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Abstract 
 
Psychotherapy is thought to be most effective when therapists and patients come to 
share common understandings of illness during the treatment process. This is 
perhaps even more so in case of ethnic minority patients whose illness attributions 
may markedly diverge from professional views. However, not much is known 
regarding the impact of psychotherapy on patients’ illness attributions, and it 
remains the question whether patient-therapist discrepancy in illness attributions 
decreases during treatment. This study aimed to examine the effect of 
psychotherapy on illness attributions of ethnic minority patients. In a randomized 
controlled trial patients from Turkish and Moroccan origins (N = 125) were 
randomly assigned to psychotherapy versus waiting-list control condition. Illness 
attributions of patients in both conditions and those of therapists in the 
psychotherapy condition were assessed at baseline and three months later. Results 
indicated that psychotherapy induced change in some, but not all types of 
attributions. Compared to the control group, psychotherapy was associated with a 
greater reduction of religious/mystical and stress related attributions. Furthermore, 
in the psychotherapy condition, patient-therapist discrepancy in illness attributions 
decreased significantly from baseline to post-assessment, especially with regard to 
environmental, religious/mystical and stress related attributions. In conclusion, 
psychotherapy has an effect on illness attributions of ethnic minority patients, 
although the mechanism for this effect is unclear. Implications of the findings for 
research and practice are discussed.  
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Introduction 
 
Patients are constantly exposed to professional understandings of illness both 
indirectly through different media, and directly through contact with health 
professionals (Weiss, 1997). The interaction between lay and professional views 
on illness has been considered a core component of health care (Kleinman, 1980). 
However, the outcome and importance of this interaction is still poorly understood 
in the context of psychotherapy. This applies particularly to psychotherapy among 
ethnic minority patients, whose views on mental illness may diverge more 
significantly from their therapists’, compared to western patients.  

The Explanatory Model Framework (EMF) provides a useful theoretical 
tool to study the mutual transmission of illness beliefs between patients and their 
therapists. Kleinman (1980) defines explanatory models as culturally shaped, 
interpretive notions about an episode of illness that are held by individual patients 
and their practitioners. These models seek to answer questions regarding etiology, 
course, severity, and appropriate treatment of symptoms. Among the different 
components of explanatory models, views on illness causation (i.e., illness 
attributions) are perhaps the most clinically relevant, affecting both the treatment 
process (Foulks, Persons, & Merkel, 1986) and outcome (Chalder, Godfrey, 
Ridsdale, King, & Wessely, 2003). In all psychotherapies, professional illness 
attributions are transmitted to patients, explicitly through psycho-education, and/or 
implicitly through provision of therapeutic strategies, which are based on specific 
professional attributions. The EMF proposes that patients may subsequently reject, 
assimilate, or integrate the professional attributions in their existing views, or even 
develop new beliefs as a result. The clinical communication is effective to the 
extent it can cause patients’ initial attributions to resemble those of their therapists 
during the treatment (Kleinman, 1980). A number of studies seem to support this 
assertion. For instance, both psycho-educational interventions (Avia et al., 1996) 
and cognitive behavioral therapy (CBT) (Sharpe et al., 1996) have been shown to 
reduce patients’ physical attributions in somatoform disorders in comparison with 
a no-treatment control group. With regard to ethnic minorities, qualitative studies 
seem to confirm that at least some patients engage in a re-evaluation of their 
original attributions in order to include (integrate) the beliefs of their therapists 
(Bäärnhielm, 2004; Bäärnhielm & Ekblad, 2000). However, a randomized 
controlled trial failed to find an effect of a psycho-educational intervention on 
attributions of depression among South Asian patients in the UK (Jacob, Bhugra, 
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& Mann, 2002). All in all, the evidence for treatment-induced changes in illness 
attributions among minority patients seems equivocal. Furthermore, the hypothesis 
that therapist and patient attributions become more similar in the course of 
treatment has not been rigorously examined, as none of the previous studies have 
assessed therapist attributions directly.  

In the present study, Turkish and Moroccan minority patients were 
randomly assigned to psychotherapy or no-treatment control group. It was 
hypothesized that treatment results in a greater change in illness attributions of 
patients, compared to the control group, and that patient-therapist discrepancy in 
attributions will decrease in the course of treatment. 
 
