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Abstract
The COVID-19 pandemic amplified an ongoing mental health crisis in Europe. In response, the Italian Ministry of Health 
introduced the “Psychological Bonus,” a government-funded initiative aimed at improving access to brief psychological 
interventions (BPIs). This longitudinal study examined the effectiveness of these publicly funded BPIs in reducing psy-
chological distress, anxiety, and depression among a large sample of Italian patients, while also exploring the moderating 
roles of therapy continuation, therapist orientation, and treatment setting. A total of 1,541 participants were assessed at 
baseline (T0), post-treatment (T1), and six-month follow-up (T2) using the CORE-10, GAD-7, and PHQ-9. Longitudi-
nal trajectories were analyzed using Linear Mixed Models, controlling for age, sex, and session count. Separate models 
examined the impact of therapy continuation, therapist orientation, and treatment setting (in-person, online, or blended). 
Significant reductions in psychological distress, depression, and anxiety from baseline to post-treatment were maintained 
at follow-up, with effect sizes ranging from medium to large across outcomes and timepoints (d = 0.54–0.80). A small but 
significant attenuation of psychological distress gains was observed between post-treatment and follow-up, while depres-
sion and anxiety scores remained stable. Continuation of therapy after the funded sessions did not significantly moder-
ate symptom trajectories. Likewise, no significant differences in change trajectories emerged across therapist theoretical 
orientations or treatment settings. The findings provide strong support for the effectiveness of the “Psychological Bonus” 
as a publicly funded BPI, helpful in addressing widespread mental health needs across different therapeutic and delivery 
models, representing a promising model for mental health policy.
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depressive disorders, estimates range from approximately 
2.6% in the Czech Republic to over 10% in Iceland (Arias-
de La Torre et al., 2021). For anxiety disorders, reported 
prevalence ranges from 4.9% in Sweden to 8.6% in Portu-
gal (Javaid et al., 2023). In Italy specifically, anxiety and 
mood disorders are among the most common psychiatric 
conditions (De Girolamo et al., 2006), and about one in six 
people experiences a mental health disorder, with anxiety 
disorders being especially common and more prevalent 
among women (OECD & European Observatory on Health 

Introduction

Mental health disorders and psychological distress are major 
public health issues worldwide, substantially contributing to 
global morbidity and the health-care burden (Santomauro et 
al., 2021). Among these, depressive and anxiety symptoms 
are particularly relevant for public mental health systems 
because they are highly prevalent and commonly observed 
in routine care. Cross-national studies have documented 
substantial variability in their prevalence across Europe. For 
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Systems and Policies, 2023). Given that this study is con-
ducted in Italy and that no restrictions were placed on diag-
nosis, depressive and anxiety symptoms receive particular 
attention in the following overview because they represent 
the predominant presentations in this context and are the 
conditions most commonly observed in routine Italian care.

The COVID-19 pandemic further amplified this pre-
existing mental health burden globally, with an estimated 
53.2 million additional cases of major depressive disorder 
(a 27.6% increase over pre-pandemic levels) and 76.2 mil-
lion additional cases of anxiety disorders (a 25.6% increase) 
(Santomauro et al., 2021). In Europe, longitudinal evidence 
suggests that mental distress increased markedly during the 
early stages of the pandemic, and although trends attenu-
ated over time, a subset of individuals continued to report 
elevated symptoms (Ahmed et al., 2023; Robinson et al., 
2022). In Italy, symptoms of depression, anxiety, and fear 
related to COVID-19 remained elevated during and after the 
lockdown period (Di Blasi et al., 2021).

This increase in mental health difficulties placed addi-
tional pressure on health care systems, many of which were 
not adequately equipped to provide timely and effective psy-
chological care. At the same time, the pandemic appeared 
to increase public awareness of the importance of attending 
not only to physical health, but also to psychological well-
being. Across Europe, about 23% of adults reported unmet 
mental health care needs, with higher levels among younger 
individuals and those with lower incomes (OECD, 2023). 
Furthermore, studies documented marked heterogeneity in 
psychological responses to the pandemic, with some indi-
viduals showing more persistent, non-resilient trajectories 
and thus a greater likelihood of requiring psychological sup-
port (Ahrens et al., 2021; Lo Coco et al., 2023; Lu et al., 
2022; Shevlin et al., 2023).

Italy reflects this broader mental health burden, while 
also presenting country-specific service challenges. In 2023, 
854,040 individuals accessed public mental health services 
in Italy (Italian Ministry of Health, 2024). Most requests 
concerned non-acute conditions, particularly neurotic and 
somatoform presentations, that were managed in outpatient 
rather than inpatient settings. The current situation is further 
complicated by limited access to care, including a limited 
number of psychologists in the public sector (approximately 
8.5 per 100,000 inhabitants), and substantial out-of-pocket 
spending for private services, both of which represent sig-
nificant barriers to treatment access (OECD, 2023; OECD 
& European Observatory on Health Systems and Policies, 
2023).

In this landscape of growing needs and limited resources, 
the challenge for health systems is to identify and implement 
intervention models that can help bridge the gap between 
demand for services and the capacity to respond adequately. 

