,	the	problem	is	that	this	particular	clinical	effect	was	

not	the	change	that	was	intended	to	be	studied.	More	specifically,	if	it	were	not	for	an	

idiosyncratic	analysis	such	as	conducted	in	this	paper,	the	effects	would	

straightforwardly	have	been	ascribed	to	treatment	as	such.		

However,	as	it	seems	that	(at	least	part	of)	this	pre-post	change	in	scores	was	

due	to	the	act	of	measurement	rather	than	to	treatment	–	in	which	the	measurement	

procedure	could	be	considered	merely	as	the	‘intervention’	–	it	is	not	valid	to	take	these	

outcomes	straightforwardly	as	evidence	for	treatment	effect.	Even	though	there	may	be	

a	treatment	effect	involved,	it	is	not	necessary	nor	sufficient	to	take	these	outcomes	as	

evidence	for	treatment	effect	per	se.	For	example,	in	Amy’s	case,	she	explicitly	states	

that	she	benefitted	both	from	therapy	and	from	the	questionnaire	administration,	which	

she	experienced	as	explicitly	different	processes	resulting	in	changes	in	different	

domains	(Post	Interview,	6-month	Follow-up	Interview).	That	may	imply	that	although	

part	of	the	decrease	of	complaints	could	be	due	to	treatment,	the	overall	outcome	

cannot	validly	be	attributed	to	treatment	per	se.		

Importantly,	this	validity	issue	is	not	observable	in	the	numbers	themselves.	

That	is,	the	numbers	do	not	show	whether	they	actually	capture	the	intended	construct.	

Rather,	the	numbers	can	be	shaped	by	measurement	such	that	it	in	fact	captures	

something	totally	different	than	the	intended	construct,	yet	as	this	impact	is	not	

noticeable	from	the	numbers	themselves,	the	validity	issue	can	become	inherent	to	the	

collected	data.	As	such,	the	act	of	measurement	can	form	a	vital	threat	to	the	validity	of	

the	data	that	is	collected.	

Importantly,	this	problem	is	not	solved	by	the	fact	that	measures	are	validated	to	

be	able	to	gather	data	on	the	purported	variable.	For	example,	the	validation	of	a	

measures	approves	that	the	instrument	can	validly	assess	the	purported	symptoms,	yet	

that	does	not	guarantee	that	it	is	valid	to	take	the	statistical	change	of	these	symptoms	

as	an	indicator	of	treatment	effect.	That	is,	when	a	validated	measure	is	used	by	

researchers	to	operationalize	another	construct	than	the	construct	that	is	intended	by	

How questionnaires shape complaints 
 

 193 

the	measure	itself,	the	validity	of	the	measure	is	not	sufficient	to	capture	the	validity	of	

this	secondary	operationalization	(see	Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	

2019,	for	a	detailed	discussion	of	validity	in	this	two-step	operationalization	process).	

Importantly,	this	indicates	that	the	validation	of	a	measure	does	not	necessarily	imply	

valid	data	collection.	Validation	of	a	measure	supports	that	a	measure	is	capable	to	

detect	the	intended	variable,	yet	that	does	not	necessarily	secure	accurate	application	

or	administration	(cf.	Kvale,	1995).		 	

In	conclusion,	the	case	comparison	in	this	paper	exhibits	how	‘data’	can	yield	

validity	problems	despite	the	use	of	validated	measures.	First,	the	act	of	measurement	

can	increase	and	even	suggest	the	experience	of	complaints,	and	as	such	impact	the	

presence	and	severity	of	measured	complaints.	Second,	the	act	of	measurement	can	

become	performative,	by	changing	the	understanding	of	core	complaints.	As	such,	data	

collection	by	validated	self-report	measures	poses	a	threat	to	validity	of	data	as	

indicator	of	the	variable	under	study.	By	analysing	the	process	of	questionnaire	

administration	qualitatively,	we	found	that	the	measures	in	fact	did	capture	a	clinical	

process,	but	as	that	process	was	set	in	motion	by	the	act	of	questionnaire	

administration,	the	data	did	not	necessarily	capture	an	effect	of	treatment	as	such.	

Moreover,	it	is	not	self-evident	which	effect	is	sorted	for	whom.	So,	whereas	for	one	

patient-participant,	the	data	could	indicate	a	treatment	effect,	for	another	they	can	yield	

something	totally	different.	Importantly,	moreover,	the	measure	as	such	is	not	capable	

of	distinguishing	between	experienced	symptoms	in	general	and	the	effect	that	

assessment	has	on	these	experiences,	nor	to	indicate	empirically	whether	it	regards	

random	or	systematic	noise	(cf.	Schwarz,	2009).	Rather,	it	would	need	a	researcher	to	

notice	as	well	as	to	study	what	is	concretely	going	on	in	the	empirical	process	of	

measurement,	and	to	establish	the	validity	of	data	as	operationalization	of	an	intended	

construct	such	as	treatment	efficacy.	
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PART B - Résumé 
 
Part	B	yielded	three	empirical	case	studies	that	focused	on	the	way	in	which	patient-

participants	experienced	questionnaire	administration	in	psychotherapy	research.	The	

question	in	each	of	the	studies	was	how	the	experiences	of	data	collection	processes	

might	affect	the	experienced	complaints,	and	how	that	impacted	the	data	that	was	

concretely	provided	by	these	patient-participants.	In	this	section	resumé,	an	answer	is	

formulated	to	the	second	research	question:	

	
(2) How	can	the	process	of	data	collection	by	means	of	self-report	

measures	affect	the	concretely	collected	data?	
	

In	this	section,	three	particular	patient-participants	were	presented,	whom	were	asked	

how	they	experienced	the	data	collection	process	–	both	in	direct	interview	questions	

and	derived	from	spontaneous	utterances	during	treatment	sessions.	The	case	studies	

exhibited	that	the	administration	of	questionnaires	was	by	no	means	neutral.	Each	of	

the	patient-participants	experienced	the	process	of	measurement	as	having	an	effect	on	

their	complaints	–	albeit	in	radically	opposing	ways.	So	even	though	it	may	not	be	a	

given	how	measurement	sorts	an	effect	nor	in	how	many	cases	such	effects	occur,	it	is	

clear	that	an	effect	may	happen,	which	has	severe	consequences	for	“the	data”.		

As	the	cases	exhibited,	the	administration	of	symptom	measures	can	influence	

the	level	of	complaints.	The	principle	of	self-report	measures	is	that	respondents	score	

their	own	complaints,	and	when	they	do	this	accurately,	the	measure	supposedly	

indicates	the	true	level	of	complaints	–	given	a	margin	for	measurement	errors.	As	

respondents	have	to	evaluate	their	own	complaints,	however,	a	self-awareness	is	

installed	that	may	impact	the	level	of	experienced	complaints.	In	some	cases,	this	effect	

can	be	positive,	as	scoring	low	on	questionnaires	can	tell	the	respondent	that	‘it	could	

have	been	worse’,	which	reliefs	the	pressure	of	symptoms	and	as	such	lowers	scores.	

However,	the	effect	can	be	opposite	as	well,	as	the	self-evaluation	can	imply	a	

confrontation	with	the	presence	or	severity	of	complaints	(i.e.,	priming),	which	may	

emphasize	how	they	‘hurt’	and	as	such	increase	their	experienced	severity.	This	affects	

what	“the	data”	capture,	as	the	scores	yield	symptom	levels	that	do	not	directly	

correspond	to	experiences	outside	of	the	measurement	situation.		

Part B - Résumé 
 

 195 

Beyond	the	presence	and	severity	of	complaints	that	the	patient-participant	

already	experienced,	however,	the	act	of	questionnaire	administration	can	also	change	

the	way	complaints	are	experienced	and	understood	at	all,	which	also	impacts	the	way	

in	which	respondents	understand	themselves	as	persons	or	patients.	As	this	would	not	

have	happened	if	the	questionnaires	were	not	administered,	this	can	be	regarded	as	

‘performative	effect	of	the	act	of	measurement’.	As	such,	the	act	of	questionnaire	

administration	in	function	of	evidencing	treatment	effects	can	become	an	intervention	

on	its	own,	beyond	the	therapeutic	intervention	that	is	studied.	As	this	effect	is	brought	

about	by	the	act	of	measurement,	it	would	be	invalid	to	interpret	observed	effects	in	the	

data	analysis	as	being	due	to	treatment.	As	a	consequence,	the	‘symptoms’	that	are	

measured	post-treatment	are	not	directly	comparable	to	the	‘symptoms’	that	were	

measured	pre-treatment,	which	invalidates	the	pre-post	comparison	of	data.	

“The	data”	can	thus	contain	validity	problems,	despite	the	use	of	validated	

measures.	Rather:	these	validity	issues	can	be	sorted	because	of	the	use	of	such	

validated	measures.	The	act	of	measurement	itself	thus	forms	a	threat	to	the	validity	of	

data	that	is	collected	in	function	of	evidencing	treatment	effects.	As	was	pointed	out	in	

the	first	section,	moreover,	these	validity	issues	cannot	be	observed	in	the	numbers	

themselves.	As	researchers	tend	to	rely	on	the	validation	of	measures	and	thus	do	not	to	

look	into	the	details	of	data	collection	processes,	the	validity	issues	on	the	level	of	

individual	data	may	become	inherent	to	the	data	set,	which	will	be	analysed	to	reach	

evidence	on	treatment	efficacy.	In	the	next	section	of	this	dissertation,	we	ask	the	

question	how	the	current	use	of	validity	terminology	in	psychology	can	be	used	to	

evaluate	and	prevent	these	validity	issues	on	the	level	of	data,	to	be	able	to	secure	the	

soundness	of	evidence. 

 

Section Conclusions 

• Measurement	can	have	a	performative	effect:	the	constructs	that	are	supposed	to	be	

measured	are	changed	by	the	act	of	measurement	itself	

o Measurement	can	shape	how	patient-participants	experience	complaints	

o Administration	of	self-report	questionnaires	can	sort	a	clinical	effect	of	its	own	

• The	act	of	measurement	can	form	a	threat	to	the	validity	of	data	

• The	use	of	validated	measures	does	not	guarantee	valid	data 
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PART C 
Validity in psychotherapy research 

 

 

 

 

In Part C, the current use of validity terminology in psychology is 

reviewed and discussed, to scrutinize how well-equipped the validity 

terminology is to cover validity issues on the level of data. The paper 

‘Validity beyond measurement’ contains a conceptual and practical 

overview and a clinical case example, to argue that the dominant 

psychometric understanding of validity falls short to capture the 

validity of the research process and data collection in particular. In 

the paper ‘Validity of data as precondition for evidence’, the relation 

between ‘raw data’ and ‘evidence’ is decomposed, and by illustration 

of case vignettes, it is argued that the validity of data is vital to derive 

sound evidence. The aim of this section is to argue that the 

understanding of validity in psychology should be broadened to cover 

performative impact of measurement itself, and to allow for proper 

consideration of the validity of data in function of evidencing 

treatment efficacy. 
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Validity beyond measurement 
Why psychometric validity is insufficient  

for valid psychotherapy research. 
 
 

Abstract 

In	psychotherapy	research,	‘validity’	is	canonically	understood	as	the	capacity	of	a	test	

to	measure	what	is	purported	to	measure.	However,	we	argue	that	this	psychometric	

understanding	of	validity	prohibits	working	researchers	from	considering	the	validity	

of	their	research.	Psychotherapy	researchers	often	use	measures	with	a	different	

epistemic	goal	than	test	developers	intended,	for	example	when	a	depression	symptom	

measure	is	used	to	indicate	‘treatment	success’	(cf.	outcome	measurement	for	Evidence-

Based	Treatment).	However,	the	validity	of	a	measure	does	not	cover	the	validity	of	its	

use	as	operationalization	of	another	target	concept	within	a	research	procedure,	nor	the	

validity	of	its	function	towards	an	epistemic	goal.	In	this	paper,	we	discuss	the	

importance	to	consider	validity	of	the	epistemic	process	beyond	the	validity	of	

measures	per	se,	based	on	an	empirical	case	example	from	our	psychotherapy	study	

(SCS,	Cornelis	et	al.,	2017).	We	discuss	why	the	psychometric	understanding	of	validity	

is	insufficient	in	covering	epistemic	validity,	and	we	evaluate	to	what	extent	the	

available	terminology	regarding	validity	of	research	is	sufficient	for	working	

researchers	to	accurately	consider	the	validity	of	their	overall	epistemic	process.	As	

psychotherapy	research	is	meant	to	offer	a	sound	evidence-base	for	clinical	practice,	we	

argue	that	it	is	vital	that	psychotherapy	researchers	are	able	to	discuss	the	validity	of	

the	epistemic	choices	made	to	serve	the	clinical	goal.	

 

Keywords 

Validity,	Epistemic	Validity,	Validity	of	Research,	Psychotherapy	Research,	Evidence-

Based	Treatment,	Empirical	Case	Study	
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Introduction 

 
Any	psychology	scholar	looking	for	information	on	the	validity	of	a	psychotherapeutic	

or	clinical	study	knows	where	to	find	it:	under	‘Measures’	in	the	Methods	section.	In	

psychotherapy	research	it	is	common,	and	often	formally	required	for	publication,	to	

use	the	IMRAD-format	(Introduction-Methods-Results-and-Discussion)	to	report	on	

empirical	results,	in	which	the	use	of	validated	instruments1	is	presented	in	the	

Methods	section	(cf.	Madigan,	Johnson	&	Linton,	1995).	However,	in	this	paper	we	argue	

that	the	heuristic	placement	of	validity	issues	under	the	Measures	header	gives	the	false	

impression	that	validity	only	matters	with	regard	to	measures.	As	psychotherapy	

research	is	applied	research	with	the	clear	goal	of	understanding	and	improving	clinical	

practice,	the	validity	of	the	entire	research	process	is	vital	for	epistemic,	clinical	and	

societal	reasons.	With	this	paper,	we	aim	to	address	psychotherapy	researchers	and	use	

concrete	clinical	research	data	to	discuss	why	it	is	insufficient	for	valid	psychotherapy	

research	to	limit	the	understanding	of	validity	to	instruments.2			

In	psychological	research,	validity	is	generally	understood	as	a	psychometric	

concept	that	refers	to	“measur[ing]	what	is	purported	to	measure”	(Borsboom,	

Mellenbergh	&	Van	Heerden,	2004,	p.	1061).	Newton	and	Shaw	(2013,	p.	203)	note	that	

in	different	scientific	fields	validity	may	have	a	broader	scope	than	just	measurement	

issues,	yet	still	they	limit	their	discussion	to	the	psychometric	definition	of	validity,	as	

do	the	majority	of	scholars	that	are	currently	involved	in	the	debate	(e.g.,	Borsboom,	

Mellenbergh,	&	Van	Heerden,	2004;	Cizek,	2012;	Crooks,	Kane,	&	Cohen,	1996;	Hood,	

2009;	Kane,	2001,	2013).	In	this	paper,	we	start	from	the	observation	that	the	use	of	the	

term	validity	in	psychotherapy	research	is	a	predominantly	understood	in	psychometric	

terms.	This	might	be	less	of	a	problem	if	test	construction	is	the	sole	goal	of	research,	

but	we	argue	that	it	is	highly	problematic	in	the	broader	scientific	endeavour	of	applied	

research	such	as	psychotherapy	research.	

 
1	Note	that	the	expression	‘valid	measures’	is	technically	misleading	as	no	instrument	is	
valid	in	itself:	Instruments	can	only	be	used	validly	in	a	specified	domain	of	application	
and	with	guidelines	on	score	interpretation	(Newton	&	Shaw,	2014).		
2	In	this	paper,	we	distinguish	validity	of	instruments	from	the	validity	of	the	overall	
scientific	endeavour.	We	refer	to	the	validity	of	instruments	either	by	the	term	‘test	
validity’,	‘instrumental	validity’,	or	‘psychometric	validity’.	We	refer	to	the	validity	of	the	
overall	scientific	endeavour	by	the	term	‘epistemic	validity’.	
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Applied	research	can	be	distinguished	from	fundamental	or	basic	research.	

Applied	research	is	focused	at	gaining	knowledge	with	the	explicit	goal	to	apply	this	

knowledge	in	non-scientific	contexts,	rather	than	to	gain	knowledge	for	the	sake	of	

knowledge	expansion	per	se	(cf.	Danziger,	1990).	For	example,	psychotherapy	research3	

is	conducted	to	be	able	to	disseminate	‘evidence-based’	treatments	into	clinical	practice,	

technical	innovation	or	artificial	intelligence	research	can	be	focused	at	improving	

concrete	daily	tasks	or	societal	systems,	educational	research	is	focused	at	in	situ	

assessment	within	the	various	learning	environments,	environmental	research	can	be	

conducted	with	the	explicit	goal	to	design	political	policy,	et	cetera.	Practically,	this	goal-

oriented	base	of	applied	research	implies	that	local,	historical	and	social	circumstances	

may	play	a	substantial	role	in	the	research	procedure	(cf.	Douglas,	2009).	Whereas	such	

factors	may	be	the	object	of	interest	in	fundamental	research,	in	applied	research	they	

may	also	play	an	important	role	from	the	decision	to	study	a	specific	topic	all	the	way	to	

the	decisions	on	how	to	apply,	whom	to	disseminate	findings	to	and	on	what	scale,	what	

impact	the	application	may	have,	et	cetera	(cf.	Cartwright	&	Stegenga,	2011,	on	evidence	

generation	focused	on	use).		

In	applied	research,	to	design	a	methodologically	sound	study,	researchers	thus	

have	to	make	a	broad	range	of	epistemic	choices	before	and	beyond	measurement.	

However,	as	‘validity’	is	heuristically	used	with	reference	to	instruments,	these	vital	

epistemic	choices	cannot	properly	be	judged	on	their	validity	because	they	do	not	fall	

under	instrumental	validity	per	se.	Therefore,	we	argue	that	it	is	crucial	for	

psychotherapy	research	to	be	able	to	think	about	validity	in	a	broader	epistemic	sense	

than	the	current	focus	on	test	validity	allows	for.	

The	problem	that	we	address	in	this	paper	is	not	new.	The	question	of	what	

constitutes	valid	research	is	central	to	on-going	discussions	in	psychotherapeutic	and	

methodological	research	literature,	that	yield	the	problem	of	operationalization	(e.g.,	

Barkham,	Stiles,	Lambert,	&	Mellor-Clark,	2010;	Castonguay,	2011;	Westen,	Novotny,	&	

 
3	Note	that	the	level	of	goal-orientedness	may	differ	within	scientific	disciplines	as	well.	
Psychology	is	exemplary,	as	psychotherapeutic	and	clinical	research	are	explicitly	
focused	at	providing	evidence	for	use	in	clinical	practice,	whereas	branches	of	
experimental	psychology,	for	example,	are	focused	on	gathering	evidence	for	the	sake	of	
knowledge	expansion	per	se.	This	difference	in	goals	affects	the	requirements	for	
research	methodology	(cf.,	Mook,	1983),	as	the	more	fundamental	subdisciplines	hold	
stricter	requirements	for	standardization	and	control	and	value	generalizability	less,	
while	for	the	more	applied	subdisciplines	it	is	vice	versa.	
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Thompson-Brenner,	2004;	cf.	Danziger,	1990),	the	nature	of	psychological	constructs	

and	variables	(e.g.,	Michell,	1997;	Toomela,	2007;	cf.	Woodward,	1989)	and	how	

accurately	they	are	represented	by	measures	(Michell,	2003;	Tal,	2016;	cf.	Truijens	et	

al.,	2019),	the	issue	of	choosing	primary	outcome	variables	(De	Los	Reyes,	Kundey,	&	

Wang,	2011,	Wampold,	2001)	and	according	measures	(e.g.,	US	FDA,	2009),	and	how	

this	choice	affects	the	interpretation	of	outcome	(Stegenga,	2015),	the	discussion	on	

qualitative	or	quantitative	methods	of	analysis	(e.g.,	Gergen,	Josselson,	&	Freeman,	

2015;	Hill,	Chui,	&	Bauman,	2013;	McLeod,	2001;	Stiles,	2006),	the	discussion	on	clinical	

significance	(Jacobson	&	Truax,	1991;	Lambert	&	Ogles,	2009),	and	so	on.	However,	as	

these	issues	are	discussed	in	different	corners	of	psychological,	methodological,	medical	

and	philosophical	literature,	it	often	goes	unnoticed	that	they	all	fall	under	the	broader	

question	of	validity	of	the	epistemic	process	of	psychotherapy	research.	A	variety	of	

issues	are	thus	known	and	discussed	in	their	own	terms,	but	the	field	lacks	a	meta-

theory	or	conceptual	framework	to	consider	how	these	issues	connect,	thus	indicating	a	

common	root	in	the	overall	epistemic	process.	This	leads	to	the	underestimation	of	the	

impact	of	these	epistemic	issues	and	prevents	working	researchers	from	properly	

taking	these	issues	into	consideration	in	their	scientific	endeavour.	In	other	words:	

because	of	a	lacking	conceptual	framework	that	is	broad	enough	to	encompass	the	

shared	roots	of	the	issues	voiced	in	the	literature,	researchers	cannot	take	the	problems	

seriously	enough.		

Even	though	these	critiques	and	worries	are	substantive	and	persuasive,	they	

apparently	have	not	sufficiently	reached	working	psychologists.	The	aim	of	our	paper	

therefore	is	straightforward:	we	want	to	show	as	clearly	as	possible	why	test	validity	is	

insufficient	in	capturing	the	validity	of	the	overall	research	endeavour	in	psychology,	to	

concretely	imply	awareness	in	working	psychologists.	We	use	the	working	concept	

validity	of	the	epistemic	process,	or	–	in	short	–	epistemic	validity,	to	elaborate	and	

denominate	the	connection	between	the	various	epistemic	problems	voiced	in	the	

literature,	and	to	allow	for	concrete	consideration	of	their	impact	on	the	validity	of	

conducted	psychotherapy	research.	This	way,	we	argue	for	the	need	of	a	conceptual	

framework	of	epistemic	quality	control	that	can	broaden	the	classic	IMRAD-format	such	

that	the	issues	faced	in	designing	and	conducting	psychotherapy	research	can	be	

discussed	as	thoroughly	as	needed,	given	their	substantial	impact	on	the	understanding	

of	psychotherapeutic	efficacy	and	clinical	practice.	
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Operationalization and test validity in psychotherapy research 

 

In	this	section	we	first	argue	that	in	psychotherapy	research,	validity	is	and	should	be	

understood	more	broadly	than	test	validity	alone,	which	we	illustrate	subsequently	

with	a	case	from	our	psychotherapy	study.	We	start	our	argument	using	the	Beck	

Depression	Inventory	(BDI;	Beck,	Steer,	Brown,	1996)	as	an	exemplar.	The	BDI	is	a	very	

commonly	used	instrument	to	detect	depression	symptoms	as	defined	by	the	DSM-IV	

(Rogers,	Adler,	Bungay,	&	Wilson,	2005).	The	validity	of	the	instrument	was	tested	in	a	

multitude	of	studies	and	was	summarized	by	Beck,	Steer	and	Garbin	(1998).	The	test	

has	detection	of	depression	symptoms	as	its	end,	and	the	test	validity	confirms	that	the	

instrument	is	adequate	as	a	means	to	satisfy	the	proposed	end.	Consequently,	the	

measure	can	serve	as	a	valid	operationalization	of	the	construct	it	aims	to	measure.4	

This	relationship	between	construct	and	instrument	is	graphically	displayed	as	in	

Figure	1.	Note	that	in	this	figure	we	used	the	graphics	that	are	common	in	psychological	

education:	The	circle	represents	the	construct	or	variable	and	the	square	represents	the	

operationalization	of	that	construct	(Mook	&	Parker,	2001).		

In	practice,	the	BDI	is	indeed	commonly	used	in	the	context	of	clinical	diagnostics	

(Rogers	et	al.,	2005).	Beyond	such	direct	depression	symptom	detection,	however,	the	

BDI	is	also	increasingly	used	as	a	so-called	‘outcome	measure’	in	psychotherapy	

research.	Outcome	measures	are	used	to	gain	systematic	quantified	evidence	on	the	

efficacy	of	treatments	in	samples	of	patients,	which	is	becoming	an	increasingly	

common	practice	in	the	era	of	Evidence-Based	Treatments	(EBTs;	Wampold,	2001).	

Practically,	instruments	such	as	the	BDI	are	administered	to	a	sample	of	patients	before	

and	after	a	specific	treatment,	and	the	pre-post	difference	score	of	this	sample	is	

compared	to	a	sample	of	patients	who	did	receive	different	or	no	treatment	(ibid.).	In	

this	case,	the	BDI	is	used	to	indicate	depression	severity	changes	over	the	course	of	a	

treatment,	which	is	used	as	an	indicator	of	the	efficacy	of	the	treatment	that	was	

administered.	

		

 

 
4	For	a	thorough	discussion	of	the	feasibility	of	‘construct	validity’,	see	Newton	and	
Shaw	(2014),	Alexandrova	and	Haybron	(2016),	and	Slaney	(2017).		
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Figure 1; The Beck Depression Inventory (Beck, Steer, & Brown,, 1996) as a valid means to 
measure the construct Depression Symptoms� 

 

 

In	this	research	context,	the	BDI	serves	as	the	operationalization	of	the	concept	

‘treatment	efficacy’.	Consequently,	the	BDI	is	no	longer	simply	the	operationalization	of	

the	concept	of	‘depression	symptoms’,	but	it	becomes	the	operationalization	of	the	

concept	‘depression	severity	change	over	time’5,	which	itself	functions	as	the	

operationalization	of	the	concept	‘treatment	efficacy’.	This	sequence	of	

operationalizations	is	shown	in	Figure	2,	where	the	additional	operationalization	

‘change	in	depression	symptoms	severity’	is	displayed	in	a	square	between	the	concept	

‘treatment	success’	and	the	operationalization	‘Beck	Depression	Inventory’.	In	this	

design,	the	BDI	is	used	as	the	instrument	to	indicate	treatment	success,	even	though	an	

additional	step	was	added	to	the	operationalization	sequence.	As	the	target	concept	of		

	

 
5	Note	that	in	the	sequence	of	operationalizations	that	is	used	in	a	RCT-type	pre-post	
design,	it	is	necessary	to	operationalize	efficacy	in	terms	of	change,	which	means	that	
the	BDI	is	not	only	used	to	signal	another	construct	(i.e.,	treatment	success)	but	also	
that	a	BDI	difference	score	is	necessary	to	indicate	change	over	time.	The	use	of	a	
difference	score	as	indicative	for	change	over	treatment	is	an	operationalization	in	
itself,	thus	it	should	be	possible	to	judge	this	step	on	its	validity.	See	Westen,	Novotny,	
and	Thompson-Brenner	(2004)	and	McClimmans	(2010),	for	example,	on	the	
assumption	of	stable	numerical	representation	of	therapeutic	transformation.		
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Figure 2; Treatment success is operationalized as depression symptom severity change, 
which is operationalized as a difference score on the Beck Depression Inventory (Beck, 
Steer, & Brown, 1996) 
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the	BDI	now	becomes	an	operationalization	of	another	concept,	namely	‘treatment	

success’6,	the	BDI	serves	as	the	means	towards	another	end	than	its	initial	end	of	simple	

depression	symptom	detection.	

At	this	point,	however,	the	question	rises	whether	the	test	validity	of	the	BDI	

covers	this	additional	step	in	the	sequence	of	operationalizations.	The	validity	of	the	

BDI	serves	as	an	indicator	of	accurate	depression	symptom	measurement,	i.e.,	the	

validity	of	the	instrument	indicates	that	the	BDI	is	valid	as	a	means	to	satisfy	its	end,	

which	is	depression	symptom	detection.	However,	this	does	not	necessarily	indicate	

that	the	BDI	is	a	valid	indicator	of	treatment	success,	nor	that	it	is	inherent	to	the	

concept	treatment	efficacy	to	operationalize	it	as	symptom	severity	change	as	measured	

by	the	BDI.	As	becomes	clear	from	Figure	2,	the	test	validity	of	the	instrument	BDI	is	

only	part	of	the	epistemic	validity	of	the	operationalization	of	treatment	efficacy	per	se.	

Therefore,	it	is	not	feasible	to	rely	on	the	validity	of	tests	as	reported	in	the	Measures	

section,	to	guarantee	the	epistemic	validity	of	the	overall	study	design	that	is	embedded	

in	an	epistemic	procedure	by	researchers.	In	the	next	section,	we	present	an	empirical	

case	study	to	emphasize	the	importance	of	epistemic	validity	for	concrete	

psychotherapeutic	research.		

 

Case study: Where validity goes beyond the validity of tests  
 
To	clarify	the	relationship	between	test	validity	and	epistemic	validity	in	the	practical	

context	of	psychotherapy	research,	we	discuss	the	findings	from	an	empirical	case	study	

by	Cornelis	et	al.	(2017)	7,	that	was	conducted	in	the	context	of	a	broader	psychotherapy	

study	that	was	conducted	at	Ghent	University,	Belgium	(SCS,	cf.	Desmet,	2018).	In	the	

following,	we	briefly	describe	the	study	outline	and	the	research	team,	and	

subsequently	discuss	the	case	findings,	to	set	the	stage	for	our	argumentation	in	

empirical	terms.	

 

 

 
6	Note	that	‘treatment	efficacy’	can	only	formally	be	substantiated	if	treatment	success	is	
shown	in	at	least	two	independent	randomized	controlled	trials	(Chambless	&	Hollon,	
1998).	Therefore,	in	this	section	we	continue	our	argument	with	the	concept	‘treatment	
success’.	
7	All	data	used	in	this	paper	was	previously	published	by	Cornelis	et	al.	(2017).	Tables	
are	reprinted	with	permission.	
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Study outline 

 

The	data	used	in	this	paper	were	gathered	in	a	mixed	method	psychotherapy	study	

conducted	at	Ghent	University	from	2009	onwards	(Cornelis	et	al.,	2017).	In	this	study,	

patients	in	a	private	psychotherapy	practice	were	followed	on	a	session-by-session	

basis	with	a	variety	of	means.	Every	month,	patients	completed	validated	symptom	

measures	such	as	the	BDI	(Beck,	Steer,	&	Brown,	1996),	the	Symptom	Checklist	(SCL-90;	

Derogatis,	1992),	and	the	Inventory	of	Interpersonal	Problems	(IIP-32;	Horowitz,	Alden,	

Wiggins,	&	Pincus,	2000).	Every	session,	patients	scored	the	General	Health	

Questionnaire	(GHQ;	Goldberg	&	Williams,	1988)	and	an	idiosyncratic	item	that	was	

based	on	the	primary	complaint	at	the	start	of	treatment	as	formulated	by	the	patient.	

