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Abstract
Introduction: Treatment non-response occurs regularly, but
psychotherapy is seldom examined for such patients. Existing
studies targeted single diagnoses, were relatively small, and
paid little attention to treatment under real-world conditions.
Objective: The Choose Change trial tested whether psycho-
therapy was effective in treating chronic patients with treat-
ment non-response in a transdiagnostic sample of common
mental disorders across two variants of treatment delivery
(inpatient and outpatient). Methods: The controlled non-
randomized effectiveness trial was conducted between May
2016 and May 2021. The study took place in two psychiatric
clinics with N = 200 patients (n = 108 inpatients and n = 92
outpatients). Treatment variants were integrated inpatient care
versus outpatient care based on acceptance and commitment
therapy (ACT) for approximately 12 weeks. Therapists delivered
individualized and non-manualized ACT. Main outcome

measures were symptoms (Brief Symptom Checklist [BSCL]);
well-being (Mental Health Continuum-Short Form [MHC-SF]),
and functioning (WHO Disability Assessment Schedule [WHO-
DAS]). Results: Both inpatients and outpatients showed de-
creases in symptomatology (i.e., BSCL: d = 0.68) and increases
in well-being and functioning (MHC-SF: d = 0.60 and WHO-
DAS: d = 0.70), with more improvement in the inpatients
during treatment. Both groups maintained gains 1 year fol-
lowing treatment, and the groups did not significantly differ
from each other at this timepoint. Psychological flexibility
moderated impact of stress on outcomes. Conclusions: Psy-
chotherapy as practiced under routine conditions is effective
for a sample of patients with commonmental disorders, a long
history of treatment experience and burden of disease, in both
inpatient and outpatient settings. Trial registration: This study
was registered in the ISRCTN registry onMay 20, 2016, with the
registration number ISRCTN11209732.
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Introduction

Empirical evidence shows that comorbidity is the rule
and not the exception, particularly in common mental
disorders such as depressive and anxiety disorders [1, 2].
Another clinical challenge that occurs across all diagnoses
is a chronic course of mental disorders due to treatment
non-response, partial response, or persistence of symp-
toms. It has been estimated that a third to a half of all
psychiatric patients do not respond to their first line
therapy – for both pharmacotherapy and psychotherapy
[3]. Furthermore, individuals with a long treatment
history present for treatment with preconceived ideas
about what therapy is, and what is or is not possible.
Given the size of these problems, empirically based
therapeutic options for treatment non-responders are
needed. Toward this goal, it may be particularly helpful to
use intervention approaches that target salient factors
that contribute to the development and crucially the
maintenance of psychopathology across numerous dis-
orders (i.e., transdiagnostic targets and transdiagnostic
samples) [4].

An overwhelming majority of studies targeting treat-
ment non-response to date have been pharmacological in
nature, with only a few quality psychotherapy trials [5–7].
The lack of psychological options is further problematic
in that pharmacological approaches can result in iatro-
genic effects [4]. Extant studies of psychotherapy for
treatment non-response have found preliminary evidence
that interventions containing components of mindful-
ness, values, and those that help patients relate differently
to their symptoms may be especially helpful [5, 8, 9].
Although promising, these studies are limited by the fact
that they examined single diagnoses [5]. As such, these
studies do not readily translate to real-world conditions in
which therapists treat a clinically heterogeneous patient
population. Furthermore, the most stringent definitions
of treatment non-response require documentation of the
previous treatment(s)’ adequacy and the patient’s re-
mission status [10]. Such information is often unknown
in common clinical practice due to lack of records and
patients’ difficulty in recalling such information [11].
Therefore, viable treatment options are needed for
chronic patients with years of suffering and significant
therapy experience, even when extensive details about
previous therapies are not available.

Acceptance and commitment therapy (ACT) is a
transdiagnostic psychotherapy with the potential for
successfully addressing treatment non-response given
its focus on flexibly relating to symptoms and thus
extracting their distressing and encumbering

properties. ACT aims at promoting psychological
flexibility by helping patients learn to stop fighting
against their symptoms and stress (acceptance); relate
to their evaluative thoughts with distance (cognitive
defusion); increase awareness of the present moment
(mindfulness); and both clarify and engage in the
things in their lives that they deeply care about (values
and committed action) [12]. So doing, ACT helps
reframe symptoms, emotions, and associated stress
such that they are no longer barriers to living. Stress
– both symptom-related and daily stress – is a common
risk factor for developing mental health problems and
can be particularly detrimental for those suffering from
mental health difficulties [13]. High levels of psycho-
logical flexibility may offset the detrimental effects of
stress on symptoms and well-being. ACT’s goals are
consistent with modern concepts of well-being, which
show that well-being and symptoms are not simply
opposites but are rather partially independent [14, 15].