In this direction, it is crucial to adopt accessible and scal-
able approaches that can reduce barriers to care and support 
the delivery of evidence-based psychological interventions. 
Brief psychological interventions (BPIs), typically deliv-
ered over a limited number of sessions (e.g., 2–10), have 
shown efficacy for reducing symptoms of common mental 
disorders, particularly in non-acute and primary care settings 
(Cape et al. 2010; Corpas et al. 2021; Zhang et al. 2019a, b). 
Existing evidence suggests that these interventions may be 
especially effective for anxiety disorders relative to mixed 
presentations (Corpas et al., 2021). In particular, brief CBT 
has shown large effects for anxiety disorders, with out-
comes comparable to those of longer treatments (Cape et al., 
2010). For depressive disorders, the effects of brief inter-
ventions have sometimes appeared more modest in certain 
meta-analytic estimates (Cape et al., 2010); however, more 
recent evidence suggests that the number of sessions may 
not be a reliable predictor of effect size, with brief thera-
pies showing outcomes comparable to longer treatments 
even for depression (Ciharova et al., 2024). More broadly, 
large-scale implementation programmes such as the UK 
Improving Access to Psychological Therapies (IAPT; now 
NHS Talking Therapies) initiative have shown substantial 
pre-post improvements in both depression and anxiety out-
comes, supporting the public health relevance of brief evi-
dence-based interventions (Wakefield et al., 2021). Within 
this programme, Dynamic Interpersonal Therapy (DIT), 
a psychodynamic brief intervention, has also been associ-
ated with significant reductions in depression and anxiety, 
although effects vary across outcome measures (Wright & 
Abrahams, 2015).

During and after the COVID-19 pandemic, interest in 
scalable and accessible delivery formats for psychological 
interventions further increased, including telehealth and 
digital adaptations of brief interventions (Pierce et al., 2021; 
Van Daele et al., 2022). Evidence from videoconference-
delivered psychotherapy suggests that remote therapist-
delivered treatment can yield outcomes broadly comparable 
to in-person care for common mental health problems, par-
ticularly when anxiety and depression are targeted (Berry-
hill et al. 2019a, b; Fernandez et al., 2021; Matsumoto et 
al., 2021). Together, these findings support the relevance 
of evaluating whether publicly funded BPIs can produce 
clinically meaningful symptom improvement when imple-
mented in routine care at scale.

In line with these international developments, in 2022 the 
Italian government introduced the “Psychological Bonus” 
(PB), a publicly funded financial grant designed to support 
access to psychotherapy delivered by private licensed psy-
chotherapists. In its first year, the contribution covered up 
to 50 euros per session, with the maximum amount varying 
by household economic status (ISEE): 600 euros for ISEE 
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below 15,000 euros, 400 euros for ISEE between 15,000 
and 30,000 euros, and 200 euros for ISEE above 30,000 and 
up to 50,000 euros. This corresponded approximately to 4 
to 12 funded sessions, depending on the assigned amount. 
Access to the benefit was reserved for applicants resident 
in Italy with an ISEE not exceeding 50,000 euros. Because 
demand exceeded available resources, beneficiaries were 
selected through regional/provincial rankings based primar-
ily on ISEE and, in cases of equal ISEE, on order of appli-
cation. Public uptake was remarkable: 395,604 applications 
were submitted for 41,657 funded places, further high-
lighting the substantial unmet need for psychological care 
in Italy. To systematically and longitudinally evaluate the 
effectiveness of these interventions, the PsyCARE project 
was subsequently developed (Benzi et al., 2023).

Previous cross-sectional work from the project described 
the baseline sociodemographic and clinical characteristics 
of the PB cohort, showing that the policy reached a popula-
tion with substantial clinical needs and socioeconomic dis-
advantage (Benzi et al., 2025). Building on these findings, 
the present study examines programme effectiveness over 
time by evaluating the longitudinal impact of these state-
funded brief interventions on patient-reported symptoms.

Beyond evidence from controlled efficacy trials, natu-
ralistic studies are essential for evaluating how psycho-
logical interventions perform in routine care settings, where 
patients, providers, and treatment pathways are typically 
more heterogeneous than in experimental research. These 
designs can provide greater insight into real-world imple-
mentation, sustainability, and accessibility, and are therefore 
especially relevant for informing public mental health poli-
cies. In this sense, effectiveness research complements effi-
cacy research by clarifying whether interventions that work 
under controlled conditions also retain their value when 
delivered in ordinary clinical practice at scale (McGinty 
et al., 2024). This perspective is particularly important for 
evaluating publicly funded programmes such as the Psycho-
logical Bonus, which were implemented to address unmet 
mental health needs in a real-world context.

The Current Study

This study aimed to evaluate the effectiveness of Psycho-
logical Bonus-funded interventions in reducing psycho-
logical symptoms over time. Specifically, we examined 
longitudinal changes in psychological distress, anxiety, 
and depressive symptoms across three time points: base-
line (T0), post-treatment (T1), and 6-month follow-up 
(T2). We also examined whether continuation of therapy 
beyond the funded sessions moderated symptom trajec-
tories, given that continuation may reflect differences in 
treatment need, clinical complexity, or the extent to which 

brief treatment is sufficient for symptom stabilization over 
time (Wampold, 2015). Exploratory analyses further tested 
whether therapists’ theoretical orientation (psychodynamic, 
cognitive-behavioural, systemic-relational, or integrative) 
and treatment setting (in-person, online, or blended) mod-
erated outcomes, given that these factors may shape how 
brief interventions are implemented in routine care and the 
kinds of patients who engage with them. We hypothesized 
that participants would show significant symptom reduction 
from baseline to post-treatment and that these gains would 
be maintained at follow-up, regardless of therapists’ theo-
retical orientation or treatment setting.

