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Onderwerp: Psychoanalyse behoort niet en langdurige psychoanalytische 

psychotherapie behoort wel tot een te verzekeren prestatie Zvw 
Samenvatting: 
 

Mede op basis van de resultaten van een onderzoek, uitgevoerd in 
opdracht van het CVZ, neemt het CVZ een standpunt in over 
psychoanalyse (PA) en langdurige psychoanaltische psychotherapie 
(LPPT). Beoordeling van deze twee zorgvormen vindt plaats aan de 
hand van de wettelijke criteria: ‘plegen te bieden’ en ‘stand van de 
wetenschap en praktijk’. Op grond van de toetsing aan de twee 
wettelijke criteria komt het CVZ tot de conclusie dat PA niet en LPPT 
wel behoort tot een te verzekeren prestatie op grond van de Zvw. 
Dit betekent dat de behandeling psychoanalyse geen onderdeel 
meer is van het basispakket. Nieuwe behandelingen kunnen niet ten 
laste van de Zvw starten. Lopende psychoanalyses kunnen wel voor 
rekening van de Zvw voortgezet en afgerond worden. 
 

Soort uitspraak: SpZ = standpunt Zvw 

Datum: 23 maart 2010 

Zorgvorm: Geneeskundige GGZ 

 
 
Onderstaand de volledige uitspraak. 
 
 
Standpunt Psychoanalyse en langdurige psychoanalytische 

psychotherapie 
 

 
Samenvatting 
 
 Vanaf 2008 is de geneeskundige geestelijke gezond-

heidszorg geregeld in het kader van de Zorgverzeke-
ringswet (Zvw). De overheveling vanuit de Algemene Wet 
Bijzondere Ziektekosten (AWBZ) heeft pakket- en 
budgetneutraal plaatsgevonden. Mede in verband met 
de overheveling is ‘psychoanalyse’ in 2007 op de 
pakketagenda geplaatst. De systematiek van de AWBZ is 
immers anders dan die van de Zvw. 
 

Onderzoek 

 

Het CVZ heeft een literatuuronderzoek laten uitvoeren 
naar bewijzen voor effectiviteit van psychoanalyse (PA) 
en lang-durige psychoanalytische psychotherapie (LPPT). 
Het onder-zoek, dat uit twee delen bestaat, één over 
psychoanalyse en één over langdurige psychoanalytische 
psychotherapie, is begin van dit jaar opgeleverd. 

 Het CVZ neemt in dit rapport mede op basis van de 
onderzoeksresultaten een standpunt in over psycho-
analyse en langdurige psychoanalytische psycho-
therapie. Beoordeling vindt plaats aan de hand van de 
twee wettelijke criteria: ‘plegen te bieden’ en ‘stand van 
de wetenschap en praktijk’. 
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Plegen te bieden De zorgvormen PA en LPPT is zorg zoals medisch-
specialisten en klinisch psychologen plegen te bieden. 
Deze zorg valt, voor zover deze voldoet aan het 
criterium stand van de wetenschap en praktijk, onder de 
Zvw-prestatie geneeskundige zorg. 
 

Stand van de 

wetenschap en 

praktijk 

PA voldoet niet aan de stand van wetenschap en praktijk 
omdat er onvoldoende kwalitatief adequate studies over 
de effectiviteit in de praktijk te vinden zijn. 
 

 LPPT voldoet aan de norm van de stand van wetenschap 
en praktijk omdat er voldoende studies zijn aange-
troffen waaruit blijkt dat de effecten niet verschillen van 
andere behandelingen. 
 

Conclusie Op grond van de toetsing aan de twee wettelijke criteria 
komt het CVZ tot de conclusie dat psychoanalyse niet en 
langdurige psychoanalytische psychotherapie wel 
behoort tot een te verzekeren prestatie op grond van de 
Zvw. 
 

Gevolgen lopende 

psychoanalyses 

Dit betekent dat de behandeling psychoanalyse geen 
onderdeel meer is van het basispakket.  
Nieuwe behandelingen kunnen niet ten laste van de Zvw 
starten. Lopende behandelingen kunnen wel voor 
rekening van de Zvw voortgezet en afgerond worden. 