When researching treatment options for treatment
non-response, it is critical to examine patients and
therapies under real-world conditions in which most
future patients will be treated. Such effectiveness trials
maximize the generalizability of findings by using several
key design characteristics: broad inclusion criteria
(i.e., numerous diagnoses vs. only one; wide range of
severity levels), minimal exclusion criteria, and ensuring
that the pathway into a study mimics the way patients
usually present for treatment (i.e., minimal screening).
Likewise, treatment decisions of clinicians should be
examined under realistic conditions (i.e., flexible appli-
cation of treatment principles rather than following a
manual rigidly). This increases the likelihood that the
knowledge gained from the research will be implemented
in routine care once the research ends [16, 17].

Furthermore, comparison conditions should ideally
inform about treatment variations ultimately available to
clinicians. For example, inpatient treatment settings
consist of intense treatment from a multidisciplinary
team, characterized by a high level of continuity of care
across treatment providers (i.e., coordination between
therapists, nurses, supporting staff, etc.). In contrast,
outpatient treatment is provided by a single therapist,
usually less frequently, and communication with other
providers is either non-existent or infrequent. Such
targets of research inform about the importance of
treatment relevant factors such as intensity, continuity of
care, and multidisciplinary teams instead of studies that
compare two different treatment approaches (e.g., psy-
chodynamic vs. behavioral treatment) offer limited in-
formation on how to provide treatment.
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Given that large effectiveness studies on the routine
care for transdiagnostic samples do not exist to our
knowledge, the aim of this study was to examine whether
ACT is an effective treatment for non-responders with
common mental disorders under real-world conditions,
with respect to symptoms (decrease), functioning (in-
crease), and well-being (increase) (hypothesis 1). Toward
this end, the impact of treatment intensity and continuity
of care was examined by comparing whether outpatients
and inpatients obtained differential outcomes over the
course of therapy (hypothesis 2). Finally, we investigated
the role of the hypothesized treatment process inherent to
ACT (i.e., psychological flexibility) by examining whether
psychological flexibility moderated the relationship be-
tween patients’ stress level and outcomes (hypothesis 3).

Materials and Methods

Trial Design
This study was a controlled, nonrandomized effectiveness trial.

Patients were assigned to treatment setting (inpatient vs. outpa-
tient) based on ongoing referral and intake procedures (i.e., were
not randomized in order to maximize real-world conditions).
Extensive additional details about the methods can be found in the
online supplementary material (for all online suppl. material, see
www.karger.com/doi/10.1159/000529411) and study protocol
[18]. The reporting of the trial follows the TREND guidelines [19].

Participants
Participants were recruited from a regional psychiatric clinic.

Inclusion criteria were kept to a minimum: (a) ≥ 18 years of age,
(b) sufficient local language skills, and (c) ability to attend sessions.
Exclusion criteria were (a) acute suicidal intent, (b) acute substance
dependency, (c) active mania, (d) previous experience with ACT,
and (e) inability to read. Otherwise, all diagnoses and combina-
tions thereof were eligible. Additionally, the patients’ history of
mental disorders (i.e., years since onset) and previous treatment
experience were assessed to determine their history struggling with
and attempts to resolve their mental disorder(s). Non-response
was defined as having received any previous full course of a mental
health service (i.e., psychotherapy, psychopharmacological treat-
ment) prior to participating in this study.

Procedure
After obtaining informed consent, eligible participants were

enrolled into the trial and completed the Structured Clinical In-
terview for DSM-IV Axis I Disorders (SCID) [20]. Patients
completed diagnosis-specific and transdiagnostic questionnaires
electronically at baseline (BL), post-treatment (post), and 12-
month follow-up (FU-12).