Materials and Methods

Design and Procedures

This study draws on longitudinal data collected as part of the 
PsyCARE project (Benzi et al., 2023). The study adopted a 
naturalistic longitudinal design with three repeated assess-
ments: pre-treatment (T0), post-treatment (T1), and 6-month 
follow-up (T2). Data were collected from patients receiving 
psychological support through the “Psychological Bonus” 
policy and their therapists; the present article focuses 
exclusively on patient-level data. Therapists were recruited 
through national calls disseminated via newsletters and web 
communications managed by the National Board of Ital-
ian Psychologists. Patients were subsequently recruited by 
their therapists, who informed them about the study and 
facilitated participation. All participants provided written 
informed consent prior to data collection. Data collection 
took place between January 2023 and December 2024. At 
each time point, participants completed three validated self-
report measures assessing psychological distress, anxiety 
symptoms, and depressive symptoms. All instruments were 
administered online through the digital platform used in 
the PsyCARE study and were presented at consistent time 
intervals across participants. The study was conducted in 
accordance with the ethical standards of the American Psy-
chological Association and the Declaration of Helsinki (7th 
revision, 2013). Ethical approval for all study materials and 
procedures was obtained from the Ethics Committee of the 
University of Milano-Bicocca.

Intervention Characteristics

The intervention examined in the present study corresponded 
to the PB-funded psychotherapy phase, which in the 2022 
scheme covered approximately 4 to 12 sessions. In the pres-
ent sample, available therapist-reported treatment data indi-
cated that the funded phase typically extended close to the 
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upper bound of this range (mean session count at T1 = 11.6, 
SD = 1.20; median = 12). In the present study, T1 corre-
sponded to the end of the PB-funded intervention phase. 
Some participants subsequently continued psychotherapy 
with the same clinician beyond the funded sessions. Thera-
pists provided information on treatment characteristics, 
including their primary theoretical orientation and treatment 
setting. Theoretical orientation was based on therapists’ self-
reported primary clinical framework and was classified as 
psychodynamic, cognitive-behavioural, systemic-relational, 
or integrative. Treatment setting was recorded as in-person, 
online, or blended. “Online” referred to therapist-delivered 
synchronous video sessions conducted via digital communi-
cation platforms (e.g., Zoom, Microsoft Teams); chat-based 
or asynchronous formats were not included.

Participants

The sample included 1,541 adult participants who accessed 
psychological services through Italy’s national Psychologi-
cal Bonus program. Inclusion criteria for this study required 
participants to be at least 18 years old, to have had no prior 
psychotherapy experience, and to have completed at least 
the post-treatment assessment (T1). No exclusion criteria 
were applied based on clinical diagnosis, symptom sever-
ity, or presenting issues, to preserve ecological validity and 
reflect the diverse population using publicly funded psy-
chological support in Italy. The analytic sample comprised 
1,272 women and 380 men (77.0% female), with a mean 
age of 34.4 years (SD = 10.7). Additional details on recruit-
ment, study procedures, and baseline sample characteristics 
are available in previously published papers (Benzi et al., 
2023, 2025). 

Materials

Psychological distress, anxiety symptoms, and depressive 
symptoms were assessed at each time point using three 
validated self-report measures. Psychological distress was 
assessed with the Clinical Outcomes in Routine Evalua-
tion-10 (CORE-10; Barkham et al., 2013; La Tona et al., 
2023), a 10-item self-report measure rated on a 5-point 
scale, with total scores ranging from 0 to 40; higher scores 
indicate greater distress. The psychometric properties of the 
CORE-10, including its validity and reliability, have been 
supported in clinical and community samples (Barkham et 
al., 2013), and its validity has been confirmed in the Italian 
population (La Tona et al., 2023). Anxiety symptoms were 
assessed with the Generalized Anxiety Disorder Scale-7 
(GAD-7; Spitzer et al., 2006; Bolgeo et al., 2023), a 7-item 
self-report measure rated on a 4-point scale, with total 
scores ranging from 0 to 21; higher scores indicate greater 

anxiety severity. The GAD-7 has demonstrated good reli-
ability and validity in the general population (Löwe et al., 
2008; Spitzer et al., 2006), with its psychometric proper-
ties further supported in Italian clinical samples (Bolgeo et 
al., 2023) and its measurement invariance confirmed across 
European populations including Italy (Shevlin et al., 2022). 
Depressive symptoms were assessed with the Patient Health 
Questionnaire-9 (PHQ-9; Kroenke et al., 2001), a 9-item 
self-report measure rated on a 4-point scale, with total 
scores ranging from 0 to 27; higher scores indicate greater 
depressive symptom severity. The validity of the PHQ-9 has 
been supported in the Italian population (Costantini et al., 
2021; Shevlin et al., 2022).

Statistical Analyses

All analyses were conducted using jamovi’s Mixed Models 
module, which builds on the R packages lme4, lmerTest, and 
GAMLj3 (Bates et al., 2014; Gallucci, 2019; The jamovi 
project, 2025). Descriptive statistics were used to summa-
rize participant characteristics and follow-up completion. 
Analyses were conducted on the subset of participants with 
non-missing values on the variables included in each model. 
In particular, because post-treatment variables such as ses-
sion count at the end of the funded intervention and, where 
applicable, treatment continuation were included as covari-
ates, participants with missing data on these variables were 
excluded from the relevant models. Within each analytic 
sample, linear mixed models were estimated using available 
repeated observations across timepoints rather than restrict-
ing analyses to participants with complete follow-up data at 
all waves.

