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Abstract
Background: Noninvasive brain stimulation techniques like transcranial direct current stimulation (tDCS) offer
potential new approaches to treat stress-related mental health disorders. While the acceptability of tDCS as a
treatment tool plays a crucial role in its development and implementation, little is known about tDCS acceptability
for users in mental healthcare, especially in the context of stress-related disorders.
Methods: Using a mixed-methods approach, we investigated tDCS acceptability among 102 active duty and postactive military patients with stress-related symptoms (posttraumatic stress disorder, anxiety and impulsive
aggression) who participated in a 5-session tDCS intervention. Quantitative dropout and adverse effects data was
collected for all patients involved in the sham-controlled tDCS intervention. We additionally explored perspectives
on the acceptability of tDCS treatment via a theory-based semi-structured interview. A subgroup of patients as well
as their caregivers were interviewed to include the views of both patients and mental healthcare professionals.
Results: Quantitative outcomes showed minimal tDCS-related adverse effects (mild itching or burning sensations on the
scalp) and high tDCS treatment adherence (dropout rate: 4% for active tDCS, 0% for sham). The qualitative outcomes showed
predominantly positive attitudes towards tDCS interventions for stress-related disorders, but only as complementary to
psychotherapy. Remarkably, despite the perception that sufficient explanation was provided, patients and caregivers stressed
that tDCS treatment comprehension was limited and should improve. Also, the travel associated with frequent on-site tDCS
sessions may produce a significant barrier to care for patients with stress-related disorders and active-duty military personnel.
Conclusions: Acceptability numbers and perspectives from military patients and caregivers suggest that tDCS is an acceptable
complementary tool in the treatment of stress-related disorders. Critically, however, if tDCS is to be used beyond scientific
studies, adequately educating users on tDCS working mechanisms is vital to further improve its acceptability. Also, the
perceived potential barrier to care due to frequent travel may favor home-based tDCS solutions.
(Continued on next page)
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Background
More than one third of patients with stress-related mental health disorders like posttraumatic stress disorder
(PTSD) and anxiety do not benefit from current
evidence-based treatments [1, 2], military patients in
particular [3–5]. Noninvasive brain stimulation with
transcranial magnetic (TMS) or direct current stimulation (tDCS) provides potential add-on treatments or
may facilitate effects of pharmacological or psychological
therapies [6]. Of these techniques, tDCS might be most
suitable to apply in outpatient clinical and military contexts; it is a portable technique, has a better safety profile, and is easier in use [7]. Accordingly, interest for
tDCS in the fields of PTSD and anxiety is growing (see
e.g. [8, 9]). However, while ongoing studies aim to quantify
and optimize tDCS effectivity, the acceptability of tDCS has
received remarkably little attention. Especially in the area of
stress-related disorders, patients can be particularly skeptical
towards alternative treatment approaches [10, 11] and may
show lower treatment adherence as a result [12]. Also the
views of mental healthcare professionals on tDCS treatment
play an important role in its overall acceptability [13]. Hence,
it is necessary to understand the acceptability of tDCS as a
treatment tool from the perspective of this particular patient
population and their caregivers.
TDCS is commonly administered by applying a weak
current (~ 1.0–2.5 mA) for 10–40 min between two electrodes placed over the scalp, leading to modulation of
neural excitability and plasticity in the underlying cortex
[14]. Psychiatric tDCS interventions are often aimed at
improving disrupted neurobiological processes involved
in (working) memory and emotion regulation [15, 16]
and usually comprise 5–30 tDCS sessions applied with
an interval of one or several days [17].
Other psychiatric populations show relatively high acceptability for tDCS interventions; investigations among
patients with depression, substance use disorders or
schizophrenia show that tDCS associated adverse events
commonly occur only in a minority of tDCS participants
(0–40%) and are restricted to relatively mild sensations
including itching, tingling or headache [18]. Dropout
rates are low (6–12% [19, 20]) – especially when compared to dropout rates for standard stress-related disorder treatments (e.g., exposure-based psychotherapy:
18–50% [21–24]). The main reasons for dropout are the
adverse side effects and missing treatment sessions.

Beside such quantitative measures, a minor body of
qualitative research into the acceptability of tDCS is
available, conducted in the context of tDCS interventions for stroke rehabilitation and HIV-related depression [25–28]. Here, tDCS participants reported to be
satisfied overall with undergoing a tDCS intervention.
Yet, the patients also reported to feel some hesitancy towards future tDCS use because of the inflexible tDCS
treatment schemes, and burning, itching or painful tDCS
sensations (which in general bother patients more than
healthy tDCS participants [29]). Importantly, these and
other user experiences with novel treatment tools like
tDCS can heavily impact its treatment success; the patients’ perspectives on the intervention’s acceptability
drive how much they will engage in and adhere to the
intervention, and the caregivers’ perspectives partly determine if and how the intervention will be delivered
[13, 30]. Early recognition of barriers associated with
novel healthcare interventions such as tDCS therefore
allows early optimization and cost-effective implementation of the intervention [31].
Because the acceptability of an intervention is formed
through complex (social) interactions between patient,
caregiver and technology, this concept is hard to study
with quantitative research methods alone [32]. Instead,
qualitative examination allows to comprehensively investigate views on the acceptability of a novel intervention.
A validated theoretical ground for qualitative assessment
of acceptability is offered by the Theoretical Framework
of Acceptability (TFA) drafted by Sekhon and colleagues
[33]. The TFA is based on extensive research among patients and caregivers [30]. Acceptability is described as:
“the acceptability of an intervention is determined by the
appropriateness of addressing the clinical problem, by
how well an intervention is suited to an individual lifestyle and how convenient the intervention is able to treat
a medical problem” (Sekhon, Cartwright, & Francis,
2017 p. 6). Figure 1 displays the seven key components
that drive acceptability according to the TFA. Using the
TFA in qualitative research can thus provide insights in
the different aspects of acceptability and underlying reasons, and can be applied to assess the patient’s and the
caregiver’s perspective in a similar way.
Here, we studied the acceptability of tDCS for military
patients who underwent a tDCS intervention during a
period of regular treatment for stress-related disorders
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Fig. 1 The Theoretical Framework of Acceptability (TFA) [30]. Reproduced under the Creative Commons Attribution 4.0 International
License (http://creativecommons.org/licenses/by/4.0/)

like PTSD, anxiety or impulsive aggression. To provide
both comparative quantitative measures as well as comprehensive insights into the acceptability of tDCS as a
treatment tool, we used a mixed method approach that
draws from the strengths of both quantitative and qualitative methods [34]; next to quantifying acceptability in
terms of dropout rates and adverse events, we conducted
an exploratory study using semi-structured interviews
based on the key drivers of the TFA [33] in a subgroup
of the participants. Unlike other tDCS acceptability studies, we also included caregivers in the qualitative study
to simultaneously gain understanding of the health care
professional’s perspectives on tDCS as a treatment tool.