Furthermore,	the	patient	collected	saliva	samples,	which	allowed	for	analysis	of	cortisol	

stress	hormone	development	over	the	course	of	therapy	and	follow-up.	Every	treatment	

session	was	audiotaped	to	enable	qualitative	and	narrative	analyses.	Patients	agreed	to	

participate	in	four	follow-up	interviews	in	the	two	years	after	treatment	termination,	

which	were	accompanied	by	the	same	test	battery	and	biological	data	collection	as	

during	treatment.	Finally,	two	years	after	termination,	patient’s	health	insurance	files	

were	requested,	which	yielded	the	health	care	costs	from	two	years	before	the	start	of	

therapy	up	till	two	years	after	treatment	termination.	Figure	3	shows	the	information	

gathered	for	each	patient	in	the	study.	8			

 

Research team 

 
All	authors	were	involved	in	the	conduct	of	the	SCS	psychotherapy	study.	The	therapy	

was	conducted	in	the	private	practice	of	the	third	author.	At	the	start	of	the	study,	the	

therapist	was	a	36-year	old	Caucasian	male	with	5,5	years	of	clinical	experience	in	

psychodynamic	psychotherapy,	based	on	principles	of	Supportive	Expressive		

 
8	The	study	design	and	proceedings	were	approved	by	the	Ethical	Board	of	the	Ghent	
University	Hospital	in	Belgium	(Registration	number	B670201318127).	All	patients	
gave	written	informed	consent	to	collect,	analyse	and	publish	their	individual	data	
throughout	and	after	treatment.	All	identifying	information	concerning	the	patient	has	
been	changed	to	protect	confidentiality.	The	data	are	denoted	by	an	anonymous	
participant	code	and	the	patient	is	referred	to	by	a	pseudonym.		
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Figure 3; Individual outcome measure battery throughout treatment for patient James 
(retrieved from Cornelis et al., 2017. Reprinted with permission)  

 

 

Treatment	as	defined	by	Luborsky	(1984).	All	four	authors	were	employed	as	

researchers	at	the	university	department	that	hosted	the	study.	The	first,	second	and	

third	author	were	doctoral	candidates	and	were	involved	in	the	data	collection	

throughout	their	terms.	Regarding	the	current	case,	they	were	involved	in	the	

management	of	the	quantitative	and	biological	data	collection	and	they	conducted	

interviews.	A	systematic	case	study	was	conducted	by	a	research	team	including	the	

second	and	third	author	(cf.	Cornelis	et	al.,	2017,	for	a	description	of	the	methodological	

process).	For	the	current	paper,	the	four	authors	were	involved	in	a	reflection	on	the	

interpretations	of	the	findings,	which	was	used	by	the	first	author	to	derive	a	vignette	of	

the	case	that	serves	as	an	empirical	exhibit	within	the	argumentation	on	validity.	

 
Case 

 

James	started	treatment	voluntarily	after	being	referred	by	his	general	practitioner.	

After	the	second	preliminary	session	with	his	therapist,	he	agreed	to	participate	in	the	

psychotherapy	study.	James	received	26	sessions	of	Supportive-Expressive	Treatment	
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(cf.	Luborsky,	1984).	At	the	start	of	treatment,	James,	a	Caucasian	male,	was	29	years	

old	and	suffered	from	depression-	and	anxiety	complaints	related	to	an	obsessive	

thought	that	started	when	he	met	his	girlfriend.	James	was	terrified	that	he	would	stab	

his	girlfriend	with	a	knife,	and	that	he	would	not	be	able	to	control	himself.	This	brought	

up	a	range	of	life-long	fears	of	being	a	loser	and	a	harmful	person	to	other	people,	which	

he	thought	made	him	unworthy	of	life.	

At	the	start	of	treatment,	James’s	BDI	score	was	20,	thus	his	depression	symptom	

severity	could	be	considered	moderate9	(Beck,	Steer,	&	Brown,	1996).	After	treatment	

termination,	he	only	scored	9	on	the	BDI	both	at	post-measure	and	at	the	two-year	

follow-up,	which	would	be	classified	as	minimal	(ibid.).	Based	on	the	BDI	as	the	primary	

outcome	measure	(cf.	De	Los	Reyes,	Kundey,	&	Wang,	2011),	this	reduction	of	pre-post	

scores	could	be	taken	as	an	indication	that	the	therapy	has	been	successful	(see	Cornelis	

et	al.,	2017,	for	detailed	information	on	individual	clinical	significance	of	this	reduction).	

For	James,	this	conclusion	is	in	line	with	narrative	information	in	the	follow-up	

interviews:	although	the	obsessive	thought	still	popped	up	every	now	and	then,	James	

felt	confident	that	he	could	ignore	that	thought,	which	significantly	reduced	his	

experience	of	fear.	Moreover,	as	he	got	the	reassurance	of	control	over	these	fears,	he	

felt	worthier	of	living.	Besides	the	residual	anxiety	symptoms,	he	explicitly	stated	that	

he	did	not	experience	depression	anymore.	This	cross-validation	or	triangulation	

indeed	indicates	a	reduction	of	initial	depressive	symptoms,	and	therefore	supports	a	

positive	conclusion	regarding	treatment	success.	Note	that	it	is	somewhat	simplistic	to	

reach	this	conclusion	based	on	a	single	individual	pre-post	difference,	yet	it	still	

functions	as	an	illustration	of	common	methodological	reasoning	in	psychotherapeutic	

research	(see	Truijens,	2017,	for	a	discussion	of	this	line	of	reasoning	in	

psychotherapeutic	efficacy	methodology).	

Whereas	the	BDI	is	often	used	as	an	outcome	measure,	within	the	data	collection	

in	this	psychotherapy	study,	several	of	other	data	sources	could	have	been	used	as	

outcome	measures	and	therefore	as	operationalizations	of	treatment	success	as	well.	As	

was	discussed	above,	the	BDI	shows	a	symptom	reduction	that	was	in	line	with	

 
9	In	the	BDI	guidelines,	the	following	classification	is	given	to	determine	the	severity	of	
depression	based	on	BDI-scores:	0-13:	minimal	depression,	14-19:	mild	depression,	20-
28:	moderate	depression	or	29-63:	severe	depression	(Beck,	Steer,	&	Brown,	1996).	
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narrative	follow-up	information,	indicating	a	long-term	impact	of	the	treatment	on	

James’s	complaints.	However,	James’s	cortisol	levels	show	a	different	image	of	long-

term	success:	whereas	his	stress	levels	indeed	reduced	over	the	course	of	treatment,	at	

the	second	follow-up	his	stress	hormone	levels	were	about	twice	as	high	as	baseline	

(Figures	4a	and	4b).	This	might	change	our	idea	of	treatment	efficacy	in	the	long	run,	as	

the	stress	hormone	levels	show	an	important	reduction	during	treatment	but	an	

alarming	increase	after	treatment,	which	may	impact	the	long-term	durability	of	

treatment	success	(Cornelis	et	al.,	2017).	However,	it	is	not	evident	to	reach	a	sound	and	

clear	conclusion	based	on	this	number;	to	make	sense	of	this	increase,	the	idiosyncratic	

information	should	be	taken	into	account	to	find	out	whether	the	increase	is	related	to	

depressive	symptoms	or	to,	for	example,	regular	life	stressors	(cf.	Truijens,	2017).			

 

 

 
Figure 4; Three different outcome or process measures for patient James (retrieved from 
Cornelis et al., 2017. Reprinted with permission): a) The Beck Depression Inventory (Beck, 
Steer, & Garbin, 1988) from baseline to one-year follow-up; b) Cortisol Stress Hormone 
measures from baseline to one-year follow-up; c) Medical health care costs from years prior 
to two years after treatment 
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Nonetheless,	these	stress	hormone	levels	could	be	a	highly	informative	

operationalization	of	treatment	success,	especially	because	of	the	long-term	health	

problems	such	as	cardiovascular	diseases	and	metabolic	issues	that	are	related	to	

elevated	stress	levels	(Walker,	2007;	Wester	&	Van	Rossum,	2015),	which	are	

associated	with	increasing	societal	and	financial	risks	(WHO,	2008).	Thus,	for	a	

researcher	who	was	interested	in	the	societal	cost-benefit	balance	this	could	be	an	

interesting	way	to	operationalize	treatment	success.	If	this	operationalization	was	used	

as	the	primary	outcome	measure,	the	conclusion	of	treatment	success	in	this	case	would	

be	rather	ambiguous	in	the	long	run	and	would	at	least	need	more	information	to	

understand	the	stress	level	increase.	

A	second	alternative	source	of	information	on	the	treatment	success	in	James’s	

case	could	be	the	information	on	his	medical	health	costs	(Figure	4c).	This	shows	both	

his	number	of	consultations	with	general	and	medical	practitioners	and	his	medication	

use,	which	in	James’s	case	was	anti-depressant	medication.	Whereas	for	James,	his	

reported	depression	symptoms	changed	on	the	BDI,	the	dose	of	anti-depressant	drugs	

was	increased	for	example	quite	shortly	after	treatment	termination.	If	this	data	source	

was	taken	as	the	primary	outcome	measure,	the	image	of	‘treatment	success’	would	be	

rather	different	than	if	we	would	take	self-report	information	on	the	BDI	and	in	follow-

up	interviews	as	our	primary	outcome	measures.		

The	two	examples	of	alternative	outcome	measures	show	either	a	more	

ambiguous	or	an	entirely	different	story	of	treatment	success	than	the	BDI	does	as	the	

primary	outcome	measure.	This	could	spark	a	discussion	on	the	convergent	or	

concurrent	validity	of	these	measures,	which	would	ultimately	lead	to	a	discussion	on	

the	construct	validity	of	each	of	these	means	as	satisfying	the	end	of	treatment	success	

indication.	However,	by	tapping	into	the	discussion	of	test	validity	right	away,	we	would	

skip	a	rather	crucial	step	in	the	empirical	process	that	comes	before	the	question	of	

construct	validity	of	measures.		

The	previously	discussed	‘outcomes’	in	James’s	case	show	three	possible	ways	of	

operationalizing	‘treatment	success’.	These	three	ways	are	ad	hoc,	as	they	entail	the	

measures	that	we	-	the	authors	-	as	psychotherapy	researchers	decided	to	use	in	our	

study	design,	given	our	theoretical,	empirical	and	clinical	framework	and	our	clinical	

and	epistemic	goal	(cf.	Cornelis	et	al.,	2017).	Importantly,	this	shows	that	the	

operationalization	that	is	chosen	by	a	researcher,	a	group	of	researchers,	or	a	
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paradigmatic	field	of	researchers,	is	not	self-evident.	There	is	no	inherent	reason	to	

choose	a	specific	operationalization	in	applied	research	designs	such	as	the	one	

discussed	here	in	psychotherapy	research.	There	is	no	inherent	characteristic	or	

ontological	essence	in	a	concept	such	as	‘treatment	success’10.		So	before	asking	whether	

a	specific	measure	is	valid	in	doing	its	job	as	an	indicator	of	such	a	target	concept,	the	

researcher	must	decide	how	he	intends	to	operationalize	that	concept	in	the	first	place.		

This	notion	has	a	rather	crucial	consequence	for	psychotherapy	researchers:	

Regardless	of	the	validity	of	the	BDI	as	a	means	to	indicate	depression	symptom	

severity,	the	researcher	should	be	able	to	validate	his	decision	to	operationalize	the	

target	concept	‘treatment	success’	as	‘depression	symptom	severity	change’	(cf.	Westen,	

Novotny,	&	Thompson-Brenner,	2004,	for	a	discussion	of	this	specific	

operationalization).	So,	before	the	researcher	asks	the	question	of	validity	of	his	

instruments,	he	must	first	decide	which	means	to	use	to	satisfy	his	proposed	

operationalization.	Surely,	this	decision	must	be	informed	by	the	validity	of	different	

available	means	-	such	as	the	BDI	but	also	the	cortisol	levels	or	the	health	insurance	

costs	-	but	first	the	researcher	should	be	able	to	show	that	her	or	his	proposed	

operationalization	is	valid	to	satisfy	its	proposed	end	-	such	as	indicating	‘treatment	

success’.		

The	crucial	point	therefore	is	that	it	is	a	choice	by	the	researcher	how	he	or	she	

operationalizes	the	concept	of	interest.	This	choice	may	be	informed	by	theory,	by	

common	epistemic	practice,	by	experience,	by	face	validity,	et	cetera.	Either	way,	it	is	an	

epistemic	choice	in	which	the	researcher	plays	a	crucial	role.	Therefore,	in	the	case	of	

James	we	could	question	the	way	treatment	success	was	operationalized	in	general,	and	

more	importantly	we	could	ask	which	way	of	operationalizing	is	more	useful	for	the	

purposes	of	that	specific	research.	Especially	in	the	era	of	Evidence-Based	Treatment,		

 
10	In	the	on-going	discussion	on	construct	validity	regarding	test	construction	and	use,	
different	authors	disagree	on	whether	it	should	be	assumed	that	the	test	does	capture	
an	ontological	essence	of	the	purported	construct.	The	tension	between	realists	(e.g.,	
Borsboom	&	Van	Heerden,	2004)	and	instrumentalists	(e.g.,	Cronbach	&	Meehl,	1955;	
Kane,	2013)	is	described	extensively	in	Newton	and	Shaw	(2014,	Chapter	5).	However,	
the	argument	in	the	current	paper	is	not	focused	on	the	target	construct	of	the	measure	
but	on	the	construct	that	is	represented	by	another	construct,	which	in	this	example	
could	convey	multiple	(moral,	societal,	clinical,	technical…)	interpretations.	Therefore,	
the	discussion	on	ontology	of	construct	measures	does	not	apply	to	our	examples,	and	
subsequently	the	discussion	does	not	allow	for	a	primary	solution	to	the	problem	that	
we	propose	in	this	paper.	See	further	the	next	section	of	this	paper.	
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Figure 5; The validity of the research process entails both the internal validity of the design 
and the epistemic validity of the function of the design in a researcher’s epistemic 
endeavour  

 

 

this	epistemic	pragmatism	is	a	very	relevant	question	for	psychotherapy	research:	All	

research	designs	are	chosen	in	function	of	some	epistemic	context	that	makes	it	relevant	

and	important	to	conduct	that	particular	study	(Figure	5).		

As	becomes	clear	from	Figure	5,	neither	the	way	that	a	concept	is	

operationalized	nor	the	function	of	the	process	of	operationalization	in	the	overall	

epistemic	endeavour	of	the	researcher	are	(necessarily)	covered	by	the	test	validity	of	
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the	instrument	that	is	used.	Nonetheless,	these	steps	generate	real	and	relevant	validity	

questions.11		To	capture	this	broader	epistemic	context	in	which	the	research	design	is	

embedded,	we	use	the	working	concept	epistemic	validity.12		In	the	next	section,	we	

argue	that	this	understanding	of	validity	goes	beyond	the	current	validity	debates	in	the	

(mainly	psychometric)	literature,	and	we	discuss	how	actual	psychotherapy	researchers	

could	think	about	and	discuss	the	epistemic	validity	of	(1)	their	operationalization	and	

(2)	its	function	in	their	overall	epistemic	process.	

 

 

 

 

 
11	Another	example	of	where	validity	problems	go	beyond	the	scope	of	instrumental	
validity	per	se,	regards	the	content	of	data	which	is	'collected	from'	sense-making	
agents,	i.e.,	human	beings	that	wonder	why	they	are	assessed	or	participate	in	
assessment	with	a	concrete	motivation	to	be	assessed.	Elaborating	on	this	issue	would	
be	beyond	the	scope	of	the	current	paper,	so	we	refer	to	Truijens	et	al.	(2019),	which	
provides	a	detailed	analysis	of	validity	problems	that	appear	at	the	level	of	“the	data”	in	
psychotherapy	research,	but	cannot	be	taken	into	account	by	means	of	psychometric	
validity.		
12	We	use	the	term	epistemic	validity	to	denote	the	validity	of	the	overall	epistemic	
process	as	a	working	concept,	to	make	clear	that	different	validity	issues	share	a	
common	root	in	the	overall	epistemic	process.	The	term	‘epistemic	validity’	has	been	
used	before	in	different	contexts.	Prilleltensky	(2008)	proposed	it	as	one	of	two	parts	of	
‘psychopolitical	validity’.	According	to	Prilleltensky	(2008),	epistemic	psychopolitical	
validity	“is	achieved	by	the	systematic	account	of	the	role	of	power	in	political	and	
psychological	dynamics	affecting	phenomena	of	interest”	(p.	130),	whereas	the	
‘transformative’	part	is	focused	on	the	social	changes	that	are	brought	about	by	these	
power	relations.	Based	on	these	terms,	he	argues	for	the	need	of	incorporating	and	
evaluating	power	relations	in	knowledge	generation	practices,	within	the	broader	
initiative	of	action	psychology	or	power	psychology.	We	consider	these	issues	
important	indeed,	but	rather	than	using	‘epistemic	validity’	to	focus	specifically	on	
power	relations	in	the	community,	we	take	power	relations	as	one	possible	part	of	the	
overall	epistemic	process,	as	this	process	indeed	includes	multiple	levels	of	decision	
making	that	are	issue	to	validity	questions.	Further,	the	term	epistemic	validation	is	
used	by	Costa	and	Levi	(1996)	to	evaluate	whether	‘causal	conditionals’	(i.e.,	factors	that	
are	hypothesized	to	be	causal,	within	a	theoretical	framework)	can	be	made	concrete	
within	testable	‘epistemic	models’	(rather	than	just	be	theoretically	argued	for)	and	
therefore	can	be	evaluated	on	their	truth	value	in	concrete	terms.	Here,	the	term	
epistemic	validation	serves	the	purpose	of	evaluating	the	logic	of	formal	arguments	in	
concrete	terms,	yet	the	content	of	the	epistemic	models	is	not	(and	does	not	have	to	be)	
made	concrete	for	these	authors.	For	our	purposes,	though,	we	use	to	term	precisely	to	
signal	those	concrete	epistemic	circumstances	that	are	encountered	in	applied	research.	
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Validity beyond psychometrics 

 

In	this	section,	we	discuss	the	current	use	of	validity	terminology	in	psychological	

research,	to	understand	how	it	fails	to	cover	the	problem	of	applied	research	that	we	

elucidated	in	the	previous	section.	First,	we	argue	that	the	dominant	understanding	of	

psychometric	validity	is	insufficient	in	covering	the	question	of	what	constitutes	a	valid	

epistemic	process	in	psychotherapy	research.	Subsequently,	we	overview	the	available	

terminology	regarding	validity	of	research	to	evaluate	whether	those	terms	allow	for	

consideration	of	the	validity	of	operationalization	sequences	in	applied	research,	as	well	

as	the	function	of	the	chosen	operationalizations	within	the	epistemic	endeavour	of	

working	researchers.	

Validity	became	a	field-wide	issue	in	psychology	when	the	American	

Psychological	Association	initiated	a	task	force	to	work	out	guidelines	for	quality	

control	of	testing	in	psychology	and	education	(Newton	&	Shaw,	2013,	2014;	Slaney,	

2017).	This	led	to	international	Standards	for	Educational	and	Psychological	Testing,	

which	were	initially	based	on	the	canonical	paper	by	Cronbach	and	Meehl	(1955).	

According	to	Cronbach,	it	is	not	only	important	to	safeguard	a	measure’s	ability	to	

measure	what	is	meant	to	be	measured,	but	it	is	also	crucial	for	test	developers	to	

provide	guidelines	for	valid	test	use,	so	that	test	score	interpretation	can	be	accurately	

embedded	in	and	justified	by	the	current	nomological	network.	Three	decades	later,	

Messick	(1980,	1989)	distinguished	validity	from	the	social	consequences	of	use.	

According	to	Messick,	an	instrument	should	bear	construct	validity,	which	is	the	

capacity	of	the	test	itself	to	capture	the	purported	constructs	or	theorized	variables,	but	

this	validity	should	be	independent	of	the	application	of	the	measure	in	specific	

contexts.	According	to	Messick,	proper	application	is	as	important,	but	strictly	speaking,	

it	should	not	be	called	validity	of	tests,	as	the	specific	local	consequences	of	application	

are	not	inherent	to	the	test	itself.	Based	on	Messick’s	argument,	the	term	validity	thus	

became	separated	from	test	use,	and	while	Messick	stressed	the	importance	of	both,	his	

divide	resulted	in	an	increasing	emphasis	on	validity	as	a	test	capacity	rather	than	

sound	use	or	interpretation.	This	psychometric	prioritizing	of	validity	of	tests	is	

substantiated	by	guidelines	drafted	by	influential	institutions	such	as	the	US	Food	and	

Drug	Administration	(‘Guidance	for	Industry.	Patient-Reported	Outcome	Measures’,	

2009).	Hitherto,	the	discussion	still	goes	back	and	forth	between	“liberalists”	(e.g.,	
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Crooks,	Kane,	&	Cohen,	1996;	Kane,	2013)	who	focus	on	a	justified	use	and	

interpretation	of	test	scores	given	a	theoretical	network	in	which	interpretations	are	

embedded	(Newton	&	Shaw,	2014,	p.	176	and	onwards),	and	“conservatists”	(e.g.,	

Lissitz	&	Samuelson,	2007;	Cizek,	2012;	Borsboom,	2015)	who	argue	that	validity	

should	be	solely	focused	on	the	psychometric	soundness	of	the	test	itself	to	capture	its	

intended	construct.		

According	to	Borsboom	and	Van	Heerden	(2004),	“the	concept	that	validity	

theorists	are	concerned	with	seems	strangely	divorced	from	the	concept	that	working	

researchers	have	in	mind	when	posing	the	question	of	validity”	(p.	1061).	The	working	

researchers	that	they	refer	to	are	test	developers	that	design	the	measures.	For	a	test	

developer,	they	argue,	every	reference	to	theory,	nomological	networks,	or	

embeddedness	of	interpretation	in	the	then	current	body	of	scientific	knowledge,	would	

distract	from	his	primary	task	to	guarantee	that	the	measure	actually	measures	the	

real13	construct	that	it	purports	to	measure	(Borsboom,	2004,	p.	1061).	In	the	same	line,	

Strauss	and	Smith	(2009)	emphasize	the	necessity	of	measuring	unidimensional	

constructs	for	the	sake	of	valid	measurement,	based	on	the	understanding	of	

‘psychology’	as	experimental	or	lab	psychology,	which	however	is	only	one	branch	of	

the	broad	field	of	psychological	research.	However,	by	interpreting	‘the	working	

researcher’	as	psychometric	researchers	or	test	developers,	and	‘psychology’	as	limited	

to	the	experimental	approach,	the	term	validity	becomes	a	psychometric	concept	that	

indeed	should	be	as	clear	as	possible	for	the	researcher	who	works	in	test	construction	

or	experimental	test	research.		

However,	the	problem	is	that	this	strictly	psychometric	interpretation	prohibits	

a	whole	range	of	researchers	in	the	fields	of	psychology	and	education	from	actually	

considering	the	validity	of	their	use	of	tests	in	epistemic	research.	Importantly,	the	

epistemic	goal	for	applied	researchers	is	principally	different	from	the	psychometric	

goal	of	the	test	developer	(cf.	Elliott	&	McKaughan,	2013;	cf.	footnote	3).	This	different	

non-psychometric	researcher	was	already	addressed	by	Cronbach	(1988),	Kane	(1992),	

and	even	Messick	in	his	early	years	(see	Newton	&	Shaw,	2014).	They	argued	that	

flawed	use	of	a	test	does	decrease	the	validity	of	the	test	instrument	itself,	and	thus	the	

intended	test	use	should	be	part	of	the	validation	of	the	test,	which	entails	both	the	

 
13	See	Slaney	(2017)	for	a	thorough	discussion	of	the	status	and	developments	of	
realism	in	scientific	thinking,	and	how	that	relates	to	the	understanding	of	validity.	



Part C 

 218 

interpretation	of	score	meaning	and	the	ethical	consequences	of	test	interpretation.14	

Importantly,	these	arguments	are	still	focused	on	guaranteeing	the	validity	of	the	

instrument,	in	which	‘test	use’	is	understood	as	the	application	of	the	test	as	intended	by	

the	test	developer.		

Recently,	a	powerful	argument	was	made	by	Moss,	Girard,	and	Haniford	(2004)	

to	broaden	the	term	validity	to	validity	of	action,	to	enable	users	to	validly	apply	and	

combine	tests	in	assessment	practice	in	ways	that	go	beyond	what	test	developers	can	

intend	to	be	tested.	For	example,	teachers	who	administer	several	tests	during	the	

academic	year	to	evaluate	whether	a	student	is	ready	to	graduate,	cannot	simply	rely	on	

the	validity	of	one	test	but	need	to	validly	combine	sources	of	information	to	form	a	

justified	judgement	(cf.	Jukola,	2017,	on	judgement	in	standardized	scientific	

assessment).	In	this	educational	setting,	the	validity	argument	needs	to	go	beyond	the	

psychometric	properties	of	the	test	(cf.	conservative	view	on	psychometric	validity),	

and	beyond	the	nomological	network	in	which	the	proposed	construct	of	the	test	is	

embedded	(cf.	liberal	view	on	psychometric	validity),	as	it	has	to	capture	the	

combination	of	tests	as	input	for	valid	judgement	in	a	dynamical	and	(in	this	example)	

individualized	situation.		

The	test	use	situation	that	Moss	et	al.	(2004)	refer	to	is	similar	to	diagnostic	

practice	of	psychologists	who,	for	example,	combine	multiple	sources	of	information	to	

assess	patients’	psychopathological	symptoms	before	admitting	them	to	a	treatment	

facility.	Whereas	Moss	et	al.	(2004;	see	also	Moss,	2013)	make	a	cogent	argument	for	

the	necessity	of	‘validity	in	action’,	our	paper	is	not	focused	on	test	use	in	clinical	or	

educational	practice	but	in	clinical	research,	in	which	the	‘working	researcher’	is	the	

researcher	who	conducts	clinical	or	psychotherapy	research	within	a	specific	epistemic	

framework	and	with	a	specific	epistemic	goal.	In	the	context	of	psychotherapy	research,	

the	epistemic	goal	is	not	to	indicate	the	presence	and	severity	of	symptoms	per	se,	but	

to	interpret	the	scores	as	a	signal	of	something	else.	In	this	context,	the	instrument	is	

used	for	a	different	target	than	it	was	designed	for;	that	is,	it	is	applied	in	a	different	

 
14	Borsboom	(2015)	would	in	response	argue	that	validation	is	not	relevant	to	the	
question	of	validity	of	measures	as	there	cannot	be	such	a	thing	as	a	‘level	of	validity’:	
according	to	Borsboom,	a	measure	either	is	valid,	or	it	is	not.	This	is	based	on	a	strictly	
realist	ontological	premise,	which	however	seems	hard	to	defend	in	applied	social	
science	(cf.,	Alexandrova,	2016;	Alexandrova	&	Haybron,	2016;	Gergen,	2001).		
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research	context	with	a	different	–	often	broader	–	goal	than	just	measuring	a	certain	

construct.	Therefore,	we	do	not	only	go	beyond	validity	of	tests	but	also	beyond	validity	

of	testing	as	an	action	of	assessment;	we	address	the	overarching	validity	of	the	

research	process	in	which	testing	can	be	used	as	part	of	the	broader	epistemic	

endeavour	of	the	researcher.	

 

Validity of Research 

 

To	be	able	to	discuss	the	validity	of	the	research	process,	Campbell	(1957)	proposed	the	

term	‘internal	validity’,	referring	to	the	soundness	of	the	experimental	design.	In	the	

context	of	test	construction,	internal	validity	refers	to	the	association	between	items	

within	scales	as	related	to	the	overall	measure.	But	according	to	Campbell,	internal	

validity	can	also	be	used	to	evaluate	whether	the	factors	(both	the	constructs	and	the	

operationalizations)	and	their	relations	that	are	proposed	in	an	experimental	research	

design,	indeed	allow	for	a	sound	conclusion.	For	example,	if	a	researcher	intends	to	

draw	causal	conclusions	based	on	his	research,	it	is	necessary	to	use	some	sort	of	

interventionist	design	(cf.	Woodward,	2003)	that	indeed	allows	for	causal	conclusions,	

such	as	randomized	controlled	designs	(RCTs,	cf.	Desmet,	2013,	and	Kazdin,	2008,	for	a	

discussion	of	this	design	in	psychotherapy	research).	

When	interpreted	as	a	concept	of	‘validity	of	research’,	‘internal	validity’	could	

indeed	cover	the	validity	of	the	sequence	of	operationalizations	that	was	discussed	in	

the	previous	section.	However,	as	we	pointed	out	before,	even	when	researchers	

consider	the	validity	of	their	research	within	their	epistemic	proceedings,	there	is	still	

little	opportunity	to	critically	discuss	regarding	validity	issues	within	the	strictly	

outlined	IMRAD	publication	format.	As	the	IMRAD	model	heuristically	places	validity	

under	the	Measures	header	in	the	Methods	section,	it	implies	an	instrument-focused	

consideration	of	validity	that	does	not	allow	for	proper	consideration	of	epistemic	

choices	or	practical	and	epistemic	problems	that	researchers	encounter	in	designing	

and	conducting	the	research	design.15	Importantly,	as	the	IMRAD	model	does	not	allow	

 
15	Such	heuristic	understanding	is	also	noticeable	in	the	recent	book	“Validity	in	
psychological	and	educational	assessment”	by	Newton	and	Shaw	(2014),	that	explicitly	
addresses	working	researchers.	In	their	introduction,	they	distinguish	between	“validity	
of	measurement”	and	“validity	of	research”	(p.	9	and	onwards),	and	remark	that	when	
they	use	“validity”,	they	mean	“validity	of	measurement”.	This	heuristic	use	of	validity	
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for	such	a	discussion,	the	considerations	are	relegated	to	conceptual	or	scientific	

opinions	papers.	This	is	not	sufficient	because	it	limits	dialogue	amongst	working	

researchers	on	the	concrete	epistemic	issues	they	face	in	doing	the	research	–	and	it	also	

gives	the	impression	that	published	empirical	papers	are	free	from	validity	issues	in	the	

overall	procedure	(a	conclusion	that	would	thus	be	derived	by	means	of	face	validity).	