To examine longitudinal changes in psychological 
symptoms (general distress, anxiety, and depression), lin-
ear mixed models (LMMs) were estimated separately for 
each outcome. In each model, repeated observations were 
nested within participants, time (T0, T1, T2) was entered 
as a categorical fixed effect, and sex, age, and number of 
sessions were included as covariates. A random intercept 
for each participant was specified to account for between-
person variability in baseline symptom levels. Models were 
estimated using restricted maximum likelihood (REML), 
and Satterthwaite’s approximation was used to compute 
degrees of freedom. Significance of fixed effects was evalu-
ated using Type III F-tests, and planned contrasts were used 
to examine differences between time points and between 
relevant clinical conditions. Additional models examined 
whether symptom trajectories varied as a function of con-
tinuation of therapy after the funded intervention, therapists’ 
theoretical orientation, and treatment setting. The same ana-
lytic structure was applied across all three outcomes. For 
significant time-based contrasts, effect sizes were calculated 
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using Cohen’s d. To evaluate the plausibility of the missing 
at random (MAR) assumption, we compared baseline demo-
graphic and clinical characteristics between participants 
who completed and did not complete each follow-up assess-
ment. At T1, completers and non-completers did not differ 
significantly on age, sex, or baseline symptom scores (all ps 
> 0.10). At T2, completers and non-completers did not differ 
on age, sex, GAD-7, or PHQ-9 scores (all ps > 0.05); how-
ever, T2 non-completers showed marginally higher baseline 
psychological distress on the CORE-10 (16.04 vs. 15.25, p 
= .022), suggesting a small degree of selective attrition. This 
pattern is common in naturalistic longitudinal research and 
should be considered when interpreting follow-up findings.

To reduce the risk of Type I error due to multiple com-
parisons, p values for planned pairwise contrasts between 
time points were adjusted using the Holm correction. To aid 
interpretation of overall differences across therapist orienta-
tion groups, supplementary baseline comparisons of CORE, 
PHQ-9, and GAD-7 scores across theoretical orientations 
were conducted using one-way analyses of variance, with 
post hoc pairwise comparisons as appropriate. All statistical 
tests were two-tailed.

Results

Of the 1,541 participants included at baseline (T0), 1,084 
(70.3%) completed the post-treatment assessment (T1), 
while 457 (29.7%) had missing T1 data. At 6-month fol-
low-up (T2), 659 participants (42.8%) provided data, leav-
ing 882 participants (57.2%) with missing T2 data. The 
most frequently represented diagnostic domains were anx-
iety-related (42.5%), depressive (19.9%), trauma-related 
(18.7%), and personality-related (10.0%). These categories 
were not mutually exclusive.

In available therapist-reported treatment data, the mean 
number of sessions completed by T1 was 11.6 (SD = 1.20), 
indicating that the PB-funded phase in the present sample 
typically extended close to the maximum number of funded 
sessions. In available therapist-reported treatment data, the 
distribution of therapists’ primary theoretical orientation 
was 28.5% psychodynamic, 26.1% cognitive-behavioural, 
24.3% systemic-relational, and 21.1% integrative. Treat-
ment setting was 62.9% in-person, 33.8% blended, and 
3.4% online.

In the present study, T1 corresponded to the end of the 
PB-funded intervention phase; continuation referred to psy-
chotherapy extending beyond that funded phase. The T2 
follow-up included participants regardless of whether they 
continued psychotherapy beyond T1; continuation status 
was examined analytically as a moderator in the dedicated 

models. A series of linear mixed-effects models (LMMs) 
were conducted to examine longitudinal changes in psy-
chological symptoms and the role of potential moderators. 
Raw mean symptom scores at each timepoint are presented 
in Table 1. The detailed results for all fixed effects, random 
effects, model fit statistics, and effect sizes are presented in 
Tables 2, 3 and 4, and 5.

Table 1  Raw mean symptom scores (and standard deviations) at each 
timepoint

T0 T1 T2
CORE-10 15.79 (6.92) 12.21 (6.59) 12.79 (7.01)
GAD-7 4.41 (4.07) 2.70 (3.54) 2.65 (3.53)
PHQ-9 10.42 (5.80) 8.31 (5.41) 8.03 (5.39)
Note. CORE-10 Clinical Outcomes in Routine Evaluation-10 (range 
0–40), GAD-7 Generalized Anxiety Disorder Scale-7 (range 0–21), 
PHQ-9 Patient Health Questionnaire-9 (range 0–27). Higher scores 
indicate greater symptom severity. Values are raw means with stan-
dard deviations in parentheses. T0 = baseline; T1 = post-treatment; 
T2 = 6-month follow-up. N = 1,541 at T0; n = 1,084 at T1; n = 659 at T2

Table 2  Linear mixed models for symptom trajectories and the moder-
ating role of therapy continuation

Distress 
(CORE-10)

Depres-
sion 
(PHQ-9)

Anxiety 
(GAD-7)

Predictors β (SE) β (SE) β (SE)
Fixed Effects
(Intercept) 13.27 

(0.25)***
8.63 
(0.21)***

3.05 
(0.13)***

Time Effects
Time: Post-Treatment vs. 
Baseline

-3.89 
(0.25)***

-2.13 
(0.18)***

-1.84 
(0.14)***

Time: Follow-Up vs. 
Baseline

-2.82 
(0.31)***

-1.93 
(0.23)***

-1.67 
(0.18)***

Moderator
Continue Therapy (No vs. 
Yes)

-0.57 (0.43) -0.52 
(0.36)

-0.18 
(0.23)

Interactions
Post-Treatment × Continue 
Therapy (No vs. Yes)

-0.97 (0.50) -0.23 
(0.37)

-0.19 
(0.29)

Follow-Up × Continue 
Therapy (No vs. Yes)

-0.16 (0.62) 0.50 
(0.46)

0.06 
(0.36)

Model Fit Statistics
ICC 0.51 0.60 0.46
R² Marginal 0.062 0.038 0.058
R² Conditional 0.542 0.617 0.495
Note. β unstandardized estimate, SE standard error, ICC intraclass 
correlation coefficient. All models controlled for participant sex, 
age, and session count. The effect of sex was significant for GAD (p 
= .016), while all other covariate effects were non-significant (ps > 
0.05); they are omitted from the table for clarity. Planned pairwise 
contrasts between time points were adjusted using the Holm correc-
tion; the table reports fixed-effect coefficients from the fitted models. 
* p < .05, ** p < .01, *** p < .001
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Longitudinal Symptom Reduction and the Role of 
Therapy Continuation