Method
Participants and data acquisition

This study was carried out in parallel to a randomized
controlled trial (RCT) investigating the effects of prefrontal tDCS combined with cognitive training on PTSD,
anxiety and impulsive aggression symptoms. RCT participants were military servicemen and veterans (22–60
years old) of the Dutch Ministry of Defence who received treatment for PTSD, an anxiety disorder or impulsive aggression. Patients with a predominant major
depressive disorder diagnosis, a psychotic disorder diagnosis or a history of neurological complaints were excluded
from participation. Patients participated in the tDCS intervention between May 2016 and October 2019. The study
adhered to CONSORT guidelines where applicable. More
details on the RCT protocol were pre-registered at the
Netherlands Trial Register (ID: NL5709).
Interview respondents and setting

For the qualitative interview study, RCT participants
with recent tDCS experience were recruited. Participants
were interviewed in the months after they underwent
the tDCS intervention (mean time between the tDCS
intervention and the interview: 5 months and 4 weeks;
range: 1–10 months). We only approached patients who
received active tDCS (i.e., no participants from the sham
(placebo) condition). Caregivers were recruited among

psychologists and psychiatrists from the Dutch military
mental healthcare organization who were informed
about the tDCS intervention and had treated at least one
patient who participated in the tDCS intervention. Interviews were carried out between April and August 2019
and took place at a time and place of the respondent’s
preference, usually at the respondent’s home or workplace. Respondents were offered a 10-euro gift card for
participation.
The tDCS intervention

The tDCS intervention in the RCT comprised five tDCS
sessions divided over 2 weeks, at the University Medical
Center Utrecht, the Netherlands. Patients were allocated
to the active tDCS or sham tDCS condition in a 1:1 ratio,
based on a MATLAB-generated simple randomization sequence list with codes to activate the DC-stimulator for
active or sham tDCS (blind to experimenters and patients). In each session, prefrontal tDCS was applied for
20 min (active) or 16 s (sham), at 1.25 mA, with two 5 × 7
cm electrodes (anode over the right inferior frontal gyrus
(IFG), cathode over the left orbital area). During tDCS, patients performed a stop-signal task [35] on a computer for
30 min. Performing the stop-signal task served to activate
the tDCS target region (right IFG) and train the cognitive
function of inhibitory control. The aim of this tDCScognitive training combination was to reduce symptom
levels by improving underlying deficits in (the neural network of) inhibitory control over exaggerated or inappropriate behavioral responses (see e.g., [36, 37]).
Importantly, although the application of tDCS was always
combined with stop-signal task training, the measures
assessed in this study focused on the experiences with
tDCS. The total duration of each tDCS session was max.
one hour. All patients received the tDCS intervention in
parallel to regular treatment.
Data collection
Quantitative data collection

For all patients participating in the RCT, we collected
data from three quantitative acceptability indicators:
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Table 1 Example of the coding process
Meaningful quote from interview transcript

Pre-defined Sub-code
code

Description

“… I’m not sure if this is going to help me deal
with the problem.” [P4]

Ethicality

Relationship between tDCS
and symptoms

Comments on how the intervention method fits to
the experienced symptoms.

Comparison with other
therapies

Comments on how well the intervention fits,
compared to other treatments.

“I’m not much of a talker, so this suits me.” [P1]

dropout rates, adverse effects and changes in emotional
state.
(i) Dropout rate (as an indicator of treatment
adherence)
Dropout was defined as not completing the tDCS
intervention after starting the first tDCS session.
(ii) Adverse effects of tDCS (as an indicator of
treatment burden)
After each tDCS session, patients filled in the tDCS
adverse effects questionnaire [18] by rating on 4point Likert scales to which extent they had experienced twelve possible tDCS side effects (from 1:
“absent” to 4: “severe”), and to which extent they attributed each experienced side effect to tDCS (from
1: “not at all” to 4: “completely”). Also, perceived
current strength and tDCS comfort were rated on a
10 cm VAS line with the anchors 0: “Very weak /
uncomfortable” and 10: “Very strong / comfortable”.
Adverse events occurring outside the research visits
were systematically evaluated at each session by
asking a description of the adverse event, the adverse event duration, and its severity (1: “mild”, 2:
“moderate”, 3: “severe” or 4: “life-threatening”).
(iii)Changes in emotional state (as an indicator of
treatment attitude)
Directly before and after each tDCS session, six
emotional state items from the STAI-6 questionnaire [38] were rated by the patient from 1: “Not at
all” to 4: “Very much”.

codes (here: based on the TFA key drivers), and inductive coding of concepts in the transcripts by acknowledging emerging new concepts [40]. Two independent other
researchers compared our drafted coding scheme to the
transcripts. We adapted the coding scheme where
needed. A final coding scheme or ‘analytical framework’
[39] was defined according to which all transcripts were
coded (see Additional file 1). The coding process was
carried out in the qualitative coding software NVivo.
Table 1 illustrates an example of the coding process.

Results
Quantitative results

As depicted in Fig. 2, of the 102 included patients in the
tDCS intervention in the RCT, 2 patients in the active
tDCS treatment condition dropped out (for reasons, see
Table 2). None of the patients in the sham condition
dropped out. Hence, treatment adherence was high in
both groups.

Qualitative data collection

Qualitative data was gathered through semi-structured
interviews based on the seven key drivers of the TFA
[33]. Interviews were held until data saturation was
reached. All interviews were recorded with an Olympus
VN-8100 PM recorder and transcribed verbatim. Written field-notes containing contextual information (e.g.,
events happening during the visit) served as additional
data source. Interviews lasted on average 31 min.
We used the framework method [39] to analyze the
interview data. This systematic and flexible approach for
analyzing qualitative data is an iterative process including the following steps: familiarizing with the data by
carefully reading the transcripts, deductive coding of
concepts in the transcripts according to pre-defined

Fig. 2 RCT study flow
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TDCS side effects during the sessions were on average
scored as “absent” or “mild”. Of the side effects that
were most frequently experienced, the effects that were
most strongly attributed to tDCS were: burning, itching
and tingling sensations on the scalp (mean attribution
score = 3.1). Patients who received active tDCS (vs. sham
tDCS) also reported these side effects more frequently
(see Table 2) and scored them as slightly more severe
(see Fig. 3). Other frequently reported side effects like
difficulty concentrating, head ache and sleepiness were
also attributed to tDCS, but to a lesser extent (mean attribution score = 2.2) and with a similar incidence across
active tDCS and sham groups. All adverse events happening outside of the tDCS sessions that were possibly
related to the intervention and reported by more than
one participant are listed in Table 2. Adverse events had

on average a mild to moderate severity. Head ache after
the session was the most prevalent adverse event in both
the active tDCS and sham groups (mean incidence:
42%). Patients also experienced fatigue (more frequently
in the active tDCS group) and an emotionally or physically “tense” feeling (more frequently in the sham group)
after the session. Short periods of dizziness (max. 30 min
after the session) were also reported by a minority of patients (9% of all patients, reported more frequently in
the sham group). Together these numbers indicate a
relatively low burden of adverse events in the tDCS
intervention. Compared to the placebo treatment (sham
tDCS) the additional adverse effects associated with the
real treatment (active tDCS) were very limited.
The average changes in self-reported emotional state
(STAI-6) during the tDCS sessions were negligible, see