Intervention
The intervention was based on principles of ACT and was

delivered in a treatment phase of approximately 12 weeks. Therapy
content included strategies that focus on (a) observing and ex-
periencing thoughts and feelings in a non-judgmental, mindful

manner; (b) distancing oneself from self-evaluative thoughts; (c)
learning that efforts to control undesired thoughts are associated
with behavioral difficulties; (d) formulating values and committing
to behaviors and personal goals based on these values.

Inpatients had two individual therapy sessions per week plus
daily group sessions, supportive nurse care, all of which were
presented consistent with ACT and provided by a multidisci-
plinary team consisting of psychotherapists and nursing staff.
Outpatients had either two individual or one extended ACT
session per week provided by a staff psychotherapist.

The intervention did not follow a treatment manual to allow for
tailoring the therapy course to the patients’ individual needs and
thereby enhancing ecological validity. When participants entered
the clinic, medication was optimized by an attending physician in
consideration of patient preference. Whenever possible, medica-
tion was held constant throughout the treatment.

Therapy Integrity
All treatment sessions were audio-recorded unless patients

refused for a specific session.

Outcomes
This study registered three primary outcomes targeting

symptoms, functioning, and well-being. These were assessed via
the following questionnaires: The Brief Symptom Checklist
(BSCL) [21]; the World Health Organization Disability Assess-
ment Schedule-2 (WHO-DAS 2) [22] was used to measure dys-
function; and the Mental Health Continuum-Short Form (MHC-
SF) [14] was used to measure well-being. Secondary outcomes
were psychological flexibility, measured with Psy-Flex [23], and
stress, measured with the Perceived Stress Scale (PSS) [24].

Sample Size
Power analyses were done with alpha = 0.05, power = 0.8, two-

sided test, for within- and between-group hypotheses. Based on
previous work [25], a small to medium effect was assumed. Re-
quired sample sizes were 150 patients (75 per group) for between-
group hypotheses. Assuming ca. 10% dropout during treatment, at
least 85 patients per treatment modality were needed. Assuming
additional dropouts during the follow-up assessments (an addi-
tional ca. 10%), we recruited additional patients.

Blinding
Therapists, assessors, and patients were blinded to the

hypotheses.

Statistical Methods
We used linear mixed models [26] to test our hypotheses. We

tested whether mean outcome values were improved at post
relative to BL and whether additional changes were observed
between post and FU-12. Effect sizes were calculated according to
Feingold [27]. For hypothesis 2, the model additionally included
the factor treatment intensity (inpatient vs. outpatient) plus the
interaction “treatment intensity x time.” Finally, for hypothesis 3,
we ran a model with stress as time-varying predictor and Psy-Flex
as time-invariant predictor. Stress was group-mean centered to
avoid conflation between within- and between-subject associations
[28]. This model contained a random intercept and a random
slope coefficient for the PSS.
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Table 1. Sociodemographic and clinical characteristics of patients at baseline

Inpatients Outpatients Total p value

n % n % n %

Sociodemographc characteristics
Number of patients 108 54.0 92 46.0 200 100
Sex

Male 58 53.7 40 43.5 98 49.0 0.019
Female 50 46.3 52 56.5 102 51.0

Age, mean (SD) 34.69 (10.41) 35.65 (12.6) 35.13 (11.45)
Marital status

Single 59 54.6 28 30.4 87 43.5 0.078
Married 20 18.5 21 22.8 41 20.5
Steady relationship 24 22.2 9 9.8 33 16.5
Divorced 4 3.7 2 2.2 6 3.0
Not specified 1 0.9 32 34.8 33 16.5

Living arrangement
Single household 42 38.9 18 19.6 58 29.0 0.026
Parental home 22 20.4 12 13.0 33 16.5
Col-habitation (spouse, partner, roommate) 43 21.5 37 40.2 76 38.0
Missing 1 0.9 25 27.2 33 16.5

Education level
Without degree 5 4.6 1 1.1 6 3.0 0.095
Graduation 17 15.7 2 2.2 19 9.5
Secondary school 16 14.8 16 17.4 32 16.0
Vocational education 38 35.2 24 26.1 62 31.0
Polytechnic degree 6 5.6 8 8.7 14 7.0
University degree 26 24.1 11 12.0 37 18.5
Missing 0 0.0 30 32.6 30 15.0