Across all three outcomes, there was a significant main 
effect of time, indicating substantial reductions in psycho-
logical distress, depression, and anxiety over the course 
of the intervention. The effect sizes for improvement from 
baseline to post-treatment were large for psychological dis-
tress (Cohen’s d = 0.80 [95% CI: 0.69, 0.90]) and medium 
for depression (d = 0.54 [0.44, 0.64]) and anxiety (d = 0.60 
[0.49, 0.70]). These gains were maintained at the 6-month 
follow-up, with effect sizes in the medium range for distress 

(d = 0.58 [0.45, 0.70]), depression (d = 0.57 [0.44, 0.70]), 
and anxiety (d = 0.54 [0.42, 0.67]). However, while gains 
were largely maintained, psychological distress showed a 
small but significant attenuation between post-treatment 
and 6-month follow-up, with scores rising slightly from an 
EMM of 12.1 at T1 to 13.1 at T2 (d = − 0.22 [− 0.35, − 0.09]; 
Holm-adjusted p = .001). Depression and anxiety scores 
remained stable across this interval (both ps > 0.40). Con-
tinuation of psychotherapy beyond the PB-funded phase did 
not significantly moderate these improvement trajectories. 
As shown in Table 2, neither the main effect of continuation 
nor its interaction with time was statistically significant for 
any outcome. Thus, symptom improvement during and after 
the funded intervention phase did not differ significantly 
according to whether participants subsequently continued 
psychotherapy. Figure 1 illustrates the longitudinal trajecto-
ries across all three symptom domains.

Table 3  Linear mixed models for symptom trajectories and the moder-
ating role of therapist orientation

Distress 
(CORE-10)

Depression 
(PHQ-9)

Anxiety 
(GAD-7)

Predictors β (SE) β (SE) β (SE)
Fixed Effects
(Intercept) 13.23 

(0.23)***
8.64 

(0.20)***
3.07 
(0.13)***

Time Effects
Time: Post-Treatment vs. 
Baseline

-3.67 
(0.23)***

-2.06 
(0.17)***

-1.81 
(0.13)***

Time: Follow-Up vs. 
Baseline

-2.64 
(0.28)***

-2.02 
(0.21)***

-1.67 
(0.16)***

Moderator (vs. Psychodynamic)
Orientation: CBT -0.88 (0.53) -1.00 

(0.45)*
-0.49 
(0.29)

Orientation: Systemic -0.81 (0.54) -0.66 (0.45) -0.38 
(0.29)

Orientation: Integrative -1.16 (0.56)* -0.72 (0.47) -0.56 
(0.30)

Interactions (vs. Psychodynamic)
Post-Treatment × CBT -0.51 (0.61) -0.60 (0.46) -0.60 

(0.36)
Follow-Up × CBT -0.94 (0.76) -1.04 (0.58) -0.33 

(0.44)
Post-Treatment × 
Systemic

0.01 (0.63) 0.04 (0.47) -0.35 
(0.36)

Follow-Up × Systemic -0.70 (0.77) -0.60 (0.58) -0.21 
(0.44)

Post-Treatment × 
Integrative

0.15 (0.64) 0.02 (0.49) -0.22 
(0.37)

Follow-Up × Integrative 0.04 (0.81) -0.54 (0.61) -0.44 
(0.47)

Model Fit Statistics
ICC 0.51 0.59 0.47
R² Marginal 0.065 0.040 0.061
R² Conditional 0.546 0.607 0.499
Note. β unstandardized estimate, SE standard error, ICC intraclass 
correlation coefficient. All models controlled for participant sex, age, 
and session count. The effect of sex was significant for all outcomes 
(ps < 0.05), while age and session count were non-significant; they 
are omitted from the table for clarity. Planned pairwise contrasts 
between time points were adjusted using the Holm correction; the 
table reports fixed-effect coefficients from the fitted models. * p < .05, 
** p < .01, *** p < .001

Table 4  Linear mixed models for symptom trajectories and the moder-
ating role of treatment setting

Distress 
(CORE-10)

Depression 
(PHQ-9)

Anxiety 
(GAD-7)

Predictors β (SE) β (SE) β (SE)
Fixed Effects
(Intercept) 13.33 

(0.39)***
8.89 
(0.33)***

3.13 
(0.21)***

Time Effects
Time: Post-Treatment vs. 
Baseline

-4.07 
(0.43)***

-2.60 
(0.32)***

-1.99 
(0.25)***

Time: Follow-Up vs. 
Baseline

-3.09 
(0.54)***

-2.36 
(0.41)***

-2.09 
(0.31)***

Moderator (vs. Online)
Setting: In-person -0.23 (1.07) -0.84 (0.91) -0.16 

(0.58)
Setting: Blended -0.53 (1.10) -0.67 (0.93) -0.25 

(0.60)
Interactions (vs. Online)
Post-Treatment × 
In-person

1.31 (1.22) 1.80 (0.92) 0.63 
(0.71)

Follow-Up × In-person 1.50 (1.56) 1.11 (1.18) 1.43 
(0.90)

Post-Treatment × 
Blended

1.86 (1.25) 1.41 (0.95) 0.84 
(0.72)

Follow-Up × Blended 2.26 (1.59) 1.03 (1.21) 2.00 
(0.92)