Table 2 Outcomes of the tDCS side effects questionnaire, STAI-6, adverse events and dropout: incidence rates and mean item
scores
Dropout rate
tDCS

4%
(n = 2)

Reasons: • The first dropout patient got a mild panic attack before the first session, during the tDCS work-up procedure to familiarize participants with tDCS sensations. He preferred to quit the intervention afterwards.

Sham 0%
(n = 0)

• The second dropout patient was admitted to an intensive in-house therapy after the second tDCS session, preventing him from finishing the remaining tDCS sessions of the intervention.

Side effects during tDCS sessions (self-report questionnaire)
Acute Burning
change
in
mood

Difficulty
concentrating

Dizziness Head
ache

Itching

Nausea

Neck
pain

Pain on Red
Sleepithe
skin
ness
skull
after
session

Tingling

18%

46%

67%

16%

29%

55%

4%

19%

11%

3%

55%

54%

Incidence
(severity
score > 1)

tDCS

Sham 16%

29%

69%

11%

27%

30%

4%

19%

9%

6%

44%

49%

Attribution
to tDCS

tDCS

2,5

3,4

2,1

2,8

2,5

3,3

2,5

1,8

2,9

3,5

2,4

3,1

Sham 2,2

3,0

1,8

2,8

2,1

2,9

3,4

1,5

2,7

3,2

1,9

3,1

Current strength and comfort during tDCS sessions (self-report questionnaire)
Perceived current SD
strength

Comfort

SD

3,5

2,5

6,2

2,2

Sham 2,4

2,2

6,8

2,2

tDCS

Adverse events outside the research visits (researcher reports)

Incidence

Head
ache

Nausea

Dizziness Fatigue

Insomnia Feeling
tense

Depressed
mood

Red/sensitive skin at
electrode site

43%

4%

6%

28%

4%

11%

6%

8%

Sham 41%

8%

12%

14%

8%

20%

6%

4%

tDCS

Severity

1,5

1,6

1,5

1,9

1,7

1,8

1,8

1,2

Duration

< 1 day

< 1 day

< 1 day

< 1 day

2–3 days

< 1 day

1–2 days

< 1 day

Change in emotional state from pre- to post-session (STAI-6)
Calm

SD

Tense

SD

Upset

SD

Relaxed

SD

Content SD

Worried SD

-0,1

0,4

0

0,4

0

0,2

0

0,4

-0,1

0,3

-0,1

0,2

Sham -0,1

0,3

+ 0,1

0,3

+ 0,1

0,2

-0,1

0,3

0

0,3

-0,1

0,2

tDCS
SD standard deviation
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not depress or elevate their mood.
The raw data underlying these numbers is provided in
Additional file 2.
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and the quiet test room. Also, some patients felt unsafe about the treatment before starting the tDCS
intervention. A patient expressed this feeling as:
[“It’s the idea, you know…you’re getting shocks in
your head. They are playing with your head.”] P3

Interview respondents

After interviewing 7 patients (3 post-active veterans, 4
active-duty military personnel, age: 26–58 years) and 5
caregivers (age: 27–57 years) data collection was discontinued; the last interviews yielded no new themes among
patients or caregivers. For an overview of respondent
characteristics, see Table 3.

Some caregivers pointed out that patients suffering from
stress-related disorders are more prone to feelings of
unsafety and suspicion, and pointed out that such feelings may pose a barrier to adhering to a tDCS
treatment.
ii) Burden

Interview results

The interview results are presented below per key driver
of the TFA.
i) Affective Attitude
Most patients and caregivers felt generally positive
about the tDCS intervention. To patients, it appealed
that the tDCS intervention offered something extra in
addition to their regular therapy; they were motivated to
do as much as possible to recover from their symptoms.
[“My motivation was mainly: There is no pain in
trying. If it is placebo, it does no harm, and if it is
not the placebo then it might, well, give me positive
effects.”] P5
Some patients additionally expressed a specific interest
in the technological or brain-focused working mechanisms of tDCS, or just wanted to help developing new
treatment options. Most caregivers expressed a similar
interest, especially towards the cognitive and neurobiological targets of the treatment. Moreover, caregivers
recognized that, beside their interest, one of the main
reasons for their patients to participate was their desperation to take on ‘any’ treatment available. As a patient
stated:
[“I mean I was very much in need of help. I was a
bit desperate, and I thought, you know, I do whatever it takes.”] P7
Some respondents expressed a negative attitude to
specific aspects of the intervention. Two patients
thought the treatment setting had a ‘low budget’ appearance, mainly due to the look of tDCS equipment
(e.g., simple rubber band straps around the head),
and to the relatively small, non-modern test room.
On the other hand, two other patients specifically
mentioned to be content with the treatment setting

Respondents initially deemed the overall burden of the
tDCS intervention low. On a physical level, patients indicated that tDCS associated sensations were tolerated
well. Only two patients mentioned a mild burden of
headaches or burning and itching sensations after the
sessions. On a psychological level, the tDCS sessions were
experienced as relatively easy, although the cognitive task
during the tDCS sessions was experienced as monotonous
and long. Furthermore, the novel and unfamiliar nature of
the intervention made a patient feel ill at ease:
[“When you sit down there, you feel more tense.
Then you get the, uhm, current. And you do feel
that, yes you do. (…) At a certain moment I felt at
ease. But the first few times I didn’t. Then you feel a
bit... See, it is all new.”] P1
On a practical level, both patients and caregivers pointed
out that a 5-session tDCS intervention is a low burden,
especially when compared to regular treatment schemes.
However, for some patients traveling towards the hospital posed a high burden, as traveling caused them a lot
of anxiety and stress. Also patients with a short travel
time declared that a longer travel time would cause a
higher burden. Caregivers indeed pointed out that for
patients with stress-related disorders travel time should
be as short as possible. One patient explained:
[“I got very aggressive in traffic. (…) And the train is
even worse. There, people don’t do what you want.
So, transport from A to B in a crowded space is quite
a problem.”] P6
He later added:
[“But you can’t send it [the tDCS equipment] home
as a package and say: Here you are, do this.”] P6
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or full-time job obligations. In addition, some caregivers
noted the potential difficulty in treatment adherence in
this specific population due to military training and operations abroad.
iv) Ethicality
Patients particularly appreciated that the tDCS intervention did not trigger negative thoughts or fearful
memories, in contrary to the exposure in psychotherapy.
For some patients, the tDCS sessions even offered distraction from negative thoughts or anxious feelings.
Some patients therefore ascribed a high ethicality value
to the tDCS intervention, and would favor tDCS over
psychotherapy if a tDCS treatment would be equally effective. As one patient noted:
[“You don’t have to put everything on the table, you
don’t have to dig stuff up. It is fast and comfortable.”] P6