 
Inleiding 

 

 

Aanleiding 

pakketagenda en 

overheveling 

Psychoanalyse is aan de hand van signalen geplaatst op 
de pakketagenda 2007-20081 van het CVZ. Het onder-
werp is vermeld onder het cluster ‘langdurige zorg’, 
waarbij de vraag centraal staat hoe het onderwerp 
geregeld is in de AWBZ en de Zorgverzekeringswet 
(inhoud, aard en omvang) en hoe deze zorg in de 
toekomst omschreven kan worden. Hierbij speelde de 
overheveling van de geneeskundige geestelijke gezond-
heidszorg (GGZ) van de AWBZ naar de Zorgverzekerings-
wet (Zvw) per 1 januari 2008 een belangrijke rol. 
 

 Psychoanalyse lijkt een behandeling voor een kleine 
doelgroep met relatief hoge kosten, waarvan niet 
duidelijk is of deze behandeling effectief is2. Niet alleen 
psychoanalyse maar ook langdurige psychoanalytische 
psychotherapie is een zeer intensieve behandeling 
binnen de ambulante geneeskundige GGZ. Beide 
behandelingen duren langer dan een jaar en omvatten 
vier tot vijf zittingen per week voor psychoanalyse en 
één tot twee zittingen per week voor psychoanalytische 
psychotherapie. 
 
 

                                               
1 Rapport Pakketagenda 2007-2008, 2007, zie website CVZ 
2 Gezondheidsraad, Doelmatigheid van langdurige psychotherapie, 2001 
 



3 
Uitspraken www.cvz.nl – 28016678 (2010043894) 

Onderzoek naar 

effectiviteit 

Het CVZ heeft literatuuronderzoek laten doen naar 
bewijzen voor effectiviteit van psychoanalyse en 
langdurige psycho-analytische psychotherapie.  
Dit onderzoek is uitgevoerd door een onderzoeksgroep 
onder leiding van mevrouw Y. Smit MD MSc in 
Epidemiology. In deze onderzoeksgroep is zowel de 
inhoudelijke als de methodologische deskundigheid 
gewaar-borgd. De vraagstelling van het onderzoek 
luidde: Wat is de effectiviteit van zowel psychoanalyse 
als langdurige psycho-analytische psychotherapie, zo 
nodig gespecificeerd naar psychische stoornis? 
Het onderzoek, dat bestaat uit twee delen, één over 
langdurige psychoanalytische psychotherapie (LPPT) en 
één over psycho-analyse (PA), is begin 2010 opgeleverd. 
 

 Mede op basis van de onderzoeksresultaten neemt het 
CVZ in dit rapport een standpunt in over psychoanalyse 
en langdurige psychoanalytische psychotherapie. 
 

Opbouw rapport Het rapport heeft de volgende opbouw. In hoofdstuk 2 
gaat het CVZ in op de historische en huidige plaats van 
deze zorgvormen binnen het pakket. Hoofdstuk 3 gaat 
in op de zorgvormen, psychoanalyse (PA) en langdurige 
psycho-analytische psychotherapie (LPPT). De juridische 
en medische beoordeling is opgenomen in hoofdstuk 4.  
Vervolgens geeft het CVZ het standpunt over de vraag of 
PA en LPPT als te verzekeren zorg is aan te merken 
(hoofdstuk 5). 
De consequenties van dit standpunt komen aan de orde 
in hoofdstuk 6. 
In hoofdstuk 7 gaat het CVZ in op het ontvangen 
commentaar op een concept van dit standpunt.  
Tot slot (hoofdstuk 8) wordt de datum vermeld waarop 
het standpunt is ingenomen.  

 
Context 

Overheveling Op 1 januari 2008 is de geneeskundige GGZ overge-
heveld van de AWBZ naar de Zvw. Bij de overheveling 
gold het uitgangs-punt van pakket- en budgetneutrale 
overgang. Dit betekent dat alle geneeskundige GGZ die 
tot die tijd werd gefinancierd krachtens de AWBZ is 
overgegaan naar de Zvw. 
De systematiek van de AWBZ is evenwel anders dan die 
van de Zvw. In het kader van de AWBZ zijn de zorg-
aanbieders omschreven en kan de minister voorwaarden 
stellen. Onder de Zvw is het stellen van procedurele 
voorwaarden overgelaten aan de zorgverzekeraar en 
bepaalt de zorgverzekeraar wie de zorg kan verlenen. 
 