Model Fit Statistics
ICC 0.52 0.59 0.47
R² Marginal 0.063 0.037 0.059
R² Conditional 0.547 0.607 0.501
Note. β unstandardized estimate, SE standard error, ICC intraclass 
correlation coefficient. All models controlled for participant sex, age, 
and session count. The effect of sex was significant for all outcomes 
(ps < 0.05), whereas age and session count were non-significant; 
these effects are omitted from the table for clarity. Planned pairwise 
contrasts between time points were adjusted using the Holm correc-
tion; the table reports fixed-effect coefficients from the fitted models. 
* p < .05, ** p < .01, *** p < .001
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Impact of Therapist Theoretical Orientation

The significant main effect of time was confirmed in the 
models examining therapist orientation (see Table 3). Across 
all three outcomes, participants showed significant symp-
tom reductions from baseline to post-treatment and from 
baseline to follow-up. Effect sizes were large for psycholog-
ical distress from baseline to post-treatment (d = 0.75 [95% 
CI: 0.67, 0.83]) and medium for all other baseline contrasts 
across outcomes: depression T0→T1: d = 0.56 [0.48, 0.64], 
T0→T2: d = 0.60 [0.51, 0.70]; anxiety T0→T1: d = 0.61 

[0.53, 0.68], T0→T2: d = 0.59 [0.50, 0.68]; distress T0→T2: 
d = 0.59 [0.50, 0.69]. For psychological distress, a small but 
significant attenuation of gains was observed from post-
treatment to follow-up (d = − 0.16 [− 0.25, − 0.07]; Holm-
adjusted p = .0008), consistent with the pattern observed in 
the continuation model, whereas post-treatment to follow-
up differences were not significant for depression (d = 0.05 
[− 0.05, 0.14]; Holm-adjusted p = .343) or anxiety (d = 0.02 
[− 0.11, 0.08]; Holm-adjusted p = .739). The Time × Ori-
entation interaction was not significant for any outcome, 
indicating that trajectories of symptom reduction were 
broadly comparable across therapeutic approaches. Relative 
to psychodynamic therapy, integrative therapy was associ-
ated with lower overall psychological distress, and cogni-
tive-behavioural therapy was associated with lower overall 
depressive symptoms. Additional baseline comparisons 
showed a small but significant difference in psychological 
distress across orientation groups at study entry (CORE-10: 
F(4, 2142) = 3.38, p = .009), whereas baseline depression 
and anxiety scores did not differ significantly across groups 
(PHQ-9: p = .457; GAD-7: p = .407). Post-hoc compari-
sons indicated that participants in psychodynamic treatment 
reported higher baseline psychological distress than those 
receiving systemic/relational therapy (16.5 [SD = 6.97] vs. 
15.2 [SD = 6.67], p = .040) and those receiving other/inte-
grative approaches (16.5 [SD = 6.97] vs. 15.0 [SD = 6.86], 
p = .019); no other pairwise comparisons reached sig-
nificance. Figure  2 illustrates the longitudinal trajectories 
across all three symptom domains by therapist orientation.

Impact of Treatment Setting

The significant main effect of time was also replicated in the 
models examining treatment setting (see Table  4). Across 
all three outcomes, participants showed significant reduc-
tions in symptoms from baseline to post-treatment and to 
follow-up. For these baseline contrasts, effect sizes ranged 
from d = 0.60 [95% CI: 0.49, 0.71] to d = 0.72 [0.61, 0.84] 
across outcomes, with T0→T2 effect sizes ranging from 

Table 5  Cohen’s d effect sizes with 95% confidence intervals for pair-
wise time contrasts across models

T0 → T1 T0 → T2 T1→T2
Continuation model
CORE-10 0.80 [0.69, 0.90] 0.58 [0.45, 0.70] −0.22 [− 0.35, 

− 0.09]
PHQ-9 0.54 [0.44, 0.64] 0.57 [0.44, 0.70] −0.03 [− 0.16, 

0.09]
GAD-7 0.60 [0.49, 0.70] 0.54 [0.42, 0.67] −0.05 [− 0.18, 

0.07]
Orientation model
CORE-10 0.75 [0.67, 0.83] 0.59 [0.50, 0.69] −0.16 [− 0.25, 

− 0.07]
PHQ-9 0.56 [0.48, 0.64] 0.60 [0.51, 0.70] −0.05 [− 0.14, 

0.05]
GAD-7 0.61 [0.53, 0.68] 0.59 [0.50, 0.68] −0.02 [− 0.11, 

0.08]
Setting model
CORE-10 0.72 [0.61, 0.84] 0.61 [0.47, 0.74] −0.11 [− 0.25, 

0.02]
PHQ-9 0.60 [0.49, 0.71] 0.64 [0.51, 0.78] −0.04 [− 0.17, 

0.10]
GAD-7 0.61 [0.50, 0.72] 0.62 [0.49, 0.76] −0.02 [− 0.15, 

0.12]
Note. Effect sizes are Cohen’s d estimated from estimated mar-
ginal means using the model residual SD as sigma. For T0→T1 and 
T0→T2, positive values indicate symptom reduction (improvement) 
from baseline. For T1→T2, negative values indicate partial attenua-
tion of gains from post-treatment to follow-up, and positive values 
indicate further improvement. 95% confidence intervals in brackets. 
T0 = baseline; T1 = post-treatment; T2 = 6-month follow-up

Fig. 1  Longitudinal trajectories of psychological distress, depressive 
symptoms, and anxiety symptoms by therapy continuation status. 
Note. The figure displays estimated marginal means for psychologi-
cal distress (CORE-10), depressive symptoms (PHQ-9), and anxiety 
symptoms (GAD-7) across baseline (T0), posttreatment (T1), and 
6-month follow-up (T2), stratified by therapy continuation status. 