Therefore,	to	be	able	to	accurately	discuss	validity	of	research	in	psychological	papers,	

the	IMRAD	model	should	be	broadened	(or	loosened)	to	stimulate	the	consideration	of	

internal	validity	of	research	issues	that	are	relevant	to	‘working	researchers’	in	

psychotherapy	research.	

Although	a	proper	dialogue	on	issues	of	internal	validity	would	vitally	aid	valid	

psychotherapy	research,	it	is	important	to	notice	that	the	idea	of	internal	validity	is	

building	on	a	notion	of	realism,	as	it	implies	that	given	a	certain	specified	goal,	there	can	

be	one	right	way	of	doing	research	(cf.	Slaney,	2017,	for	a	discussion	of	the	status	of	

realism	in	validity	debates).	However,	the	fact	that	a	design	can	have	internal	validity	

does	not	imply	whether	the	researcher	should	indeed	choose	this	design	to	answer	his	

epistemic	research	questions.	A	chosen	design	may	be	valid	as	a	means	to	satisfy	the	

intended	goal,	but	that	does	not	imply	that	it	is	the	only	nor	the	most	appropriate	means	

that	the	researcher	could	choose.16		In	practice,	researchers	can	choose	multiple	

research	designs,	using	multiple	operationalizations	and	assessment	methods.	

Consequently,	the	design	is	not	an	epistemic	given,	but	a	pragmatic,	contextual	and	

human-made	choice	that	is	informed	by	the	researcher’s	epistemic	framework	and	

scientific	goals	(cf.	Elliott	&	McKaughan,	2013).	Importantly,	the	researcher’s	choice	for	

a	design	as	a	means	to	answer	his	or	her	specific	epistemic	question	is	not	accounted	for	

by	internal	validity	(Figure	5).		

 
terminology	echoes	our	earlier	point	that	by	interpreting	“the	working	researcher”	as	a	
psychometric	researcher	(Borsboom	&	Van	Heerden,	2004,	p.	1061)	and	‘psychology’	as	
experimental	psychology	(Strauss	&	Smith,	2009),	validity	will	be	kept	hostage	in	a	
psychometric	debate	that	is	not	sufficient	to	cover	the	validity	of	applied	research	as	a	
scientific	endeavour.		
16	See	Cartwright	&	Stegenga	(2011)	for	a	discussion	on	sufficient	but	unnecessary	
conditions	(‘INUS-conditions’)	to	derive	evidence	that	is	useful	and	valid	in	practice.	
Their	discussion	is	focused	at	decision	making	in	function	of	evidence-based	policy,	but	
their	use	of	INUS-conditions	provides	an	insightfull	framework	to	understand	the	
decision	on	the	appropriateness	of	methods	and	definition	of	evidence	in	applied	
research	as	well.	
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Moreover,	it	is	not	covered	by	the	‘external	validity’	that	was	proposed	by	

Campbell	as	well	(1957).	External	validity	refers	to	the	generalizability	or	applicability	

of	results	and/or	conclusions	to	population	level.	Consequently,	it	only	covers	validity	of	

the	research	product,	but	not	the	choice	for	the	research	based	on	the	researcher’s	

epistemic	aim	per	se.	This	is	better	covered	by	a	branch	of	external	validity	that	is	

known	as	Ecological	Validity,	which	means	that	the	research	set-up	resembles	daily	life	

situations	(cf.	Brewer	&	Crano,	2000).	Although	this	surely	is	an	important	

consideration	regarding	validity	of	research,	it	is	just	one	type	of	consideration	in	the	

range	of	decisions	to	be	made	in	the	entire	research	endeavour.	Mook	(1983)	even	

argues	that	it	is	up	to	the	researcher	to	decide	to	what	extent	he	or	she	thinks	it	is	

appropriate	to	generalize	findings	to	populations	or	daily	life	situations,	depending	on	

the	specific	research	goals.	According	to	Schmuckler	(2001),	“one	problem	with	this	

multidimensionality,	however,	is	that	no	explicit	criteria	have	been	offered	for	applying	

this	concept	[of	ecological	validity]	to	an	evaluation	of	research”	(p.	419;	see	

Schmuckler,	2001,	for	a	historical	overview	of	the	various	modalities	of	the	term	

ecological	validity).	

The	concepts	internal,	external	and	ecological	validity	thus	do	not	(clearly)	cover	

the	entire	scope	of	the	research	procedure,	not	even	when	combined.	Moreover,	this	

multitude	of	types	of	validity	that	working	researchers	can	take	into	account,	may	give	

the	impression	that	researchers	can	pick	and	choose	whichever	type	they	value	most	

within	the	context	of	their	research	endeavour	(cf.	Mook,	1983).	Yet	the	fact	that	

researchers	can	pursue	such	choices,	show	that	researchers	have	to	make	choices	on	

the	value	and	direction	of	their	research	even	before	and	beyond	choosing	sound	and	

valid	methods.	The	entirety	of	epistemic	choices	within	research	set-up,	is	and	should	

be	subject	a	validity	question.		

This	brings	us	to	the	validity	of	the	function	of	operationalization	in	applied	

research.	As	the	function	of	the	design	is	bound	to	the	epistemic	proceedings	of	the	

researcher	within	a	specific	scientific	and	societal	context,	its	validity	could	not	be	

stated	a	priori	nor	context-independent,	which	makes	the	realist	notion	of	internal	

validity	insufficient	in	capturing	the	validity	of	the	overall	epistemic	endeavour	(cf.	

Hacking,	1983).	To	illustrate	the	importance	as	well	as	the	non-self-evidence	of	this	

function,	consider	the	following	example.	EBT	is	often	justified	as	a	way	to	offer	the	

most	effective	treatment	to	the	largest	amount	of	people.	For	such	a	goal,	it	does	not	
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necessarily	make	epistemic	sense	to	use	a	symptom	measure	such	as	the	BDI,	as	finding	

that	people	cry	less	than	before	after	a	course	of	therapy	does	not	imply	more	working	

days	or	less	sick	leave,	for	example.	So,	if	the	epistemic	goal	were	to	scrutinize	the	

proportion	of	patients	that	would	actually	function	better	after	treatment	in	a	societal	

sense,	it	could	be	more	utile	to	measure	‘efficacy’	by	means	of	sick	leave	days	than	by	

use	of	the	BDI.	If	the	goal	were	to	scrutinize	the	amount	of	people	that	do	not	relapse,	

which	requires	durability	of	changes	that	were	brought	about	during	treatment,	it	

would	make	more	epistemic	sense	to	measure	specific	dysfunctional	experiences.	And	if	

the	goal	were	to	reduce	the	risk	on	long-term	health	care	costs,	it	would	be	reasonable	

to	indicate	treatment	success	by	means	of	long-term	cortisol	level	monitoring.		

Importantly,	thus,	the	specific	end	that	a	researcher	intends	to	satisfy	by	his	

epistemic	endeavour	should	be	specified	in	order	to	evaluate	whether	an	outcome	

measure	can	function	validly	as	a	means	to	indicate	the	target	concept.	This	indeed	goes	

beyond	the	realist	notion	of	internal	validity	of	the	design	that	was	discussed	before,	as	

the	target	concept	could	be	validly	operationalized	in	different	ways,	but	the	choice	for	

one	of	those	many	operationalizations	should	be	arguably	appropriate	to	satisfy	the	

actual	epistemic	goal	of	research.	As	the	validity	of	this	function	of	research	goes	

beyond	the	validity	of	the	operationalization	sequence	in	the	design	itself,	it	is	vital	for	

valid	psychotherapy	research	to	be	able	to	consider	the	overall	validity	of	this	function	

of	the	chosen	research	procedure	(cf.	Westen,	Novotny,	&	Thompson-Brenner,	2004).		

To	enable	researchers	to	consider	the	validity	of	this	specific,	local	and	practical	

function	of	the	design	within	their	epistemic	endeavour,	we	use	the	working	concept	

validity	of	the	epistemic	process,	or	–	in	short	–	epistemic	validity.	We	use	this	term	

purely	for	the	sake	of	our	argument,	to	signal	the	issue	of	validity	for	the	overall	

epistemic	process	that	is	involved	before	and	beyond	the	practical	operationalisation	

that	is	heuristically	considered	to	be	at	stake	when	validity	is	considered.	This	term	is	

used	to	demarcate	it	clearly	from	psychometric	validity	that	covers	parts	of	the	

operationalization	within	research.	Further,	as	internal,	external	and	ecological	validity	

all	‘start’	from	the	chosen	design	onwards,	but	do	not	capture	whether	a	design	is	valid	

given	its	function	within	the	overall	epistemic	process,	we	chose	epistemic	validity	over	

the	previous	terms	associated	with	validity	of	research.	

This	broad	notion	of	validity	of	the	overall	epistemic	process	is	close	to	the	

principle	of	methodological	quality	that	Levitt,	Motulsky,	Wertz,	Morrow,	and	
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Ponterotto	(2016;	APA	Task	Force	on	Resources	for	the	Publication	of	Qualitative	

Research)	have	formulated	for	qualitative	research.	In	an	effort	to	summarize	diverse	

terms	used	in	the	field	of	quality	control,	they	propose	the	use	of	the	term	

Methodological	Integrity	as	the	operationalization	of	trustworthiness	of	research,	which	

they	define	as	follows:	

	

“Integrity	is	the	aim	of	making	decisions	that	best	support	the	application	
of	methods,	as	evaluated	in	relation	to	the	following	qualities	of	each	
study.	Integrity	is	established	when	research	designs	and	procedures	[…]	
support	the	research	goals	(i.e.,	the	research	problems/questions);	
respect	the	researcher’s	approaches	to	inquiry	(i.e.,	research	traditions	
sometimes	described	as	world	views,	paradigms,	or	
philosophical/epistemological	assumptions);	and	are	tailored	for	
fundamental	characteristics	of	the	subject	matter	and	the	investigators.”	
(Levitt	et	al.,	2016,	p.	9-10;	italics	in	original)	

	

Levitt	et	al.	(2016)	define	integrity	as	composed	of	two	flexible	criteria	that	allow	for	

assessment	of	the	trustworthiness	of	the	very	diverse	types	of	qualitative	research	and	

within	varied	or	even	contrasting	epistemic	modes.	First,	fidelity	concerns	“the	intimate	

connection	that	researchers	can	obtain	with	the	phenomenon	under	study;	[…]	

regardless	of	whether	[researchers]	view	the	phenomena	under	study	as	social	

constructions,	existential	givens,	unmediated	experiences,	embodied	practices,	or	any	

kind	of	subject	matter	that	may	be	reflected	in	data	and	analyses”	(Levitt	et	al.,	2016,	p.	

10).	Second,	utility	concerns	the	“effectiveness	of	the	research	design	and	methods,	and	

their	synergistic	relationships,	in	achieving	study	goals;	[…]	i.e.,	method	as	useful	

towards	what	end?”	(ibid.)	in	which	they	argue	against	a	de-contextualised	

consideration	of	methods	and	procedures.		

For	our	understanding	of	validity	of	research	in	the	broad	sense	that	we	are	after	

in	this	paper,	the	formulations	and	aims	of	this	task	force	are	close	to	the	aim	that	we	

set	out	in	this	paper.	To	make	sure	that	validity	of	research	is	considered	as	at	least	as	

important	as	validity	of	measurement,	however,	we	deem	it	important	to	acknowledge	

that	these	issues	together	still	regard	the	validity	of	research.	Terms	such	as	integrity,	

coherence,	trustworthiness,	fidelity	and	utility,	that	are	promoted	by	these	and	other	

qualitative	researchers	in	psychology	(cf.	Stiles,	1993;	Elliott,	Fisher,	&	Rennie,	1999;	

Kvale	&	Brinkman,	2008),	cover	a	lot	of	our	concerns,	but	they	do	not	signal	the	validity	

root	as	firmly,	whereas	all	proposed	quality	control	concepts	in	qualitative	research	in	
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fact	fall	under	the	umbrella	of	validity	of	the	overall	research	process	(cf.	Newton	&	

Shaw,	2013).		

Moreover,	whereas	the	term	integrity	suggests	a	solo	enterprise	bound	to	

specific	studies	(cf.	internal	validity),	epistemic	validity	also	captures	more	general	

discursive	problems	in	the	psychological	field	(see	also	Prilleltensky,	2008),	such	as	the	

issues	that	were	listed	in	the	introduction,	which	share	a	common	root	in	the	overall	

validity	of	research.	Importantly,	also	the	initial	consideration	of	applying	quality	

control	based	on	a	qualitative	or	quantitative	research	paradigm	per	se	falls	under	the	

validity	of	the	entire	research	endeavour.	This	way,	our	use	of	the	term	validity	goes	

beyond	semantics	per	se:	epistemic	validity	may	be	considered	as	the	umbrella	term	

that	captures	the	qualitative	concepts	of	research	integrity	as	well	(see	also	footnote	

12).	It	is	not	necessary	to	use	this	exact	term,	yet	it	is	crucial	that	the	used	term	enables	

researchers	to	denote	their	own	epistemic	stance	within	their	scientific	endeavour.	We	

call	this	necessary	because	with	the	current	emphasis	on	EBT,	research	increasingly	

influences	practice,	and	in	every	step	down	the	line	from	research	to	dissemination	to	

practice,	the	idea	of	validity	becomes	more	heuristic,	which	gives	the	impression	that	

research	is	‘right’.	That	said,	it	seems	crucial	that	researchers	themselves	ask	the	

question	of	validity	of	their	means	within	their	epistemic	approach,	as	they	may	be	

ascertained	that	people	in	practice	–	e.g.,	patients,	health	care	workers,	policy	makers	–	

will	ascribe	a	certain	truth	value	to	them	(cf.	Douglas,	2009).		

 

Conclusion 

 

In	this	paper,	we	argued	that	the	default	psychometric	understanding	of	‘validity’	in	

psychology	is	insufficient	in	capturing	all	the	validity	issues	involved	in	the	epistemic	

process	of	psychotherapy	research.	In	the	first	section,	we	used	the	example	of	the	Beck	

Depression	Inventory	to	show	reliance	on	psychometric	validity	does	not	guarantee	a	

valid	psychotherapy	research	at	large.	Surely,	we	are	not	the	first	to	make	this	

argument,	but	given	the	persistently	limited	consideration	of	validity	under	the	

Measures	header	in	empirical	psychological	research	papers,	we	deem	it	necessary	to	

show	this	problem	in	the	most	concrete	terms,	so	that	our	argumentation	is	as	close	as	

possible	to	the	concrete	decisions	that	are	made	daily	by	working	psychological	

researchers.	As	we	noted	in	this	paper,	we	do	not	believe	that	epistemic	validity	is	never	
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considered	by	psychotherapy	researchers,	but	given	the	prominent	psychometric	

interpretation	that	is	substantiated	by	the	format	limitations	by	the	IMRAD	model,	

validity	is	too	often	just	discussed	as	if	it	were	test	validity	(e.g.,	Newton	&	Shaw,	2014,	

p.	9	and	onwards;	see	footnote	15).		

As	we	argued	that	test	validity	is	too	limited	to	account	for	the	overall	epistemic	

validity	of	the	research	procedure	in	psychotherapy	research,	we	conclude	that	it	would	

not	be	epistemically	valid	to	rely	on	test	validity	for	the	entire	procedure,	not	even	

heuristically.	Especially	in	times	in	which	the	emphasis	on	evidence-based	treatment	is	

increasing	exponentially	and	quantitative	research	methods	are	discursively	prioritized,	

psychotherapy	researchers	should	at	least	ask	the	question	of	validity	of	their	preferred	

research	methods	as	means	to	satisfy	their	epistemic	and/or	clinical	goals.	Therefore,	it	

is	necessary	to	think	carefully	about	what	the	goal	is	concretely,	to	be	able	to	analyse	

the	validity	of	the	chosen	means	within	the	overall	epistemic	procedure.	That	is,	it	

seems	crucial	that	researchers	themselves	ask	the	question	of	validity	of	their	means	

within	their	epistemic	approach,	to	be	able	to	validly	derive	evidence	for	evidence-

based	treatments	in	psychotherapy.		
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Validity of data as precondition for evidence 
A methodological analysis of what is taken to count  

as evidence in psychotherapy research 
 

 

Abstract 

The	Evidence-Based	paradigm	in	mental	health	care	emphasizes	the	use	of	the	best	

available	methods	to	provide	a	sound	evidence-base	for	clinical	practice.	However,	

there	is	strikingly	little	consensus	on	what	evidence	is.	Nonetheless,	psychotherapy	

researchers	conduct	a	vast	amount	of	research	in	which	the	outcome	is	taken	as	

evidence.	To	derive	outcome,	quantitative	data	are	collected	from	samples	of	patient-

participants.	In	the	generation	of	evidence	on	therapeutic	efficacy,	“the	data”	thus	play	a	

vital	role.	Based	on	case	vignettes	from	the	Ghent	Psychotherapy	Study	(Meganck	et	al.,	

2017),	we	show	that	“the	data”	can	yield	validity	issues	that	become	inherent	to	sample	

data,	which	are	used	as	input	for	statistical	analyses	and,	as	such,	affect	the	soundness	

of	evidence.	Therefore,	we	argue	that	the	validity	of	evidence	is	threatened	by	validity	

issues	on	the	level	of	raw	data,	despite	(or	because	of)	the	use	of	validated	measures.	

Thus,	we	argue	that	validity	of	data	is	a	precondition	for	sound	evidence.	For	a	sound	

psychotherapeutic	‘evidence-base’,	we	need	a	proper	definition	of	validity	that	captures	

actual	data	collection	processes,	and	a	theory	of	evidence	that	is	clear	on	what	should	be	

evidenced	to	be	useful	and	valid	for	psychological	practice.		

 

Keywords 

Evidence,	Validity,	Data,	Validity	of	Data,	Performativity,	Self-Report	Measurement,	

Patient-Reported	Outcome	Measures	(PROMs),	Quantitative	Data,	Outcome	Analysis,	

Psychotherapy	Research	
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Introduction 
 

Evidence-Based	psychotherapy	(EBT)	is	defined	as	‘clearly	specified	psychological	

treatments	shown	to	be	efficacious	in	controlled	research’	(Chambless	&	Hollon,	1998,	

p.	7).	In	the	field	of	mental	healthcare,	increasing	emphasis	has	been	put	on	systematic	

generation	of	evidence	on	the	efficacy	and	working	mechanisms	of	carefully	described	

treatments,	with	the	goal	to	disseminate	treatments	to	clinical	practice	that	have	been	

scientifically	supported	(Westen,	Novotny,	&	Thompson-Brenner,	2004).	This	aim	

springs	from	the	Evidence-Based	Medicine	movement,	which	is	defined	as	‘the	

conscientious,	explicit,	and	judicious	use	of	current	best	evidence	in	making	decisions	

about	the	care	of	individual	patients’	(Sackett,	Rosenberg,	Gray,	Haynes,	&	Richardson,	

1996,	p.	71).	In	psychology,	EBT	or	Empirically	Supported	Treatments	is	distinguished	

from	Evidence-Based	Practice	(EBP).	According	to	the	American	Psychological	

Association	(APA)	task	force	‘Division	12	(Clinical	Psychology)’,	EBT	regards	the	

scientific	aim	to	collect	systematic	‘evidence	for	efficacy	[of	psychological	treatments]	

comparable	to	the	evidence	for	the	efficacy	of	medications’	(2002,	p.	272),	and	is	thus	

focused	on	general	treatment	efficacy.	EBP	refers	to	working	psychologists	who	base	

their	clinical	practice	on	‘integrating	multiple	streams	of	research	evidence’	(Ibid.,	p.	

273)	in	the	treatment	of	individual	patients.	Both	the	scientific	approach	and	the	clinical	

application	are	thus	characterized	–	albeit	with	a	different	scope	–	by	the	focus	on	‘the	

best	available	evidence’	on	the	working	of	treatments	(Chambless	&	Hollon,	1998).	As	

Smart	(2017)	puts	it,	‘good	evidence	is	arguably	that	which	distinguishes	proper	

medical	practice	from	that	of	witch	doctors	and	swindlers’	(p.	4).	

But	what	is	‘evidence’,	and	what	makes	it	‘good’?	In	psychology,	this	question	is	

generally	answered	by	referral	to	the	Randomized	Controlled	Trial	(RCT;	Wampold	&	

Imel,	2015;	cf.	Worrall,	2002).	This	so-called	‘gold	standard’	method	is	placed	at	the	top	

of	evidence	hierarchies	that	rank	methods	based	on	their	systematicity,	which	is	taken	

as	a	warrant	for	the	soundness	of	resulting	evidence	(Cartwright,	2007).	According	to	

Reiss	(2013),	this	reliance	on	gold	standard	methodology	may	be	regarded	as	

‘methodological	foundationalism’,	given	the	idea	that	‘some	results	are	produced	by	

methods	that	are	intrinsically	reliable	and	therefore	epistemically	basic’	(p.	358).51	In	

 
51	This	methodological	foundationalism	or	‘procedural’	soundness	is	nicely	illustrated	
by	the	description	of	‘Efficacy	of	psychological	treatments’	by	Huppert,	Fabbro,	and	
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other	words,	it	is	assumed	that	good	methods	give	good	evidence	(cf.	Truijens,	2017).	

Thus,	this	approach	takes	method	as	the	‘starting	point’	for	the	conceptualization	of	

evidence	(Reiss	2013,	p.	360).	However,	knowing	where	‘good	evidence’	comes	from	

does	not	yet	tell	what	evidence	is.		

While	‘evidence’	is	at	the	core	of	the	evidence-based	movements	in	psychology	

and	medicine,	strikingly	little	has	been	written	on	what	constitutes	‘evidence’	

(Cartwright,	Goldfinch,	&	Howick	2009;	Mullen,	2016).	To	fill	this	void,	a	number	of	

philosophers	drafted	theoretical	accounts	on	what	evidence	should	look	like	to	be	

relevant,	for	example,	for	real-world	situations	(see	Achinstein,	2001,	for	a	realist	

account,	and	Reiss,	2013,	for	a	pragmatist	account),	for	clinical	application	(e.g.,	Upshur,	

VanDenKerkhof,	&	Goel,	2008),	or	for	decision-making	in	policy	(see	the	project	

‘Knowledge	For	Use	(K4U)’,	2018,	that	formulates	‘collecting	the	right	evidence’	as	one	

of	its	core	goals).		

In	this	paper,	we	take	a	different	approach.	Although	little	has	been	written	on	

what	counts	as	evidence	in	psychotherapy	research,	measurement-based	randomized	

controlled	psychotherapy	studies	produce	a	mass	of	research	data	that	are	taken	as	

evidence.	Therefore,	the	way	in	which	evidence	is	produced	in	empirical	research	sheds	

light	on	how	evidence	is	and	can	be	understood.	Thus,	rather	than	drafting	a	theoretical	

account	of	evidence	per	se,	we	will	follow	how	“the	data”	become	‘evidence’	within	

psychotherapy	research.		

 
Barlow	(2006):	‘The	Task	Force	on	Promotion	and	Dissemination	of	Psychological	
Procedures	of	APA's	Division	12	(Society	of	Clinical	Psychology)	made	an	early	effort	to	
outline	the	criteria	necessary	to	determine	the	extent	of	empirical	support	for	a	
particular	psychological	treatment	(APA,	1995).	[…]	Some	of	this	research	on	the	
efficacy	of	specific	psychological	treatments	in	comparison	to	medication	or	alternative	
treatments	has	been	published	in	the	most	rigorously	reviewed	medical	journals,	from	
which	health	care	policy	often	emanates	(see	Barlow,	2004).	When	one	also	considers	
the	vast	amount	of	accumulating	evidence	in	the	top	journals	in	psychology	and	
psychiatry,	it	is	clear	that	the	state	of	the	science	is	impressive	and	continually	
improving.	[…]	Techniques	[used	in	efficacy	research]	are	grounded	in	knowledge	
gleaned	from	basic	psychological	science	laboratories	and	thus	incorporate	approaches	
from	across	schools	of	psychotherapy	on	the	basis	of	their	evidentiary	support.	As	more	
psychological	treatments	are	developed	and	tested	in	such	ways,	the	lines	
distinguishing	“pure”	theoretical	camps	are	blurring.	Psychologists	now	have	the	tools	
and	research	available	to	select	treatments	on	the	basis	of	what	works,	rather	than	what	
they	believe	is	consistent	with	their	own	theories.’	(p.	136)	
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In	the	following	sections,	we	discuss	the	central	role	of	research	data	in	the	

operationalization	of	‘evidence’	in	psychotherapy	research.	We	distinguish	the	terms	

evidence,	outcome,	and	(raw)	data,	to	get	a	concrete	understanding	of	how	evidence	is	

operationalized	in	psychotherapy	research.	Subsequently,	we	present	three	case	

vignettes	from	our	randomized	controlled	psychotherapy	study	(The	Ghent	

Psychotherapy	Study,	GPS,	Meganck	et	al.	2017),	to	exhibit	empirically	how	evidence	

comes	about	in	the	concrete	research	process.	Based	on	the	discussion	of	our	findings,	

we	argue	that	it	is	invalid	to	regard	data,	outcome	and	evidence	as	interchangeable	

concepts,	and	we	argue	for	the	need	for	evaluating	the	validity	of	data	as	such,	to	be	able	

to	safeguard	validity	of	evidence	in	psychotherapy	research.	

	

Outcome as operationalization of evidence in psychotherapy research 
 

In	their	canonical	paper,	the	APA	task	force	members	Chambless	and	Hollon	(1998)	

stated	that	good	evidence	on	treatment	efficacy	comes	from	Randomized	Controlled	

Trials	(RCTs).	According	to	the	authors,	amidst	multiple	sources	of	scientific	and	clinical	

information,	randomized	controlled	trials	provide	the	most	reliable,	sound,	and	robust	

results.	Therefore,	RCT	results	should	be	regarded	as	the	best	available	evidence.	In	

2001,	Chambless	and	Ollendick	(2001)	reviewed	a	decade	of	critiques	on	the	design	and	

concluded	that	the	RCT	should	still	be	taken	as	the	best	available	means	to	derive	

evidence	on	treatment	efficacy.	As	such,	the	RCT	is	still	considered	as	‘gold	standard’	

method	in	psychotherapy	research	(Wampold	&	Imel,	2015).	

The	RCT	yields	a	systematic	comparison	of	an	experimental	condition	to	a	

control	condition.	In	the	experimental	condition,	a	sample	of	people	with	a	specified	

target	symptom	or	syndrome	receives	a	treatment,	whereas	in	the	control	condition,	a	

similar	sample	of	people	receives	no	treatment	or	an	alternative	treatment	(Mook	&	

Parker,	2001).	Provided	that	the	type	of	intervention	is	the	only	between-group	

difference	and	all	other	factors	are	kept	similar	between	groups,	the	symptom	levels	for	

both	groups	are	compared	before	and	after	the	intervention,	and	when	a	significantly	

larger	‘pre-post-difference’	is	found	for	the	experimental	group	than	for	the	control	

group,	the	‘effect’	can	be	assigned	to	the	intervention.	This	design	is	known	as	an	

interventionist	design	(Woodward,	2003),	in	which	the	effect	of	the	independent	

variable	(i.e.,	the	treatment	or	the	control	intervention)	is	assumed	to	sort	an	effect	on	
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an	independent	variable	(i.e.,	symptom	levels).	To	assess	whether	the	independent	

variable	indeed	makes	a	difference,	the	dependent	variable	is	assessed	before	and	after	

the	intervention	(cf.	Mook	&	Parker,	2001).	Subsequently,	when	no	or	a	different	effect	

is	found	for	the	control	condition,	the	pre-post	difference	in	the	experimental	condition	

is	taken	as	evidence	for	a	treatment	effect	sorted	by	the	intervention.		

Practically,	the	design	starts	with	gathering	a	group	of	people	who	experience	

complaints	that	resemble	the	target	symptoms.	These	symptoms	are	assessed	to	verify	

whether	people	comply	to	the	‘eligibility	criteria’	for	the	study,	which	are	often	defined	

as	a	certain	score	on	a	target	symptom	measure	above	a	clinical	cut-off.	This	first	

assessment	is	generally	taken	as	the	pre-treatment	score.	Participants	are	then	

randomly	assigned	to	the	experimental	or	the	control	condition.	After	treatment	

termination,	symptoms	are	assessed	again	for	each	participant.	The	pre-post	difference	

is	generally	analysed	with	a	statistical	analysis	of	variance,	in	which	aggregated	scores	

of	patients	are	assumed	to	resemble	a	normal	distribution,	of	which	the	mean	difference	

scores	can	then	be	compared	between	groups.	When	the	between-group	difference	is	

found	to	be	significant,	it	is	concluded	that	the	difference	in	outcome	of	groups	is	due	to	

the	intervention.	In	this	line	of	reasoning,	the	‘outcome’	of	treatment	is	thus	

operationalized	as	the	pre-post	difference	distribution	of	samples	of	patients	who	

received	an	experimental	or	control	intervention	(Wampold,	2013).		

The	gold	standard	method	thus	uses	pre-post	symptom	measurement,	to	form	an	

aggregate	data	set	as	basis	for	evidence	on	treatment	efficacy	(Chambless	&	Ollendick,	

2001).	Although	the	logic	of	the	design	does	not	preclude	the	use	of	qualitative	or	mixed	

measures	to	assess	symptoms	pre-	and	post-treatment,	in	practice,	symptom	

assessment	is	generally	conducted	using	quantitative	symptom	measures	(Malterud,	

2001).	As	Smith	(2017)	notes,	the	‘heavier	reliance’	of	evidence-based	movements	‘on	

the	evidence	produced	by	clinical	trials	is	indicative	of	[their]	heavier	reliance	on	

measurement’	(p.	5).	Given	the	generalizability	of	numerical	data	(cf.	Truijens	et	al.,	

2019),	and	the	requirement	of	statistical	synthesis	in	systematic	reviews	and	meta-

analyses	that	are	favoured	in	evidence	hierarchies	(Horvath,	2013),	quantitative	

measurement	is	indeed	default	in	psychotherapy	research	(cf.	Hyde,	2004).	

From	this	default	execution	of	gold	standard	methodology,	we	can	infer	a	

number	of	assumptions	that	constitute	the	conceptualization	of	‘evidence’	in	

psychotherapy	research.	The	first	assumption	is	based	on	the	conceptualization	of	
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‘treatment	effect’	as	significant	symptom	reduction.	In	this,	‘symptom	reduction’	is	

operationalized	as	the	pre-post	difference	of	quantitatively	assessed	symptoms,	which	

provides	the	basis	for	the	operationalization	of	‘treatment	effect’	as	the	quantitative	

between-group	difference	in	outcome	(cf.	Truijens,	Cornelis,	Desmet,	De	Smet,	&	

Meganck,	2019).	Subsequently,	what	is	taken	as	‘outcome’	of	the	experimental	group	in	

the	RCT	–	provided	that	it	differs	significantly	from	the	outcome	of	the	control	group	–	

is	taken	as	evidence	on	the	treatment	effect	under	study	(cf.	Smart,	2017).	Thus,	the	first	

assumption	that	can	be	drawn	from	default	gold	standard	psychotherapy	research	is	

that	‘outcome’	counts	as	‘evidence’	for	treatment	efficacy.		