Regeling onder 
de AWBZ in 2007 

Onder de AWBZ was geregeld dat behandeling in 
verband met een psychiatrische aandoening kon 
plaatsvinden door een instelling, een psychiater of 
zenuwarts of psychotherapeut. In beginsel was een 
psychotherapeutische behandeling beperkt tot 
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maximaal 50 zittingen, maar deze beperking gold niet 
voor een psychoanalytische behandeling, verleend door 
een instelling. Verder was bepaald dat de zorgver-
zekeraar vooraf toestemming moest verlenen en dat de 
indicatie was gesteld en de zorg werd verleend overeen-
komstig de voorwaarden uit het ‘Indicatie- en behande-
lingsprotocol voor volwassenen’ van het Nederlands 
Psychoanalytisch Instituut (Npi) te Amsterdam.3 
 

 In 2004 werd geregeld dat de aanspraak op alle psycho-
therapeutische behandelingen beperkt werd tot een 
maximum aantal zittingen. Voor psychoanalytische 
behandelingen is dit na overleg met de Tweede Kamer 
teruggedraaid, maar zijn wel de hiervoor aangegeven 
extra voorwaarden opgenomen, mede omdat de 
doelmatigheid van psychoanalyse niet overtuigend was 
aangetoond.4  
 

Overheveling 
naar de Zvw 

Zoals opgemerkt past het stellen van dergelijke voor-
waarden niet in de systematiek van de Zvw. Zorgver-
zekeraars kunnen aangeven wie bepaalde zorg kan 
verlenen en daarbij ook nadere voorwaarden stellen.  
Met het oog op de destijds toekomstige overheveling en 
de andere systematiek binnen de Zvw is het onderwerp 
‘Psychoanalyse’ op de pakketagenda geplaatst. 
 

Zorgvormen  
LPPT en PA 

Tot de ambulante langdurige psychotherapieën rekent 
het CVZ: 

- langdurige psychoanalytische psychotherapie 
(LPPT) met een frequentie van één tot twee keer 
per week, en 

- de klassieke psychoanalyse (PA) met een 
frequentie van vier of vijf keer per week. 

 
 Deze zorgvormen heeft het CVZ nader op effectiviteit 

laten onderzoeken. In het kader van de Zvw kan een 
interventie tot het te verzekeren pakket behoren als het 
zorg betreft “zoals … plegen te bieden” en als deze zorg 
voldoet aan “de stand van de wetenschap en praktijk”.  
Omdat de Zvw-wetgeving van toepassing is geworden 
meent het CVZ dat deze zorgvormen aan de Zvw-criteria 
getoetst moeten worden. Dit gebeurt in dit rapport. 

 
Psychoanalyse en langdurige psychoanalytische psychotherapie 

 In dit hoofdstuk gaan wij in op de psychoanalyse en de 
psychoanalytische psychotherapie. Het betreft dan 
zowel de theorie en uitgangspunten ervan als de 
evidence in de wetenschappelijke literatuur. 
 

                                               
3 Artikel 8 Besluit zorgaanspraken AWBZ en artikel 7 Regeling zorgaanspraken AWBZ, zoals deze luidden vóór 1 
januari 2008 
4 Stb. 2004, 257 
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(Langdurige) psychotherapie 

 
 
Omschrijving 
(langdurige) 
Psychotherapie 
 
 
 
 
 
 
Twee vormen 

Psychotherapie is het behandelen door een deskundige, 
die daartoe is opgeleid, met als doel de genezing of 
verbetering van psychische stoornissen te bewerk-
stelligen door op methodische wijze symptomen te 
beïnvloeden en veranderingen teweeg te brengen in de 
beleving, cognities en wijze van functioneren van 
patiënten.  
Langdurige psychotherapie wordt gedefinieerd als een 
vorm van psychotherapie die langer dan een jaar duurt 
of meer dan 25 sessies telt.5 
 