Across all three outcomes, there was a significant main effect of time. 
The interaction between time and continuation status was not signifi-
cant for any outcome, indicating broadly comparable symptom trajec-
tories regardless of whether participants continued therapy after the 
funded sessions. Error bars represent 95% confidence intervals
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d = 0.61 [0.47, 0.74] to d = 0.64 [0.51, 0.78]. No significant 
post-treatment to follow-up differences emerged for psy-
chological distress (d = 0.11 [− 0.02, 0.25]; Holm-adjusted p 
= .092), depression (d = 0.04 [− 0.10, 0.17]; Holm-adjusted 
p = .581), or anxiety (d = 0.02 [− 0.12, 0.15]; Holm-adjusted 
p = .801), indicating that treatment gains were generally 
maintained over time. Moreover, no significant differences 
in change trajectories emerged across treatment settings in 
the post hoc interaction contrasts. Figure  3 illustrates the 
longitudinal trajectories across all three symptom domains 
by treatment setting.

Discussion

The present study evaluated the effectiveness of the PB pol-
icy in reducing psychological distress, depressive symptoms, 
and anxiety through BPIs funded by the Italian Ministry of 
Health. This longitudinal evaluation provides evidence that 
government-funded BPIs can be associated with substantial 
reductions in psychological distress, depressive symptoms, 
and anxiety from baseline to post-treatment, with gains 
largely maintained at 6-month follow-up, although a small 
but significant attenuation of psychological distress scores 
was observed between post-treatment and follow-up.

The observed symptom reductions are consistent with 
international evidence supporting the effectiveness of BPIs 
in treating common mental health problems. Meta-analytic 
evidence has shown that time-limited psychotherapy can 
be associated with substantial improvements in emotional 
well-being (e.g., Cape et al. 2010; Corpas et al. 2021; Zhang 
et al. 2019a, b). This study contributes population-level data 
showing that BPIs, when publicly subsidized, can be clini-
cally impactful across diverse groups and different types 
of patients (Benzi et al., 2025). In terms of benchmarking 
against international initiatives, the findings are broadly 
consistent with those reported in large-scale public psycho-
therapy initiatives such as the UK’s Improving Access to 
Psychological Therapies (IAPT) programme, although direct 
comparison should be made cautiously (Wakefield et al., 
2021; Delgadillo et al., 2022). Extending this evidence base, 
a recent RCT of the Norwegian IAPT equivalent (Prompt 
Mental Health Care; PMHC) linked clinical outcomes to 
registry data up to five years post-intervention, finding that 
symptom improvement mediated significant gains in work 
participation and an estimated benefit-cost ratio of 5.26, 
underscoring the broader societal value of publicly funded 
psychological care (Smith et al., 2025). However, the IAPT 
experience also serves as a cautionary tale. Independent 
evaluations have noted a significant “complexity mismatch” 

Fig. 3  Longitudinal trajectories of psychological distress, depressive 
symptoms, and anxiety symptoms by treatment setting. Note. The 
figure displays estimated marginal means for psychological distress 
(CORE-10), depressive symptoms (PHQ-9), and anxiety symptoms 
(GAD-7) across baseline (T0), posttreatment (T1), and 6-month 
follow-up (T2), stratified by treatment setting. Across all three out-
comes, there was a significant main effect of time. Post hoc contrasts 

indicated significant reductions from baseline to post-treatment and 
from baseline to follow-up across outcomes, whereas post-treatment to 
follow-up differences were not significant. Corrected post hoc interac-
tion contrasts did not indicate significant differences in change trajec-
tories across treatment settings. Error bars represent 95% confidence 
intervals

 

Fig. 2  Longitudinal trajectories of psychological distress, depressive 
symptoms, and anxiety symptoms by therapist theoretical orientation. 
Note. The figure displays estimated marginal means for psychologi-
cal distress (CORE-10), depressive symptoms (PHQ-9), and anxiety 
symptoms (GAD-7) across baseline (T0), posttreatment (T1), and 

6-month follow-up (T2), stratified by therapist theoretical orienta-
tion. Across all three outcomes, there was a significant main effect of 
time. The Time × Orientation interaction was not significant for any 
outcome, indicating broadly comparable symptom trajectories across 
therapeutic approaches. Error bars represent 95% confidence intervals
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between the program’s original design—targeting mild to 
moderate issues—and the actual clinical complexity of its 
users, who often present with comorbidities, trauma histo-
ries, or psychotic symptoms (Hepgul et al., 2016; Martin et 
al., 2022). Similar concerns may arise in the Italian context, 
where many participants were seeking psychotherapy for 
the first time and may have lacked prior access to adequate 
care. From a policy perspective, this emphasizes the impor-
tance of integrating brief publicly funded care with triage 
procedures, stepped-care pathways, and referral options for 
individuals whose needs go beyond what a brief interven-
tion can reasonably address.

Continuation of psychotherapy beyond the funded ses-
sions did not significantly moderate symptom trajectories 
for any outcome. On the one hand, some individuals who 
improved during the funded phase might have felt that their 
immediate goals had been met and therefore did not con-
tinue. On the other hand, those who continued therapy may 
have had more complex or persistent clinical issues that 
required longer-term care. Therapy continuation should 
therefore not be interpreted as a simple indicator of treat-
ment success or failure (Wampold, 2015). Rather, the find-
ings suggest that optimal treatment length may need to be 
individualized rather than standardized.