Second,	RCT-based	evidence	is	evidence	of	treatment	effect	in	general,	as	

‘outcome’	yields	a	mean	difference	on	group	level.	As	Cartwright	notes,	‘efficacies	are	

average	effects	and	averages	are	relative	to	distributions’	(Cartwright	2009,	p.	185).	To	

derive	such	mean	data,	the	total	scores	per	individual	respondent	on	a	specific	measure	

are	aggregated	(note	that	this	is	a	first	time	of	using	one	mean	score	per	individual;	we	

return	to	this	notion	in	the	final	section)	to	form	a	data	set,	which	subsequently	is	

analysed	with	distribution	statistics	of	variance.	This	implies	that	outcome	is	a	

statistical	pattern	in	a	group	of	people,	rather	than	an	indication	of	individual	treatment	

processes.	Indeed,	for	the	mean	difference	to	indicate	a	positive	treatment	effect,	it	is	

not	necessary	that	all	individual	patients	experience	less	symptoms	after	treatment.	

Thus,	the	second	assumption	is	that	general	treatment	efficacy	is	evidenced	by	mean	

pre-post	differences.		

The	third	assumption	is,	consequently,	that	‘outcome’	is	not	meant	to	yield	

individual	measurement,	albeit	it	comprises	individual	data	as	part	of	sample	data.	A	

much-heard	critique	on	sample-based	analysis	of	outcome	(cf.	Westen,	Novotny,	&	

Thompson-Brenner,	2004)	is	that	group	level	efficacy	could	consist	of	both	positive	and	

negative	individual	outcomes,	in	which	the	negatives	are	levelled	or	overruled	by	the	

positives.	To	be	able	to	analyse	the	clinical	value	of	general	outcome,	‘reliable	change	

indices’	(RCIs)	were	developed	to	scrutinize	the	proportion	of	positive	outcomes	within	

the	group	level	analyses	(Jacobson	&	Truax,	1991).	In	practice,	such	indices	of	‘clinical	

change’	are	sometimes	used	as	post-hoc	analyses	in	RCT-based	research,	to	nuance	the	

outcome	(cf.	De	Smet,	Meganck,	Van	Nieuwenhove,	Truijens,	&	Desmet,	2019).	In	this	

set-up,	reliable	change	is	still	evaluated	on	group-level.	Even	though	indices	can	be	used	

to	indicate	statistical	significance	of	pre-post	difference	scores	of	different	patients	
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within	the	sample,	it	is	important	to	note	that	such	individualized	statistics	are	

interpreted	‘relative	to	distributions’	(Cartwright,	2009,	p.	185),	as	individual	scores	are	

compared	to	deviations	within	the	norm	group	in	the	general	population.	Consequently,	

a	positive	clinically	reliable	change	score	does	not	necessarily	imply	a	straightforward	

image	of	positive	change	for	individual	patients	(see	De	Smet,	Meganck,	De	Geest,	

Norman,	Truijens,	&	Desmet,	2019).		

Reiterating,	evidence	in	psychotherapy	research	is	operationalized	as	outcome	in	

terms	of	symptom	reduction,	which	is	in	turn	operationalized	as	quantitative	pre-post	

difference	scores	on	group-level.	Whereas	Cartwright,	Goldfinch,	and	Howick	(2009)	

asked	‘where	is	our	theory	of	evidence?’,	given	the	lack	of	written	definitions	of	

evidence	in	medical	and	psychological	sciences,	this	short	methodological	description	

shows	clearly	what	is	taken	to	be	evidence.	Thus,	the	default	methodological	choices	in	

psychotherapy	research	give	away	an	implicit	yet	particular	background	theory	on	how	

treatment	can	and	should	sort	an	effect	(i.e.,	in	the	form	of	change	of	measured	target	

symptoms)	and	how	that	effect	can	be	evidenced	(i.e.,	by	means	of	group-level	statistical	

comparison).	Important	to	note	is	that	the	conceptualization	of	both	treatment	effect	

and	evidence,	however,	could	take	different	forms,	for	example,	when	‘outcome’	would	

be	defined	in	terms	of	long-term	healthcare	costs	or	assessed	by	qualitative	means	(see	

Truijens,	2017).	Therefore,	the	methodological	choices	can	indeed	be	regarded	as	a	

background	theory,	in	which	choices	are	conceptualized	given	a	specific	discourse	of	

research	(cf.	Danziger,	1990).		

The	question	what	constitutes	good	evidence	is	–	as	was	mentioned	before	–	

generally	answered	by	referral	to	the	RCT.	That	is,	the	use	of	the	RCT	design	is	taken	as	

warrant	for	quality	of	evidence.	As	we	cleared	up	above,	the	way	in	which	evidence	is	

conceptualized	within	the	framework	of	the	RCT	is	not	a	given,	that	is,	the	

operationalization	is	not	inherent	to	the	design.	So,	when	the	question	‘what	constitutes	

evidence?’	is	answered	by	referral	to	the	RCT,	the	next	question	needs	to	be	‘what	

constitutes	good	outcome?’.	

 

Data as precondition for evidence 
 

As	described	in	the	previous	section,	psychotherapy	outcome	is	the	result	of	a	pre-post	

comparison	of	assessed	symptoms	on	sample	level.	Concretely,	outcome	consists	of	a	
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set	of	data	gathered	in	a	sample	of	people	on	different	moments	of	measurement,	which	

is	subsequently	analysed	by	statistical	means	to	derive	possible	pre-post	differences.	

Thus,	outcome	entails	two	practical	components,	namely	‘data’	and	‘analysis’.	‘Data’	is	a	

diffuse	term	in	this	context.	Often,	outcome	is	regarded	as	“the	data”	that	evidence	a	

certain	effect	of	treatment	(cf.	Truijens,	2017).	In	this	context,	“the	data”	refers	to	post	

analysis	numbers,	such	as	normal(ized)	distributions	or	statistical	test	results	

(including,	for	example,	the	mean,	standard	deviation,	significance	levels,	confidence	

interval,	and	measurement	error	term;	cf.	Mook	&	Parker,	2001).	This	is	not	the	same	as	

‘raw’	measurement	data,	which	could	be	denoted	as	pre-analysis	numbers.	These	raw	

data	are	the	numbers	that	are	concretely	scored	by	participants,	that	are	aggregated	to	

allow	for	the	statistical	analyses	later	on.		

In	psychotherapy	research,	‘raw	data’	are	generally	gathered	by	use	of	symptom	

measures.	The	most	used	instruments	are	quantified	self-reported	questionnaires	or	

patient-reported	outcome	measures	(PROMs,	McClimans,	2013)	that	assess	the	

presence	and	severity	of	symptoms	(Mcleod,	2001).	In	these	questionnaires,	

participants	score	pre-formulated	items	on	numerical	scales	to	indicate	to	what	extent	

the	items	describe	their	situation	or	experienced	complaints.	This	way,	self-report	

measures	that	are	scored	on	quantitative	scales	provide	‘raw	data’	that	can	be	used	as	

input	into	the	statistical	analyses	to	derive	‘outcome’.	Statistical	outcome	analysis	

requires	a	data	set	–	implying	that	raw	data	first	have	to	be	aggregated	to	become	a	set	–	

and	the	data	set	has	to	be	‘cleaned’	–	for	example	by	a	rule	on	how	to	handle	missing	or	

erroneous	raw	data	–	before	analyses	can	be	conducted	(Mook	&	Parker,	2001).		

This	description	of	the	methodological	sequence	that	has	to	be	conducted	before	raw	

data	can	become	outcome	for	the	purpose	of	evidence	generation,	makes	clear	that	

‘data’,	‘outcome’	and	‘evidence’	are	not	identical	nor	interchangeable.	Rather,	data	have	

to	go	through	a	particular	methodological	sequence	in	which	it	can	become	evidence	

(Figure	1).	As	was	discussed	previously,	the	use	of	the	RCT	design	is	generally	taken	as	a	

warrant	for	good	evidence.	Provided	that	outcome	has	to	be	sound	to	warrant	good	

evidence	and	raw	data	constitute	outcome,	the	validity	of	‘raw	data’	is	a	vital	

precondition	for	evidence.	So,	the	next	question	that	has	to	be	asked	is	what	constitutes	

‘raw	data’	and,	subsequently,	what	makes	data	valid	as	input	for	evidence	generation?	
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Figure 1; Schematic display of the methodological sequence from raw data to evidence in 
gold standard psychotherapy research 

 

 

Raw	data	are	individual	data,	that	is,	it	constitutes	the	scores	that	are	marked	by	actual	

participants	on	actual	self-report	questionnaires,	either	administered	in	paper-and-

pencil	or	digital	format.	Patients	are	asked	to	score	their	own	complaints	at	a	certain	

moment,	following	instructions	that	are	pre-specified	in	the	administered	measures	

(Cupples,	2017).	When	a	measure	is	valid,	it	‘measures	what	is	purported	to	measure’	

(Borsboom,	Mellenbergh	&	Van	Heerden,	2004,	p.	1061),	which	means	that	when	the	

measure	administered	rightly,	it	is	indeed	capable	of	indicating	a	specified	phenomenon	

accurately.	That	is,	the	validation	of	a	measure	presumes	accurate	scoring.	Therefore,	it	

is	rather	crucial	that	even	when	a	measure	is	validated,	the	participant	scores	it	in	the	

right	way,	to	safeguard	that	the	data	can	indeed	indicate	the	target	variable	validly.	

Therefore,	a	vital	predisposition	for	the	validity	of	data	is	the	participant	who	actually	

provides	the	data	that	is	used	as	evidence	on	changes	in	measured	symptom	levels.		

A	broad	range	of	problems	have	been	associated	with	human-scored	data,	which	

pose	substantial	threats	to	the	validity	of	measurement	in	self-report	measures	(cf.,	

Truijens	et	al.,	2019,	for	a	detailed	discussion).	People	who	score	the	items	tend	to	

interpret	items	in	all	kinds	of	ways	that	were	not	necessarily	intended	(McClimans,	

2013).	For	an	item	to	be	scored,	participants	have	to	make	appraisals	(Schwartz	&	

Rapkin,	2004)	of	meaning	of	items	(Schwarz,	1999)	and	interpret	them	as	applicable	

within	their	own	context	of	experience	(Greenhalgh,	1999).	For	that,	respondents	have	

to	understand	semantic	features	of	items,	to	‘make	sense	of	the	questions	asked’	

(Schwarz,	1999,	p.94).	Moreover,	they	have	to	make	sense	of	the	‘pragmatic’	context	in	

which	items	are	supposed	to	be	meaningful,	that	is,	the	way	in	which	the	administrator	

intends	the	questions	to	be	understood	(Ibid.).	Human-reported	data	thus	are	
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hermeneutic,	that	is,	based	on	meaning	and	interpretation	(cf.	Upshur,	Vandekerkhof,	&	

Goel.	2001).	Cupples	(2017)	sums	up	the	problems	as	follows:	

	

‘Measurement	of	health-related	quality	of	life	and	health	status	involves	
complex	processes,	which	include	patient	understandings	and	
interpretations	of	survey	questions,	the	cognitive	abilities	of	patients,	
their	powers	of	memory,	and	the	values	that	shape	their	appraisal	of	
quality	of	life.	Moreover,	patient	interactions	with	survey	items	also	
depend	on	the	statistical	properties	of	those	items	and	their	intended	
conceptual	content.	Furthermore,	measurement	involves	the	numeric	
representation	of	outcomes	and	the	management	of	error.	Models	of	the	
measurement	process	are	holistic	representations	that	consider	some	
subset	of	these	factors’.	(Cupples,	in	McClimans,	2017,	p.	108)		
	

As	Truijens	et	al.	(2019)	show,	such	issues	may	substantially	impact	the	way	in	which	

questionnaires	are	scored	in	the	context	of	psychotherapy	research.52	Based	on	these	

possible	threats	to	validity	of	questionnaire	administration,	we	may	ask	what	such	

effects	do	to	“the	data”	that	are	used	as	input	for	outcome	and	evidence.	What	makes	

‘raw’	individual	experiential	data	valid	as	input	for	evidence?		

This	question	will	generally	be	answered	by	referral	to	statistical	inference.	It	is	

assumed	that	validated	measures	are	able	to	measure	distinguishable	constructs	in	

individuals	(cf.,	Truijens,	2017),	and	that	random	individual	differences	are	‘evened’	by	

means	of	statistical	aggregation.	Based	on	the	statistical	axiom	Central	Limit	Theorem,	it	

is	assumed	that	interindividual	differences	are	‘distributed	evenly’	when	samples	are	

large	enough	(Mook	&	Parker,	2001).	Moreover,	it	is	assumed	that	possible	errors	of	

measurement	–	provided	that	such	errors	are	random	rather	than	systematic	biases	–	

are	covered	by	the	measurement	error	term	in	statistical	analyses.	This	way,	statistical	

analysis	of	data	is	assumed	to	be	capable	of	producing	valid	outcome.	This	implies	that	

statistical	analysis	can	produce	valid	outcome	even	when	data	that	are	used	as	input	are	

not.	That	is,	it	is	assumed	that	validity	of	data	itself	does	not	matter,	as	sound	statistical	

analysis	of	those	data	is	sufficient	to	warrant	the	soundness	of	results.	However,	this	

statistical	assumption	is	indeed	an	assumption,	rather	than	an	empirical	fact.	As	

researchers	generally	do	not	look	into	what	happens	at	the	level	of	data,	it	is	not	clear	

 
52	Important	to	note	is	that	these	threats	to	validity	may	occur	in	all	branches	of	
psychological,	medical	and	other	types	of	research	that	rely	on	human	scoring,	
regardless	of	the	strictness	or	empirical/experimental	focus	of	research.	
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whether	statistical	analysis	on	aggregated	data	within	an	RCT	context	is	sufficient	to	

warrant	the	validity	of	outcome,	which	serves	as	evidence	on	treatment	effect.	

Therefore,	in	the	next	section,	we	provide	three	vignettes	of	clinical	cases	that	we	

studied	in	the	context	of	a	randomized	controlled	psychotherapy	study.	By	these	case	

vignettes,	we	exhibit	how	the	collected	data	become	invalid	as	a	consequence	of	the	act	

of	measurement	itself,	despite	the	use	of	validated	measures.		

 

Case vignettes: How data collection can threaten the validity of data 
 

The	patient-participants	that	we	discuss	in	this	section	participated	in	a	randomized	

controlled	psychotherapy	study	that	was	conducted	‘following	the	book’	(The	Ghent	

Psychotherapy	Study;	Meganck	et	al.,	2017;	see	Truijens,	De	Smet,	Vandevoorde,	

Desmet,	&	Meganck,	2019,	for	a	thorough	consideration	of	following	‘the	book’	to	the	

letter).	As	such,	their	data	was	part	of	the	data	set	used	to	evidence	differential	

treatment	effects	of	cognitive-behavioural	and	psychodynamic	treatment	for	

depression.	The	data	was	collected	by	administration	of	a	battery	of	much-used	and	

validated	symptom-	and	general	well-being	measures,	such	as	the	Symptom-Checklist	

(SCL-90;	Derogatis,	1992)	and	the	Beck	Depression	Inventory	(BDI-II-NL;	Beck,	Steer,	&	

Brown,	1996),	as	well	as	a	number	of	measures	for	secondary	or	follow-up	hypotheses,	

such	as	the	Inventory	of	Interpersonal	Problems	(IIP;	Horowitz,	Alden,	Wiggins,	&	

Pincus,	2000)	and	the	Outcome	Questionnaire	(OQ-45;	Lambert	et	al.,	2011).	Besides	

the	regular	research	set-up,	all	patients	participated	in	interviews	that	focused	on	

experience	of	complaints	and	the	experience	of	treatment	and	change	processes.	

Interviews	were	conducted	before	the	start	of	treatment	(‘Intake	interview’),	halfway	

through	treatment	(‘Peri	interview’),	directly	after	treatment	termination	(‘Post	

interview’),	and	3,	6,	12,	and	24	months	after	treatment	termination	(‘Follow-up	

interviews’).	As	a	validation	question,	patient-participants	were	asked	about	their	

experience	of	the	research	procedure.	For	the	purpose	of	qualitative	analyses,	all	the	

interviews	and	therapy	sessions	were	audiotaped	and	transcribed	verbatim.	

The	transcribed	interviews	and	therapy	sessions	were	used	to	scrutinize	how	

these	patient-participants	experienced	the	process	of	data	collection	in	function	of	

psychotherapy	research.	Case	‘June’	was	studied	by	Truijens	et	al.	(2019),	case	‘Amy’	

was	studied	by	Truijens,	Van	Nieuwenhove,	De	Smet,	Desmet,	and	Meganck	(2019),	and	
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case	‘John’	was	studied	by	Truijens,	De	Smet,	Vandevoorde,	Desmet,	and	Meganck	

(2019).53	The	research	question	for	each	of	these	case	studies	was	how	the	

questionnaire	administration	in	the	research	procedure	was	experienced.	The	studies	

exhibited	that	the	questionnaire	administration	impacted	their	experience	of	

complaints	substantially,	albeit	in	opposing	directions.	As	such,	the	act	of	questionnaire	

administration	changed	the	interpretation	of	complaints,	such	that	‘symptom	levels’	

that	are	measured	pre-	and	post-treatment	do	not	necessarily	indicate	‘the	same’	

complaints.	We	called	this	the	performative	impact	of	questionnaire	administration,	

meaning	that	‘the	observed	effects	occur	in	dependence	to	the	instrument,	and	

oppositely,	the	situation	could	have	turned	out	completely	different	if	it	were	not	for	the	

instrument	being	administered’	(Truijens,	Van	Nieuwenhove,	De	Smet,	Desmet,	&	

Meganck,	2019,	p.	30).	In	this	section,	we	summarize	for	three	patient-participants	how	

they	experienced	questionnaire	administration,	and	how	it	affected	their	experience	of	

complaints.	We	discuss	per	case	how	this	impacted	the	data	that	were	collected	as	a	

means	of	evidencing	symptom	changes	due	to	treatment.	As	such,	the	cases	exhibit	how	

“the	data”	collected	by	validated	measures	may	be	invalid	as	a	basis	for	evidencing	

treatment	effects.		

 

Amy: ‘I must be less crazy than I thought’ 
 

Amy,	a	26-year	old	woman,	explicitly	distinguished	the	experienced	impact	of	

questionnaire	administration	from	the	effect	of	the	therapeutic	process,	as	she	felt	that	

both	affected	different	parts	of	her	complaints	(Truijens,	Van	Nieuwenhove,	De	Smet,	

Desmet,	&	Meganck,	2019).	Amy	started	treatment	with	an	overwhelming	fear	to	be	

crazy	or	abnormal,	and	as	she	felt	she	could	not	control	these	emotions	herself,	she	

feared	that	others	would	be	inclined	to	admit	her	in	a	psychiatric	institution.	The	

questionnaires	provided	Amy	with	a	list	of	all	the	things	that	could	possibly	be	signs	of	

craziness.	As	she	could	often	score	rather	low	on	these	items,	she	noticed	that	others	

 
53	‘June’,	‘Amy’	and	‘John’	are	pseudonyms.	The	study	design	and	proceedings	were	
approved	by	the	Ethical	Board	of	the	Ghent	University	Hospital	in	Belgium	(Registration	
nrs.		B670201318127	(SCS)	&	EC/2015/0085	(GPS)).	All	patients	gave	full	written	
informed	consent	to	collect,	analyse	and	publish	their	individual	data	throughout	and	
after	treatment.	All	identifying	information	has	been	changed	to	protect	confidentiality.		
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could	apparently	experience	more	and	more	severe	complaints,	from	which	she	learned	

that	she	must	be	‘less	crazy’	than	she	had	always	thought	(Amy;	Post	interview).	On	the	

one	hand,	this	reduced	the	overwhelming	nature	of	her	anxiety,	as	she	became	less	

judgmental	and	rigid	in	her	interpretation	of	her	own	fears.	For	example,	she	noted	that	

having	to	score	high	occasionally	on	the	questionnaire	could	mean	that	she	just	had	a	

few	bad	days,	rather	than	being	crazy	in	general.	That	is,	by	noticing	herself	scoring	low	

on	several	occasions,	she	learned	that	her	anxiety	was	temporal	rather	than	general,	

and	this	thought	her	to	interpret	her	fears	in	a	more	nuanced	way.	On	the	other	hand,	as	

she	feared	she	could	not	trust	her	own	emotions,	she	had	always	taken	the	evaluation	of	

others	as	an	external	reference,	but	this	resulted	in	a	strong	fear	for	others’	judgements.	

For	her,	the	questionnaires	replaced	the	concrete	others	as	her	external	reference	and	

allowed	her	for	growing	a	trust	in	her	own	capacity	of	evaluating	herself.	Based	on	the	

formal	listing	of	possible	complaints	in	the	questionnaires,	she	acknowledged	that	

others	had	always	judged	her	by	mere	‘Wikipedia-expertise’	(Amy;	6-month	Follow-up	

interview).	Moreover,	the	questionnaires	not	just	functioned	this	way	with	regard	to	

concrete	others	in	her	past	and	current	social	surroundings,	but	they	also	functioned	as	

a	counterbalance	to	the	‘internal	therapy	world’,	from	which	she	benefitted	yet	felt	that	

it	was	not	‘the	real	world’	(Amy;	Peri	interview).	

For	Amy,	the	act	of	questionnaire	administration	thus	became	a	way	to	evaluate	

herself	and	her	complaints	regularly,	which	set	in	motion	a	process	of	self-reflection.	

This	process	nuanced	her	outlook	on	complaints	such	that	she	did	no	longer	interpret	

her	fears	as	signs	of	craziness.	Importantly,	she	did	still	experience	these	fears	regularly	

and	in	the	same	way	and	intensity	as	before,	but	due	to	the	questionnaires,	she	did	no	

longer	interpret	the	outbursts	of	fear	as	signs	of	craziness,	which	made	the	occurrence	

of	fear	less	overwhelming.	Moreover,	the	instrument	replaced	other	people,	whom	for	

her	functioned	as	external	references	to	sooth	her	fear	but	at	the	same	time	implied	

judgement	which	scared	her	tremendously.	However,	as	the	questionnaires	for	her	

became	an	external	reference,	the	administration	allowed	for	change	of	interpretation	

of	her	fear	and	as	such,	reduction	of	the	overwhelming	and	obsessive	nature	of	her	

complaints.	Importantly,	in	Amy’s	case	an	observed	reduction	of	fears	not	just	implies	a	

decrease	in	the	level	of	symptoms,	but	rather	a	recalibration	of	how	she	sees	herself	and	

her	complaints,	as	well	as	the	function	of	her	complaints	within	her	relationship	with	

others.		

Validity of data as precondition for evidence 
 

 241 

June: ‘I must have that too!’ 
 

June,	a	26-year	old	woman,	started	treatment	with	an	overwhelming	fear	to	be	ill	or	

crazy,	similar	to	Amy’s	primary	complaint	(Truijens	et	al.,	2019).	She	obsessively	

scanned	her	own	thoughts	and	behaviour	for	signs	of	craziness,	to	avoid	that	others	

would	notice	such	signs	before	she	could	and	then	‘lock	her	up’	in	a	psychiatric	ward	

(June;	Session	40).	This	constant	scanning	was	fueled	by	all	kinds	of	suggestion;	for	

example,	watching	a	television	show	featuring	people	with	certain	psychiatric	illnesses	

could	onset	fear	that	she	might	have	that	illness	as	well,	even	though	she	did	not	

experience	any	concrete	complaints.	For	June,	the	questionnaire	administration	became	

a	tangible	framework	for	such	suggestion.	As	the	questionnaires	meticulously	list	all	

kinds	of	psychiatric	symptoms,	the	questionnaires	suggested	an	extensive	range	of	

possible	deviations	to	her.	In	stark	contrast	to	Amy,	this	confrontation	made	her	

extremely	anxious.	The	fact	that	she	had	to	answer	positively	to	an	array	of	symptoms	

in	the	items	changed	her	doubt	or	worry	to	be	crazy	into	a	certainty	that	she	was	–	at	

least	to	an	extent.	Moreover,	as	she	had	to	score	the	items	concretely	in	paper-and-

pencil	format	which	thus	became	concretely	available	to	a	concrete	researcher,	the	

evaluating	other	that	she	feared	became	a	real	person	who	could	draw	her	‘profile’	

(June;	Post	interview).	This	made	her	feel	that	she	lost	control	over	what	image	others	

could	have	of	her,	which	urged	her	to	concretely	address	this	other	by	writing	

annotations	and	remarks	to	the	reader	and	by	nuancing	her	answers	as	much	as	

possible.	Because	of	this	inclination	to	get	her	story	across	as	nuancedly	as	possible,	she	

changed	scoring	scales	(for	example,	she	added	Likert	categories	that	better	fit	her	

experiences),	marked	items	that	were	more	important	or	weighty	to	her	by	adding	

exclamation	points	or	asterisks,	and	created	extra	scoring	scales	to	be	able	to	answer	

items	differently	for	different	contexts	(for	example,	she	distinguished	her	behaviour	in	

private	or	professional	social	contexts).		

Thus,	by	the	administration	of	questionnaires	that	confronted	June	with	an	array	

of	possible	syndromes	had	a	strong	suggestive	effect.	This	effect	did	not	just	increase	

her	fears,	but	also	changed	their	nature.	The	items	in	the	checklist	appeared	to	her	as	a	

series	of	‘signs	of	madness’	(June;	Session	29)	that	was	systematically	presented	to	her	

throughout	the	research	procedure	and	as	such	was	hard	to	ignore	or	avoid.	In	this	

respect,	they	differed	from	the	random	‘signs’	that	manifested	in	daily	life	and	which	
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were	easier	to	avoid,	overcome,	and	control.	Furthermore,	the	explicit	diagnostic	

function	of	the	checklist	strengthened	the	idea	that	the	‘signs’	were	indeed	signs	of	real	

or	manifest	psychological	disorders	and	madness.	The	checklist	thus	became	an	

evaluating	or	normative	body	that	not	only	prompted	her	to	observe	her	complaints	but	

reinforced	and	provoked	complaints.	This	way,	the	act	of	questionnaire	administration	

had	an	adverse	effect	–	which	was	in	line	with	a	significant	increase	of	scores	over	the	

course	of	treatment,	indicative	for	clinical	deterioration	(Truijens	et	al.,	2019)	–	and	as	

such	interfered	with	June’s	possible	benefit	from	treatment.		

 

John: ‘I was treated as a research object’ 
 

John,	a	48-year	old	male,	signed	up	as	a	research	participant	with	the	expectation	that	

he	would	benefit	more	from	treatment	in	a	research	context	than	from	regular	

outpatient	treatment	(Truijens,	De	Smet,	Vandevoorde,	Desmet,	&	Meganck,	2019).	In	

the	past,	he	had	visited	multiple	therapists,	but	he	generally	quit	after	three	sessions	or	

less,	when	he	did	not	feel	an	immediate	relieve	in	complaints.	He	formulated	his	

complaints	as	a	severe	burnout,	a	‘masked	depression’	or	overwhelming	and	–	for	him	–	

unexplainable	anxiety	attacks,	which	made	him	feel	dysfunctional	in	society.	His	

complaints	started	after	he	was	‘betrayed’	by	his	former	co-workers,	which	to	him	was	

one	of	many	situations	in	which	people	‘stabbed	him	in	the	back’	(John;	Session	4).	He	

became	convinced	that	people	are	bad	after	all,	and	this	distrust	showed	in	his	search	

for	treatment	professionals,	of	whom	he	generally	did	not	trust	in	their	sincere	

willingness	to	help	him,	especially	given	the	fact	that	treatment	is	their	income.	

Therefore,	he	intentionally	applied	for	treatment	in	context	of	a	university	study	

because	he	expected	that	the	study	would	involve	decent	therapists.	Moreover,	he	

assumed	that	the	use	of	questionnaires	and	assessment	tools	would	become	beneficial	

to	him,	as	it	would	keep	his	therapist	informed	on	issues	that	he	could	not	bring	himself	

to	vocalize	during	treatment	sessions	himself.	This	way,	he	expected	that	his	therapist	

would	gain	a	more	clear	and	complete	profile	of	him,	which	would	aid	the	treatment.		

However,	in	the	research	set-up,	questionnaires	were	not	shared	with	the	

therapist	to	avoid	a	possible	influence	of	the	research	procedure	onto	the	regular	

course	of	treatment.	Even	though	John	signed	for	that	in	his	informed	consent,	he	did	

only	notice	this	after	the	intake	procedure,	when	he	already	made	his	‘promise’	to	
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participate	(John;	Post	interview),	and	it	was	important	to	him	to	keep	that	promise.	He	

experienced	this	as	a	‘knife	in	the	back’	by	the	researchers,	and	he	felt	that	he	was	

nothing	more	than	‘a	research	object’	to	them	(John;	Session	15).	Consequently,	every	

questionnaire	that	he	had	to	score	in	function	of	the	research	‘hurt’	him	(John;	Peri	

interview),	as	it	confronted	him	with	what	he	perceived	him	being	used	by	the	

researchers.	At	the	same	time,	the	self-evaluation	by	questionnaires	made	John	aware	of	

the	development	of	his	complaints,	which	sometimes	improved	but	often	worsened	as	

well.	As	the	therapist	refused	to	look	into	the	questionnaires	given	the	research	

procedure	and	only	invited	him	to	bring	the	issues	up	himself	during	treatment,	John	

felt	like	standing	alone	again,	which	to	him	became	another	repetition	of	how	people	

betrayed	him.	This	way,	the	role	of	the	questionnaire	administration	to	John	was	a	

repetition	of	major	themes	in	the	constellation	of	his	complaints,	and	as	such	worsened	

his	level	of	experienced	complaints.	