Fig. 3 Mean item severity scores on the tDCS adverse effects
questionnaire (ribbon: ± standard deviation)

Furthermore, one patient suggested to offer tDCS participants some time to ‘recover’ after each tDCS session, to
relieve the potential tension caused by the session and to
feel more secure to travel home.
iii) Opportunity costs
The opportunity costs of the tDCS intervention were
deemed low by all respondents. Because all patients were
allowed time off from work for treatment, patients didn’t
perceive that the time invested in participation posed
opportunity costs at the moment, but most of them anticipated higher costs with heavier intervention schemes

However, at the same time, both patients and caregivers
expressed the expectation that tDCS would only ‘work’
in combination with psychotherapy. All respondents
deemed it necessary for recovery to talk about their
mental health problems and the underlying causes. One
patient also mentioned he missed social therapeutic
interaction during the intervention.
A second theme that emerged from the caregivers’
perspective is the particular suitability of tDCS treatments for military personnel because of its ‘high-tech’
feel, which may lower the barrier to treatment:
[“The association with cyber, space, earplugs. I think
that [the technology] is a benefit for this subpopulation.”] CG2

xxii)Perceived effectiveness

Table 3 Demographic and clinical respondent characteristics
PATIENTS

CAREGIVERS

Respondent number Sex

Diagnosis

Current treatment

Respondent number Sex

Pharmacological treatment

CG1

Profession

P1

male PTSD

P2

male Aggression regulation problems

Pharmacological treatment, CBT CG2

male

P3

male Anxiety

CBT

CG3

female Psychologist

P4

male Anxiety, Depression

CBT

CG4

male

Psychologist

P5

male Anxiety, PTSD, Depression

Pharmacological treatment, CBT CG5

male

Psychiatrist

P6

male PTSD, Aggression regulation problems EMDR

P7

male Aggression regulation problems

CBT

CBT cognitive behavioral therapy, EMDR eye-movement desensitization and re-processing therapy

female Psychologist
Psychologist
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Most patients perceived no significant effect of tDCS
on their symptoms. Because all patients received psychological or pharmacological treatment in parallel, patients
who reported improvements in mental health after the
tDCS intervention could not specifically attribute this to
tDCS.
Caregivers acknowledged a potential of the technology
as add-on to existing treatments for this patient group.
However, caregivers in general did not expect tDCS effects
to be ‘ground-breaking’, especially not when stress-related
symptoms are caused by more complex underlying issues,
e.g., related to childhood trauma or personality.
Some patients did report short-term improvements
in their ability to focus, cognitive ‘clarity’, or a generally calmer mood. These short-term effects disappeared directly after the tDCS session or in the days
afterwards.
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[“Then [after the first tDCS session] I thought: Well,
I’m not sure if this is going to help me deal with the
problem.”] P4
A number of caregivers and patients pointed out that
the neurobiological working mechanisms of tDCS were
hard to grasp for them.
In response to this treatment incomprehension, a second theme emerged, comprising the importance of treatment coherence. According to the patients, better
comprehension of how tDCS works and how tDCS can
affect their symptoms is critical because it would (i) reduce feelings of stress resulting from not knowing what
effects to expect, (ii) improve their personal contribution
to facilitate the treatment’s effects, and (iii) increase motivation to adhere to the treatment. One caregiver elucidated why treatment coherence is especially important
for patients with stress-related disorders:

vi) Coherence
Most patients and caregivers felt they were adequately
informed about the tDCS intervention:
[“It was all explained to me quite well. And you do
a test beforehand [an impulse control task], and
then you know what to expect. In practice, it’s more
or less the same.”] P2
[“And [the researcher] took a lot of effort to explain
it.”] CG1
In sharp contrast, however, all patients and most caregivers expressed a lack of sufficient understanding of the
tDCS intervention. The same caregiver (CG1), for example, continued to say:
[“And then you think: I remember so little of it. I just
find it a bit shocking how little I know about it.”]
CG1
A patient mentioned:
[“I don’t know how it works. The only thing I know is
that they gave me a screen, and I had to push buttons.”] P3
(Pushing buttons refers to the cognitive task during the
tDCS sessions.)
The majority of respondents reported a general
feeling of incomprehension towards the clinical
mechanism of action; the relationship between the
tDCS intervention and the disorder-specific symptoms was unclear to most respondents. As one patient put it:

[Very important. It can be a vehicle for participating
in a state-of-the-art treatment. Because then, they
can trust it. And only then they can ‘surrender’ to
treatment.’] CG3
Another caregiver conceived it critical that caregivers
should fully understand the treatment’s mechanism of
action, also because the patient’s decision to participate
in a novel healthcare intervention often depends on the
opinion of the caregiver.
Two patients suggested to explain the working mechanisms of tDCS in a simpler manner and making use of
‘imagery’.
vii) Self-efficacy
Patients overall felt capable to adhere to all of the
intervention components. Caregivers did also not foresee
capability problems associated with the tDCS
intervention.
Yet, although not directly related to tDCS, two patients reported the inability to maintain focus during the
cognitive task, and two patients encountered difficulty in
comprehending the written information and questionnaire items.