Employment
Employed (full-time, part-time) 63 22.0 43 46.7 106 53.0 0.370
Unemployed or non-working 16 14.7 11 18.8 27 16.2
Unemployment benefits 10 9.2 3 4.7 13 7.5
Disability benefits 18 16.5 5 7.8 23 13.3
Retired 1 0.9 1 1.6 3 1.7
Missing 0 0 29 31.5 29 14.5

Clinical characteristics
Previous treatment

Previous psychotherapy 99 91.7 55 59.8 154 77 <0.001
Previous pharmacology 99 91.7 56 60.9 155 77.5
Both 95 88 41 44.6 136 68
Other services 6 5.6 9 9.8 15 7.5

Latency since start of complaints in years, mean (SD) [range] 13.2 (10.9) [0.4–49.3] 11.9 (13.1) [0.2–51.8] 12.7 (11.7) [0.2–51.8]
Number of treatment courses, mean (SD) [range]

Psychotherapy 2.7 (1.7) [0–8] 1.1 (1.2) [0–6] 1.9 (1.7) [0–8]
Pharmacology 1.8 (1.3) [0–7] 0.9 (1.1) [0–6] 1.4 (1.3) [0–7]
Other services 0.1 (0.2) [0–1] 0.1 (0.5) [0–3] 0.1 (0.4) [0–3]

Duration of previous treatments in years, mean (SD) [range] 4.4 (6.0) [0–31.9] 3.4 (7.3) [0–35.8] 3.9 (6.6) [0–35.8]
Psychotherapy 2.8 (4.3) [0–26.9] 1.1 (2.9) [0–20.4] 2.0 (3.8) [0–26.9]
Pharmacology 1.5 (3.4) [0–19.9] 2.1 (5.9) [0–29.9] 1.8 (4.7) [0–29.9]
Other services 0.1 (0.4) [0–4] 0.2 (1.1) [0–10] 0.1 (0.8) [0–10]

Non-responder status
Non-responder 102 94.4 64 69.6 166 83.0
Unclear adequate treatment 6 5.6 28 30.4 34 17.0

Primary diagnosis
Depressive disorder 43 41.0 14 15.9 57 29.5 0.005
Anxiety disorder 30 28.6 46 52.3 76 39.4
OCD 21 20.0 18 20.5 39 20.2
Adjustment disorder 2 1.9 3 3.4 5 2.6
Somatoform disorder 4 3.8 4 4.5 8 4.1
Substance abuse disorder 1 1.0 1 1.1 2 1.0
Other 4 3.8 2 2.3 6 3.1

Comorbid diagnosis
None 25 23.8 30 41.1 55 30.9 0.004
1 46 43.8 19 26.0 65 36.5
2 23 21.9 13 17.8 36 20.2
3 11 10.5 11 15.1 22 12.4

Note: p values refer to χ2 tests.
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Because patients were not randomized, BL differences between
in- and outpatients were examined and controlled for if deemed
relevant for testing hypothesis 2. We also performed subgroup
analysis on patient’s status on prior treatment variables (previous
psychotherapy, previous pharmacotherapy, and previous unclear
adequate treatment status) and a dropout analysis (for differences
with respect to each of the outcomes at BL).

Response rates for the BSCL were defined as any improvement,
a decrease of at least 50%, and the reliable change index (RCI)
using last observation carried forward (LOCF) and completers.
RCI was calculated using reliability estimate based on alpha co-
efficient of the BSCL at BL. Response rates for the WHO-DAS and
MHC were based on descriptive categories (e.g., languishing,
flourishing, and moderate mental health).

Results

Participants
Patient flow is displayed in online supplementary Figure

S1 (for all online suppl. material, see www.karger.com/doi/
10.1159/000529411). Sociodemographic and clinical char-
acteristics of the sample at BL are presented in Table 1. No
adverse events related to the treatment were observed.

Therapy Integrity
Overall, 91.2% of the sessions were rated as ACT

conform (inpatient: 84.7%; outpatient: 93.0%) with a
mean competency rating of 2.1, SD = 0.9 (good) (inpa-
tient: M = 1.9, SD = 1.1; outpatient: M = 2.2, SD = 0.9).