Method 
 
Design 
The study incorporated an experimental design with pre- and post-assessments at 
baseline and three months later. A period of three months was thought to be a 
crucial phase, during which patients are sufficiently exposed to the professional 
attributions of their illness. Participants were randomly assigned to one of two 
conditions: (1) psychotherapy condition, in which participants received CBT, 
interpersonal psychotherapy, supportive counseling, or eclectic psychotherapy and 
(2) waiting-list control condition, in which no psychotherapy was provided. As 
adequate testing of the second hypothesis required more participants in the 
psychotherapy condition, a randomization ratio of 2:1 was applied.  
 
Participants 
Participants were recruited among patients who were (self)referred to two mental 
health outpatient facilities in Amsterdam and Rotterdam. Patients were included, if 
they were 18 years or older, had at least one of their parents born in Turkey or 
Morocco, and had a DSM-IV-TR diagnosis of mood or anxiety disorders at intake. 
Exclusion criteria were having a current psychotic disorder, or any severe 
cognitive disability, which would affect the quality of assessments. Proficiency in 
the Dutch language was not an inclusion criterion. 
 
Instruments 
Illness attributions of patients and therapists were assessed, using the Explanatory 
Models Interview Catalogue (EMIC) (Weiss, 1997). This instrument consists of a 
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collection of locally adapted semi-structured interviews for eliciting illness beliefs 
among specific cultural groups. The version, utilized in the present study, was 
based on a previously developed Turkish and Moroccan version (Ghane, Kolk, & 
Emmelkamp, 2010). The interview consists of an open query into perceived causes 
of patient’s condition, and a checklist of 41 causal factors that were divided into 11 
different categories/types of causes: ingestion of food or substances, medical, 
interpersonal, stress, loss and grief, migration, victimization (e.g., physical or 
sexual abuse), supernatural (e.g., witchcraft, djinn), religious and mystical (e.g., 
divine punishment, fate), psychological (e.g., personality characteristics), and 
finally environmental causes (e.g., infection, pollution). The final section of the 
interview inquires about the most important cause, and the first cause that patients 
considered when they became aware of their problems. Each item was assigned a 
weighted numerical value, corresponding to the degree of emphasis a respondent 
placed on that item as a perceived cause of his/her symptoms. Perceived causes, 
which were spontaneously reported in response to the open query, were assigned a 
score of 4. Items that were identified as causal factors after probing (using the 
checklist), received a score of 3 or 2, depending on whether they were emphasized 
or merely mentioned during the interview. An additional score of 5 was assigned to 
the cause, which was perceived as the most important, and an additional score of 1 
to the cause, the respondent considered first after becoming aware of the 
symptoms. Higher item scores reflected greater perceived significance of the item 
as a causal factor. For each category of causes, a score was generated by 
calculating mean values for the individual item scores in that category.  

Symptom severity was measured by the Dutch (De Beurs & Zitman, 2006), 
Turkish and Arabic versions of the Brief Symptom Inventory (BSI) (Derogatis, 
Melisaratos, & By, 1983), which is a reliable and valid, shortened form of the 
revised Symptom Checklist-90 (SCL-90-R) (Derogatis, 1977). For the purpose of 
this study, the BSI was adapted into Turkish and Arabic by selecting relevant items 
of the Turkish (Dag, 1991) and Arabic (Abdallah, 1992) versions of SCL-90 
according to the composition of items in the original BSI. The BSI consists of 53 
items and measures psychopathology along nine different dimensions, i.e., 
somatization, obsessive-compulsion, interpersonal sensitivity, depression, anxiety, 
hostility, phobic anxiety, paranoid ideation, and psychoticism.  Mean scores were 
generated for the entire scale (range 0-4), with higher scores reflecting more severe 
psychopathology.  
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Acculturation was measured, using the Dutch, Turkish and Moroccan 
versions of the Lowlands Acculturation Scale (LAS) (Mooren, Knipscheer, 
Kamperman, Kleber, & Komproe, 2001). This measure was constructed and 
validated, based on research among the Turkish and Moroccan communities in the 
Netherlands. The LAS consists of 27 items that form the following five subscales: 
social integration, traditions, norms and values, skills, and loss. Acceptable levels 
of reliability (Kamperman, Komproe, & De Jong, 2003) and validity (Mooren et 
al., 2001) have been reported for the entire scale. Mean scores were calculated over 
all items (range 0-6), with higher scores representing greater orientation toward the 
culture of origin.  
  Social demographic characteristics were measured using a questionnaire, 
focusing on age, gender, ethnicity, education, and migration-related factors, such 
as age at migration, and the length of residence in the Netherlands. The instrument 
was adapted to Turkish and Arabic, using the translation and back translation 
procedure (Brislin, 1986). 
 