As	a	reaction	to	this	repetition	of	feeling	mistreated,	he	sabotaged	the	data	

collection	by	leaving	items	or	whole	questionnaires	blank	and	by	ignoring	or	altering	

the	instructions	for	completion.	Importantly,	in	John’s	case,	‘missing	data’	is	thus	more	

than	random	mistakes	–	as	leaving	items	open	was	rather	meaningful	within	the	context	

of	his	research	experience	–	and	by	bending	the	rules,	he	harmed	the	comparability	of	

his	data	to	others’	(see	further	Truijens,	De	Smet,	Vandevoorde,	Desmet,	&	Meganck,	

2019).	Having	to	score	questionnaires	provoked	such	a	negative	reaction	in	John	that,	

even	when	he	felt	better	before	the	administration,	in	his	questionnaires	he	would	

generally	report	a	worse	state	of	emotions.	Nonetheless,	he	did	notice	a	beneficial	effect	

of	treatment	about	halfway	the	trajectory.	To	John,	this	was	a	major	surprise.	He	never	

stayed	in	regular	outpatient	treatment	for	longer	than	three	sessions	as	he	never	was	

convinced	that	he	would	benefit	from	it.	After	treatment	termination,	he	calls	it	the	

biggest	gain	from	research	participation	that	he	felt	forced	to	stick	to	treatment,	which	–	

as	he	explicitly	mentions	several	times	–	would	not	have	happened	if	it	were	not	for	the	

research.	Ironically,	it	was	merely	his	anger	towards	the	researchers,	whom	refused	to	

use	the	data	that	he	provided	for	his	benefit	and	as	such	failed	to	keep	their	‘promise’,	

that	urged	him	to	show	that	he	was	not	like	them	and	keep	his	promise	by	staying	in	

therapy.	His	reaction	to	the	research	procedure,	and	specifically	to	his	disappointed	

regarding	the	function	of	questionnaires,	thus	allowed	him	ultimately	to	benefit	from	
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the	treatment.	This	way,	the	treatment	effect	that	he	did	experience	was	brought	about	

as	a	consequence	of	research	impact.		

	

How administration of validated measures can threaten the validity of data 
 

In	psychotherapy	research,	the	aim	is	to	gather	evidence	on	the	efficacy	of	treatments.	

This	efficacy	is	operationalized	as	symptom	change	over	the	course	of	treatment,	

captured	by	data	that	is	gathered	pre-	and	post-treatment	by	self-report	questionnaires.	

So,	the	first	important	question	regarding	the	value	of	evidence	from	psychotherapy	

research	is:	do	the	data	that	were	collected	by	these	validated	measures,	in	fact	capture	

the	change	they	intend	to	capture?	In	other	words,	do	the	data	evidence	what	we	need	

or	take	them	to	evidence?		

The	problem	shown	by	each	of	these	vignettes	is	that	a	process	was	set	in	motion	

that	interfered	with	a	treatment	effect.	The	measurement	itself	sorted	that	interfering	

effect,	which	made	it	questionable	whether	the	resulting	data	in	fact	indicates	effects	of	

treatment	as	such.	In	the	regarding	case	studies,	we	have	argued	that	this	impact	of	

measurement	can	be	called	measurement	reactivity	(Truijens,	De	Smet,	Vandevoorde,	

Desmet,	&	Meganck,	2019),	which	makes	the	act	of	measurement	or	questionnaire	

administration	performative	(Truijens	et	al.,	2019).	Cavanaugh	(2015)	defines	

performativity	as	‘the	process	of	subject	formation,	which	creates	that	which	it	purports	

to	describe	and	occurs	through	linguistic	means,	as	well	as	via	other	social	practices’.	

Such	social	practices	may	indeed	yield	research	descriptions	and	categorizations,	which	

are	‘not	simply	descriptive	of	their	subject	but	also	serve	to	shape	it’	(ibid.).	Amy’s	case	

exhibits	vividly	how	descriptions	–	in	this	case	in	the	form	of	questionnaires	that	list	the	

possible	complaints	neatly	and	in	detail	–	can	affect	the	subjectification.	For	Amy,	the	

confrontation	with	the	questionnaires	indeed	affected	the	way	in	which	she	interpreted	

her	complaints	(i.e.,	she	‘recalibrated’	anxious	moments	as	normal	human	emotions	

rather	than	signs	of	complete	craziness;	cf.	Schwartz	&	Rapkin,	2004)	and	understood	

herself	in	different	terms	(i.e.,	she	‘reinterpreted’	herself	as	a	‘normal’	rather	than	a	

‘crazy’	person	and	repositioned	herself	in	relation	to	others;	cf.	Schwartz	&	Rapkin,	

2004).	June	likewise	showed	a	strong	reactivity	to	the	act	of	measurement,	yet	with	an	

opposing	outcome.	She	also	interpreted	her	complaints	differently	by	the	regular	

confrontation	with	the	descriptions	in	the	questionnaire	items,	but	for	her	this	made	
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her	feared	object	concrete	rather	than	incidental,	and,	as	such,	changed	her	fear	for	

being	crazy	into	a	manifest	conviction.	John’s	case	did	not	so	much	exhibit	a	direct	

performative	effect	in	the	sense	that	measurement	directly	affected	his	self-evaluation,	

yet	it	was	him	being	put	in	the	position	of	‘research	object’	which	allowed	for	

development	of	a	clinical	process.	As	we	argued	in	the	respective	case	studies,	this	effect	

would	not	have	happened	if	it	were	not	for	the	research:	for	Amy	and	June,	the	effect	

was	initiated	predominantly	by	questionnaire	items	that	described	symptoms	they	did	

not	(yet)	experience	(cf.	Truijens,	Van	Nieuwenhove,	De	Smet,	Desmet,	&	Meganck,	

2019)	and	for	John,	he	would	not	have	continued	with	the	therapy	if	it	weren’t	for	his	

anger	provoked	by	the	way	the	researchers	dealt	with	the	measurements.	This	way,	for	

each	of	the	cases,	the	act	of	measurement	in	fact	functioned	as	an	intervention	that	set	a	

clinical	process	in	motion,	which	resulted	in	a	corrective	experience	that	is	generally	

aimed	for	in	a	therapeutic	process	(Castonguay	&	Hill,	2012).	

Thus,	the	act	of	questionnaire	administration,	in	which	patient-participants	are	

asked	to	‘provide’	the	data	in	function	of	evidencing	treatment	effects,	for	each	of	these	

cases	initiated	a	clinical	effect	of	its	own,	alongside	or	instead	of	the	effect	of	the	therapy	

itself.	This	raises	the	question	if	what	was	measured	was	genuinely	a	treatment	effect	

(De	Smet,	Meganck,	De	Geest,	Norman,	Truijens,	&	Desmet,	2019;	cf.	Levitt,	Surace,	&	

Pomerville,	2016).	If	we	would	take	changes	in	these	data	as	indicative	for	a	treatment	

effect,	this	effect	would	be	facilitated	by,	obstructed	by,	or	mixed	up	with	a	research-	or	

measurement	effect.	At	least,	this	would	imply	an	entanglement	of	effects;	at	most,	it	

might	be	unjust	to	ascribe	the	observed	effect	to	treatment	at	all.		

Moreover,	it	is	not	predictable	which	effect	will	be	sorted	for	whom.	So,	whereas	

for	one	person	the	data	could	indicate	a	treatment	effect,	for	the	other	it	could	indicate	a	

totally	different	effect.	Therefore,	it	is	unclear	whether	the	observed	impact	is	either	a	

systematic	confounding	variable	or	merely	random	impact	(cf.	Mook	&	Parker,	2001).	

So,	although	part	of	the	change	of	measured	symptom	levels	could	be	due	to	treatment,	

the	overall	outcome	cannot	validly	be	attributed	to	treatment	per	se.	

As	the	purpose	of	collecting	pre-post	symptom	level	data	is	to	evidence	

treatment	effects,	our	discussion	of	the	case	vignettes	thus	indicates	a	negative	answer	

to	the	question	whether	the	data	in	fact	evidence	what	we	need	or	take	it	to	evidence.	

While	measures	are	used	that	are	supposed	to	be	capable	of	measuring	the	intended	

construct	accurately	(cf.	Padilla	&	Benıt́ez,	2014),	it	appears	to	be	possible	that	the	
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resulting	data	do	not	validly	cover	the	intended	construct,	as	a	consequence	of	the	

impact	of	the	act	of	measurement	itself.	As	questionnaires	‘standardize	only	data	

formats	but	not	the	actual	data	generation’	(Uher,	2018,	p.	2599),	the	validation	of	a	

measure	is	no	guarantee	that	it	accurately	and	directly	measures	the	intended	construct	

(cf.	Padilla	&	Benıt́ez,	2014).	Importantly,	this	indicates	that	the	validation	of	a	measure	

does	not	guarantee	valid	data	collection.	Validation	of	a	measure	suggests	that	a	

measure	is	capable	in	principle	to	detect	the	intended	variable,	yet	that	does	not	

necessarily	secure	accurate	application	or	administration	(Truijens,	Cornelis,	Desmet,	

De	Smet,	&	Meganck,	2019).	Moreover,	the	measure	as	such	is	not	capable	of	

distinguishing	between	experienced	symptoms	in	general	and	the	effect	that	

measurement	has	on	these	experiences,	nor	to	indicate	empirically	whether	it	regards	

random	or	systematic	noise	(cf.	Schwarz,	2009).	Rather,	it	would	need	a	researcher	to	

notice	as	well	as	to	study	what	is	concretely	going	on	in	the	empirical	process	of	

measurement.		

So,	the	case	vignettes	in	this	paper	exhibit	how	‘raw	data’	can	yield	validity	

problems	despite	the	use	of	validated	measures.	That	is,	the	data	do	not	necessarily	

capture	what	is	intended	to	be	captured	and	thus	is	not	legitimate	as	an	indicator	of	the	

intended	construct.	The	act	of	measurement	can	become	performative	towards	the	

experience	of	complaints,	and	as	such	poses	a	threat	to	validity	of	data	as	indicator	of	

the	variable	under	study.	Importantly,	this	validity	issue	is	not	observable	in	the	

numbers	themselves.	That	is,	the	numbers	do	not	show	whether	they	actually	capture	

the	intended	construct.	Rather,	the	numbers	can	be	shaped	by	measurement	such	that	it	

in	fact	captures	something	totally	different	than	the	intended	construct,	yet	as	this	

impact	is	not	noticeable	from	the	numbers	themselves,	the	validity	issue	can	become	

inherent	to	the	collected	data.		

Nonetheless,	in	the	default	proceedings	of	psychotherapy	research,	this	raw	or	

‘pre-analysis	data’	will	serve	as	input	into	analysis	of	‘evidence’	on	treatment	effects.	

The	question	then	is:	what	makes	this	data	still	valid	as	input	for	evidence	on	treatment	

effects?	In	other	words,	how	do	psychotherapy	researchers	secure	that	this	evidence	

evidences	treatment	effects	in	general?	At	this	point,	we	would	expect	researchers	to	

object	that	the	problem	that	we	set	out	here	is	not	a	problem,	as	psychotherapy	

research	is	not	primarily	meant	to	study	individual	processes,	but	rather	between-

subject	patterns.	For	that	purpose,	researchers	use	a	data	set	in	which	all	these	
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individual	data	will	be	put	together,	and	as	such,	‘individual	differences’	will	be	

overcome	in	the	subsequent	steps	of	the	methodology.	When	these	data	are	used	as	

input,	multiple	transformations	will	be	made	to	it,	and	therefore,	these	validity	

problems	on	the	level	of	raw	data	do	not	pose	a	problem	to	the	value	of	evidence	in	the	

long	run.	As	long	as	the	methods	are	valid	and	sound,	the	resulting	evidence	will	be	

sound	as	well	–	that	is	the	core	idea	(Reiss,	2013;	Truijens,	2017).	The	praxis	of	gold	

standard	psychotherapy	research	thus	suggests	that	statistical	analysis	can	produce	

valid	outcome	even	when	data	that	are	used	as	input	are	not.	In	the	following	section,	

we	will	therefore	follow	how	the	‘raw	data’	proceed	through	the	methodological	

sequence,	and	question	whether	the	validity	issues	that	we	described	in	the	current	

section	will	indeed	be	obliviated	in	reaching	evidence	on	treatment	effects.	

 
Validity of data as precondition for sound evidence 
 

In	the	final	section,	we	question	whether	the	validity	problem	that	we	elucidated	by	

means	of	the	case	vignettes,	would	in	fact	be	solved	by	means	of	the	transformative	

steps	that	the	‘input’	would	go	through	to	become	‘output’,	that	is,	evidence.	The	first	

step	is	the	aggregation	of	raw	individual	data	to	form	“the	data”	that	are	used	for	

outcome	analysis.	Aggregation	is	conducted	by	combining	all	individual	data	into	a	data	

set,	that	is,	inserting	all	individual	total	scores	into	one	data	matrix.	Before	this	data	set	

can	be	formed,	a	number	of	transformations	have	to	be	conducted.	First,	to	indicate	the	

symptom	level	pre-	and	post-treatment,	the	researcher	has	to	decide	on	what	counts	as	

‘observed	score’	per	individual.	That	is,	a	total	score	is	calculated	per	individual	on	the	

used	‘primary	outcome	measure’,	which	might	either	be	a	sum	score	or	a	weighed	mean	

score,	depending	on	the	structure	of	the	specific	measure.	This	implies,	secondly,	that	

the	‘cleaning’	of	data	already	occurs	on	this	level	of	raw	individual	data.	For	example,	

when	the	total	score	on	the	scale	consists	of	a	sum	score	and	a	patient-participant	does	

not	score	all	the	items,	the	missing	data	would	result	in	a	lower	sum	score	because	it	

yields	less	data	points.	However,	this	low	sum	score	would	not	necessarily	be	indicative	

for	a	lower	symptom	level	(see	Truijens,	De	Smet,	Vandevoorde,	Desmet,	&	Meganck,	

2019,	for	a	detailed	clinical	example).	Therefore,	the	‘rules’	on	how	to	handle	missing	or	

erroneous	raw	data	have	to	be	applied	on	individual	level	to	be	able	to	derive	an	

accurate	sum	score	for	each	participant.	Furthermore,	when	missing	or	erroneous	data	
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would	be	too	extensive,	exclusion	of	that	participant	from	‘the	dataset’	would	indeed	be	

decided	upon	on	this	first	individual	level.		

This	further	implies	that	when	‘raw’	data	yield	a	validity	problem,	such	as	

exhibited	by	the	case	vignettes,	it	has	to	be	covered	before	data	ends	up	in	the	data	set.	

Consequently,	when	validity	problems	in	raw	data	are	not	handled	accurately,	they	may	

become	inherent	to	the	data	set,	and	in	this	build-up,	it	is	nearly	impossible	to	detect	

validity	problems	on	individual	level	anymore	once	aggregated.	Consequently,	when	

researchers	have	a	data	set,	they	have	already	lost	the	opportunity	to	detect	validity	

problems	on	the	level	of	raw	individual	data.	The	subsequent	question	is	twofold:	is	it	

necessary	that	raw	data	are	valid	in	order	to	gain	valid	evidence,	and	if	so,	when	a	data	

set	contains	validity	problems,	are	the	subsequent	methodological	transformations	

capable	of	overcoming	them?	

We	start	with	the	latter	question.	Once	the	data	set	has	been	aggregated,	the	

subsequent	process	of	methodological	transformations	starts	from	the	aggregated	data	

set	that	serves	as	input	for	statistical	analyses.	In	the	much-used	analyses	of	variance,	

the	analysis	includes	the	second	time	to	work	with	a	‘mean	score’,	as	the	pre-mean	

score	given	spread	of	the	distribution	is	compared	to	the	post-mean	score	given	spread	

of	the	distribution,	to	find	whether	this	difference	is	statistically	significant.54	

Importantly,	this	comparison	of	means	is	based	on	aggregated	individual	data.	These	

data	may	be	‘cleaned’	in	terms	of	missing	data,	they	are	summed	based	on	the	rules	of	

the	used	scales,	and	in	case	of	a	non-normal	distribution,	they	are	transformed	to	a	

standard	distribution.	Yet	neither	one	of	those	transformation	yields	an	alteration	to	the	

data	that	regards	the	validity	issue.	

At	this	point,	we	would	expect	the	objection	from	statisticians	that	what	we	call	

‘validity	issues’	in	this	paper,	would	be	‘evened’	by	means	of	statistical	aggregation,	

provided	that	the	sample	would	be	large	enough	(cf.	Central	Limit	Theorem;	Mook	&	

 
54	Currently,	a	world-wide	discussion	is	ongoing	on	how	researchers	use	and	interpret	
the	p-value	in	hypothesis	testing.	In	short,	a	p-value	lower	than	.05	does	not	proof	that	
the	hypothesized	effect	is	‘true’,	nor	does	a	p-value	higher	than	.05	proof	that	the	
hypothesized	effect	is	not	true	or	present	in	the	real	world	(see	Amrhein,	Greenland,	&	
McShane,	2019).	However,	this	important	discussion	is	beyond	the	scope	of	our	paper,	
as	the	default	methodological	proceedings	are	still	based	on	this	statistical	process	
despite	the	critiques.	Therefore,	rather	than	critiquing	the	principle,	this	paper	aims	to	
showcase	the	problems	within	the	empirical	proceedings	of	psychotherapy	research,	so	
that	working	researcher	cannot	keep	laying	these	critiques	aside.	
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Parker,	2001).	The	assumption	suggests	that	validity	problems	are	everywhere,	but	for	

some	cases	a	bit	more	than	for	others,	and	as	such	may	be	assumed	to	be	normally	

distributed.	This	does	not	mean	that	the	problem	is	no	longer	present;	it	only	suggests	

that	as	it	is	everywhere	–	possibly	normally	distributed	–	it	will	not	impact	the	analysis	

of	effect.	Importantly,	this	implies	that	statistical	analysis	can	produce	valid	outcome	

even	when	data	that	are	used	as	input	are	not.	In	that	case,	it	is	indeed	assumed	that	

validity	of	data	itself	does	not	matter,	as	sound	statistical	analysis	of	those	data	is	

sufficient	to	warrant	the	soundness	of	results.	This	yields	the	assumption	that	within	all	

this	individual	meaning-making	in	the	data	collection	process,	a	core	variable	is	

operational	that	can	in	fact	be	distilled	from	a	between-individuals	dataset.	The	yeast	of	

this	idea	is	indeed	that	statistics	will	be	able	to	identify	a	pattern	in	data,	that	can,	as	

such,	evidence	the	phenomenon	‘treatment	effect’.	Practically,	that	means	that	the	

tables	and	figures	produced	by	statistical	analysis	programs	are	taken	as	evidence.		

At	this	point,	it	is	tempting	to	jump	to	the	discussion	on	how	well	statistics	can	

do	this	and	in	what	ways	(e.g.,	via	‘classic’	analysis	of	variance,	or	better	via	multilevel	

regression	models	or	latent	variable	analysis)	but	that	would	have	us	overlook	a	vital	

step	in	the	conceptualization	of	‘evidence’.	To	be	clear,	the	argument	here	is	that	the	

collected	measurement	data	are	not	yet	taken	as	evidence,	as	those	data	first	have	to	be	

cleared	from	all	kinds	of	individual	features	before	a	pattern	over	people	can	be	

elucidated.	This	raises	the	question	what	“the	data”	means	in	this	operationalization,	as	

apparently	it	is	not	regarded	as	what	is	measured	in	individuals	but	as	a	mean	or	

general	pattern	over	people.	This	implies	that	‘evidence’	is	not	straightforwardly	based	

on	measurement,	but	rather	on	a	statistical	outcome.	In	other	words,	the	analysis	is	

taken	as	evidence,	rather	than	measurement	as	such.	So,	what	is	taken	as	‘data’	that	can	

evidence	treatment	effect	is	not	so	much	the	empirically	collected	pre-analysis	data,	but	

rather	post-analysis	outcome.		

When	it	is	argued	that	validity	of	raw	data	is	not	necessary	because	evidence	is	

rather	a	statistical	pattern	over	a	sample,	the	next	question	is	what	this	pattern	is	a	

pattern	of.	How	can	we	secure	that	this	pattern	evidences	therapeutic	effect?	Can	we	

argue	that	the	‘evidence’	in	fact	evidences	therapeutic	effect	when	it	does	not	(or	not	

directly)	evidence	therapeutic	effects	on	individual	level?	We	would	expect	this	

question	to	be	answered	by	referral	to	the	design	of	the	randomized	controlled	trial:	

when	a	group	of	patient-participants	receive	a	treatment	and	another	group	of	people	
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does	not,	and	all	other	factors	are	kept	the	same,	a	found	difference	can	be	attributed	to	

the	treatment.	However,	the	case	vignettes	showed	that,	despite	the	systematicity	of	the	

study	set-up,	what	is	measured	on	individual	level	can	very	well	be	measurement	of	

research	impact	rather	than	therapeutic	effect	per	se.	So	even	when	research	impact	

would	be	considered	as	a	confounding	factor,	what	is	measured	is	still	not	what	was	

intended	to	be	measured,	so	it	is	still	not	valid	as	evidence	of	therapeutic	effect.	

Paradoxically,	an	effort	to	limit	research	impact	by	more	thorough	assessment	of	

possible	confounders	and	more	systematicity	in	the	research	set-up,	is	likely	to	make	

the	effect	worse	rather	than	controlled.	

This	brings	us	to	the	first	question	that	we	asked	above:	is	it	necessary	that	data	

as	such	are	valid	in	order	to	gain	valid	evidence?	As	we	argued,	when	validity	issues	

occur	on	the	level	of	raw	or	pre-analysis	data,	the	subsequent	methodological	steps	do	

not	overcome	these	issues	but	rather	cover	them	up.	The	argument	that	the	aggregation	

and	distribution	of	these	issues	over	the	sample	will	null	the	problem	is	not	sufficient,	

as	they	do	not	solve	the	validity	but	rather	assume	it	to	be	spread	evenly	over	the	

sample.	Moreover,	performativity	of	data	collection	not	just	threatens	validity	of	raw	

data,	but	it	also	poses	a	validity	problem	to	post-analysis	data,	as	a	performative	

process	may	harm	the	comparability	of	pre-	and	post-treatment	data.	So	even	when	

‘evidence’	is	taken	from	outcome,	which	is	based	on	general	patterns	over	a	sample	

rather	than	on	individual	data,	the	validity	of	this	evidence	is	not	secured.	Thus,	as	the	

methodological	process	to	derive	outcome	is	not	sufficient	to	overcome	validity	issues	

on	the	level	of	raw	data,	the	validity	of	data	is	a	vital	precondition	for	sound	evidence.		

 

Means and ends to reach validity of data in psychotherapy research 
 

How	can	researchers	secure	the	validity	of	data	in	function	of	sound	evidence	

generation?	In	psychological	methodology,	validity	is	an	important	and	influential	

notion	(Kane,	2014),	but	the	question	is	whether	this	validity	framework	is	sufficiently	

equipped	to	evaluate	data	on	their	validity	within	an	epistemic	context	of	research.	How	

can	researchers	use	the	current	validity	terminology	to	evaluate	and	cover	the	validity	

of	data?	As	we	argued	in	our	paper	‘Validity	beyond	measurement’	(Truijens,	Cornelis,	

Desmet,	De	Smet,	&	Meganck,	2019),	validity	of	measures	–	i.e.,	psychometric	validity	–	

as	such	is	insufficient	to	secure	the	validity	of	the	overall	epistemic	proceedings.	In	
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applied	research,	data	is	collected	in	function	of	some	epistemic	goal,	and	consequently,	

data	should	be	valid	as	input	in	function	of	that	goal.	When	the	function	is	identical	to	

the	aim	of	the	measure	itself	(for	example,	diagnosing	depression	with	the	BDI),	the	

validity	of	the	measure	should	be	sufficient	to	cover	the	validity	of	the	resulting	data	(cf.	

Padilla	&	Benıt́ez,	2014,	and	Desmet,	2018,	for	a	discussion).	But	when	data	is	collected	

in	function	of	something	else	(for	example,	using	BDI	pre-post	sample-level	differences	

on	a	symptom	measure	as	operationalization	of	treatment	effect),	the	validity	of	data	as	

operationalization	of	that	different	goal	is	not	secured	by	the	validity	of	the	measure	as	

such.	When	people	say	that	‘the	data	tells	us	that…’,	they	wrongly	assume	that	“the	data”	

can	tell	things	independently	from	the	question	that	was	asked	or	the	context	in	which	

the	research	was	conducted,	including	hypotheses,	goals,	means,	practical	means	and	

meanings,	et	cetera.	Thus,	validity	of	data	is	not	inherent	but	depends	on	the	goal	or	

context	in	which	the	data	are	used	(see	further	Kvale,	1995,	for	a	theoretical	

deconstruction	of	validity	in	applied	and	qualitative	sciences;	and	Moss,	2013,	for	a	

compelling	example	in	educational	assessment).		

This	makes	it	principally	possible	that	when	data	is	collected	by	validated	means,	

the	data	is	still	invalid	as	input	within	specific	research	proceedings,	given	a	certain	

epistemic	goal.	Therefore,	the	validation	of	measures	is	no	guarantee	for	valid	data	in	an	

epistemic	research	context.	In	this	paper,	we	used	the	performative	effect	of	

measurement	as	example	of	how	validity	of	data	may	be	harmed	by	the	act	of	

measurement.	This	way,	we	showed	how	data	may	indeed	become	invalid	in	function	of	

a	pre-post	comparison	of	symptoms	to	support	treatment	efficacy.	In	practical	terms,	

this	means	that	when	the	pre-post	difference	would	be	taken	as	indicative	of	treatment	

effect,	the	conclusion	of	treatment	efficacy	would	be	invalid	as	the	observed	difference	

is	(at	least	partly)	due	to	the	measurement	rather	than	to	the	treatment	as	such.		

Given	that	measurement	in	research	context	would	not	be	present	in	treatment	

in	general,	this	invalidity	of	data	signals	a	problem	in	the	ecological	validity	of	the	

research.	Schmuckler	(2001)	defines	ecological	validity	as	follows:	

	

‘Ecological	validity	refers	to	the	extent	to	which	the	environment	
experienced	by	the	subjects	in	a	scientific	investigation	has	the	properties	
it	is	supposed	or	assumed	to	have	by	the	experimenter”	(Bronfenbrenner,	
1977,	p.	516).	Along	these	lines,	ecological	validity	involves	maintaining	
the	integrity	of	the	real-life	situation	in	the	experimental	context	while	
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remaining	faithful	to	the	larger	social	and	cultural	context.’	(Schmuckler,	
2001,	p.	421).	
	

Especially	in	applied	research	such	as	psychotherapy	research,	where	the	aim	is	to	

provide	an	evidence-base	that	can	directly	be	disseminated	to	clinical	practice,	it	is	

important	that	the	ecological	validity	is	covered.		

However,	as	every	experimental	situation	per	definition	bears	some	problem	

with	ecological	validity	(Schmuckler,	2001,	p.	419),	many	researchers	are	ambivalent	

towards	the	concrete	use	of	the	term.	The	argument	becomes	that	experimental	

research	will	per	definition	yield	a	level	of	artificiality	and	less	correspondence	to	the	

real-world,	yet	‘these	results	are	nonetheless	interesting	because	they	show	what	is	

ultimately	possible	under	certain	circumstances.’	(Mook,	1983,	in	Schmuckler,	2001,	p.	

430).	That	stance	implies	that	loss	of	information	and	representation	(cf.	external	

validity)	are	to	some	extent	acceptable.	How	much	threat	to	ecological	validity	is	

allowed	then	depends	on	‘the	underlying	theoretical	assumptions,	with	the	

methodological	implications	falling	out	of	this	more	fundamental	debate’	(Schmuckler,	

2001,	p.	431).	However,	even	if	less	ecological	validity	is	found	acceptable,	this	does	not	

imply	acceptability	of	invalid	data.	That	is,	regardless	of	choices	on	how	stringent	the	

data	can	be	in	a	specific	scientific	context,	the	data	has	to	provide	input	that	indeed	

legitimizes	the	purported	conclusions.	Therefore,	the	concept	ecological	validity	does	

not	sufficiently	cover	the	concern	of	validity	of	data.	

In	her	compelling	paper	on	the	use	of	data,	Moss	(2013)	argues	that	‘a	validity	

theory	supporting	[specific	and	local]	data	uses	might	be	most	productively	

conceptualized	around	the	particular	questions	or	problems	that	evidence	is	needed	to	

address,	rather	than	around	an	intended	interpretation/use	from	a	particular	testing	

program	and	the	circumscribed	evidence	it	provides’	(p.	96).	She	illustrates	this	need	by	

example	of	educational	testing,	in	which	a	multitude	of	tests	is	used	and	combined	in	

order	to	assess	the	capacities	and	development	of	pupils.	In	such	combined	application,	

the	validity	of	one	specific	measure	to	capture	a	purported	variable	is	insufficient	to	

secure	valid	findings,	as	a	teacher	has	to	combine	a	multitude	of	repeatedly	

administered	measures	to	derive	a	valid	conclusion	on	the	pupil’s	development.	The	

validity	of	a	measure	itself	does	not	cover	such	combination	–	which	Kane	(2014,	p.	

116)	acknowledges	as	the	‘blind	spot’	of	measurement	validity	theory.	Moss	(2013)	

argues	for	an	understanding	of	‘validity	in	action’	(see	also	Lane,	2014),	which	requires	
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a	more	flexible	and	use-oriented	approach	of	validity	beyond	the	intended	purpose	of	

measures.	Moss’	(2013)	observation	that	use	and	combination	of	measures	requires	an	

extended	concept	of	validity,	is	in	line	our	argument	(see	further	Truijens,	Cornelis,	

Desmet,	De	Smet,	&	Meganck,	2019)	that	the	validity	of	operationalization	of	a	construct	

is	not	covered	by	the	validity	of	a	measure	itself,	which	further	implies	that	the	validity	

of	data	in	function	of	another	operationalization	is	not	covered	by	the	validity	of	a	

measure	itself.		