Onder langdurige psychotherapie vallen in deze 
terminologie zowel psychoanalytische face-to-face 
therapievormen (1 tot 2 zittingen per week) als 
psychoanalyse (op de bank, 4 tot 5 zittingen per week). 
De eerste vorm kan zowel individueel als in groep 
plaatsvinden, de tweede is bij volwassenen per definitie 
individueel. 
Binnen de langdurige psychotherapie neemt de psycho-
analyse een bijzondere plaats in, onder andere door de 
zeer lange duur. Dat kan lopen van 4 jaar tot meer dan 
10 jaar, met wel 4 of 5 zittingen per week. Op dezelfde 
uitgangspunten als de psychoanalyse berust de lang-
durige psychoanalytische psycho-therapie, die korter en 
minder intensief is: minimaal een jaar, met 1 of 2 
zittingen per week. Dit rapport is gericht op deze twee 
vormen van langdurige psychotherapie die gebaseerd 
zijn op de psychoanalytische theorie, namelijk op de 
psycho-analyse enerzijds en de langdurige psycho-
analytische psychotherapie anderzijds. 

De psychoanalytische theorie 
 
 
Theorie en 
Freud 

De uitgangspunten van de psychoanalytische theorie als 
verklaring voor veel van het menselijk gedrag zijn 
ontwikkeld door Freud begin 20e eeuw. De ontwikkeling 
van de theorie en het ontwikkelen van de klassieke 
psychoanalyse als behandel-methode gingen hand in 
hand. Sedertdien heeft zich een levendige ontwikkeling 
voorgedaan, die geleid heeft tot aanpassing van de 
oorspronkelijke begrippen en concepten en tot het 
ontwikkelen van verschillende varianten van de theorie 
en zijn toepassing. Dit leidde tevens tot veel 
controversen hierover. In elk geval is het klassieke 
driftmodel zoals dat door Freud beschreven is, 
grotendeels verlaten. 
Dit rapport geeft geen gedetailleerde en samen-
hangende bespreking van de begrippen, theorieën en 
controversen. Samenvattend kan het volgende gesteld 
worden over de psychoanalytische theorie en werkwijze. 
 

 
Gemeenschap-

Naar de huidige opvattingen (Gabbard 2004, geciteerd 
door De Maat6) zijn er bij alle variaties in de psycho-

                                               
5 Gezondheidsraad, Doelmatigheid van langdurige psychotherapie, 2001 
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pelijke 
uitgangspunten 

analytische theorie en werkwijze een aantal gemeen-
schappelijke uitgangspunten: 

- Veel van het psychische leven is onbewust. 
- Ervaringen uit de kindertijd, tezamen met aanleg 

vormen de volwassene. 
- De overdracht van de patiënt op de therapeut is 

een primaire bron van inzicht. 
- De tegenoverdracht van de therapeut geeft 

waardevol inzicht in wat de patiënt bij anderen 
oproept. 

- De weerstand van de patiënt in het therapeutisch 
proces is een belangrijk aandachtspunt in de 
therapie. 

- Symptomen en gedragingen dienen meervoudige 
doelen en worden bepaald door complexe en 
vaak onbewuste krachten. 

- Een psychodynamische therapeut ondersteunt de 
patiënt bij het bereiken van een beleving van 
authenticiteit en uniekheid. 

 
 Aan De Wolf7 en Schalkwijk8  ontlenen we deze 

beginselen van de algemene theorie (die dus breder is 
dan alleen maar de klinische toepassing): de vroeg-
kinderlijke ontwikkeling in relatie tot anderen is het 
fundament voor de persoonlijkheid, een belangrijk deel 
van ons leven speelt zich onbewust af, en het is te 
beschouwen als een emotietheorie die uitspraken doet 
over de samenhang van gevoelens en cognitie. 
 