Procedure 
Patients who met the inclusion criteria were approached at intake by (bilingual) 
research assistants. Random assignment followed immediately after patients agreed 
to participate. Those, assigned to the waiting list control group, were assessed 
within one or two weeks following intake, and again after three months, prior to 
the start of their treatment. Patients in the psychotherapy condition were assessed 
within one week before their first treatment session (typically 3 to 4 months post 
randomization), and again after three months of psychotherapy.  
 At time 1, written informed consent was acquired from all patients, and the 
EMIC, the BSI, the LAS, as well as the social demographic questionnaire were 
administered. At time 2, the EMIC was administered again. Patients received 30 
euros financial compensation, if they completed both assessments.  

All interviews were conducted by trained graduate students or, in the case 
where patients were not fluent in Dutch or English, by trained bilingual research 
assistants. Past research has indicated that patients may report different illness 
attributions to ethnically similar and dissimilar interviewers (Ghane et al., 2010). 
To reduce this tendency, the following introduction was verbally presented prior to 
each interview. 
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“People explain their complaints in different ways. These explanations 
may be different from those of doctors or family members. In this study 
we are interested in your explanations of your complaints”. 
 

Interviewers were encouraged to establish a good rapport with patients prior to the 
interview, and to demonstrate a non-judgmental attitude, when inquiring about 
patients’ attributions.  

Therapists of patients in the psychotherapy condition were also assessed 
with the EMIC within one week after the first treatment session, and again after 
three months. The research design and procedure were approved by the ethical 
board of the Department of Psychology. 
 
Data reduction and analyses 
Analyses of potential non-response bias and randomization check were performed 
using Chi-square and T tests for demographic variables and symptom severity, and 
using a MANOVA for baseline illness attributions. To examine whether 
psychotherapy results in a greater change in patients’ illness attributions than no 
treatment, a repeated measure MANOVA was conducted with time (1 and 2) and 
attribution type (11 types of causes) as within-subjects factors, and condition 
(psychotherapy versus waiting-list) as between-subject factor. Interaction effects 
were further analyzed, using post-hoc paired comparisons with Bonferroni 
adjustment.  

To test the hypothesis that therapist-patient attributional discrepancy 
decreases during treatment, first the discrepancy scores between each dyad were 
estimated, by calculating the absolute differences between therapists’ and patients’ 
average scores for each type of causes (Kleinman, 1980). The discrepancy score on 
a given category of causes represented the extent of disagreement between patient 
and therapist on that type of attributions. Finally, a repeated measure MANOVA 
was performed, with time (1 and 2) and discrepancy scores (11 types of causes) as 
within-subjects factors. The interaction between these factors was analyzed, using 
post-hoc paired comparisons with Bonferroni adjustment.  

In both repeated measures analyses, the assumption of sphericity was 
violated. Hence, the Huynh-Feldt correction to the degrees of freedom was 
employed. Effect sizes (partial eta squared) were calculated for each analysis.  
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Figure 1. Study profile and attrition rates 
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n = 85 

 

Eligible for inclusion 
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Could not be contacted (n = 4) 
Withdrawn (n = 9) 
Declined treatment (n = 16) 
 

Approached 
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Randomized 
n = 159 

 

Waiting-list 
n = 44 

 

Treatment 
n = 115 

 

Could not be contacted (n = 2) 
Withdrawn (n = 1) 
Referred to another center (n = 2) 
 

Completed T1 
n = 86 

 

Completed T1 
n = 39 

 

Completed T2 
n = 34 

 

Completed T2 
n = 66 

 

 
Could not be contacted (n = 3) 
Withdrawn (n = 2) 
 

Could not be contacted (n = 8) 
Withdrawn (n = 6) 
Treatment drop-out (n = 5) 
Early recovery (n = 1) 
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Results 
 