Ultimately,	this	means	that	taking	methodology	as	an	easy	way	of	defining	

evidence	is	not	sufficient.	For	a	sound	evidence-base	for	psychotherapeutic	practice,	it	

thus	is	vital	that	psychotherapy	researchers	think	about	what	evidence	actually	needs	to	

evidence.	Simply	taking	outcome	as	evidence	does	not	do	the	job.	Only	when	

psychotherapy	researchers	have	a	concrete	theory	of	what	counts	as	evidence,	it	is	

possible	to	decide	which	types	of	restraints,	reductions,	assumptions	regarding	human	

respondents,	restrictions	and	knowledge	building	and	use	we	actually	find	acceptable	

(cf.	ecological	validity;	Schmuckler,	2001).	In	this,	the	researchers	thus	play	a	crucial	

role,	which	asks	for	continuous	reflexive	scrutiny.	Gemignani	(2016)	provides	the	

following	account	of	reflexivity	in	applied	sciences:	

	

‘…	instead	of	seeing	it	as	an	analytical	strategy	to	represent	an	external	
(or	externalized)	reality,	the	content	and	practice	of	reflexivity	become	
inseparable	from	the	inquiry	itself.	[…]	The	focus	on	the	discursive	
aspects	of	knowledge	helps	one	to	move	from	simplistic	humanistic	and	
realistic	versions	of	reflexivity	to	more-relational	and	context-based	
understandings	of	the	mutual	and	recursive	co-constructions	that	may	
occur	between	researchers	and	those	researched	(Gemignani,	2011a),	
both	of	whom	are	seen	as	processes,	instead	of	objects.	[…]	For	qualitative	
inquiries	of	this	kind,	the	exploration	of	what	knowledge	does	for	agents	
and	relations	is	critical	(Gergen,	2015a).	Taking	an	epistemic	and	
ontological	position	in	which	representations	are	not	seen	as	“reflexive	
but	constitutive	and	therefore	have	a	real,	material	impact”	(Procter,	
2004,	p.	125)	means	to	adopt	a	performative	and	agentic	view	of	
knowledge.	Instead	of	mirroring	or	representing	something,	agentic	
knowledge	is	concerned	about	the	ways	in	which	it	makes	or	constructs	
realities	(Barad,	2007)	and	the	ways	in	which	objects	and	their	
representations	mutually	construct	each	other.	This	epistemological	
position	leads	scientists	to	forms	of	critical	engagement	with	the	research,	
as	the	focus	of	science	shifts	from	questions	of	correspondence	between	
descriptions	and	reality	(i.e.,	mirroring	and	representation)	“to	matters	of	
practice	or	doing	or	actions”	(Barad,	2007,	p.	28).	[…]	If	the	goodness	of	
reflexivity	is	due	to	its	mere	practice,	then	reflexivity	becomes	a	
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humanistic	celebration	of	the	researcher’s	centrality.	The	same	outcome	
would	of	course	result	from	the	absence	of	reflexivity.	Between	these	two	
extremes	one	can	conceptualize	a	view	of	reflexivity	that	underscores	the	
critical	function	of	opening	possibilities	by	engaging	in	ongoing	
questioning	and	doubting.’	(Gemignani,	2016,	p.	8-9)	

	

In	line	with	this	framework,	we	emphasize	the	need	for	reflexivity	by	all	researchers,	as	

validity	of	data	depends	on	the	function	of	those	data	within	the	concrete	epistemic	

proceedings	of	concrete	researchers.55	In	this,	we	reiterate	the	argument	by	Moss	

(2013)	that	the	toolbox	of	validity	should	be	flexible	enough	to	comprise	validity	in	

action,	in	which	the	researcher	can	accurately	evaluate	the	accuracy	of	chosen	means	to	

reach	the	purported	ends.	

The	end	of	psychotherapy	research	is	to	provide	evidence	that	is	sound	as	a	basis	

for	concrete	clinical	practice.	To	secure	the	soundness	of	the	evidence-base	in	

psychotherapy,	it	is	vital	to	define	a	proper	theory	of	evidence	that	starts	from	the	

question	what	we	actually	need	evidence	to	evidence.	In	psychotherapy	research,	a	

strong	emphasis	is	put	on	using	the	best	available	means	to	inform	practice,	but	it	is	not	

clear	what	we	need	the	resulting	evidence	to	be	(see	the	Knowledge	for	Use	project,	

2018;	Cartwright	&	Hardie,	2017).	Importantly,	the	‘we’	in	this	context	could	be	

researchers	that	aim	to	provide	sound	guidelines	for	clinical	practice	(Truijens,	Zühlke-

Van	Hulzen,	&	Vanheule,	2018;	cf.	Elliott	&	McKaughan,	2013),	but	it	can	(or	should)	

also	refer	to	practitioners	that	want	to	know	the	state-of-the-art	knowledge	to	draft	

their	practice	by	(cf.	Zachar,	2002),	to	policy	makers	that	evaluate	“the	evidence”	to	

 
55	Gimignani	(2016)	proposes	middle	ground	between	three	theoretical	bases	that	differ	
in	their	stance	towards	reflexivity.	A	realist	position	assumes	to	study	pre-existing	
entities	–	which	Kane	(2014,	p.	119)	calls	‘Truth	with	a	capital	“T”’.	This	position	implies	
that	a	valid	measure	is	capable	of	observing	the	real	world	without	influence	by	the	
administrator,	which	makes	reflexivity	redundant.	Oppositely,	constructivist	or	
‘humanist’	sciences	put	the	reflexive	researcher	central	in	research,	which	makes	
knowledge	ultimately	dependent	on	the	researcher.	In	structuralist	or	linguistic	
representationalist	positions,	language	is	taken	as	precondition	for	knowledge,	which	‘is	
implicit	in	methodologies	that	see	reflexivity	as	a	tool	or	practice	to	increase	accuracy	
and	validity	in	qualitative	research.’	(p.	2).	The	position	that	Gemignani	argues	for	(see	
quote	by	Geminani,	2001,	p.	8-9)	takes	a	more	pragmatic	and	application-focused	stance	
–	which	Kane	(2014)	would	call	‘pragmatic	(with	a	small	“p”)’	(p.	120).	Importantly,	in	
the	current	paper	we	argue	that	that	it	is	not	an	either-or	matter:	the	validity	of	data	
always	depends	on	the	concrete	goal	by	a	concrete	researcher,	which	stresses	the	need	
for	reflexivity	regardless	of	the	realist,	constructivist,	structuralist	or	pragmatic	stance	
towards	science.		
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allocate	means	in	organization	of	concrete	mental	health	care,	but	most	of	all,	to	

patients	that	seek	treatment	and	expect	the	evidence	to	work	for	them,	that	is,	to	make	a	

difference	in	expected	outcome	of	their	particular	treatment	in	clinical	practice	(cf.	Van	

Os,	Guloksuz,	Vijn,	Hafkenscheid,	&	Delespaul,	2019).	The	conceptualization	of	evidence	

thus	yields	different	interests,	as	well	as	different	ends	and	scope.	So,	whereas	in	the	

introduction	we	asked	the	question	what	evidence	is,	it	is	important	to	distinguish	

between	what	different	parties	need	it	to	be,	to	be	able	to	balance	specific	features	of	

collection,	which	will	inevitably	shape	what	is	evidenced	indeed.	

This	is	especially	important	given	the	role	of	Evidence-Based	Treatment	(EBT)	in	

the	organization	of	concrete	mental	health	care,	which	is	known	as	Evidence-Based	

Practice	(EBP)(APA,	2005;	Gupta,	2007).	Psychotherapy	researchers	are	often	

interested	in	gathering	evidence	as	systematically	as	possible,	to	be	able	to	safeguard	its	

quality	and	validity,	and	for	that	purpose,	they	are	willing	to	pursue	a	large	extent	of	

reduction	of	individual	meaning,	for	example	(see	further	Fuller,	2013).	For	patients,	on	

the	other	hand,	the	most	important	interest	is	that	evidence	is	useful	or	applicable	(cf.	

Westen,	Novotny,	&	Thompson-Brenner,	2004).	In	other	words,	EBP	is	focused	on	those	

exact	individuals	that	researchers	work	so	hard	to	get	out	of	the	evidence	in	EBT	(see	

Cartwright,	Goldfinch,	&	Howick,	2009,	on	‘clinical	relevance’	versus	probabilistic	

theory).	Thus,	what	is	taken	as	evidence	in	EBT	is	not	necessarily	relevant	for	EBP	(Van	

Os,	Guloksuz,	Vijn,	Hafkenscheid,	&	Delespaul,	2019).	In	this	context,	it	is	important	to	

note	that	research	will	not	be	present	in	practice.	This	notion	may	seem	trivial,	but	it	is	

rather	vital	when	performativity	of	research	and	measurement	appears	to	impact	the	

evidence	that	will	be	used	to	model	clinical	practice	on.	When	the	act	of	research	is	

found	to	form	a	large	part	of	the	evidence	that	is	gathered	by	researchers,	the	evidence	

becomes	less	applicable	or	generalizable	to	clinical	practice	and	as	such	becomes	

useless	–	unless	researchers	practically	look	into	how	research	effects	could	be	part	of	

the	clinical	process	in	regular	practice	(see	Truijens,	De	Smet,	Vandevoorde,	Desmet,	&	

Meganck,	2019).		

We	conclude	that	for	a	sound	psychotherapeutic	‘evidence-base’,	we	need	a	

proper	definition	of	validity	that	captures	actual	data	collection	processes.	Beyond	that,	

psychotherapy	research	needs	to	be	clear	on	what	evidence	should	evidence.	Without	a	

concrete	and	practical	theory	of	evidence,	we	cannot	decide	on	what	is	acceptable	with	

regard	to	validity	problems	and	reduction.	So,	to	be	able	to	speak	of	‘good	evidence’	in	
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psychotherapy	research,	we	need	to	think	of	how	to	collect	our	evidence	in	a	sound	

way,	but	above	all,	we	need	to	think	of	how	those	methods	are	warranted	for	what	we	

actually	need	to	be	evidenced	in	psychotherapy	research.			

 
  

Validity of data as precondition for evidence 
 

 257 
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PART C - Résumé 
 

Part	C	yielded	a	conceptual	consideration	of	the	concept	‘validity’	as	used	in	psychology,	

and	questioned	how	well-equipped	this	terminology	is	to	overcome	the	validity	issues	

that	were	discussed	in	Part	B.	In	this	section	resumé,	answers	are	formulated	to	the	

third	and	fourth	research	questions:		

	
(3) How	sufficient	is	the	current	way	of	understanding	‘validity’	in	

psychology	to	capture	the	validity	issues	on	the	level	of	data	
collection?	

(4) When	individual	data	appear	to	yield	validity	problems,	are	the	
subsequent	methodological	processes	then	capable	of	overcoming	
these	issues	to	secure	the	soundness	of	evidence?		

	

In	psychology,	validity	is	commonly	understood	in	terms	of	psychometric	validity,	

which	yields	the	definition	that	‘a	measure	is	valid	when	it	measures	what	is	purported	

to	be	measured’.	In	this	section,	however,	it	was	argued	that	this	psychometric	

definition	falls	short	to	cover	the	validity	of	the	entire	research	endeavour.	Whereas	

researchers	tend	to	rely	on	validated	measures	as	a	warrant	for	sound	results,	the	

validation	of	a	measure	per	se	does	not	guarantee	that	it	is	used,	administered	nor	

interpreted	in	a	valid	way.		

In	psychotherapy	research,	the	goal	is	to	understand	therapeutic	efficacy,	which	

is	operationalized	in	terms	of	symptom	change.	Symptom	change	is	in	turn	

operationalized	as	the	difference	between	symptom	levels	measured	before	and	after	

treatment,	and	finally,	symptom	levels	are	operationalized	as	the	sum-score	on	a	

symptom	measure	such	as	the	Beck	Depression	Inventory	(BDI;	Beck,	Steer	&	Brown,	

1996).	In	this	sequence	op	operationalizations,	the	psychometric	validity	regards	the	

validity	of	the	BDI,	but	even	when	that	measure	is	found	valid,	its	validity	to	measure	

what	is	purported	to	be	measured	does	not	secure	that	the	use	of	the	BDI	as	

operationalization	of	symptom	change	nor	as	operationalization	of	treatment	success	

are	in	fact	valid	–	simply	because	the	validation	regards	the	BDI’s	capability	to	measures	

the	BDI’s	purported	construct	and	not	another	construct	that	was	purported	by	a	

researcher.	Moreover,	a	measure’s	validity	does	not	cover	the	suitability	of	the	choice	

for	that	particular	measure	or	the	use	quantified	measurement	at	all.	Therefore,	
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psychometric	validity	falls	short	to	capture	the	overall	validity	of	psychotherapy	

research,	including	particular	choices	that	were	made	by	researchers	in	function	of	

their	epistemic	goals.	

The	epistemic	goal	in	psychotherapy	research	is	to	derive	evidence	on	treatment	

efficacy	that	forms	the	foundation	of	the	evidence-based	treatment	paradigm,	with	the	

explicit	goal	of	disseminating	treatments	to	clinical	practice.	Surprisingly,	however,	

there	is	no	clear	theory	available	on	what	evidence	actually	is,	nor	what	it	should	be	to	

be	useful	for	clinical	practice.	Nonetheless,	researchers	refer	to	outcome	research,	in	

which	they	take	outcome	as	evidence.	Practically,	raw	data	(i.e.,	‘pre-analysis	data’)	is	

collected	and	aggregated	for	the	purpose	of	statistical	analysis,	and	the	‘outcome’	from	

these	analyses	(i.e.,	‘post-analysis	data’)	are	taken	as	evidence	for	therapeutic	efficacy.	

However,	as	was	shown	in	this	section,	whenever	the	raw	data	yield	validity	problems,	

the	subsequent	methodological	steps	to	derive	outcome	are	not	sufficient	to	overcome	

these	problems,	which	makes	the	validity	problems	inherent	to	“the	data”.	This	way,	

when	validity	problems	occur	on	the	level	of	raw	data,	this	threatens	the	validity	of	

evidence	in	the	end.	Therefore,	the	validity	of	data	is	a	precondition	for	sound	evidence.		

So,	how	to	reach	validity	of	data?	As	discussed	in	this	section,	validity	of	data	

regards	the	function	of	data	in	reaching	the	overall	research	goal.	The	respective	

question	is:	do	the	data	indeed	allow	for	the	conclusions	that	the	researcher	aims	to	

draw?	This	question	both	requires	that	the	choice	for	a	particular	type	of	data	indeed	

delivers	the	information	that	is	needed	in	function	of	the	research	(for	example:	

quantitative	or	qualitative	data),	and	that	the	concrete	process	of	data	collection	

happens	in	such	a	way	that	the	resulting	data	form	valid	input	for	the	purported	output.	

Thus,	validity	of	data	means	that	data	allow	for	valid	conclusions,	given	the	choice	for	a	

type	of	data	and	the	conduct	of	data	collection.	The	latter	also	requires	awareness	of	

possible	impact	of	data	collection	processes	onto	the	data,	such	as	the	performative	

effect	of	questionnaire	administration	that	was	discussed	in	Part	B.	Importantly,	thus,	

validity	of	data	is	not	a	given,	but	depends	on	the	goal	and	context	in	which	the	data	are	

collected	and	used.	

The	final	question	is	how	researchers	can	use	the	current	toolbox	of	validity	

terminology,	to	evaluate	the	validity	of	their	data	and	to	prevent	or	solve	validity	issues.	

As	argued	in	this	section,	the	current	understanding	of	validity	in	psychology	needs	to	

be	broadened	to	capture	the	actual	praxis	of	data	collection.	This	argument	is	in	line	
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with	the	‘validity	in	action’	framework	(Moss,	2013)	that	requires	a	more	flexible	and	

use-oriented	approach	of	validity.	Furthermore,	validity	of	data	is	related	to	the	concept	

of	ecological	validity,	meaning	how	well	a	research	situation	resembles	or	is	

translatable	to	real-world	situations.	In	certain	research	contexts,	researchers	can	aim	

for	isolation	of	variables,	for	example,	which	may	justify	a	loss	of	ecological	validity.	

However,	also	in	such	research	set-ups,	the	chosen	type	of	data	needs	to	be	valid	to	

allow	for	valid	conclusions.	So,	validity	of	data	is	related	but	not	limited	to	ecological	

validity.	

Finally,	both	the	ecological	and	validity	in	action	frameworks	stress	the	

importance	of	choices	by	researchers	with	regard	to	their	particular	epistemic	aim.	

Proper	consideration	of	the	function	of	data	in	the	research	proceedings	is	crucial	to	

secure	sound	and	useful	evidence.	For	this	purpose,	it	is	vital	that	researchers	are	

reflexive	towards	their	ends	and	the	suitableness	of	their	chosen	means.	More	

specifically,	all	working	researchers	have	to	be	aware	of	the	crucial	role	they	play	in	the	

validity	of	findings,	regardless	of	the	validity	of	means	per	se.	This	resonates	with	the	

importance	of	‘methodological	integrity’,	which	is	proposed	in	function	of	quality	

control	in	qualitative	research	(Levitt	et	al.,	2017).	However,	in	this	dissertation	the	

term	validity	is	kept,	to	make	sure	that	validity	of	research	and	validity	of	data	–	

including	performativity	of	research	methods	and	reflexivity	on	researchers’	choices	–	

are	acknowledged	as	at	least	as	important	as	validity	of	measures.		

 

Section Conclusions 

• Validity	of	measures	(i.e.,	psychometric	validity)	is	not	sufficient	to	capture:	

o the	validity	of	a	measure	when	it	is	used	as	operationalization	of	a	construct	

that	is	not	identical	to	the	measure’s	purported	construct	

o the	validity	of	resulting	data	that	is	collected	in	function	of	evidencing	

treatment	efficacy	

• Aggregation	of	data	does	not	solve	validity	issues	on	the	level	of	individual	data,		

so	the	validity	issues	become	inherent	to	“the	data”	on	sample	level	

• The	soundness	of	evidence	depends	on	the	validity	of	data	

• Researchers need to be reflexive in their choices for particular means, to reach their 

purported goals of research 

 

Part C - Résumé 
 

 261 

 
 
 



Conclusion 
 

 262 

  

 

 263 

CONCLUSION 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Conclusion 
 

 264 

 
  

Conclusion 
 

 265 

The story of “the data” in psychotherapy research 
 

In	the	gold	standard	in	psychotherapy	research,	the	adagio	that	“the	data	will	tell”	forms	

the	heart	of	the	methodological	proceedings	(Westen,	Novotny,	&	Thompson-Brenner,	

2004;	cf.	Danziger,	1990),	which	impacts	the	organization	of	health	care	worldwide	

substantially	(Kazdin	&	Sternberg,	2006;	cf.	Van	Os	et	al.,	2019).	But	what	do	“the	data”	

tell,	and	how	are	stories	by	actual	human	beings	turned	into	evidence	on	general	

therapeutic	efficacy?	In	this	dissertation,	the	aim	was	to	follow	“the	data”	on	their	way	

to	become	“the	evidence”	for	Evidence-Based	Treatment	(EBT).	When	evidence	is	based	

on	data,	evidence	is	principally	limited	by	that	data;	in	other	words,	output	depends	on	

input.	Therefore,	the	focus	was	turned	to	the	input	in	psychotherapy	research.	Input	is	

generally	taken	as	a	given	when	collected	by	systematic	validated	measures,	which	are	

regarded	as	the	best	available	means	that	will	thus	provide	the	soundest	results	(i.e.,	

assumption	of	procedural	objectivity;	Douglas,	2009).	As	this	is	an	assumption	rather	

than	an	empirical	fact,	however,	the	current	research	started	at	the	beginning:	it	was	

scrutinized	how	data	concretely	come	about	in	psychotherapy	research	and	how	their	

validity	is	secured,	provided	that	they	play	a	key	role	in	the	formation	of	evidence	on	

treatment	efficacy.		

First	and	foremost,	the	findings	should	make	each	psychotherapy	researcher	

aware	of	the	downsides	of	using	quantified	self-report	symptom	measures.	While	

questionnaires	may	seem	straightforward	and	economical,	the	current	research	showed	

that	questionnaire	data	are	not	straightforwardly	interpretable	nor	directly	

comparable,	which	threatens	the	value	of	the	resulting	data.	Even	though	the	current	

research	yielded	a	limited	number	of	exhibits,	the	fact	that	rather	substantial	validity	

issues	can	occur	on	the	level	of	raw	data,	which	impact	evidence	in	the	end,	makes	it	

simply	unwarranted	to	trust	that	the	problems	will	automatically	be	solved	somewhere	

along	the	way	of	methodological	analyses.	Surely,	we	can	hope	that	the	kinds	of	

problems	discussed	in	this	research	only	happen	in	a	minority	of	cases,	which	would	

minimize	the	threat	to	validity	of	evidence.	However,	as	science	is	not	about	hope,	it	

requires	a	serious	research	effort	to	the	scope,	severity	and	nature	of	such	issues,	to	

become	reasonably	sure	about	validity	of	data	in	function	of	evidence	on	treatment	

efficacy.	
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Hope,	on	the	other	hand,	is	a	core	motivation	for	patients	who	seek	treatment:	

they	put	their	trust	in	clinical	professionals	to	get	out	of	treatment	feeling	better	than	

when	they	started.	In	that	context,	the	findings	in	this	dissertation	raise	a	major	red	flag,	

as	the	act	of	measurement	in	clinical	practice	may	become	an	obstruction	to	such	

clinical	change.	For	one	out	of	the	five	cases	in	this	dissertation,	the	use	of	

questionnaires	appeared	to	sort	an	adverse	effect,	which	worsened	the	complaints	for	

which	the	patient-participant	had	sought	treatment	in	the	first	place.	Again,	by	the	fact	

that	one	patient	experienced	such	negative	effects,	it	cannot	be	ruled	out	that	this	is	the	

case	for	more	patients	(which,	moreover,	is	not	limited	to	research	contexts	but	may	

also	apply	to	other	clinical	situations	where	regular	questionnaire	administration	or	

symptom	assessment	is	pursued).	Even	when	it	‘only’	occurs	in	a	small	amount	of	cases,	

it	would	be	clinically	disputable	to	take	deterioration	in	these	cases	for	granted.	Given	

clinical	deontology	(see	Messick,	1980),	further	research	with	a	close	eye	to	possible	

negative	effects	of	routine	self-measurement	has	to	be	prioritized.		

In	the	following,	the	six	papers	entailed	in	this	dissertation	are	summarized,	and	

the	four	main	conclusions	of	this	doctoral	research	are	drawn	and	related	to	“the	data”	

in	psychotherapy	research.	Subsequently,	a	reflection	on	clinically	useful	evidence	is	

provided	to	put	evidence-based	treatment	in	perspective.	Next,	the	strengths,	

limitations	and	reflexivity	regarding	the	current	doctoral	research	are	translated	into	

avenues	for	further	research.	Finally,	a	summary	box	is	provided	that	lists	the	take-

away	messages	from	this	dissertation.		

Dissertation résumé and conclusions 
 
In	Part	A	of	this	dissertation,	the	‘gold	standard	methodology’	in	psychotherapy	

research	was	introduced,	which	is	commonly	used	to	study	‘treatment	efficacy’.	The	

paper	‘Do	the	numbers	speak	for	themselves?’	(Truijens,	2017)	questioned	the	

assumption	of	objectivity	of	this	gold	standard	methodology,	and	the	regarding	

assumptions	with	regard	to	the	use	of	numerical	data.	In	the	gold	standard,	the	idea	is	

that	a	properly	conducted	procedure	will	automatically	result	in	sound	output.	In	this	

section,	however,	illustrated	by	case	data	from	Leah56,	it	was	shown	that	this	

 
56	‘Leah’,	‘June’,	‘John’,	‘Amy’,	and	‘James’	are	pseudonyms.	All	identifiable	information	
has	been	changed.	For	more	information	on	the	ethical	considerations,	see	Methods	
sections	of	the	respective	papers.	
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assumption	is	not	feasible	straight	away,	as	the	soundness	of	output	depends	at	least	as	

much	on	the	input	as	it	does	on	the	methods	of	analysis	on	the	input.	By	illustration	of	a	

clinical	case	study,	it	was	argued	that	“the	numbers”	that	are	collected	by	symptom	

measures	are	not	self-evident,	and	thus	do	not	suffice	as	an	‘objective’	basis	for	evidence	

of	therapeutic	efficacy.	Importantly,	moreover,	it	is	impossible	to	judge	by	the	numbers	

themselves	how	they	were	interpreted	by	the	respondents.	That	is,	the	numbers	do	not	

show	what	a	respondent	actually	tried	to	tell	by	those	numbers.	Nonetheless,	in	the	gold	

standard	procedure,	“the	data”	are	aggregated	to	form	a	data	set	that	allows	for	

statistical	comparison	of	samples,	which	implies	that	data	are	taken	as	

straightforwardly	representative	and	comparable	data	–	which	merely	black	boxes	the	

meaning	of	data	and	leaves	it	unclear	what	those	data	actually	evidence.		

Therefore,	in	Part	B,	empirical	analysis	was	conducted	to	scrutinize	the	validity	

of	this	use	of	numbers	as	self-evident	data.	The	section	contained	two	empirical	case	

studies	and	an	empirical	case	comparison	study	of	patient-participants	who	

participated	in	the	Ghent	Psychotherapy	Study	(Meganck	et	al.,	2017).	The	paper	‘When	

quantitative	measures	become	a	qualitative	storybook’	(Truijens	et	al.,	2019)	presented	

the	case	June,	who	experienced	the	administration	of	questionnaires	over	the	course	of	

her	treatment	as	having	a	substantial	effect	on	her	primary	complaints.	In	her	case,	the	

act	of	questionnaire	administration	tapped	into	her	core	complaints,	which	both	

worsened	them	and	changed	June’s	interpretation	of	them.	This	way,	the	data	that	she	

provided	were	by	no	means	a	straightforward	measure	of	‘existing’	complaints.		

The	paper	‘What	is	it	like	to	be	a	dependent	variable?’	(Truijens,	De	Smet,	

Vandevoorde,	Desmet,	&	Meganck,	2019)	presented	case	John,	who	applied	for	

treatment	in	a	research	context	with	the	expectation	that	the	questionnaire	

administration	in	research	would	come	to	his	benefit	in	treatment.	As	the	

questionnaires	were	omitted	to	the	therapist	by	procedural	rules,	however,	he	felt	

betrayed	and	used	as	an	object.	This	worsened	his	symptom	levels,	but	also	made	him	

eager	to	prove	that	he	could	continue	treatment,	rather	than	quitting	preliminarily,	

which	he	would	normally	do.	This	way,	the	research	enabled	him	to	benefit	from	

treatment	–	to	his	own	surprise	–	which	implies	an	entanglement	of	therapeutic	and	

research	effects.		

The	paper	‘How	questionnaires	shape	complaints’	(Truijens,	Van	Nieuwenhove,	

De	Smet,	Desmet,	&	Meganck,	2019)	yielded	the	empirical	case	comparison	study	of	the	
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previously	discussed	case	June	and	the	case	Amy,	in	which	the	impact	of	questionnaire	

administration	was	shown	to	have	opposing	effects	on	their	core	complaints.	For	Amy,	

the	questionnaires	normalized	and	nuanced	her	understanding	of	her	complaints,	while	

for	June,	the	confrontation	with	the	questionnaires	had	an	adverse	effect	on	her	core	

complaints.	So,	for	both	patient-participants,	the	act	of	questionnaire	administration	

appeared	to	function	as	a	clinical	intervention	of	its	own,	yet	whereas	Amy	explicitly	felt	

empowered	by	the	confrontation	with	the	questionnaires,	it	made	June	feel	like	an	

actual	patient	and	as	such	worsened	her	complaints	severely.		

By	these	empirical	case	studies,	it	was	argued	that	the	administration	of	self-

report	questionnaires	can	have	a	performative	impact	on	how	patient-participants	

understand	and	experience	their	core	complaints	(Cavanaugh,	2015).	On	the	one	hand,	

reactivity	to	measurement	can	affect	the	presence	and	severity	of	complaints,	which	

impacts	the	level	of	the	scores	on	symptom	measures.	On	the	other	hand,	it	may	affect	

the	interpretation	of	the	complaints,	which	changes	the	way	in	which	the	patient-

participants	experience	their	complaints	and	themselves	as	persons	and	patients.	This	

poses	a	vital	threat	to	the	validity	of	data	that	is	used	as	input	in	psychotherapy	

research:	when	the	act	of	measurement	changes	the	variables	under	study,	observed	

changes	cannot	validly	be	attributed	to	treatment,	and	when	the	post-treatment	

assessment	measures	a	changed	variable,	a	pre-post	difference	does	not	yield	a	change	

in	severity	of	one	and	the	same	symptom.	Thus,	in	this	section	it	was	empirically	shown	

that	the	act	of	measurement	can	threaten	the	validity	of	the	data	that	form	the	basis	of	

evidence	for	treatment	efficacy.		

In	Part	C,	the	validity	terminology	in	psychology	was	reviewed	to	find	out	

whether	the	common	validity	terminology	in	psychology	allows	for	proper	

consideration	of	the	validity	issues	discussed	in	Part	B.	In	the	paper	‘Validity	beyond	

measurement’	(Truijens,	Cornelis,	Desmet,	De	Smet,	&	Meganck,	2017),	by	illustration	of	

case	data	from	James,	it	was	argued	that	the	‘psychometric’	interpretation	of	the	term	

‘validity’	that	is	dominant	in	psychological	research	is	not	sufficient	to	cover	the	validity	

issues	discussed	in	Part	B.	Validity	of	a	measure	is	no	guarantee	that	the	measure	is	

applied	in	such	a	way	that	the	resulting	data	can	function	validly	as	input	for	another	

construct.	In	psychotherapy	research,	symptom	measures	are	used	to	operationalize	

treatment	success	in	terms	of	symptom	level	change.	But	even	when	the	measure	can	

validly	indicate	a	level	of	symptoms	at	one	moment	in	time,	that	does	not	guarantee	that	
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calculating	a	change	over	time	validly	evidences	the	construct	‘treatment	effect’.	In	the	

paper	‘Validity	of	data	as	precondition	for	evidence’	(Truijens,	De	Smet,	Desmet,	&	

Meganck,	2019),	it	was	argued	that	the	validity	of	data	is	nonetheless	vital	to	secure	the	

soundness	of	the	evidence	derived	in	psychotherapy	research.	This	emphasizes	the	

need	for	researchers	to	scrutinize	the	validity	of	data	that	they	concretely	collect	in	

function	of	their	overall	research	goal.		

	

Based	on	the	three	parts	entailed	in	this	dissertation,	four	main	conclusions	are	drawn	

and	discussed	with	regard	to	“the	data”	in	psychotherapy	research:	

 
[Conclusion 1] “The data” are not self-evident 

 
“The	data”	that	are	derived	by	means	of	questionnaires	in	psychotherapy	research	are	

not	a	given:	they	yield	active	epistemic	choices	by	the	researcher	on	how	to	collect	data,	

as	well	as	impact	of	the	chosen	means	on	the	patient-participants	who	provide	those	

data.	The	use	of	quantified	symptom	measures	is	a	commonly	made	choice	in	

psychotherapy	research,	provided	that	it	suits	the	gold	standard	logic	of	pre-post	

symptom	level	differences	(Carey	&	Stiles,	2016).	Besides	the	general	choice	to	conform	

to	the	gold	standard,	it	yields	practical	choices	by	the	researcher	with	regard	to	

operationalization	in	function	of	the	purported	research	goal.	While	the	choice	for	self-

report	measurement	is	commonly	justified	as	the	common	procedure,	it	is	well	possible	

to	operationalize	the	construct	treatment	efficacy	differently,	for	example	using	

qualitative	means	(Malterud,	2001).	Therefore,	indeed,	“the	data”	in	the	first	place	

depend	on	the	active	choice	by	a	researcher	on	the	means	of	data	collection.	