 
 
Geen ‘proof of 
concept’ 

Een van de problemen bij de psychoanalytische theorie 
en behandeling is het ontbreken van een robuuste 
“proof of concept”. De toepassing als therapie berust 
vooralsnog niet op een onaantastbaar bewijs van het 
werkingsmechanisme.  
Uit culturele verschijnselen en verschijnselen die zich 
voordoen in de therapie is een zekere aannemelijkheid 
voor de theorie af te leiden, maar dat geeft nog niet 
voldoende argumenten waarom het bij de individuele 
behandeling van patiënten met bepaalde stoornissen 
effectief zou zijn. Van Tilburg9 besteedt aandacht aan de 
behoefte aan empirisch onderzoek naar sleutel-
begrippen uit de theorie. Maar de meest fundamentele 
aanname van de psychoanalytische theorie, namelijk dat 
het onbewuste onmisbaar is voor het begrijpen van 
gedrag, staat niet meer ter discussie. 
 

Toepassing als behandelingsmethode 
 
 
 

De meest grondige toepassing van de psychoanalytische 
therapie is in de vorm van de klassieke psychoanalyse 
(PA), waarbij de patiënt 4 tot 5 maal per week bij de 

                                                                                                                                                
6 De Maat, On the effectiveness of psychoanalytic therapy, 2007 
7 De Wolf, Inleiding in de psychoanalytische psychotherapie, 2002 
8 Schalkwijk, Dit is psychoanalyse, 2006 
9 Van Tilburg, Psychoanalyse en psychiatrie, Tijdschrift voor Psychiatrie 42 (2000) 9 



7 
Uitspraken www.cvz.nl – 28016678 (2010043894) 

Klassieke 
psychoanalyse 

therapeut op de bank ligt, en de luisterende en 
reagerende therapeut buiten zijn zicht bij hem zit.  
Het proces is vooral gericht op het openleggen van 
onbewuste aspecten van disfunctioneel gedrag of 
disfunctionele belevingen. Dit proces kan vele jaren 
duren. Doordat het hoge eisen aan de patiënt stelt wat 
betreft tijdsinvestering, vermogen tot zelfreflectie en 
uitdrukkings-vermogen is lang niet iedereen geschikt 
voor PA. 
 

 
 
Langdurige 
psychoanalytisch
e 
psychotherapie 

Een andere therapievorm die stoelt op de psycho-
analytische theorie, is de langdurige psychoanalytische 
psychotherapie (LPPT). Hierbij is er gedurende 1á 2 jaar 
een face-to-face contact in een normale spreekkamer-
situatie. De gekozen doelen kunnen beperkt zijn tot het 
behandelen van een aantal specifieke klachten of 
probleemgebieden. Therapeut en patiënt kunnen naar 
behoefte kiezen voor een meer open-leggende of een 
meer steunende aanpak. Daardoor kunnen ook 
patiënten in behandeling genomen worden die minder 
geschikt zijn voor de klassieke PA op de bank. 
 

 
 
Voor wie 
bedoeld? 
 
 
 
 

De doelgroep laat zich niet goed afgrenzen in de vorm 
van welomschreven diagnostische categorieën zoals de 
DSM-IV10. Dit temeer omdat de DSM-IV vooral gebaseerd 
is op waarneem-baar gedrag en bewuste klachten, 
terwijl de psychoanalytische aanpak gericht is op meer 
verborgen oorzaken van een scala aan psychopatholo-
gische verschijnselen. De indicaties voor psychotherapie 
in zijn algemeenheid worden niet in de eerste plaats 
bepaald door symptomen, syndromen of ziekte maar 
meer door persoonlijke eigenschappen die maken dat 
de patiënt kan profiteren van een psychoanalytische 
aanpak11. Binnen deze voorwaarden wordt de LPPT 
toegepast bij een scala aan klachten en problemen. Het 
gezaghebbende Nederlands Psychoanalytisch instituut 
(Npi) omschrijft deze als volgt: gedurende langere tijd 
ernstig lijden onder psychische problemen zoals 
persoonlijkheids- en identiteitsproblematiek dan wel 
recidiverende angsten en depressies. Het gaat dan om 
patiënten die niet met een korterdurende aanpak 
voldoende geholpen kunnen worden12. 