Discussion
The acceptability of novel treatments such as tDCS contributes significantly to its successful implementation in
clinical practice. If tDCS is to play an important role in
treating stress-related disorders, its acceptability in this
context is important to understand. This mixed methods
study is the first to examine the acceptability of tDCS as
a treatment tool for stress-related mental health disorders from both the patient and caregiver perspective.
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We gathered quantitative measures of acceptability in an
RCT with 102 military patients undergoing a 5-session
tDCS intervention, including the dropout rate, adverse
side effects and emotional responses to the tDCS sessions. In an additional exploratory study, we carried out
semi-structured interviews based on the TFA [33] to
gather in-depth information on the full range of views
and experiences with tDCS among a subgroup of the patients and a group of caregivers.
In summary, the quantitative outcomes showed relatively high acceptability of tDCS; treatment adherence
was high and only mild adverse sensations on the scalp
could be directly attributed to tDCS, conform recently
updated tDCS adverse effects profiles [41]. This was supported by the qualitative outcomes, showing that the
affective attitude towards the tDCS intervention was predominantly positive. Also, the burden and opportunity
costs were deemed low and self-efficacy was high. Regarding ethicality, tDCS fitted well into the value system
of the respondents, although the technique was mainly
perceived as complementary to psychotherapy. Strikingly, however, the tDCS intervention coherence was
very limited among patients as well as caregivers. Furthermore, the applied short tDCS intervention was not
perceived as effective to treat the stress-related symptoms. A higher travel barrier was anticipated for more
intensive treatment schemes. Below, we further discuss
the major findings.
The most notable finding was the mismatch in perspectives on treatment coherence. Although patients and
caregivers expressed their impression that sufficient explanation of the study and intervention had been provided, almost all respondents showed limited
comprehension of the clinical mechanisms of action of
tDCS. This may be related to unfamiliarity with the
neurobiological processes targeted by tDCS. Patients and
caregivers both emphasized the importance of understanding the working mechanisms of a tDCS intervention and its intended impact on clinically relevant
outcomes. Respondents anticipated that better understanding could improve the affective attitude towards
the technique, lower the barrier to participate and increase treatment adherence. Low treatment coherence
also seemed to negatively impact the ethicality, as some
patients expressed that they didn’t know how the tDCS
intervention would ‘help them’. A negative impact of
low treatment coherence on other acceptability aspects
is consistent with previous findings. For example, limited
understanding of psychotherapy processes also induces
skepticism towards the treatment among patients and
caregivers [42, 43]. User’s expectations may also directly
influence tDCS effectiveness [44]. Appropriately educating users on tDCS thus appears vital for its acceptability
and effectivity as a treatment tool. This likely also
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applies to brain stimulation tools like TMS and other
novel (neurobiological) treatment options.
Respondents found no significant burden or opportunity
costs in a tDCS intervention. Contrary to previous findings
[25], our patients perceived only mild adverse side effects of
tDCS and did not experience tDCS sensations as a burden
or barrier. Interestingly, besides the itching or burning sensations on the scalp, most adverse effects could not directly
be attributed to active tDCS, suggesting that such adverse
effects (e.g., head ache) are linked to general RCT participation rather than to active tDCS itself. However, a potential
burden was perceived in travelling towards the hospital for
the tDCS sessions; travelling can be a severe trouble for patients with stress-related disorders, and specifically for this
population also during military training or operational activities abroad. Veterans with PTSD in general seem to regard frequent visits as a disadvantage of treatment [45]. To
lower the travel barrier, taking more advantage of the technique’s portability and further developing home-based
tDCS is highly recommended. Despite some obstacles
(e.g., adverse effects due to misuse [46–48]), the feasibility
of home-based tDCS is already increasing [49, 50]. Also,
home-based tDCS may have additional potential to treatment in the post COVID-19 era.
Regarding the ethicality of the tDCS intervention, patients and caregivers were positive for different reasons.
The caregivers expected that the intervention’s ‘technological feel’ could appeal to military patients and thereby
lower treatment barriers. Indeed, incorporating technological methods that appeal to a population may be
beneficial for psychiatric treatment [51]. Instead, the patients particularly appreciated the low emotional burden
of the tDCS intervention, i.e., the possibility of treatment
without exposure to trauma or feared situations. Correspondingly, less focus on verbal communication and
lower perceived stress during treatment sessions are also
particularly appreciated aspects in EMDR therapy for
stress-related disorders [43, 45], while trauma exposure
is experienced as a struggle in regular psychotherapy
[42, 52]. For military PTSD patients, exposure to trauma
during therapy even poses a major barrier to psychotherapeutic treatment [53]. On the other hand, patients
were also uncertain about how well the tDCS intervention could address their symptoms. Neither patients nor
caregivers believed that a technique like tDCS can completely replace psychotherapy or ‘talking’. In fact, ‘talking’, personal contact and the role of the caregiver are
regarded as the most important aspects of psychotherapy
[43] that positively contribute to willingness to participate in research (especially among traumatized patients
[54]), treatment acceptability [52, 55], therapeutic effectivity, and self-efficacy in managing symptoms [42, 52,
55–58]. Accordingly, treatments for PTSD and anxiety
without these interpersonal aspects (such as medication)
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are commonly prescribed only as add-on to psychotherapy [59]. Taken together, the technical feel and minimal
emotional burden of a tDCS intervention might be useful to lower the barrier to seek treatment, but our findings suggest that tDCS for stress-related disorders
should ultimately be offered in addition to an interpersonal treatment option like psychotherapy.
Furthermore, the respondents’ positive attitude towards participating in the intervention stemmed mainly
from a general motivation to explore alternative treatment options. Hope for recovery and desire for treatment innovation were also the main reasons for tDCS
participation in a previous study [28]. Notably, the characteristics of the equipment and treatment setting had a
significant influence on patients’ affective attitude, either
in a positive or negative way. The technique also induced some initial feelings of unsafety among patients.
As also pointed out by the caregivers, patients with
stress-related disorder are prone to anxious feelings
prior to starting a novel treatment [42, 52, 55, 57] and
may prefer treatments they are familiar with [45]. To improve the affective attitude towards tDCS as a professional treatment tool, attention should be paid to the
appearance and comfort of the equipment and treatment
setting, and to patients’ understanding of the treatment
and its safety profile.
Finally, patients expressed the feeling that many more
tDCS sessions would be needed in order to effectuate a
clinically significant change. The perceived clinical effects of this short tDCS intervention on symptoms were
very limited or completely absent. Yet, in line with previously reported experiences with tDCS [26, 28], patients
perceived increased focus and cognitive ‘clarity’ during
tDCS or in the hours afterwards.
Study strengths and limitations

This study extended knowledge on tDCS acceptability to
the context of stress-related disorders, military patients
and, importantly, to the level of the caregiver. Furthermore, the relevance and reliability of our findings were
maximized by combining quantitative data with qualitative outcomes in a mixed methods approach, and by
using a validated theoretical framework and analysis
method for the qualitative data. We therefore believe
that these results make an important contribution to insights in the acceptability of tDCS in mental health care.
Yet, our study met a number of limitations. First, we
investigated a sample of military and mainly male respondents. All respondents were also individuals who
voluntarily participated in an RCT. Our results may represent the specific views of this population, although we
believe that the most important findings are
generalizable to other patients with stress-related disorders (e.g., regarding the difficulty comprehending tDCS
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working mechanisms and the travel burden). Second, no
new themes emerged in the last interviews, indicating
that the most important themes are covered by the data.
However, the sample size of the interview study was
relatively low, especially compared to the sample size of
the quantitative study. Future studies are needed to confirm our qualitative findings in larger samples and other
populations. Third, it should be mentioned that our
findings are closely connected with the characteristics of
the tDCS intervention as applied in our study. For example, the cognitive training on the stop-signal task
should be seen as part of the total experience of the
tDCS intervention. This may have influenced the experience with tDCS itself. Likewise, some of our findings
may be very study-specific, such as aspects of the
affective attitude (e.g., regarding tDCS equipment) and
perceived effectiveness, which can limit the
generalizability of our findings towards other types of
tDCS interventions. It should also be noted that the
quantitative measures were taken during the tDCS intervention, while the interviews were conducted one or
more months after tDCS participation. Although respondents did generally not report to have large issues with
remembering specific details of the tDCS intervention,
the qualitative data depended on the accuracy of the
participants’ memory recall. In this respect, there is a
discrepancy between the quantitative and qualitative
data; the numbers reflect immediate tDCS experiences,
while the interview results reflect overarching retrospective perspectives on tDCS as a technique for stressrelated disorder treatment.