Participants 
Figure 1 illustrates a flow diagram for patients in the trial. Of 244 patients who 
were approached for participation, 85 (34.84%) declined. Reasons, provided for 
refusal, were fatigue or severity of symptoms (37.65%), and no time and 
opportunity (49.42%). In 11 (12.94%) cases, the reason for refusal was not 
recorded. No differences were found between participants and refusers in age, sex, 
ethnicity and diagnosis. Of 159 initial participants, 34 (21.38%) did not complete 
the baseline measures. These patients did not differ significantly from completers 
in age, sex, ethnicity and diagnosis.  
 Baseline sample characteristics are presented in table 1. A total of 25 
patients were lost between time 1 and 2. Compared to this group, completers had a 
younger age at migration (∆M= 4.19, t (103) = 2.22, p = .03), and a higher number 
of years of education (∆M = 2.60, t (123) = -2.19, p = .03). No significant 
differences were found on any other baseline measure. Conditions were 
comparable on all demographic variables and baseline illness attributions in both 
the baseline (N = 125) and the final (N = 100) samples. The final sample consisted 
largely of (foreign born) immigrant patients; only 15% was born in the 
Netherlands. 
 Treatments were provided by 23 therapists, of whom 15 (65.2%) were 
female, with a mean age of 39.42 years (SD = 13.73). Further, the therapists 
consisted of 12 (52.20%) psychologists, 5 (21.70%) psychiatric nurses, 4 (17.40%) 
licensed psychotherapists, and 2 (8.70%) health care psychologist, with on average 
13.39 years of experience in mental health care (SD = 13.04). 
 
Effect of psychotherapy on illness attributions 
Table 2 presents the EMIC data at time 1 and 2 for the final sample. The analysis 
revealed a main effect of time (F [1, 98] = 8.88, p = .004, ηp

2 = .08), indicating that 
patients’ attributions changed significantly between time 1 and 2, regardless of 
condition and attribution type. Further, a main effect of attribution type was found 
(F [6.76, 662.93)]= 51.21, p < .001, ηp

2 = .34), which indicated that, regardless of 
time and condition, participants scored differently on different categories of 
attributions. Also, the analysis revealed an interaction effect between condition and 
attribution type (F [6.76, 662.93] = 2.21, p = .03, ηp

2 = .02), suggesting that, 
regardless  of  time,  conditions  differed  significantly in EMIC scores on different  
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Table 1. Sample characteristics at baseline by waiting-list and treatment conditions (N = 125) 
    Condition  
  Waiting-list 

 (n = 39) 
 Psychotherapy 

 (n = 86) 
  n %  n % 
       
Gender       
 Men  18 46.20  26 30.20 
        
 Women  21 53.80  60 69.80 
        
Ethnicity        
 Turkish  25 64.10  51 59.30 
        
 Moroccan  14 35.90  35 40.70 
        
Marital status        
 Single  9 23.10  17 19.80 
        
 Married  19 48.70  41 47.70 
        
 Divorced  11 28.20  24 27.90 
        
 Widow/widower  0 0  4 4.7 
        
Country of birth        
 Turkey/Morocco  34 87.20  74 86.00 
        
 Netherlands  5 12.80  12 14.00 
       
  M SD  M SD 
       
Age  38.64 9.51  41.50 11.54 
       
Age at migration  18.79 6.49  21.62 8.71 
       
Years in the Netherlands  21.28 10.07  22.41 8.81 
       
Years of education  10.67 4.61  9.00 5.65 
       
Psychopathology (BSI)  2.14 .80  1.90 .77 
       
Acculturation (LAS)  3.55 .69  3.67 .74 
       

 
 
 
categories of causes. Contrary to the hypothesis, no interaction was found between 
time and condition, F (1, 98) = .02, p = .89, ηp

2 < .001. This finding indicates that, 
regardless  of  attribution  type,  illness  attributions  in  the treatment group did not  
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Table 2. Illness attributions by category and condition (N = 100) 
  Condition 
  Waiting list 

(n =34) 
 Psychotherapy 

(n = 66) 
  Time 1  Time 2  Time 1  Time 2 

  M SD  M SD  M SD  M SD 
Patient 
attribution 

            