The	standard	means	of	data	collection	rely	on	self-report	by	patient-participants	

who	translate	their	experienced	symptoms	to	items	that	are	scored	on	pre-structured	

scales	(McCambridge,	2015).	Thus,	human	respondents	provide	“the	data”	that	

subsequently	travel	through	a	methodological	sequence	to	become	“the	evidence”	on	

therapeutic	efficacy.	Scoring	pre-structured	scales	is	not	self-evident,	as	it	requires	

active	meaning-making	by	respondents:	it	involves	interpretation	of	items	as	intended	

by	questionnaire	developers	(Schwarz,	1999,	2007),	evaluation	of	experienced	

complaints	in	a	quantified	format	and	translation	into	a	numerical	language	

(McClimans,	2011),	and	communicative	considerations	to	make	sure	that	the	

administrator	understands	the	story	that	the	respondents	tries	to	bring	across	
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(Galasiński,	&	Kozłowska,	2013).	Given	this	meaning-making	process,	it	is	unwarranted	

to	assume	that	all	respondents	interpret	and	score	items	in	the	purported	way,	which	

would	be	necessary	for	straightforward	comparison	and	interpretation	(McClimans,	

2013).	

So,	“the	data”	are	not	self-evident	but	depend	on	active	choices	by	researchers	

and	the	active	meaning-making	processes	by	human	respondents	that	are	not	

necessarily	comparable.	Therefore,	it	is	crucial	to	scrutinize	whether	the	data	that	are	

provided	by	those	human	respondents	do	in	fact	resonate	with	what	was	purported	to	

be	measured	by	the	researcher.	In	this,	it	is	both	crucial	to	pursue	reflexivity	

(Gemignani,	2016)	on	particular	research	choices,	and	to	understand	the	validity	of	

concretely	collected	data	(Truijens,	De	Smet,	Desmet,	&	Meganck,	2019).	

 
[Conclusion 2] Questionnaire administration can change complaints  
performatively, both positively and negatively 

 
Questionnaire	administration	can	become	performative	towards	the	complaints	that	are	

assessed:	the	constructs	that	are	supposed	to	be	measured	are	changed	by	the	act	of	

measurement	itself.	Symptom	measures	provide	detailed	and	complete	lists	of	all	kinds	

of	symptoms	that	people	can	experience.	When	patient-participants	have	to	assess	

themselves	and	their	own	complaints,	the	descriptions	and	categorizations	can	function	

as	a	new	lens	through	which	they	come	to	understand	their	own	complaints.	This	way,	

the	questionnaires	can	become	normative,	as	they	suggest	or	install	a	standard	to	which	

respondents	evaluate	themselves	(Norenzayan	&	Schwarz,	1999).	This	implies	that	the	

questionnaire	items	are	not	simply	descriptions	of	existing	complaints,	but	actually	

shape	how	people	understand	themselves	as	persons	and	patients	(cf.	Cavanaugh,	

2015).		

How	a	performative	effect	is	sorted	for	whom	is	not	clear	upfront,	however.	

Respondents	can	react	to	different	aspects	of	the	measurement	(cf.,	French	&	Sutton,	

2011),	and	their	reactions	can	vary	given	their	idiosyncratic	experience	of	complaints.	

In	this	dissertation,	examples	were	presented	of	the	impact	of	the	content	of	items	as	

such,	the	impact	of	having	to	score	particularly	high	or	low	on	particular	or	amounts	of	

scales,	and	of	the	function	of	questionnaire	administration	within	a	broader	research	

procedure.	The	outcome	varied	from	nuancing	complaints,	feeling	empowered,	

changing	the	self-versus-other	dynamic,	and	increased	motivation	to	go	through	
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treatment,	to	worsened	and	primed	complaints,	fears	becoming	manifest	rather	than	

incidental,	and	feeling	hurt,	used	and	objectified.	So,	while	it	is	not	a	given	how,	it	is	

possible	that	a	performative	process	can	be	set	in	motion	for	patient-participants	

(Castonguay	&	Hill,	2012),	and	this	effect	may	turn	out		negative	or	even	adverse	with	

regard	to	experienced	complaints	(Westen,	Novotny,	&	Thompson-Brenner,	2004).		

As	such,	the	act	of	questionnaire	administration	in	function	of	evidencing	

treatment	effects	can	sort	a	clinical	intervention	of	its	own.	The	problem	with	regard	to	

“the	data”	is	that	the	act	of	data	collection	can	thus	set	a	process	in	motion	that	can	

interfere	with	the	variable	under	study.	As	the	changes	found	in	“the	data”	could	be	

facilitated	by,	obstructed	by	or	mixed	up	with	a	research-	or	measurement	effect,	it	is	

questionable	whether	the	resulting	data	in	fact	indicates	a	genuine	‘treatment	effect’	

(Levitt,	Surace,	&	Pomerville,	2016).	At	least,	this	would	imply	an	entanglement	of	

effects;	at	most,	it	might	be	unjust	to	ascribe	the	observed	effect	to	treatment	at	all.		

 
[Conclusion 3] Validity goes and needs to go beyond measurement 

 
In	psychotherapy	research,	data	are	collected	in	function	of	evidencing	a	purported	

variable	within	the	overall	research	procedure,	and	should	thus	be	valid	to	serve	as	

input	to	evidence	that	purported	variable	(Newton	&	Shaw,	2013).	In	psychology,	it	is	

common	practice	to	rely	on	the	validation	of	measures	(Hathcoat,	2013).	The	concept	of	

psychometric	validity	refers	to	the	capability	of	a	measure	to	measure	its	purported	

construct	accurately	(cf.	Padilla	&	Benıt́ez,	2014).	However,	even	when	a	measure	

appears	to	be	valid	as	a	measure	of	a	construct,	that	does	not	guarantee	that	the	

measure	is	validly	used,	administered,	scored	nor	interpreted	(Moss,	2013;	cf.,	Kane,	

2013).	Therefore,	validity	of	measures	falls	short	to	capture	the	validity	of	the	

application	and	use	of	measures	in	a	broader	research	context.		

In	psychotherapy	research,	data	are	used	as	the	basis	for	evidence	on	treatment	

efficacy.	As	was	shown	in	this	dissertation,	however,	“the	data”	that	are	collected	in	

psychotherapy	research	can	yield	validity	problems,	despite	them	being	collected	by	

validated	means.	The	validation	of	measures	presupposes	accurate	responses:	it	is	

assumed	that	when	items	are	interpreted	and	scored	correctly,	the	measure	is	indeed	

capable	of	detecting	the	purported	construct	(Kane,	2001).	However,	as	was	shown	in	

this	dissertation,	multiple	problems	arise	in	actual	process	of	scoring.	These	can	yield	a	

problem	in	accuracy	of	scoring,	for	example	when	respondents	do	not	understand	the	
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instructions,	but	even	when	respondents	do	interpret	and	score	items	in	the	purported	

way,	the	act	of	scoring	can	sort	a	performative	effect	onto	complaints,	which	impacts	

the	scores	that	are	concretely	provided.	The	validity	issue	that	occurs	this	way	is	that	

“the	data”	do	not	straightforwardly	capture	what	is	purported	to	be	captured	by	the	

measure,	as	a	consequence	of	the	act	of	measurement	itself.	Therefore,	validity	of	

measures	does	not	guarantee	valid	data.		

Importantly,	the	soundness	of	evidence	depends	on	validity	of	data:	for	output	to	

be	sound,	the	input	has	to	be	sound,	no	matter	how	eloquent	the	means	of	analysis	are.	

Therefore,	it	is	vital	for	sound	psychotherapy	research	that	the	validity	framework	

allows	to	evaluate	and	secure	the	soundness	and	legitimacy	of	data.	Given	the	

possibility	of	performative	impact	of	the	act	of	measurement,	it	is	crucial	to	broaden	the	

current	validity	terminology	in	psychology	to	capture	the	praxis	of	data	collection	and	

the	validity	of	the	resulting	data.	To	secure	a	valid	base	for	EBT,	validity	indeed	goes	

and	needs	to	go	beyond	measurement.		

 
[Conclusion 4] Data are words in a clinical story 

 
Patient-participants	participate	in	psychotherapy	research	as	genuine	patients,	and	

thus	experience	genuine	complaints.	Their	effort	to	report	presence	and	severity	of	

their	experienced	complaints	are	part	of	a	communicative	dynamic	between	the	

patient-participant	and	the	researcher	or	administrator	(Norenzayan	&	Schwarz,	1999).	

Patient-participants	are	meaning-making	agents	(cf.,	Davidsen,	2013)	who	provide	an	

insight	into	their	experiences	by	agreeing	to	report	them	(Galasiński	&	Kozłowska,	

2010),	and	the	administrators	(be	that	researchers,	therapists,	or	other	assessors)	are	

meaning-making	agents	who	ask	respondents	to	provide	them	with	information	in	a	

specific	format	to	streamline	their	interpretation	(McClimans,	2013).	Therefore,	the	

data	that	patient-participants	provide	form	an	interaction	in	which	meaning	is	

communicated	through	specific	means	or	languages	(cf.,	Elliott,	2002).	Data	can	thus	be	

called	a	narrative	(Greenhalgh,	1999),	and	the	process	of	data	collection	can	be	

regarded	as	hermeneutic	(Rennie,	2012;	cf.,	Upshur,	VanDenKerkhof,	&	Goel,	2001).		

Psychotherapy	researchers	who	are	fond	on	using	quantitative	means	of	

assessment,	will	generally	regard	the	resulting	data	as	quantitative	proper	(e.g.,	

Borsboom	&	Mellenbergh,	2004).	For	these	researchers,	it	is	crucial	to	assume	that	the	

numbers	are	rational	and	universal	to	be	able	to	calculate	with	them.	However,	the	
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current	dissertation	has	shown	that	“the	numbers”	are	not	self-evident,	despite	(or	

because	of)	them	being	collected	by	systematic	quantified	scales.	As	“the	numbers”	do	

not	necessarily	mean	the	same	for	each	respondent,	it	is	unwarranted	to	simply	assume	

that	“the	data”	speak	for	themselves	when	collected	by	uniform	questionnaires.	To	put	

it	stronger:	when	data	are	taken	as	straightforwardly	interpretable,	comparable,	and	

generalizable	numbers,	the	validity	of	evidence	gained	in	psychotherapy	research	is	

vitally	threatened.		

Nonetheless,	the	findings	in	this	dissertation	suggest	that	the	data	are	

meaningful	within	the	story	of	people.	Numbers	scored	in	function	of	communicating	

complaints	are	by	no	means	void	of	meaning,	as	people	mean	something	by	them,	which	

they	try	to	communicate	accordingly.	Thus,	as	Stiles	(2016)	puts	it,	‘numbers	are	words	

too’	(p.	255).	Importantly,	however,	collecting	data	does	not	only	describe	but	will	

always	involves	some	way	of	shaping	meaning	too	–	quantitative	or	qualitative	and	

structured	or	unstructured,	all	forms	of	data	collection	do	provide	a	specific	framework	

for	understanding	and	communication.	Consequently,	“the	data”	are	not	speaking	for	

themselves	as	straightforward	and	uniform	entities,	but	when	taken	as	a	narrative	they	

can	be	highly	informative	towards	clinical	practice.	As	such,	data	collection	processes	

can	be	regarded	as	a	hermeneutic	circle	of	understanding	–	both	in	research	(cf.,	Elliott,	

2002)	and	in	clinical	practice	(Greenhalgh,	1999).	In	this	context,	it	is	vital	that	rather	

than	prioritizing	the	researcher’s	own	interpretation	(cf.,	McClimans,	2013),	the	

researcher	remains	genuinely	interested	in	the	interpretation	of	those	persons	that	are	

actually	the	interest	of	psychotherapy	research.	Scrutinizing	data	as	part	of	a	clinical	

narrative	may	give	the	opportunity	to	rethink	what	is	actually	evidenced	by	them,	and	

how	that	relates	to	what	is	needed	to	be	evidenced	in	a	useful	evidence-base	for	clinical	

practice.		

Rethinking evidence for treatment 

 
Rethinking	evidence	that	is	useful	in	psychotherapy	research	is	urged	from	two	sides,	

namely	from	a	researchers’	perspective	and	a	patients’	perspective.	For	researchers,	it	

is	primarily	important	that	evidence	is	sound	and	trustworthy.	Standardized	means	of	

assessment	are	preferred	in	the	gold	standard	to	systematize	output	and	to	avoid	of	all	

kinds	of	individual	differences	on	the	side	of	respondents	and	subjective	interpretation	
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on	the	side	of	the	researcher,	such	that	general	patterns	can	be	drawn	to	form	sound	

and	trustworthy	evidence	on	treatment	efficacy.	Often,	researchers	justify	this	loss	of	

individual	information	in	“the	data”	–	which	is	inevitable	when	a	procedure	

systematizes	response	options	to	be	uniform	over	people	–	with	the	argument	that	the	

standardized	format	allows	for	rigorous	systematic	comparison	and	generalization.	

Indeed,	psychotherapy	research	is	known	for	its	extensive	attempt	to	filter	out	

individual	meaning	because	‘individual	differences’	are	regarded	as	‘noise’	in	the	

analysis	of	general	patterns	(see	Westen,	Novotny,	&	Thompson-Brenner,	2004).	The	

purpose	of	filtering	individual	meaning	is	to	be	able	to	support	the	hypothesis	that	

therapies	work	in	general	(Wampold	&	Imel,	2015;	cf.,	Munder	et	al.,	2019).		

However,	the	goal	of	supporting	this	hypothesis	is	to	be	able	to	transpose	

working	treatments	to	individuals	in	clinical	practice.	For	this,	psychotherapy	research	

has	made	extensive	efforts	to	categorize	and	group	people	such	that	general	principles	

could	be	drawn	on	the	efficacy	of	treatments	(Van	Os	et	al.,	2019;	Westen,	Novotny,	&	

Thompson-Brenner,	2004).	Crucial	to	remember,	however,	is	that	all	statistically	

derived	categories	(patient	groups,	symptom	spectrums	or	diagnoses,	cut	offs	and	norm	

groups,	et	cetera)	per	definition	depend	on	“the	data”	that	were	used	as	input	for	these	

analyses.	So,	validity	issues	in	“the	data”	quite	possibly	affect	larger	amounts	of	

psychological	knowledge.	This	yields	a	problem	for	the	trustworthiness	of	evidence,	but	

also	raises	the	question	whether	it	is	still	useful	to	rely	on	methods	that	filters	out	

individual	meaning,	while	the	goal	of	treatment	is	to	aid	actual	patients	within	their	

own	systems	of	meaning	(Castonguay	&	Hill,	2012).	Why	keep	going	through	the	trouble	

of	filtering	out	meaning	–	as	such	risking	the	threats	to	validity	and	the	possible	adverse	

clinical	effects	that	were	elaborated	in	this	dissertation	–	when	therapeutic	practice	is	

all	about	meaning	(Greenhalgh,	1999)?	

At	this	point,	we	can	turn	to	the	question	what	patients	need	evidence	to	

evidence.	Before	we	look	into	this	question,	it	has	to	be	noted	that	quite	possibly,	the	

reader	did	not	blink	when	the	question	above	was	first	answered	from	a	researchers’	

perspective	rather	than	from	a	patient	perspective.	This	hints	at	how	subtly	the	

discourse	became	focused	on	research	rather	than	on	clinical	practice	(Parker,	2007;	cf.,	

Kazdin,	2008).	However,	in	the	context	of	clinical	practice,	in	which	the	goal	is	to	

provide	real-world	patients	with	real-world	treatments,	it	is	especially	important	that	

the	evidence	works	for	them	(see	De	Smet,	Meganck,	De	Geest,	Norman,	Truijens,	&	
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Desmet,	2019).	In	this,	the	means	have	to	serve	the	ends,	and	not	the	other	way	around	

(see	Knowledge	for	Use,	2018).	Especially	when	the	act	of	measurement	in	clinical	

practice	can	become	an	obstruction	to	the	clinical	process	for	patients,	it	is	vital	that	

attention	is	turned	to	utility	of	evidence	for	patients	who	actually	seek	treatment.		

Particularly,	it	seems	worthwhile	to	focus	on	those	individual	differences	that	

are	currently	off	radar	in	psychotherapy	research	(Molenaar	&	Campbell,	2009).	It	

seems	principally	at	odds	with	the	purpose	of	clinical	practice	to	regard	individual	

experiences	as	‘errors’	or	‘noise’.	Rather,	the	findings	suggest	that	exactly	in	that	‘noise’,	

fruitful	clinical	information	can	be	brought	to	the	fore.	The	performative	effects	of	

questionnaire	administration	that	were	exhibited	in	this	dissertation	would	be	called	

noise	or	error	as	they	pose	a	threat	to	validity	of	data	as	such.	At	the	same	time,	these	

effects	can	provide	insight	into	clinical	process	associated	with	the	experience	of	

complaints,	to	which	therapists	can	adjust	their	patient-focused	interventions.	For	

example,	in	this	dissertation,	we	met	case	‘Amy’,	for	whom	the	confrontation	with	the	

questionnaires	actually	helped	her	to	nuance	her	fears,	which	empowered	her	as	a	

patient	and	person.	Even	in	June’s	case,	the	performativity	made	insightful	how	her	

system	of	anxiety	development	works	and	what	triggered	her	phobic	objects.	As	John	

put	it,	questionnaires	can	put	the	finger	in	the	wound.	So,	whereas	in	gold	standard	

psychotherapy	research,	the	aim	is	to	get	beyond	these	individual	processes,	the	

empirical	case	studies	suggest	that	actually	‘the	noise’	is	what	we	need	to	know,	to	make	

evidence	useful	for	real-world	patients	in	real-world	treatment.		

When	used	as	part	of	a	therapeutic	narrative,	therefore,	questionnaires	may	be	a	

worthwhile	tool	to	understand	and	work	on	clinical	themes	in	patients’	experienced	

complaints.	Importantly,	this	implies	that	scores	are	not	taken	as	universal	numbers	but	

as	narratives.	In	this,	it	is	the	responsibility	of	researchers	to	make	sure	that	clinicians	–	

or	policy	makers	for	that	matter	–	are	not	made	to	belief	that	questionnaires	are	

straightforward	holy	grails.	As	questionnaires	do	limit	themes	and	definitions,	they	

cannot	be	taken	as	conclusive	sources	of	information,	nor	as	harmless	tools	of	

assessment.	When	used,	they	should	be	used	cautiously	and	integrated	within	

therapeutic	dynamics.	In	this,	the	patient	that	is	assessed	cannot	be	ignored:	the	patient	

should	be	allowed	to	speak	with	the	questionnaires,	rather	than	be	silenced	by	them.		
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Strengths, limitations, and avenues for further research 

 
To	put	the	conclusions	from	this	dissertation	in	perspective,	in	the	following,	a	number	

of	issues	in	the	approach	and	conduct	of	this	doctoral	research	are	discussed.	For	each	

issue,	the	limitations	and	strengths	are	translated	into	avenues	for	further	research.	The	

final	issue	is	based	on	reflexivity	of	the	researcher.	

 
 Case study research 
 
The	main	limitation	of	the	current	research	is	that	it	is	based	on	a	limited	number	of	

cases.	In	the	gold	standard,	this	would	be	regarded	a	disadvantage,	as	it	limits	the	

generalizability	of	the	findings	(Chambless	&	Ollendick,	2001).	However,	case	study	

research	is	advocated	increasingly	in	psychological	research	(e.g.,	Eells,	2013;	Hill,	Chui,	

&	Baumann,	2013;	McLeod	&	Cooper,	2011),	as	it	allows	for	deep	understanding	and	

close	scrutiny	of	meaning-making	processes	(Smith	&	Eatough,	2007).	This	advantage	

suited	the	goal	of	the	current	research	to	understand	how	validity	issues	could	occur	on	

the	level	of	individually	provided	data,	and	how	much	of	a	problem	that	would	pose	to	

the	overall	evidence.	This	way,	the	limited	number	of	cases	can	be	regarded	as	a	

strength,	in	line	with	Stiles’	(2009)	notion	that	theory-building	research	does	not	

necessarily	require	large	numbers	of	cases	for	observations	to	be	insightful	and	useful.		

A	second	limitation	was	the	purposive	selection	of	cases	(Willig,	2013).	The	cases	

were	selected	for	analysis	based	on	rather	overt	and	explicit	signs	of	richness	regarding	

the	research	questions,	and	thus	may	be	regarded	as	‘critical	cases’	or	‘extreme	cases’	

that	are	not	necessarily	representative	for	the	broader	population	(Patton,	2002).	

Nonetheless,	it	has	to	be	emphasized	that	all	cases	in	the	current	dissertation	were	

found	eligible	for	participating	in	sample-based	efficacy	research	(Meganck	et	al.,	2017),	

and	thus	it	cannot	be	ruled	out	that	there	are	patient-participants	with	similar	

experiences	in	other	sample-based	psychotherapy	studies,	that	will	be	overlooked	given	

the	general	neglect	of	individual	data	collection	processes.	Moreover,	there	is	no	

inherent	reason	to	assume	that	these	cases	are	in	fact	critical	or	extreme,	as	it	is	

possible	that	the	meaning-making	processes	observed	in	this	dissertation	are	more	

common,	albeit	less	explicit.	The	strength	of	the	current	research	thus	is	that	it	pealed	of	

a	strong	layer	of	face	validity,	by	scrutinizing	whether	methodological	assumptions	do	

hold	in	research	practice.	
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In	future	research,	it	is	vital	to	scrutinize	empirically	how	prevalent	the	findings	

from	the	current	dissertation	are.	Furthermore,	while	the	case	selection	procedure	may	

have	jeopardized	the	generalizability	of	the	findings,	they	do	urge	to	take	a	closer	look	

at	the	exception	rather	than	the	mainstream	–	such	as	John,	who	tended	not	to	benefit	in	

regular	treatment	but	apparently	did	in	research.	In	this,	it	is	particularly	important	to	

scrutinize	how	treatment	in	the	context	of	research	differs	from	regular	outpatient	

treatment,	to	understand	the	aspects	that	can	possibly	keep	patients	in	treatment.		

However,	while	therapy	has	individual	meaning-making	as	the	start	and	the	end,	

in	psychotherapy	research	the	goal	will	ultimately	be	to	build	up	a	knowledge-base	that	

can	be	of	service	to	clinical	practice	at	large.	In	this,	the	case	study	as	unit	of	analysis	

(Elliott,	2002;	McLeod	&	Cooper,	2011;	Willig,	2013)	is	the	start	but	not	the	end.	As	

Smith	and	Eatough	(2007)	argue:	‘delving	deeper	into	the	particular	also	takes	us	closer	

to	the	universal’	(p.	39).	In	this	pursuit,	case	synthesis	can	be	used	to	study	patterns	

from	a	qualitative	point	of	view	(Iwakabe	&	Gazzola,	2009).	Provided	the	purpose	of	

clinical	research	is	to	understand	changing	patterns	of	meaning	in	clinical	practice,	

following	patterns	of	meaning-making	by	means	of	case	aggregation	methods	(ibid.)	

may	be	a	fruitful	way	to	proceed	for	useful	clinical	evidence.		

 

Looking for validity issues 
 

A	notable	limitation	of	the	current	research	is	that	the	empirical	case	studies	were	

conducted	with	explicit	focus	on	validity	issues.	Finding	what	one	is	looking	for	is	a	

pertinent	risk	in	research.	Nonetheless,	as	Iwakabe	(2013)	notes,	‘the	question	of	

evidence	in	psychotherapy	requires	far	more	than	demonstrating	that	certain	

treatments	are	efficacious.	It	requires	acknowledging	the	strengths	and	limitations	of	

different	research	methodologies.’	(p.	107).	Indeed,	the	current	focus	on	validity	did	

allow	for	scrutinizing	validity	issues	that	are	easily	overlooked	in	day-to-day	research	

practice.		

To	refrain	from	overall	biased	interpretation,	all	studies	were	conducted	by	a	

research	team	with	different	pre-existing	familiarity	with	validity	terminology,	different	

positions	in	the	academic	and	non-academic	hierarchy,	and	different	goals	of	pursuing	

the	research	(Parker,	2007).	A	particular	strength	was	the	involvement	of	‘blind	

researchers’,	i.e.,	research	assistants	who	conducted	parts	of	the	empirical	studies	
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without	knowing	about	the	validity	questions	by	the	author	of	this	dissertation	(Willig,	

2013).	This	further	implied	that	every	study	yielded	multiple	rounds	of	analysis,	

triangulation	of	findings,	and	iterative	interpretation	(Smith	&	Eatough,	2007;	Stiles,	

1993).		

As	all	findings	were	presented	and	discussed	at	conferences	with	academic	peers	

and	critics	before	being	written	up	for	publication,	the	research	yielded	an	explicit	

invitation	for	dialogue	about	multiple	taken-for-granted	assumptions	and	heuristics	in	

psychological	methodology.	However,	these	discussions	are	not	settled	by	the	doctoral	

research.	A	major	problem	in	this	dissertation	was	the	apparent	lack	of	appropriate	

validity	terminology	to	describe	and	capture	the	type	of	research	that	was	actually	

conducted.	To	capture	the	type	of	validity	analysis	pursued	in	this	research,	new	

terminology	was	proposed,	and	existing	terms	were	turned	upside	down	to	find	a	fit.	

The	disadvantage	is	that	the	use	of	validity	terminology	may	have	remained	opaque	

throughout	and	following	this	dissertation.	This	could	and	should	be	taken	as	a	

motivation	by	the	field,	though,	to	rethink	the	applicability	of	validity	terminology	in	

actual	research	practice.	

 

Qualitative analysis of quantitative means 
 

In	this	dissertation,	numerical	data	and	quantitative	means	were	approached	from	a	

qualitative	perspective.	The	strength	of	this	approach	is	that	it	allowed	for	scrutiny	of	

meaning-making	involved	in	quantitative	assessment,	and	as	such	gave	a	voice	to	those	

real-world	respondents	to	whom	quantitative	research	inevitably	depends.	Importantly,	

the	relevance	of	this	approach	goes	beyond	psychotherapy	research	per	se:	the	

worldwide	organization	of	mental	health	care	is	increasingly	organized	by	principles	of	

measurement	(McClimans,	2010),	in	which	routine	outcome	measurement	(ROM)	is	

promoted	to	monitor	clinical	development	and	results	(Lambert,	2007).	Various	

national	guidelines	even	set	ROM	as	a	requirement	for	all	working	clinicians	(Van	Os	et	

al.,	2019).	However,	given	the	strong	and	possibly	adverse	reactive	effects	to	

measurement,	it	is	vital	that	measurement	reactivity	and	performativity	of	assessment	

are	scrutinized	in	routine	clinical	assessment	as	well,	especially	as	it	yields	the	

straightforward	normativity	of	statistical	patterns	to	individual	in	clinical	practice	

(Fisher,	Medaglia,	&	Jeronimus,	2018).		
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However,	a	major	limitation	of	the	qualitative	stance	taken	in	this	dissertation,	is	

approaching	the	data	from	a	narrative	perspective	evidently	impacted	how	“the	data”	

were	perceived.	Particularly	the	fourth	conclusion	of	this	dissertation	is	a	direct	effect	

of	this	approach.	Indeed,	ontology	depends	on	the	taken	epistemic	stance,	and	the	

means	of	choice	impact	the	findings	(McGrath	&	Johnson,	2003).	Therefore,	this	

limitation	holds	as	much	for	the	current	research	as	for	the	quantitative	measures	that	

are	used	by	default	in	psychotherapy	research.	Overall,	this	urges	researchers	to	not	

take	their	means	of	research	for	granted,	and	to	stay	aware	of	the	impact	of	their	

choices	on	their	findings.	

In	this	context,	reflexivity	by	researchers	was	advocated	in	this	dissertation.	

While	it	may	be	tempting	to	prioritize	one	type	of	data	or	method	over	others,	there	is	

no	inherent	reason	for	such	methodological	choices,	and	thus	researchers	should	stay	

aware	of	how	validly	their	preferred	means	can	indeed	serve	the	goal	of	research.	In	

this	context,	mixed	methodology	seems	advantageous,	as	the	choices	for	particular	

means,	ends	and	interpretations	have	to	be	made	actively	by	the	researcher.	Moreover,	

mixed	method	research	yields	a	combination	of	sources	of	information	in	which	the	

narrative	can	be	put	central	yet	also	be	reduced	to	or	triangulated	with	sources	of	

information,	which	prevents	a	priori	prioritizing	of	forms	of	data	(Johnson	&	

Onwuegbuzie,	2004).		

 

Reflexivity and double hermeneutics 
 

As	reflexivity	is	advocated	in	this	dissertation,	the	final	issue	regards	a	reflexive	note	on	

the	choices	made	in	the	conduct	of	this	research.	As	Rennie	(2012)	argues,	qualitative	

research	is	a	hermeneutic	endeavour,	as	it	is	situated	within	an	iterative	process	of	

meaning-making.	This	meaning-making	is	not	limited	to	the	people	under	study,	but	

also	regards	the	meaning-making	process	of	interpretation	by	the	researcher.57	These	

 
57	Note	that	this	stands	in	strong	contrast	with	the	positivist	tradition	in	psychology,	
which	situates	the	meaning-making	merely	on	the	end	of	the	‘object’	–	e.g.,	patients	
under	study.	In	the	EBT	paradigm,	the	means	that	researchers	use	are	supposed	to	
minimize	the	impact	of	researchers	themselves,	by	systematizing	observation	and	
interpretation	as	much	as	possible,	which	would	make	reflexivity	superfluous.	As	was	
argued	by	Truijens,	De	Smet,	Desmet,	and	Meganck	(2019),	however,	the	impact	of	the	
researcher	is	nonetheless	present	in	the	choice	for	such	methodology,	which	makes	
reflexivity	important	in	positivist	traditions	as	well.	