Taken together, these findings underscore the public 
health relevance of expanding timely access to psychologi-
cal care. Beyond their clinical efficacy, brief interventions 
such as those examined here represent a promising public 
investment in mental health promotion, early intervention, 
and the reduction of long-term burden on individuals, fam-
ilies, and healthcare systems. In this respect, the Psycho-
logical Bonus represents a promising institutional model for 
integrating psychological care into public health policy in 
a way that is responsive to unmet population needs. This 
is especially relevant in light of the overwhelming demand 
observed for the PB programme.

The absence of differential symptom trajectories across 
orientations is broadly consistent with psychotherapy lit-
erature suggesting that outcomes are not determined solely 
by formal theoretical orientation. Previous work has high-
lighted the potential role of common therapeutic processes, 
such as therapeutic alliance, therapist empathy, therapist 
responsiveness, and clients’ expectations for improvement, 
across modalities (Compare & La Tona, 2024; Cuijpers et 
al., 2023; Delgadillo et al., 2022; Wampold, 2015). How-
ever, the present study did not directly assess these factors, 
and therefore, these interpretations should remain cautious.

However, although trajectories of improvement were 
parallel across orientations, the models showed differences 
in overall symptom levels between groups. Relative to psy-
chodynamic therapy, integrative therapy was associated with 
lower overall distress, and cognitive-behavioural therapy with 

lower overall depressive symptoms. These findings should 
not be interpreted as evidence of superior effectiveness over 
time. Rather, they likely reflect, at least in part, pre-existing 
differences in the patients entering different modalities. In 
supplementary baseline comparisons, participants in psy-
chodynamic treatment showed higher baseline psychological 
distress than those receiving systemic/relational therapy and 
other/integrative approaches, whereas no significant baseline 
differences emerged for depression or anxiety. This pattern 
supports the interpretation that the observed overall differ-
ences in distress levels are more plausibly related to referral 
patterns, self-selection, symptom profiles, or broader case-
mix variation than to differential effectiveness over time. This 
interpretation is especially important in naturalistic settings, 
where therapeutic orientations may overlap, and clinicians 
are likely to integrate techniques from different approaches 
more than would be apparent in manualized treatments, a fac-
tor that may itself contribute to more comparable outcomes 
across orientations (Norcross & Wampold, 2018). Consistent 
with this, a recent naturalistic study in a public healthcare 
setting similarly found no significant differences in symp-
tom outcomes across psychotherapeutic frameworks using 
the CORE-10 and PHQ-9, and noted that content overlap 
between orientations in routine care likely reduces between-
group differences (Malkki et al., 2026).

Finally, we examined the impact of treatment setting, in-
person, online, or blended, on clinical outcomes. Overall, 
the results indicated broadly comparable symptom trajec-
tories across modalities, a pattern consistent with previous 
literature suggesting that therapist-delivered remote psycho-
therapy can achieve outcomes broadly comparable to face-
to-face care for common mental health problems (Carlbring 
et al., 2018; Gullo et al., 2022; Olthuis et al., 2015; Wagner 
et al., 2014; Fernandez et al., 2021; Rosenström et al., 2025). 
This is particularly relevant in the post-pandemic context, in 
which telepsychology has become an important component 
of mental health care delivery (Pierce et al., 2021). In the 
present study, corrected post hoc contrasts did not support 
significant differences in longitudinal change trajectories 
across treatment settings. These findings therefore suggest 
that, within a naturalistic public policy framework, BPIs 
may be delivered effectively across different modalities.

Strengths and Limitations

One key strength of this study is its ecological validity. By 
examining a large and diverse group within a policy-driven 
setting, the findings provide insight into how BPIs work 
outside controlled research environments. A second strength 
is the inclusion of a 6-month follow-up, offering valuable 
long-term evidence of treatment gains. A third strength is 
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the use of linear mixed models, which enabled the inclusion 
of all available repeated observations and supported reliable 
estimation even with unbalanced longitudinal data.

The findings of the study should also be interpreted in light 
of its limitations. First, outcomes were assessed exclusively 
through self-report questionnaires rather than structured clini-
cal interviews. Second, the study was naturalistic and non-
randomized, which limits causal inference and leaves open 
the possibility of selection effects across treatment orienta-
tions and settings. Indeed, the naturalistic design did not allow 
for more detailed characterization of some treatment features, 
including the duration of psychotherapy continuation beyond 
T1, the exact proportion of in-person versus online sessions 
within blended treatments, therapist training beyond declared 
orientation, and waiting time before treatment onset. These 
unmeasured aspects may have contributed to variability across 
treatment settings and therapeutic orientations. Third, while 
the absence of treatment standardization across therapists is 
inherent to the naturalistic design of this study and consistent 
with its aim of examining how interventions are delivered in 
routine care, therapist adherence to their declared theoretical 
orientation was not assessed. This represents a genuine limita-
tion, as it is unknown to what extent therapists’ actual clini-
cal practice aligned with their self-reported orientation, and 
findings related to theoretical orientation should therefore be 
interpreted with caution. Additionally, sensitivity analyses 
indicated that participants who did not complete the 6-month 
follow-up showed marginally higher baseline psychological 
distress on the CORE-10 compared to those who did, suggest-
ing some degree of selective attrition at T2 that should be con-
sidered when interpreting follow-up outcomes.

Conclusions

Overall, the present study provides longitudinal support for 
the Psychological Bonus as a public mental health initia-
tive associated with meaningful reductions in psychologi-
cal distress, depressive symptoms, and anxiety in a large 
naturalistic sample, many of whom were accessing psycho-
therapy for the first time (Benzi et al., 2025). In this sense, 
the PB appears to represent a promising strategy for expand-
ing access to psychological care and responding to Italy’s 
persistent mental health treatment gap. Further research is 
needed to strengthen causal claims, clarify longer-term out-
comes, and identify which patients may benefit most from 
different forms of delivery within publicly funded care.
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