Outcomes
Hypothesis 1 (Effectiveness of ACT)
Mean values were strongly improved at the end of

treatment compared to BL for each of the three outcomes.
Change scores were −24.66 (SE = 2.28, t460 = −10.84, p <
.001, d = 0.68) for BSCL, −7.63 (SE = 0.68, t453 = −11.27, p <
.001, d = 0.70) for WHO-DAS, and 8.26 (SE = 0.90, t450 =
9.17, p < .001, d = 0.60) for MHC-SF. The FU-12 values
were comparable to those at post for all three outcomes with
change scores from post to FU-12 being −2.29 (SE = 2.83,
t460 = 0.81, p = .698, d = 0.06) for BSCL, −0.62 (SE = 0.88,
t453 = 0.71, p = 0.761, d = 0.06) forWHO-DAS, and 2.10 (SE
= 1.17, t450 = −1.79, p = .171, d = 0.15) for MHC-SF.

Hypothesis 2 (Treatment Intensity Results in
Differential Outcomes)
Treatment success varied between in- and outpa-

tients for all three outcomes as displayed in Figure 1a–c
(interaction “treatment intensity x time”; F2,448 = 3.94,
p = 0.020 for BSCL, F2,440 = 7.09, p < .001 for WHO-
DAS, F2,437 = 4.52, p = 0.011 for MHC-SF). Inpatients
exhibited stronger improvement than outpatients

between BL and post, while the changes from post to
FU-12 differed less between the two groups.

Hypothesis 3 (Psychological Flexibility Moderates the
Relationship between Participants’ Stress
and Outcomes).
We found evidence that psychological flexibility

moderated the association between participants’ stress
and both WHO-DAS and BSCL (Fig. 2a–c; interaction
“PSS x Psy-Flex”; b = −1.23, t215 = −2.54, p = 0.012 for
BSCL, b = −0.31, t228 = −2.32, p = 0.021 for WHO-DAS).
Thus, patients with higher psychological flexibility
showed a less positive association between stress and
BSCL/WHO-DAS than patients with lower psychological
flexibility. In contrast, there was no evidence for such a
pattern for the MHC-SF (interaction “PSS x Psy-Flex”;
b = 0.23, t228 = 1.31, p = 0.192).

Subgroup and Dropout Analysis
Subgroup analyses failed to find differences between

patients with a previous course of psychotherapy versus
those with no psychotherapy; nor were differences
observed for those with previous pharmacotherapy
versus no previous pharmacotherapy. We also checked
whether the temporal course for all three outcomes
differed between patients with minimally adequate
previous treatment and those without previous treat-
ment. We found no difference between these two
groups for the outpatient sample in all three outcomes.
We also found no difference in changes between
dropouts and completers (see online suppl. material for
additional details).

Response Rates
Response rates were calculated first for symptoms

using the BSCL. LOCF analyses showed that 67.5% of
patients showed any improvement, 32% showed at least
50% decrease in symptoms, and 39.5% a statistically
reliable improvement (RCI) at post. Only 16.5% showed
any increase in symptoms, with only 4% showing reliable
deterioration (RCI). For completers, 80.4% showed any
improvement, 36.9% a decrease of at least 50%, 47%
statistically reliable improvement, 19.6% any increase in
symptoms, and 4.8% reliable deterioration.

Discussion

This study investigated the effectiveness of ACT for
mostly non-responding patients in the in- and outpatient

Psychotherapy for Chronic In- and
Outpatients

Psychother Psychosom
DOI: 10.1159/000529411

5

http://www.karger.com/doi/10.1159/000529411
http://www.karger.com/doi/10.1159/000529411
https://doi.org/10.1159/000529411


setting. We found large, significant reductions of
symptoms and large improvements in well-being and
functioning. Importantly, these effects were sustained for
all three outcomes 12 months after treatment in both
settings. Although inpatients started treatment with more
severe symptoms and lower functioning, they reached
and maintained the same levels as outpatients following
treatment. Lastly, our trial supported the hypothesized
role of psychological flexibility in moderating the asso-
ciation between patients’ level of stress and symptom-
atology as well as well-being.

This study provides insights into a scientifically
neglected clinical issue common in most disorders:
whether psychotherapy is an effective and sustainable
treatment option for chronic patients whose previous
treatment failed to alleviate suffering. The positive
finding from this study is important because treating
chronic and non-responding patients with

psychotherapy can help avoid the iatrogenic effects
sometimes encountered when using pharmacology. In
this study, we used ACT, which focuses on the premise
that unhelpful verbal representations are a driving force
of psychological difficulties across all disorders. Being a
transdiagnostic treatment (i.e., targeting mechanisms
that apply across multiple diagnoses), ACT can effec-
tively induce change in patients across many psycho-
pathological problems and with a long history of
suffering. Despite the long history of patients’ problems
and the real-world nature of this effectiveness trial,
response rates based on RCI in this trial (39.5% LOCF/
47% completers) were comparable to previous findings
from efficacy [29] and digital trials [30].