Conclusion
In this study we investigated the acceptability of tDCS
for the first time in the context of stress-related disorder
treatment. High treatment adherence and minimal adverse side effects reflected high acceptability of tDCS.
Exploratory findings on the subjective perspectives of
military patients and their professional caregivers also
showed that tDCS is overall regarded as an acceptable
complementary treatment tool for stress-related disorders. However, our respondents raised two major issues.
First, limited understanding of how tDCS works as a
treatment tool highlighted the need to improve treatment comprehension. The essence of treatment comprehension was further emphasized by its negative influence
on the affective attitude and perceived suitability of
tDCS to treat stress-related symptoms. Second, travelling
for treatment visits potentially poses an important barrier in this population. This barrier will grow when more
(frequent) sessions are required for clinical effectiveness.
Although the results reported here are closely connected
with the way tDCS was applied in our study, they highlight that efforts should be made to better educate tDCS
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users and further develop home-based tDCS solutions to
secure optimal tDCS acceptability and, in turn, intervention success.

Page 11 of 12

3.

4.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12888-021-03086-5.

5.

Additional file 1.
Additional file 2.
Abbreviations
CBT: Cognitive behavioral therapy; EMDR: Eye movement desensitization and
reprocessing; PTSD: Posttraumatic stress disorder; RCT: Randomizedcontrolled trial; STAI-6: Six-item short-form of the State-Trait Anxiety Inventory; tDCS: transcranial direct current stimulation; TFA: Theoretical framework
of acceptability; TMS: Transcranial magnetic stimulation
Acknowledgements
We thank all patients and caregivers who participated in the interview study
or in the RCT for their valuable contribution, time and effort. We also thank
Rebecca Bogaers and Anouck Schippers for their help in the qualitative data
analysis, and two anonymous reviewers for their helpful feedback on the
manuscript.

6.

7.

8.

9.

10.

Authors’ contributions
FS designed the study (RCT and interview study), collected and analyzed the
quantitative data (RCT), and wrote the manuscript. GK designed the study
(interview study), collected and analyzed the qualitative data (interview
study) and was a major contributor to writing the manuscript. EG designed
the study (RCT and interview study), and revised the manuscript. All authors
read and approved the final version of the manuscript.

11.

Funding
This study was funded by the Dutch Ministry of Defence. The Dutch Ministry
of Defence had no involvement in the study design, data collection, analysis
and interpretation of data, or in writing the manuscript.

13.

Availability of data and materials
All quantitative data analyzed during this study are included in this
published article and its supplementary information files.
Ethics approval and consent to participate
The RCT and the interview study were both approved by the Ethics
Committee of the University Medical Center Utrecht, and carried out in
accordance with declaration of Helsinki. All patients gave written informed
consent for participation in the RCT after receiving written and verbal
explanation of the RCT. All interview respondents additionally provided
written informed consent before the start of the interview.

12.

14.

15.

16.

17.

18.

Consent for publication
Not applicable.
19.
Competing interests
The authors declare that they have no competing interests.
Received: 20 July 2020 Accepted: 1 February 2021

References
1. Bradley R, Greene J, Russ E, Dutra L, Westen D. A multidimensional metaanalysis of psychotherapy for PTSD. Am J Psychiatry. 2005;162:214–27.
https://doi.org/10.1176/appi.ajp.162.2.214.
2. Spinhoven P, Batelaan N, Rhebergen D, van Balkom A, Schoevers R, Penninx
BW. Prediction of 6-yr symptom course trajectories of anxiety disorders by
diagnostic, clinical and psychological variables. J Anxiety Disord. 2016;44:92–
101. https://doi.org/10.1016/j.janxdis.2016.10.011.

20.

21.

22.