Behoefte aan effectiviteitsonderzoek 
 
 
Geen onderzoek 
naar 
doelmatigheid  

De Gezondheidsraad (GR) concludeerde in 2001 al dat 
langdurige psychotherapie (waar dus ook PA en LPPT 
onder vallen) onvoldoende onderzocht is om conclusies 
ten aanzien van de doelmatigheid te kunnen trekken.  
Er was slechts sporadisch onderzoek verricht naar 
langdurige psychotherapie. Verscheidene factoren 
spelen hier een rol.  

                                               
10 DSM-IV-TR. Diagnostic and Statistical Manual of Mental Disorders. Washington: American Psychiatric Association, 
2000 
11 Zwanikken e.a., Psychiatrie, 1993 
12 Indicatie- en behandelingsprotocol voor volwassenen, 2004 
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Zonder méér onderzoeksgegevens is de werkzaamheid, 
laat staan de doelmatigheid, van langdurige psycho-
therapie niet te beoordelen. De GR-commissie meende 
dat die therapie mogelijk effectief is bij bepaalde 
groepen patiënten. Voorbeelden zijn patiënten met 
persoonlijkheidsstoornissen en patiënten met 
persisterende stemmingsstoornissen. 
 

 Om de huidige plaats van de PA en LPPT in het basis-
pakket te kunnen beoordelen, heeft het CVZ thans een 
onderzoek laten uitvoeren naar bewijzen voor de 
effectiviteit. Hoe evidence based zijn deze behan-
delingen? Gekozen is om afzonderlijk onderzoek te 
laten doen naar de PA en de LPPT. Dit heeft geresulteerd 
in respectievelijk een review en een meta-analyse van Y. 
Smit e.a. die als bijlagen bij deze standpuntbepaling 
gaan. 

 
Beoordeling standpunt Zvw 

Wet- en regelgeving 

Wettelijk kader Het wettelijke kader waarbinnen het CVZ langdurige 
psychoanalytische psychotherapie en psychoanalyse 
toetst is de wet- en regelgeving zoals vastgelegd in de 
Zvw en aanverwante regelingen. 
 

Te verzekeren 
risico 

• Artikel 10 Zvw bepaalt welke risico’s moeten 
worden verzekerd in een zorgverzekering. 
Artikel 10, onder a Zvw bepaalt dat het krachtens 
de zorgverzekering te verzekeren risico de 
behoefte inhoudt aan onder meer geneeskundige 
zorg. 

 
Amvb: Bzv • Artikel 11, derde lid Zvw geeft aan dat bij 

algemene maatregel van bestuur (AMvB) de 
inhoud en omvang van de te verzekeren 
prestaties nader worden geregeld. Deze AMvB 
vindt zijn uitwerking in het Besluit zorgver-
zekering (Bzv). 

 
 • Artikel 2.1, eerste lid Bzv regelt dat de zorg en 

overige diensten, bedoeld in artikel 11, eerste 
lid, onder a, van de Zvw de vormen van zorg of 
diensten omvatten die naar inhoud en omvang 
zijn omschreven in de artikelen 2.4 tot en met 
2.15 van het Bzv. 

 
Stand van de 
wetenschap en 
praktijk 

• Artikel 2.1, tweede lid Bzv regelt dat de inhoud 
en omvang van de vormen van zorg of diensten 
mede worden bepaald door de stand van de 
wetenschap en praktijk en, bij ontbreken van 
zo’n maatstaf, door wat in het betrokken 
vakgebied geldt als verantwoorde en adequate 
zorg en diensten. 
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Plegen te bieden • Artikel 2.4, eerste lid, aanvang en onder a, sub 2 

van het Bzv omschrijft dat geneeskundige zorg 
zorg omvat zoals huisartsen, medisch-
specialisten, klinisch-psychologen (..) die plegen 
te bieden, alsmede (…). 

 
 Het CVZ beoordeelt in het kader van deze wettelijke 

bepalingen of PA en LPPT is aan te merken als: 
• geneeskundige zorg zoals medisch-specialisten 

en klinisch-psychologen die plegen te bieden 
(paragraaf 3.b.), 

• zorg conform de stand van de wetenschap en 
praktijk of, bij ontbreken van die maatstaf, als 
zorg die in het betrokken vakgebied geldt als 
verantwoorde en adequate zorg (paragraaf 3.c.). 