Importantly, this trial investigated psychotherapy
under routine clinical conditions that compares treatment
effects in the in- and outpatient care. These two settings
vary in context, treatment intensity, and continuity of

c

ba

Fig. 1. Changes in symptoms (a), disability (b), and well-being (c) from BL to post and FU-12 for the inpatient and outpatient samples.
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treatment and constitute two major pillars of the mental
health care system. Previous naturalistic studies had small
samples or did not include follow-up data, which limits the
explanatory power of such trials [5]. The relatively large
sample size of our study and multiple assessments up to
12months after treatment completion are thus informative
for frontline clinical practice of commonmental disorders.
In particular, the maintenance of treatment gains over
12 months is encouraging in light of the long burden of
disease these patients previously had.

The focus on functioning and well-being as outcomes
expands a mere syndrome-focus with regard to indi-
vidual suffering. Prescinding from a medical disease
model with disorder-specific manualized treatment

packages, the psychotherapy in this study allows re-
searchers and practitioners to focus on central trans-
diagnostic processes that lead to change in individuals
suffering from mental distress [4, 31]. Our trial supports
the role of psychological flexibility as a process of
treatment change with our results showing that psy-
chological flexibility protects from the negative effects of
stress on functioning and symptoms. Given that stressful
events and the perception thereof cannot be prevented
and are part of human nature [32], it is central to equip
vulnerable individuals with inter- and intrapersonal
skills to navigate the requirements of living in a manner
that promotes well-being and functioning despite stress
or symptoms [15].

ba

c

Fig. 2. Associations between stress and symptoms (a), disability (b), and well-being (c) as differentiated by level of psychological
flexibility. High levels of psychological flexibility refer to the mean plus one standard deviation, moderate values refer to the mean, and
low levels refer to the mean minus one standard deviation.
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This trial has three main limitations: first, we
employed a nonrandomized trial design because it was
not possible in this clinical setting. This curtails our
ability to rule out covariates or spurious variables as
being responsible for the observed outcomes. Second,
we employed a control condition that allowed for
comparison of the same treatment across imple-
mentation variants. The absence of a separate control
group consisting of a different treatment limited our
ability to discuss whether and to what degree other
treatments would obtain similar results. Third, out-
comes were based on self-report questionnaires and are
limited by the biases inherent therein. Other limita-
tions include the possibility that observed changes
might potentially be affected by ceiling/floor effects,
regression toward the mean, and that the outcome
assessments may not have been sensitive enough to
treatment changes – although the significant results
mitigate this concern somewhat [10, 33]. The current
study also has several strengths: a key strength is the
trials’ high external validity, which allows to generalize
our findings to real-world clinical practice with con-
fidence. This is reflected in several aspects of our trial:
first, a heterogeneous clinical population provides a
more accurate depiction of patients presenting for
treatment in everyday clinical practice compared to
highly selected populations fulfilling specific and cir-
cumscribed diagnoses. Second, the evaluated inter-
vention and its delivery reflect real-world clinical
practice. We did not focus on therapists intensely
trained in delivering manualized treatment package.
Third, the inclusion of outcome measures that go
beyond symptom-focus fosters the external validity of
our results. Patients present for treatment with issues
that transcend the mere presence of symptoms. Taking
all these features together allows the conclusion that
psychotherapy performs well when delivered in routine
clinical settings. Lastly, one major strength of our study
is the comparatively low dropout rate of 9.5%. Previous
meta-analytic reviews estimating dropout rates from
RCTs study adult individual psychotherapy of ap-
proximately 20% [34–36]. This indicates that the
transdiagnostic treatment of ACT is an accepted and
feasible treatment approach for non-responders in
routine clinical care.

In conclusion, this transdiagnostic treatment ap-
pears to be a viable psychotherapy option for treating
patients with common mental disorders and a long
treatment history. This clinically important result
is also valuable for researchers, in that future

research should continue to examine which psychological
interventions and processes lead to increased well-being
and reduced suffering in this common clinical group.
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