Sripada RK, Blow FC, Rauch SAM, Ganoczy D, Hoff R, Harpaz-Rotem I, et al.
Examining the nonresponse phenomenon: factors associated with treatment
response in a national sample of veterans undergoing residential PTSD treatment. J
Anxiety Disord. 2019;63:18–25. https://doi.org/10.1016/j.janxdis.2019.02.001.
Resick PA, Wachen JS, Dondanville KA, Pruiksma KE, Yarvis JS, Peterson AL,
et al. Effect of group vs individual cognitive processing therapy in activeduty military seeking treatment for posttraumatic stress disorder. JAMA
Psychiatry. 2017;74:28. https://doi.org/10.1001/jamapsychiatry.2016.2729.
van Rooij SJ, Geuze E, Kennis M, Rademaker AR, Vink M. Neural correlates of
inhibition and contextual Cue processing related to treatment response in
PTSD. Neuropsychopharmacology. 2015;40:667–75. https://doi.org/10.1038/
npp.2014.220.
Brunoni AR, Nitsche MA, Bolognini N, Bikson M, Wagner T, Merabet L, et al.
Clinical research with transcranial direct current stimulation (tDCS):
challenges and future directions. Brain Stimul. 2012;5:175–95. https://doi.
org/10.1016/j.brs.2011.03.002.
Priori A, Hallett M, Rothwell JC. Repetitive transcranial magnetic stimulation
or transcranial direct current stimulation? Brain Stimul. 2009;2:241–5. https://
doi.org/10.1016/j.brs.2009.02.004.
Vicario CM, Salehinejad MA, Felmingham K, Martino G, Nitsche MA. A
systematic review on the therapeutic effectiveness of non-invasive brain
stimulation for the treatment of anxiety disorders. Neurosci Biobehav Rev.
August 2018;2019(96):219–31. https://doi.org/10.1016/j.neubiorev.2018.12.012.
Marin MF, Camprodon JA, Dougherty DD, Milad MR. Device-based brain
stimulation to augment fear extinction: Implications for ptsd treatment and
beyond. Depress Anxiety. 2014;31:269–78.
Kadam UT, Croft P, McLeod J, Hutchinson M. A qualitative study of patients’
views on anxiety and depression. Br J Gen Pract. 2001;51:375–80.
Wagner AW, Bystritsky A, Russo JE, Craske MG, Sherbourne CD, Stein MB,
et al. Beliefs about psychotropic medication and psychotherapy among
primary care patients with anxiety disorders. Depress Anxiety. 2005;21:99–
105. https://doi.org/10.1002/da.20067.
Alfonsson S, Olsson E, Hursti T. Motivation and treatment credibility predicts
dropout, treatment adherence, and clinical outcomes in an internet-based
cognitive behavioral relaxation program: a randomized controlled trial. J
Med Internet Res. 2016;18:e52. https://doi.org/10.2196/jmir.5352.
Finch J, Ford C, Grainger L, Meiser-Stedman R. A systematic review of the
clinician related barriers and facilitators to the use of evidence-informed
interventions for post traumatic stress. J Affect Disord. 2020;263:175–86.
https://doi.org/10.1016/j.jad.2019.11.143.
Knotkova H, Nitsche MA, Bikson M, Woods AJ, editors. Practical guide to
Transcranial direct current stimulation. Cham: Springer International
Publishing; 2019. https://doi.org/10.1007/978-3-319-95948-1.
Tortella G, Casati R, Aparicio LVM, Mantovani A, Senço N, D’Urso G, et al.
Transcranial direct current stimulation in psychiatric disorders. World J
Psychiatry. 2015;5:88. https://doi.org/10.5498/wjp.v5.i1.88.
Kuo M-F, Paulus W, Nitsche MA. Therapeutic effects of non-invasive brain
stimulation with direct currents (tDCS) in neuropsychiatric diseases.
Neuroimage. 2014;85:948–60. https://doi.org/10.1016/j.neuroimage.2013.05.117.
Brunoni AR, Palm U. Transcranial Direct Current Stimulation in Psychiatry: Mood
Disorders, Schizophrenia and Other Psychiatric Diseases. In: Practical Guide to
Transcranial Direct Current Stimulation. Cham: Springer; 2019. p. 431–71.
Brunoni AR, Amadera J, Berbel B, Volz MS, Rizzerio BG, Fregni F. A systematic
review on reporting and assessment of adverse effects associated with
transcranial direct current stimulation. Int J Neuropsychopharmacol. 2011;14:
1133–45. https://doi.org/10.1017/S1461145710001690.
Aparício LVM, Guarienti F, Razza LB, Carvalho AF, Fregni F, Brunoni AR. A
systematic review on the acceptability and tolerability of Transcranial direct
current stimulation treatment in neuropsychiatry trials. Brain Stimul. 2016;9:
671–81. https://doi.org/10.1016/j.brs.2016.05.004.
Moffa AH, Brunoni AR, Fregni F, Palm U, Padberg F, Blumberger DM, et al.
Safety and acceptability of transcranial direct current stimulation for the
acute treatment of major depressive episodes: analysis of individual patient
data. J Affect Disord. 2017;221:1–5. https://doi.org/10.1016/j.jad.2017.06.021.
Schottenbauer MA, Glass CR, Arnkoff DB, Tendick V, Gray SH. Nonresponse
and dropout rates in outcome studies on PTSD: review and methodological
considerations. Psychiatry Interpers Biol Process. 2008;71:134–68. https://doi.
org/10.1521/psyc.2008.71.2.134.
Imel ZE, Laska K, Jakupcak M, Simpson TL. Meta-analysis of dropout in
treatments for posttraumatic stress disorder. J Consult Clin Psychol. 2013;81:
394–404. https://doi.org/10.1037/a0031474.

Smits et al. BMC Psychiatry

(2021) 21:97

23. d’Ardenne P, Heke S. Patient-reported outcomes in post-traumatic stress
disorder part I: focus on psychological treatment. Dialogues Clin Neurosci.
2014;16:213–26.
24. Gersh E, Hallford DJ, Rice SM, Kazantzis N, Gersh H, Gersh B, et al. Systematic
review and meta-analysis of dropout rates in individual psychotherapy for
generalized anxiety disorder. J Anxiety Disord. 2017;52:25–33. https://doi.
org/10.1016/j.janxdis.2017.10.001.
25. Tedesco Triccas L, Burridge JH, Hughes AM, Meadmore KL, Donovan-Hall M,
Rothwell JC, et al. A qualitative study exploring views and experiences of
people with stroke undergoing transcranial direct current stimulation and
upper limb robot therapy. Top Stroke Rehabil. 2018;25:480–8. https://doi.
org/10.1080/10749357.2018.1493072.
26. Knotkova H, Rosedale M, Strauss SM, Horne J, Soto E, Cruciani RA, et al.
Using Transcranial direct current stimulation to treat depression in HIVinfected persons: the outcomes of a feasibility study. Front Psychiatry. 2012;
3. https://doi.org/10.3389/fpsyt.2012.00059.
27. Ownby R, Acevedo A. A pilot study of cognitive training with and without
transcranial direct current stimulation to improve cognition in older persons
with HIV-related cognitive impairment. Neuropsychiatr Dis Treat. 2016;12:
2745–54. https://doi.org/10.2147/NDT.S120282.
28. Danzl MM, Chelette KC, Lee K, Lykins D, Sawaki L. Brain stimulation paired
with novel locomotor training with robotic gait orthosis in chronic stroke: a
feasibility study. NeuroRehabilitation. 2013;33:67–76. https://doi.org/10.3233/
NRE-130929.
29. Poreisz C, Boros K, Antal A, Paulus W. Safety aspects of transcranial direct
current stimulation concerning healthy subjects and patients. Brain Res Bull.
2007;72:208–14. https://doi.org/10.1016/j.brainresbull.2007.01.004.
30. Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare interventions:
an overview of reviews and development of a theoretical framework. BMC
Health Serv Res. 2017;17:88. https://doi.org/10.1186/s12913-017-2031-8.
31. O’Cathain A, Hoddinott P, Lewin S, Thomas KJ, Young B, Adamson J, et al.
Maximising the impact of qualitative research in feasibility studies for
randomised controlled trials: guidance for researchers. Pilot Feasibility Stud.
2015;1:32. https://doi.org/10.1186/s40814-015-0026-y.
32. Lewin S, Glenton C, Oxman AD. Use of qualitative methods alongside
randomised controlled trials of complex healthcare interventions:
methodological study. BMJ. 2009;339(sep10 1):b3496. https://doi.org/10.113
6/bmj.b3496.
33. Sekhon M, Cartwright M, Francis JJ. Acceptability of health care
interventions: a theoretical framework and proposed research agenda. Br J
Health Psychol. 2018;23:519–31. https://doi.org/10.1111/bjhp.12295.
34. Pluye P, Hong QN. Combining the power of stories and the power of
numbers: mixed methods research and mixed studies reviews. Annu Rev
Public Health. 2014;35:29–45. https://doi.org/10.1146/annurev-publhealth032013-182440.
35. Logan GD, Cowan WB, Davis KA. On the ability to inhibit simple and choice
reaction time responses: a model and a method. J Exp Psychol Hum
Percept Perform. 1984;10:276–91. https://doi.org/10.1037/0096-1523.10.2.276.
36. Aupperle RL, Melrose AJ, Stein MB, Paulus MP. Executive function and PTSD:
disengaging from trauma. Neuropharmacology. 2012;62:686–94.
37. van Rooij SJH, Jovanovic T. Impaired inhibition as an intermediate
phenotype for PTSD risk and treatment response. Prog NeuroPsychopharmacology Biol Psychiatry. 2019;89:435–45. https://doi.org/10.101
6/j.pnpbp.2018.10.014.
38. Marteau TM, Bekker H. The development of a 6-item short-form of the state
scale of the Spielberger State Trait Anxiety Inventory (STAI). Br J Clin
Psychol. 1992;31:301–6.
39. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health
research. BMC Med Res Methodol. 2013;13:117. https://doi.org/10.1186/14
71-2288-13-117.
40. Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 2008;
62:107–15. https://doi.org/10.1111/j.1365-2648.2007.04569.x.
41. Nikolin S, Huggins C, Martin D, Alonzo A, Loo CK. Safety of repeated
sessions of transcranial direct current stimulation: a systematic review. Brain
Stimul. 2018;11:278–88. https://doi.org/10.1016/j.brs.2017.10.020.
42. Shearing V, Lee D, Clohessy S. How do clients experience reliving as part of
trauma-focused cognitive behavioural therapy for posttraumatic stress
disorder? Psychol Psychother Theory Res Pract. 2011;84:458–75. https://doi.
org/10.1111/j.2044-8341.2010.02012.x.