 

Plegen te bieden 
 Het CVZ stelt vast of aan het criterium ‘plegen te bieden’ 

wordt voldaan aan de hand van het rapport ‘Betekenis 
en beoordeling criterium plegen te bieden’ van 
17 november 200813. 
 

Aanvaard zorg- 
arsenaal en op 
professioneel 
juiste wijze 
geleverd 

Het CVZ gaat in dat verband na of het zorg betreft die 
de beroepsgroepen van de in de regelgeving genoemde 
zorg-verleners (psychiaters en klinisch-psychologen) tot 
het aanvaarde arsenaal van zorg rekenen en of de zorg 
wordt geleverd op een wijze die deze beroepsgroepen 
als professioneel juist beschouwen. 
 

Psychoanalyse De psychoanalyse is de laatste honderd jaar in 
wisselende mate op basis van telkens evoluerende en 
soms uiteenlopende theoretische modellen uitgevoerd, 
bij meer of minder duidelijk omschreven klachten, 
problemen en mentale stoornissen.  
Het aantal volwassenen in analyse in Nederlandse GGZ-
instellingen in 2004 bedroeg 229; bij vrijgevestigde 
analytici ongeveer 40014. In 2004 werden door het Npi 
van de 602 aanmeldingen er 18 geïndiceerd. In de 
Nederlandse GGZ-richtlijnen zochten wij systematisch 
naar psychoanalyse. Daaruit bleek dat in de richtlijnen 
voor ADHD, alcoholpro-blemen, angststoornissen, 
eetstoornissen, depressie, persoonlijkheidsstoornissen 
en schizofrenie geen plaats is ingeruimd voor 
psychoanalyse. Dat wil niet zeggen dat behandelaren die 
zorg niet plegen te bieden. De psycho-analyse richt zich 
nu eenmaal meer op het type patiënt en diens 
levensproblemen, dan op specifieke ziekte-entiteiten of 
op specifieke diagnostische categorieën. Richtlijnen 
hebben doorgaans diagnostische categorieën als 
uitgangspunt. Zie ook onder 3c, waarin de doelgroep 
omschreven wordt. 

                                               
13 Publicatienummer 268: zie website CVZ 
14 Schalkwijk, Dit is psychoanalyse, 2006 
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Duidelijke standpunten uit buitenlandse bron over 
psycho-analyse blijken schaars te zijn. Blue Cross/Blue 
Shield van Massachusetts heeft psychoanalyse in 2002 
uit de aanspraken geschrapt, nadat het in 2000  er in 
opgenomen was15. Blue Cross/Blue Shield North Carolina 
kennen een “evidence based guideline” van 200816, 
waarin een plaats is toegekend aan de psychoanalyse 
onder indicatievoorwaarden die vergelijkbaar zijn met 
die van het Npi. 

Langdurige 
psychoanalytisch
e psychotherapie 

Langdurige psychoanalytische psychotherapie kent 
minder beperkingen bij de indicatiestelling dan de 
psychoanalyse. In 2004 waren via indicatiestelling van 
het Npi in Nederlandse GGZ-instellingen 702 patiënten 
in behandeling en waarschijn-lijk bij vrijgevestigde 
zorgverleners een groot aantal meer. 