             
 Ingestion .27 .46  .17 .23  .31 .53  .17 .31 
             
 Medical 1.12 .82  .93 .90  .72 .69  .66 .71 
             
 Interpersonal 2.10 1.80  2.12 1.72  2.60 1.48  2.90 1.66 
             
 Stress 1.60 1.07  1.92 1.22  1.53 1.23  1.29 1.07 
             
 Migration 1.17 1.26  .85 1.10  1.17 1.42  1.01 1.20 
             
 Loss 1.38 1.35  1.07 1.21  1.65 1.59  1.60 1.52 
             
 Victimization .38 .93  .29 .76  .46 .76  .35 .69 
             
 Magical .90 1.00  .67 .96  .77 .94  .76 1.06 
             
 Religious/Myst. 1.55 .88  1.62 1.11  1.61 1.04  1.39 .91 
             
 Psychological 2.05 1.04  1.84 1.06  2.31 .93  2.13 1.04 
             
 Environmental .59 .72  .43 .63  .68 .76  .48 .69 
             
Therapist- 
patient 
discrepancy  

            

             
 Ingestion - -  - -  .27 .41  .17 .30 
             
 Medical - -  - -  .54 .54  .49 .55 
             
 Interpersonal - -  - -  1.10 1.00  1.30 1.13 
             
 Stress - -  - -  1.12 .94  .84 .84 
             
 Migration - -  - -  1.16 1.13  .90 .98 
             
 Loss - -  - -  1.22 1.20  1.14 1.29 
             
 Victimization - -  - -  .39 .57  .35 .77 
             
 Magical - -  - -  .77 .94  .75 1.00 
             
 Religious/Myst. - -  - -  1.48 1.02  1.23 .88 
             
 Psychological - -  - -  .83 .91  .95 .84 
             
 Environmental - -  - -  .64 .76  .43 .66 
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change significantly more that those in the waiting-list. However, the analysis 
revealed a three-way interaction between time, condition, and attribution type, F 
(7.59, 743.94) = 2.10, p = .04, ηp

2 = .02. Post-hoc paired comparisons indicated 
that, whereas the religious/mystical attributions (e.g., devine punishment, fate) did 
not change significantly in the waiting-list group, the psychotherapy group showed 
a significant decrease in these attributions, F (1, 98) = 4.58, p = .03, ηp

2 = .04. 
Moreover, further comparisons revealed that, while groups did not differ 
significantly in baseline stress related attributions (e.g., overburden, financial 
problems), compared to the waiting-list, patients in the psychotherapy group 
scored significantly lower on stress related causes at time 2, F (1, 98) = 7.07, p = 
.009, ηp

2 = .07.  
 
Change in therapist-patient discrepancy during treatment 
As expected, the analysis found a main effect of time on therapist-patient 
discrepancy scores of illness attributions, F (1, 65) = 4.61, p = .04, ηp

2 = .07. Post-
hoc comparisons of mean scores at time 1 and 2 revealed that therapist-patient 
discrepancy significantly decreased during psychotherapy. Further, a significant 
interaction effect was detected between time and attribution type, F (6.57, 427.12) 
= 2.25, p = .03, ηp

2 = .03. Post-hoc comparisons found a significant decrease in 
discrepancy scores on stress (F [1, 65] = 8.24, p = .006, ηp

2 = .11), 
religious/mystical (F [1, 65] = 5.80, p = .02, ηp

2 = .08), and environmental causes 
(e.g., infection, pollution) (F [1, 65] = 9.11, p = .004, ηp

2 = .12). 
 