Conclusion 
 

 280 

‘double	hermeneutics’	(Smith	&	Eatough,	2004,	p.	36)	were	in	fact	salient	in	the	

development	of	the	current	dissertation.	In	the	early	days	of	my	research,	my	focus	was	

on	validity	of	methods,	specifically	on	the	validity	of	the	randomized	controlled	trial	

design	and	the	validity	of	measures	as	such.	As	I	pursued	my	doctoral	research	while	

being	employed	as	a	research	assistant,	I	was	involved	in	the	Ghent	Psychotherapy	

Study	(Meganck	et	al.,	2017),	and	I	was	assigned	to	input	quantitative	data	from	a	

number	of	patient-participants	into	digital	data	matrices.	In	that	role,	I	was	confronted	

by	the	paper-and-pencil	questionnaires	of	June,	who	had	a	tendency	to	score	rather	

irregularly.	Practically,	this	meant	that	I	had	to	make	a	substantial	number	of	decisions	

regarding	which	data	I	would	and	would	not	put	in	the	data	matrix.	This	made	me	

aware	of	my	involvement	as	a	researcher	in	“the	data”,	and	even	more	of	the	possibility	

that	data	may	yield	validity	problems	despite	(or	because	of)	the	use	of	validated	

measures.		

This	awareness	formed	a	key	moment	in	the	development	of	the	dissertation,	as	

it	became	the	motivation	to	conduct	case	studies	rather	than	the	planned	sample	

research,	and	to	use	qualitative	methods	to	pursue	in-depth	analysis	of	questionnaire	

and	research	experiences.	By	means	of	phenomenological	interpretative	analysis	(Smith	

&	Eatough,	2004),	I	turned	the	focus	to	scrutinizing	how	the	process	of	data	collection	

was	experienced	by	patient-participants.	This	way,	I	aimed	to	elucidate	how	validity	

issues	can	occur	in	the	very	first	stages	of	research.	“The	data”	are	often	(heuristically)	

understood	as	a	given,	and	thus	validity	issues	in	the	data	collection	process	tend	to	go	

unnoticed.	However,	I	did	notice,	so	I	turned	attention	to	the	question	how	well-

equipped	the	current	understanding	of	validity	in	psychology	is	to	evaluate	and	deal	

with	these	issues.	When	I	studied	the	validity	literature	written	by	a	small	yet	present	

number	of	scholars	who	participated	in	real-time	discussion	about	validity	in	

psychology,	it	appeared	that	the	validity	terminology	is	not	well-suited	to	cover	the	

issues	that	I	found	in	the	empirical	studies.	This	lack	however	makes	it	hard	for	working	

researchers	to	consider	such	validity	issues	in	their	practical	research	endeavour,	which	

implies	that	validity	issues	indeed	can	travel	all	the	way	up	to	“the	evidence”	without	

ever	being	noticed.		

As	EBT	has	increasing	impact	on	the	organisation	of	mental	health	care	

worldwide	(Kazdin	&	Sternberg,	2006),	the	aim	of	the	current	dissertation	thus	became	

to	follow	the	data	on	their	way	to	become	evidence,	and	to	scrutinize	how	much	of	a	
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problem	it	may	be	when	data	are	not	valid	as	input	in	psychotherapy	research.	With	this	

approach,	the	aim	became	to	elucidate	problems	that	would	go	unnoticed	in	the	praxis	

of	psychotherapy	research,	and	as	such	it	became	a	merely	diagnostic	endeavour.	I	did	

not	offer	the	solution,	particularly	because	by	suggesting	that	there	is	one	good	solution,	

the	problem	would	repeat	itself,	as	there	simply	is	no	a	priori	good	way	of	pursuing	

psychotherapy	research.	In	this,	I	rather	adopt	a	question	mark	than	an	illusory	

exclamation	point	that	will	eventually	affect	the	clinical	processes	of	real-world	patients	

that	seek	real-world	treatment.	
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Dissertation Conclusions 

 

1) “The	data”	that	are	derived	by	means	of	questionnaires	in	psychotherapy		

research	are	not	a	given:	data	both	yield	active	epistemic	choices	by	the	

researcher	and	impact	of	the	chosen	means	on	the	patient-participants	who	

provide	the	data	by	means	of	scoring	questionnaire	items.	

2) Questionnaire	administration	can	performatively	impact	the	complaints	

that	are	assessed:	the	constructs	that	are	supposed	to	be	measured	are	

changed	by	the	act	of	measurement	itself	

3) Validity	of	questionnaires	–	predominantly	understood	as	psychometric	

validity	–	is	not	sufficient	to	evaluate	whether	“the	data”,	given	performativity	

of	questionnaire	administration	and	research	participation,	are	valid	as	a	

basis	for	evidence	on	therapeutic	efficacy	

4) Data	are	a	narrative,	in	which	patient-participants	actively	shape	their		

experiences	in	communication	with	research	and	researchers	

a. When	data	are	taken	as	straightforwardly	interpretable,	

comparable,		

and	generalizable	numbers,	the	validity	of	“evidence”	gained	in	

psychotherapy	research	is	vitally	threatened	

b. Yet	when	validity	of	data	is	considered,	the	data	can	be	highly		

informative	towards	clinical	practice.		

	

Rethinking	evidence	for	treatment:		

A. The	process	of	measurement	may	invalidate	“the	data”	when	performativity	of	

questionnaire	administration	is	taken	for	granted.	When	validity	of	data	is	not	

considered	properly,	the	evidence-base	in	EBT	is	vitally	threatened		

B. But	when	considered	closely,	performative	impact	of	questionnaire	

administration	can	provide	new	perspectives	on	what	evidence	needs	to	

evidence,		

namely	clinical	processes	that	are	useful	in	clinical	practice 
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Summary  
 

The story of “the data”.  
On validity of data and performativity of 
research participation in psychotherapy 

research. 
 

This	dissertation	is	focused	on	the	validity	of	“the	data”	that	are	collected	in	

psychotherapy	research	for	the	purpose	of	evidencing	treatment	efficacy.	In	the	

‘Evidence	Based	Treatment’	(EBT)	paradigm,	researchers	rely	on	the	so-called	‘gold	

standard	methodology’	to	gather	sound	and	trustworthy	evidence,	which	increasingly	

influences	the	organization	of	mental	health	care	worldwide	(Kazdin	&	Sternberg,	

2006).	In	the	gold	standard,	data	are	collected	by	quantified	self-report	measures,	to	

assess	the	presence	and	severity	of	symptoms	before	and	after	treatment.	When	the	

pre-post	difference	is	larger	for	a	group	of	people	that	received	the	treatment	of	interest	

and	a	group	of	people	who	received	no	or	an	alternative	treatment	(Chambless	&	

Ollendick,	2001),	the	treatment	of	interest	is	called	effective.	In	this	methodological	

procedure,	researchers	tend	to	assume	that	when	this	gold	standard	methodology	is	

conducted	properly,	“the	data”	will	speak	for	themselves.	However,	when	evidence	is	

based	on	data,	that	evidence	is	principally	limited	by	that	data.	In	other	words:	output	

depends	on	input.	That	implies	that	when	input	is	flawed,	output	will	be	flawed,	even	

when	the	very	best	methods	of	analysis	would	be	used.	So	what	if	“the	data”	yield	

validity	issues	despite	(or	because	of)	being	collected	by	validated	measures?	When	

“the	data”	do	not	straightforwardly	evidence	treatment	effects,	will	the	subsequent	

steps	in	the	analysis	of	these	data	be	enough	to	secure	that	the	evidence	in	the	end	does	

evidence	treatment	efficacy?	In	this	dissertation,	the	focus	is	turned	to	validity	of	“the	

data”	that	are	concretely	provided	by	patient-participants	by	scoring	their	own	

experienced	symptoms	in	self-report	questionnaires,	in	function	of	evidencing	

treatment	efficacy.		
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A	series	of	empirical	case	studies	were	conducted	to	scrutinize	how	patient-

participants	in	a	randomized	controlled	psychotherapy	study	(‘The	Ghent	

Psychotherapy	Study’;	Meganck	et	al.,	2017)	experienced	the	process	of	data	collection,	

and	how	these	experiences	affected	the	data	that	they	provided.	Each	of	the	studied	

patient-participants	experienced	a	substantial	effect	of	the	questionnaire	

administration	on	their	complaints.	This	impacted	the	level	(presence	and	severity)	of	

complaints,	but	also	changed	the	way	in	which	the	complaints	were	understood	at	all,	

and	how	patient-participants	perceived	themselves.	Thus,	rather	than	neutrally	

measuring	symptoms,	questionnaire	administration	changed	the	experienced	

complaints	‘performatively’	(Cavanaugh,	2015),	which	turned	measurement	into	a	

clinical	intervention	of	its	own.	Consequently,	what	is	measured	cannot	

straightforwardly	be	called	‘treatment	efficacy’,	as	it	may	be	entangled	with,	enabled	by	

or	even	obstructed	by	effects	of	measurement	and	research.	Therefore,	the	act	of	

measurement	itself	can	pose	a	vital	threat	to	the	validity	of	“the	data”.			

This	way,	the	empirical	case	studies	exhibited	that	data	can	yield	validity	

problems	despite	(or	because	of)	the	use	of	validated	measures.	Consequently,	the	

validity	of	a	measure	as	such	is	no	guarantee	for	the	validity	of	data.	Nonetheless,	in	

gold	standard	research,	the	data	are	straightforwardly	taken	as	input	for	analyses	of	

general	treatment	efficacy.	The	question	is	what	happens	with	those	validity	issues	on	

the	level	of	individual	data,	when	they	pursue	their	journey	towards	becoming	

evidence.	In	this	dissertation,	it	was	argued	that	the	validity	issues	are	not	sufficiently	

solved	in	the	methodological	steps	after	data	collection,	so	when	data	are	invalid	in	the	

beginning,	these	validity	issues	will	simply	become	part	of	the	data	set	that	forms	the	

input	for	analysis	of	the	final	evidence.	This	urges	that	validity	issues	should	be	solved	

on	the	level	of	individually	provided	data,	as	the	validity	issues	will	otherwise	become	

inherent	to	“the	data”.	Put	formally:	valid	data	is	a	precondition	for	evidence	in	EBT.		

In	conclusion,	it	is	crucial	for	a	sound	evidence-base	to	scrutinize	the	validity	of	

data	in	function	of	the	overall	goal	and	utility	of	the	research.	For	this,	it	is	important	

not	to	take	“the	data”	as	speaking	for	themselves,	but	to	regard	them	as	clinical	

narratives,	which	are	framed	in	a	specific	format	to	be	communicated	between	

researcher	and	respondent	in	a	research	context.	This	emphasizes	that	the	choice	for	a	

certain	format	determines	what	can	be	evidenced,	so	it	is	vital	that	these	choices	indeed	

allow	for	obtaining	evidence	that	is	useful	and	valid	to	serve	the	clinical	goal	of	EBT. 
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Samenvatting  
 

Het verhaal achter “de data”.  
Over validiteit van data en performativiteit 

van onderzoeksparticipatie in 
psychotherapieonderzoek 

 

Deze	dissertatie	is	gericht	op	de	validiteit	van	“de	data”	die	worden	verzameld	om	de	

effectiviteit	van	psychologische	behandelingen	te	onderzoeken.	In	het	‘Evidence-Based	

Treatment’-paradigma	(EBT)	wordt	gebruik	gemaakt	van	zogenaamde	Gouden	

Standaardmethoden	om	gedegen	en	betrouwbare	‘evidence’	te	verzamelen,	wat	

wereldwijd	van	invloed	is	op	de	organisatie	van	geestelijke	gezondheidszorg	(Kazdin	&	

Sternberg,	2006).	In	de	gouden	standaard	worden	data	verzameld	met	behulp	van	

kwantitatieve	zelfrapportagematen,	waarmee	de	aanwezigheid	en	ernst	van	

symptomen	voor	en	na	de	therapie	worden	gemeten.	Als	het	pre-post	verschil	groter	

blijkt	voor	een	groep	die	de	therapie	volgde	dan	voor	een	groep	die	geen	of	een	

alternatieve	therapie	kreeg	(Chambless	&	Ollendick,	2001),	wordt	de	therapie	effectief	

genoemd.	In	deze	methodologische	procedure	gaan	onderzoekers	ervan	uit	dat	als	de	

methoden	op	de	correcte	manier	zijn	toegepast,	“de	data”	voor	zich	spreken.	Omdat	

deze	data	een	sleutelrol	spelen	in	de	totstandkoming	van	evidence,	is	de	evidence	dus	

principieel	beperkt	door	die	data.	Met	andere	woorden:	output	hangt	af	van	input.	Dat	

impliceert	dat	als	de	input	gemankeerd	is,	de	output	ook	gemankeerd	zal	zijn,	zelfs	als	

de	beste	analysemethoden	worden	gebruikt.	Dus	wat	als	die	data	validiteitsproblemen	

bevatten	ondanks	(of	dankzij)	het	gebruik	van	gevalideerde	meetinstrumenten?	Als	“de	

data”	therapie-effect	niet	rechtstreeks	meten,	kan	de	uiteindelijke	‘evidence’	dan	toch	

algemene	effectiviteit	van	therapieën	aantonen?	In	deze	dissertatie	staat	de	validiteit	

van	“de	data”	centraal,	die	concreet	worden	verschaft	door	patiënt-participanten	die	

hun	eigen	klachten	scoren	in	vragenlijsten.	
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In	een	serie	empirische	casestudies	werd	onderzocht	hoe	patiënt-participanten	

die	deelnamen	aan	een	gerandomiseerd	gecontroleerd	therapieonderzoek	(‘The	Ghent	

Psychotherapy	Study’;	Meganck	et	al.,	2017)	het	proces	van	dataverzameling	ervoeren,	

en	hoe	die	ervaringen	de	concreet	verschafte	data	kleurden.	Elk	van	de	onderzochte	

cases	ervoer	een	substantiële	invloed	van	de	afname	van	vragenlijsten	op	hun	klachten.	

Dit	beïnvloedde	de	mate	(aanwezigheid	en	ernst)	van	klachten	die	zij	ervoeren,	maar	

ook	de	interpretatie	van	klachten	en	daarmee	de	interpretatie	zichzelf	als	persoon	en	

patiënt.	Dus	in	plaats	van	het	neutraal	meten	van	bestaande	klachten,	bleek	de	afname	

van	vragenlijsten	de	klachten	te	veranderen	(i.e.,	performativiteit;	Cavanaugh,	2015),	

waardoor	symptoommeting	ging	fungeren	als	een	klinische	interventie	op	zich.	Het	

gevolg	is	dat	wat	werd	gemeten	niet	rechtstreeks	kan	worden	toegeschreven	aan	de	

therapie,	aangezien	het	vermengd	was	met,	mogelijk	gemaakt	door,	of	zelfs	verhinderd	

door	een	vragenlijstafname	of	onderzoekeffecten.	Dat	betekent	dat	de	validiteit	van	“de	

data”	bedreigd	kan	worden	door	de	act	van	het	meten	op	zich.		

De	empirische	casestudies	toonden	zo	dat	data	validiteitsproblemen	kunnen	

bevatten	ondanks	(of	dankzij)	het	gebruik	van	gevalideerde	meetinstrumenten.	

Dientengevolge	geeft	de	validiteit	van	een	meetinstrument	geen	garantie	voor	de	

validiteit	van	data.	Niettemin	worden	“de	data”	in	de	gouden	standaard	rechtstreeks	

gebruikt	als	input	om	de	algemene	effectiviteit	van	therapieën	te	analyseren.	De	vraag	is	

wat	er	gebeurt	met	die	validiteitsproblemen	als	de	individuele	data	samen	worden	

genomen	als	evidence	voor	therapie-effectiviteit.	In	deze	dissertatie	werd	

beargumenteerd	dat	validiteitsproblemen	niet	worden	opgelost	in	de	methodologische	

stappen	na	de	dataverzameling,	waardoor	ze	simpelweg	onderdeel	worden	van	de	

dataset	die	als	input	wordt	gebruikt	voor	de	uiteindelijke	evidence.	Formeel	gesteld:	

valide	data	is	een	mogelijkheidsvoorwaarde	voor	valide	evidence	in	EBT.	

Om	een	daadwerkelijke	‘evidence’-base	te	ontwikkelen,	is	het	dus	noodzakelijk	

om	de	validiteit	van	data	in	functie	van	het	onderzoeksdoel	te	bestuderen.	“De	data”	

spreken	niet	voor	zich,	maar	zijn	klinische	narratieven	die	in	een	specifiek	format	

gecommuniceerd	worden	tussen	onderzoeker	en	respondent.	Dit	onderstreept	dat	de	

keuze	voor	een	type	dataverzameling	bepalend	is	voor	welke	evidence	gevonden	en	

gecommuniceerd	kan	worden,	dus	het	is	van	cruciaal	belang	dat	dat	format	

onderzoekers	daadwerkelijk	in	staat	stelt	om	de	klinische	praktijk	te	voorzien	van	

valide	en	bruikbare	evidence	voor	EBT.	 
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Truijens,	F.	L.	(2019).	How	questionnaires	shape	answers.	On	validity	and	performativity	

of	‘the	data’	in	psychotherapeutic	research.	Invited	lecture	at	Oxford	Brookes	

University,	Faculty	of	Health	&	Life	Sciences,	Oxford,	United	Kingdom.	

Truijens,	F.	(2019).	How	questionnaires	shape	answers.	On	validity	and	performativity	of	

‘the	data’	in	psychotherapeutic	research.	Invited	lecture	at	the	Research	Meeting	

for	Psychologists,	AMC,	Amsterdam,	The	Netherlands.	

Truijens,	F.	L.	(2019).	When	quantitative	measures	become	qualitative	story	books.	A	

phenomenological	case	analysis	of	the	validity	and	performativity	of	questionnaire	

administration	in	psychotherapy	research.	Invited	lecture	at	the	Forum,	
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Department	for	Theory	and	History	of	Psychology,	Rijksuniversiteit	Groningen,	

The	Netherlands.	

Truijens,	F.	L.	(2019).	How	questionnaires	shape	answers.	On	validity	and	performativity	

of	‘the	data’	in	psychotherapeutic	research.	Invited	lecture	at	the	Heymans	

Colloquium,	Department	for	Theory	and	History	of	Psychology,	Rijksuniversiteit	

Groningen,	The	Netherlands.	

Truijens,	F.	L.	(2019).	‘The	data’	in	psychotherapy	research.	About	validity,	performativity,	

and	the	simple	questions	that	are	often	forgotten	to	be	asked.	Invited	Lecture,	

elected	as	PhD	presenter	in	a	faculty	voting,	Research	Day	for	the	Faculty	of	

Psychology	and	Educational	Sciences,	Ghent	University,	Belgium.	

Truijens,	F.	L.,	&	Desmet,	M.	(2018).	How	questionnaires	shape	answers.	On	validity	and	

performativity	of	‘the	data’	in	psychotherapeutic	research.	Invited	lecture	at	the	

Expert	Meeting	Philosophy	and	Psychiatry,	Nijmegen,	The	Netherlands.		

 

Conference presentations  

Truijens,	F.	L.,	Stiles,	W.	B.,	&	Poulsen,	S.	(2019).	How	valid	is	our	understanding	of	

validity?	Data	collection,	inference,	ontology	and	methodological	heuristics	in	

psychotherapy	research.	Hosting	a	Panel	at	the	Society	of	Psychotherapy	

Research	Conference,	World	Chapter,	Buenos	Aires,	Argentina.	

Truijens,	F.	L.,	Stiles,	W.	B.,	Timulak,	L..,	&	De	Smet,	M.	(2019).	How	valid	is	our	

understanding	of	validity?	Discussion	on	the	practical	use	and	the	limits	of	validity	

terminology	in	psychotherapy	research.	Hosting	a	Structured	Discussion	at	the	

Society	of	Psychotherapy	Research	Conference,	World	Chapter,	Buenos	Aires,	

Argentina.	

Truijens,	F.	L.,	&	Desmet,	M.	(2018).	‘The	data’	and	the	replication	crisis	in	psychology.	A	

qualitative	case	analysis	of	validity	of	data	collection	in	psychotherapy	research.	

Presented	at	the	Second	Workshop	“Perspectives	on	Scientific	Error”,	Groningen,	

The	Netherlands.		

Truijens,	F.	L.,	Vandevoorde,	M.,	&	Desmet,	M.	(2018).	What	is	it	like	to	be	a	dependent	

variable?	Presented	at	the	CiNaPS	meeting:	“Causality	in	the	Neuro-	and	

Psychological	Sciences”,	Antwerp,	Belgium.		

Truijens,	F.	L.,	&	Desmet,	M.	(2018).	How	questionnaires	shape	answers.	On	validity	and	

performativity	of	‘the	data’	in	psychotherapeutic	research.	Presented	at	the	
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Society	of	Psychotherapy	Research	Conference,	World	Chapter,	Amsterdam,	The	

Netherlands.		

Truijens,	F.	L.,	Norman,	U.,	&	Desmet,	M.	(2017).	Shaping	the	object	of	science	throughout	

the	data	collection	process	in	psychotherapy	research.	Presented	by	Ufuoma	

Norman	at	the	Society	for	Psychotherapy	Research	Conference,	

European	Chapter,	Oxford,	United	Kingdom		

-	wegens	Gijs:	hier	is	je	paard!		

Truijens,	F.	L.,	Cornelis,	S.,	&	Desmet,	M.	(2016).	Validity	in	times	of	measurement:	on	the	

epistemic	validity	of	test	validity	in	psychotherapy	research.	Presented	at	the	BACP	

Research	Conference	2016:	“Research	Matters.	Evidence	for	an	evolving	

profession”,	Brighton,	United	Kingdom.	(Evaluated	with	9	out	of	10)	

Truijens,	F.	L.,	Zühlke-Van	Hulzen,	&	Vanheule,	S.	(2016).	De	Treatment	Manual	als	

boegbeeld	van	Evidence-Based	Treatment:	hoe	evident	is	geprotocolleerd	

behandelen	in	praktijk?	Presented	at	the	Vlaamse	Vereniging	voor	Klinisch	

Psychologen	Studiedag,	Leuven,	Belgium.		

Truijens,	F.	L.,	&	Desmet,	M.	(2015).	All	have	won	what?	On	the	epistemic	value	of	RCT	

based	evidence	in	Evidence	Based	Treatment.	Presented	at	the	Society	of	

Psychotherapy	Research	Conference,	European	Chapter:	“8th	European	

Conference	of	Psychotherapy	Research”,	Klagenfurt,	Austria.		

Truijens,	F.	L.,	&	Desmet,	M.	(2015).	Objectivity	in	psychotherapy	research:	do	the	

numbers	speak	for	themselves?	Presented	at	the	Society	of	Psychotherapy	

Research	Conference,	European	Chapter:	“8th	European	Conference	of	

Psychotherapy	Research	(SPR)”,	Klagenfurt,	Austria.		

Truijens,	F.	L.	(2015).	Objectivity	in	psychotherapy	research:	Do	the	numbers	speak	for	

themselves?	Presented	at	the	8th	Munich-Sydney-Tilburg	(MuST)	Conference	in	

Philosophy	of	Science:	“Objectivity	in	Science”,	Tilburg,	The	Netherlands	
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Data Storage Fact Sheets 
 
Data Storage Fact Sheet 1 
	
%	Name/identifier	study:	Do	the	numbers	speak	for	themselves?	
%	Author:	Truijens	
%	Date:	2017	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens	(2017).	Do	the	numbers	speak	for	themselves?	A	critical	analysis	of	procedural	
objectivity	in	psychotherapeutic	efficacy	research.	Synthese,	194,	4721-4740.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
Single	Case	Study,	SCS,	conducted	by	the	Department	of	Psychoanalysis	and	Clinical	
Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
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Data Storage Fact Sheet 2 
	
%	Name/identifier	study:	When	quantitative	measures	become	qualitative	storybooks	
A	phenomenological	case	analysis	of	validity	and	performativity	of	questionnaire	
administration	in	psychotherapy	research.	
%	Author:	Truijens	
%	Date:	2019	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens,	F.	L.,	Desmet,	M.,	De	Coster,	E.,	Uyttenhove,	H.,	Deeren,	B.,	&	Meganck,	R.	
(2019).	When	quantitative	measures	become	qualitative	story	books.	A	
phenomenological	case	analysis	of	the	validity	and	performativity	of	questionnaire	
administration	in	psychotherapy	research.	Journal	of	Qualitative	Research	for	
Psychology.	https://doi.org/10.1080/14780887.2019.1579287.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
The	Ghent	Psychotherapy	Study,	GPS,	conducted	by	the	Department	of	Psychoanalysis	
and	Clinical	Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	(cf.,	
Meganck	et	al.,	2017,	for	the	methodological	protocol)	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
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Data Storage Fact Sheet 3 
	
%	Name/identifier	study:	What	is	it	like	to	be	a	dependent	variable?	How	randomized	
controlled	(RCT)	psychotherapy	research	threatens	the	validity	of	data.	
%	Author:	Truijens	
%	Date:	2019	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens,	F.	L.,	De	Smet,	M.,	Vandevoorde,	M.,	Desmet,	M.,	&	Meganck,	R.	(2019).	What	is	
it	like	to	be	a	dependent	variable?	How	randomized	controlled	(RCT)	psychotherapy	
research		
threatens	the	validity	of	data.	Manuscript	forthcoming.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
The	Ghent	Psychotherapy	Study,	GPS,	conducted	by	the	Department	of	Psychoanalysis	
and	Clinical	Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	(cf.,	
Meganck	et	al.,	2017,	for	the	methodological	protocol)	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
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Data Storage Fact Sheet 4 
	
%	Name/identifier	study:	How	questionnaires	shape	complaints.	On	validity	of	data	as	
precondition	for	evidence	in	psychotherapy	research		
%	Author:	Truijens	
%	Date:	2019	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens,	F.	L.,	Van	Nieuwenhove,	K.,	De	Smet,	M.,	Desmet,	M.,	&	Meganck,	R.	(2019).	
How	questionnaires	shape	answers.	On	validity	of	data	as	precondition	for	evidence	in	
psychotherapy	research.	Manuscript	forthcoming.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
Single	Case	Study,	SCS,	conducted	by	the	Department	of	Psychoanalysis	and	Clinical	
Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	
&	
The	Ghent	Psychotherapy	Study,	GPS,	conducted	by	the	Department	of	Psychoanalysis	
and	Clinical	Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	(cf.,	
Meganck	et	al.,	2017,	for	the	methodological	protocol)	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
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Data Storage Fact Sheet 5 
	
%	Name/identifier	study:	Validity	beyond	measurement.	On	epistemic	validity	of	test	
validity	in	psychotherapy	research.	
%	Author:	Truijens	
%	Date:	2019	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens,	F.	L.,	Cornelis,	S.,	Desmet,	M.,	De	Smet,	M.,	&	Meganck,	R.	(2019).	Validity	
beyond	measurement.	On	epistemic	validity	of	test	validity	in	psychotherapy	research.	
Frontiers	in	Psychology.	DOI:	DOI:	10.3389/fpsyg.2019.00532.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
Single	Case	Study,	SCS,	conducted	by	the	Department	of	Psychoanalysis	and	Clinical	
Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
	
	

	

	



Data Storage Fact Sheets 
 

 328 

Data Storage Fact Sheet 6 
	
%	Name/identifier	study:	Validity	of	data	as	precondition	for	evidence.	A	
methodological	analysis	of	what	is	taken	to	count	as	evidence	in	psychotherapy	
research.	
%	Author:	Truijens	
%	Date:	2019	
	
	
1.	Contact	details	
===========================================================	
	
1a.	Main	researcher	
-----------------------------------------------------------	
-	name:	Femke	L.	Truijens	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Femke.Truijens@UGent.be		
	
	
1b.	Responsible	Staff	Member	(ZAP)		
-----------------------------------------------------------	
-	name:	Mattias	Desmet	en	Reitske	Meganck	
-	address:	Henri	Dunantlaan	2,	9000	Gent	
-	e-mail:	Mattias.Desmet@UGent.be;	Reitske.Meganck@UGent.be		
	
If	a	response	is	not	received	when	using	the	above	contact	details,	please	send	an	email	
to	data.pp@ugent.be	or	contact	Data	Management,	Faculty	of	Psychology	and	
Educational	Sciences,	Henri	Dunantlaan	2,	9000	Ghent,	Belgium.	
	
	
2.	Information	about	the	datasets	to	which	this	sheet	applies		
===========================================================	
*	Reference	of	the	publication	in	which	the	datasets	are	reported:	
	
Truijens,	F.	L.,	De	Smet,	M.	M.,	Desmet,	M.,	&	Meganck,	R.	(2019).	Validity	of	data	as	
precondition	for	evidence.	A	methodological	analysis	of	what	is	taken	to	count	as	
evidence	in	psychotherapy	research.	Manuscript	forthcoming.	
	
*	Which	datasets	in	that	publication	does	this	sheet	apply	to?:	
	
The	Ghent	Psychotherapy	Study,	GPS,	conducted	by	the	Department	of	Psychoanalysis	
and	Clinical	Consulting	(PP08),	supervised	by	Mattias	Desmet	en	Reitske	Meganck	(cf.,	
Meganck	et	al.,	2017,	for	the	methodological	protocol)	
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3.	Information	about	the	files	that	have	been	stored	
===========================================================	
	
3a.	Raw	data	
-----------------------------------------------------------	
	
*	Have	the	raw	data	been	stored	by	the	main	researcher?	[	]	YES	/	[x]	NO	
If	NO,	please	justify:	
	
*	On	which	platform	are	the	raw	data	stored?	
		-	[x]	research	group	file	server	
		-	[x]	other	(specify):	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	the	raw	data	(i.e.,	without	intervention	of	another	person)?	
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
		-	[x]	other	(specify):	master	thesis	students,	after	signing	informed	consent	
				
	
3b.	Other	files	
-----------------------------------------------------------	
	
*	Which	other	files	have	been	stored?	
	-	[x]	files(s)	containing	information	about	informed	consent		
	-	[x]	a	file	specifying	legal	and	ethical	provisions		
					
*	On	which	platform	are	these	other	files	stored?		
		-	[x]	research	group	file	server	
		-	[x]	other:	patient-specific	USB-sticks	and	ordners	in	locked	archive	
	
*	Who	has	direct	access	to	these	other	files	(i.e.,	without	intervention	of	another	
person)?		
		-	[x]	main	researcher	
		-	[x]	responsible	ZAP	
		-	[x]	all	members	of	the	research	group	
	
4.	Reproduction		
===========================================================	
*	Have	the	results	been	reproduced	independently?:	[	]	YES	/	[x]	NO	
	
	

	

	

	

	