Page 12 of 12

43. Unwin G, Willott S, Hendrickson S, Stenfert KB. Eye movement
desensitization and reprocessing for adults with intellectual disabilities:
process issues from an acceptability study. J Appl Res Intellect Disabil. 2019;
32:635–47. https://doi.org/10.1111/jar.12557.
44. Rabipour S, Wu AD, Davidson PSR, Iacoboni M. Expectations may influence
the effects of transcranial direct current stimulation. Neuropsychologia.
2018;119:524–34. https://doi.org/10.1016/j.neuropsychologia.2018.09.005.
45. Etingen B, Grubbs KM, Harik JM. Drivers of Preference for Evidence-Based
PTSD Treatment: A Qualitative Assessment. Mil Med. 2020;185(Supplement_
1):303–10. https://doi.org/10.1093/milmed/usz220.
46. Lefaucheur J-P, Antal A, Ayache SS, Benninger DH, Brunelin J, Cogiamanian
F, et al. Evidence-based guidelines on the therapeutic use of transcranial
direct current stimulation (tDCS). Clin Neurophysiol. 2017;128:56–92. https://
doi.org/10.1016/j.clinph.2016.10.087.
47. Antal A, Woods AJ, Knotkova H. Transcranial direct current stimulation
ethics and professional conduct. In: Practical guide to Transcranial direct
current stimulation. Cham: Springer International Publishing; 2019. p. 407–
27. https://doi.org/10.1007/978-3-319-95948-1_14.
48. Palm U, Kumpf U, Behler N, Wulf L, Kirsch B, Wörsching J, et al. Home use,
remotely supervised, and remotely controlled Transcranial direct current
stimulation: a systematic review of the available evidence. Neuromodulation
Technol Neural Interface. 2018;21:323–33. https://doi.org/10.1111/ner.12686.
49. Hordacre B. The role of Telehealth to assist in-home tDCS: opportunities.
Promising Results Acceptability Brain Sci. 2018;8:102. https://doi.org/10.3390/
brainsci8060102.
50. Alonzo A, Fong J, Ball N, Martin D, Chand N, Loo C. Pilot trial of homeadministered transcranial direct current stimulation for the treatment of
depression. J Affect Disord. 2019;252:475–83.
51. Orengo-Aguayo RE, Hanson RF, Moreland AD, Jobe-Shields L, Adams ZW.
Enhancing the delivery of an empirically-supported trauma-focused
treatment for adolescents: providers’ views of the role of technology and
web-based resources. Adm Policy Ment Health Ment Health Serv Res. 2018;
45:575–86. https://doi.org/10.1007/s10488-017-0846-6.
52. Vincent F, Jenkins H, Larkin M, Clohessy S. Asylum-seekers’ experiences of
trauma-focused cognitive behaviour therapy for post-traumatic stress
disorder: a qualitative study. Behav Cogn Psychother. 2013;41:579–93.
https://doi.org/10.1017/S1352465812000550.
53. Sayer NA, Friedemann-Sanchez G, Spoont M, Murdoch M, Parker LE, Chiros
C, et al. A qualitative study of determinants of PTSD treatment initiation in
veterans. Psychiatry Interpers Biol Process. 2009;72:238–55. https://doi.org/1
0.1521/psyc.2009.72.3.238.
54. Schwerdtfeger KL. The appraisal of quantitative and qualitative traumafocused research procedures among pregnant participants. J Empir Res
Hum Res Ethics. 2009;4:39–51. https://doi.org/10.1525/jer.2009.4.4.39.
55. Karatzias T, Brown M, Taggart L, Truesdale M, Sirisena C, Walley R, et al. A
mixed-methods, randomized controlled feasibility trial of eye movement
desensitization and reprocessing (EMDR) plus standard care (SC) versus SC
alone for DSM-5 posttraumatic stress disorder (PTSD) in adults with
intellectual disabilities. J Appl Res Intellect Disabil. 2019;32:806–18. https://
doi.org/10.1111/jar.12570.
56. Cotter P, Meysner L, Lee CW. Participant experiences of eye movement
desensitisation and reprocessing vs. Cognitive Behavioural Therapy for grief:
similarities and differences. Eur J Psychotraumatol. 2017;8:1375838. https://
doi.org/10.1080/20008198.2017.1375838.
57. Neelakantan L, Hetrick S, Michelson D. Users’ experiences of trauma-focused
cognitive behavioural therapy for children and adolescents: a systematic
review and metasynthesis of qualitative research. Eur Child Adolesc
Psychiatry. 2019;28:877–97. https://doi.org/10.1007/s00787-018-1150-z.
58. Lambert MJ, Barley DE. Research summary on the therapeutic relationship
and psychotherapy outcome. Psychother Theory Res Pract Train. 2001;38:
357–61. https://doi.org/10.1037/0033-3204.38.4.357.
59. Kapfhamme HP. Patient-reported outcomes in post-traumatic stress disorder
part II: focus on pharmacological treatment. Dialogues Clin Neurosci. 2014;
16:227–37.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