Discussion and conclusion 
 
This study aimed to examine the effect of psychotherapy on illness attributions of 
ethnic minority patients. Contrary to the hypothesis, overall, psychotherapy did not 
result in greater change in attributions than no-treatment control. However, as the 
data indicated, psychotherapy was found to be associated with a greater decrease in 
some categories of explanations, namely the religious/mystical and stress related 
attributions. Furthermore, as expected, there was an overall reduction in therapist-
patient belief discrepancy in the course of treatment, especially with regard to 
environmental, religious/mystical and stress related attributions. 
 The findings seem to concur with those of previous quantitative (Avia et 
al., 1996; Sharpe et al., 1996) and qualitative studies (Bäärnhielm, 2004; 
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Bäärnhielm & Ekblad, 2000) among patients with psychosomatic symptoms, 
which pointed to the variability of illness attributions in the context of treatment. 
The present study was not designed to discover specific elements of 
psychotherapy, which have accounted for the observed attributional change. 
Obviously, psycho-education in the initial phase of treatment is the most explicit 
medium through which therapists attempt to alter patients’ understandings of 
illness. However, as Kleinman (1980) has noted, attributions may also change as a 
result of the application of therapeutic techniques, which are based on certain 
treatments rationales. Taking this argument further, one may assume that the 
perceived efficacy of treatment strategies can also result in a re-evaluation of initial 
illness attributions. In this light, there seem to be no straightforward explanation 
for the decrease of religious/mystical and stress related attributions in the present 
study. With regard to the latter category of attributions, two interrelated 
mechanisms may be at play. First, psychotherapy may have resulted in a reduction 
of perceived stressors, which in turn have made stress related attributions less 
likely to be reported at post-assessment. Second, although the stress model offers 
valid illness explanations in many psychotherapy traditions, psychotherapy is 
mainly focused on the individual perception of and reactions to stressors. Thus, in 
the course of psychotherapy, patients may learn to evaluate their own personal 
contributions to their stressful situation, and to hold less externalizing attributions. 
This process may also account for the reduction of religious/mystical attributions. 
Although strongly embedded in cultural beliefs, religious and mystical attributions, 
similar to stress related explanations, often locate the origins of symptoms beyond 
personal power and responsibility. In addition, due to increased perceived control 
over the symptoms, which may accompany psychotherapy (Rychtarik, Prue, Rapp, 
& King, 1992), religious and mystical attributions (e.g., fate) may be regarded as 
less likely alternatives at post-assessment. Finally, religious/mystical attributions 
may represent patients’ attempts to cope with the unpredictable and distressing 
nature of their illness. As symptoms subside in the course of treatment, this type of 
attributions may become a less convenient coping strategy accordingly.      
 Contrary to past research (Sharpe et al., 1996), psychotherapy was not 
associated with a greater reduction of medical attributions. Different study 
populations and treatment strategies may have accounted for this discrepancy. 
Sharpe et al. examined the effect of CBT on illness attributions of patients with 
chronic fatigue syndrome. Thus, medical explanations are likely to have been a 
more explicit target of treatment in their study than ours.  
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Furthermore, the findings are counterintuitive regarding the stability of 
psychological attributions. Given the dominance of psychological explanatory 
models in psychotherapy, one may expect psychological attributions, as well as 
therapist-patient congruence on these attributions to increase during treatment. 
Thus, based on the present findings, one may conclude that the investigated 
treatments have failed to foster a psychological understanding of symptoms among 
our participants. However, given the relative prominence of psychological 
explanations at baseline (table 2), any further enhancement may have been difficult 
to achieve.  
 Finally, it was found that therapist-patient discrepancy in environmental 
explanations declines during treatment. Further inspection of the data revealed that 
this finding could entirely be explained by a reduction of patients’ environmental 
attributions, as therapists endorsed these attributions only on a few occasions. 
However, environmental attributions also decreased in the waiting-list condition 
(table 2; analysis not presented), which suggests that specific, non-treatment-
related factors may cause these attributions to decline over time. Perhaps, the 
temporary nature of environmental causes (e.g., infection, weather) may be one 
such factor, making environmental attributions decrease, as these causal agents 
become less relevant, or perhaps even disappear in the course of time.  
 A number of limitations apply to the present study. First, the low response 
rate, combined with the relative high rate of attrition may have jeopardized the 
external validity of the results. Problematic recruitment of respondents from 
Turkish and Moroccan descents has been well documented (Dotinga, van den 
Eijnden, Bosveld, & Garretsen, 2004; Feskens, 2009; Kemper, 1998). Lack of trust 
and a non-cooperative attitude, alongside health related obstacles (e.g., fatigue, 
depressed mood) remained a threat to the integrity of the sample, even after 
provision of financial compensation, adequate information and alternative options 
(e.g., home interviews). On the other hand, the naturalistic nature of this field study 
and the application of minimal exclusion criteria support the external validity of 
the findings. Second, the study did not incorporate parallel assessments in the two 
conditions. In fact, patients in the psychotherapy condition were assessed after a 
few months of waiting, whereas control patients were immediately assessed 
following randomization. Although groups did not differ in any of the measured 
variables, there may have been differences in some unknown time-dependent 
factors. However, conducting parallel assessments would require the treatment of 
patients in the psychotherapy group to start earlier than organizationally feasible.     
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 In conclusion, the findings indicate that psychotherapy affects some but 
not all categories of illness attributions, and that therapist-patient attributional 
discrepancy decreases during treatment. Future endeavors should identify specific 
categories of attributions, on which therapist-patient discrepancy is most strongly 
associated with clinical outcome. Modified psycho-educational interventions needs 
then to be developed to reduce discrepancy in those specific attributions.  
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