Bijzondere 
richting binnen 
de 
psychotherapie 

De behandelaren die daadwerkelijk psychoanalytische 
methoden toepassen, behoren bijna allemaal tot de 
beroepsgroepen van psychiaters en klinisch 
psychologen.  
Een substantieel deel van de psychiaters en klinisch 
psycho-logen werkt met psychoanalytische methoden. 
Alleen al bij de Nederlandse vereniging voor Psycho-
analyse zijn 250 thera-peuten aangesloten, ongeveer 
evenveel psychologen als artsen. Hoewel er in medische 
en psychologische kring verschillend gedacht wordt over 
de effectiviteit en de kosteneffectiviteit van de psycho-
analyse wordt de theorie en de toepassing ervan door 
daartoe opgeleide beroepsgenoten als professioneel 
juist beoordeeld. Voor het bieden van PA en LPPT heeft 
de gespecialiseerde beroepsgroep specifieke opleidings-
eisen geformuleerd17. Deze gelden bovenop de 
opleidingseisen gesteld in de Wet BIG. In het kader van 
een beheerste toegang tot de langdurige psycho-
analytische behandelvormen geldt het door het 
Nederlands Psycho-analytisch Instituut ontwikkelde 
indicatie en behandelings-protocol sinds 2004 als 
landelijke norm. 
Deze zorg wordt in Nederland al vele jaren ten laste van 
de wettelijke ziektekostenverzekeringen vergoed. 

Plegen te bieden De zorgvormen PA en LPPT is zorg zoals de genoemde 
beroepsgroepen die plegen te bieden. 

Stand van de wetenschap en praktijk 
EBM-principes Het CVZ volgt voor de beoordeling of een prestatie 

voldoet aan de stand van wetenschap en praktijk de 
principes van Evidence Based Medicine (EBM).  

15 BluecrossBlueshield Massachusetts, behaviour health policy nr 423, revised jan. 2010 
16 BluecrossBlueshield North Carolina, evidence based guideline MHCD2041, revised aug. 2008 
17 Zie Kenniscentrum van het NPI, www.psychoanalytischinstituut.nl: drie Nederlandse beroepsverenigingen 
verzorgen een opleiding tot psychoanalyticus (Nederlandse Vereniging voor Psychoanalyse, Nederlands 
Psychoanalytisch Genootschap en Nederlandse Psychoanalytische Groep); voor informatie over de opleiding tot 
psychoanalytisch psychotherapeut de Nederlandse Vereniging voor Psychoanalytische Psychotherapie 
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Het CVZ beschrijft in zijn rapport ‘Beoordeling stand van 
de wetenschap en praktijk’ van 5 november 200718 op 
welke wijze wordt getoetst of zorg aan dit criterium 
voldoet. 
 

 Voor de beantwoording van de vraag of zorg conform de 
stand van de wetenschap en praktijk is, heeft het CVZ 
als uitgangs-punt dat er gerandomiseerde studies van 
goede kwaliteit vereist zijn om een ondubbelzinnige 
positieve conclusie te kunnen trekken over interventies. 
Als deze studies er niet zijn, kán op basis van studies 
met een lager niveau van bewijs-kracht een positieve 
beoordeling volgen. In dat geval moet echter wel 
deugdelijk beargumenteerd worden waarom er geen 
gerandomiseerde studies zijn en ook niet vereist kunnen 
worden. 
 

Onderzoek Om te beoordelen of PA en LPPT zorg is conform de 
stand van de wetenschap en praktijk heeft het CVZ 
onderzoek laten uitvoeren naar de effectiviteit van PA en 
LPPT.  

 Het onderzoek bestaat uit twee onderdelen, één naar de 
effectiviteit van PA en één naar die van LPPT. Deze 
onderzoeken zijn als bijlage bij dit rapport gevoegd. 

 Hierna wordt ingegaan op de resultaten van het 
onderzoek. 

Systematische review van psychoanalyse 

 
 
 
 
 
 
Geen bewijs voor 
effectiviteit 

Voor de uitvoerige beschrijving en verantwoording van 
de zoekstrategie en inclusiecriteria verwijzen wij naar de 
review19 en tevens naar de meta-analyse van LPPT20.  
De search ten behoeve van de LPPT was ook gericht op 
psychoanalyse. Omdat er geen gecontroleerde, 
(quasi)gerandomiseerde trials zijn gevonden over 
psychoanalyse, hebben de auteurs ook gezocht naar 
vergelijkende cohort studies. Zij doorzochten de 
referenties van bestaande systematische reviews en 
zochten in Medline, Embase, PsycINFO, en eveneens 
naar alle Evidence Based Medicine (EBM) Reviews. 
Studies zouden geïncludeerd worden als één van de 
behandelgroepen in psychoanalyse zou zijn, en als die 
groep vergeleken kon worden met een vergelijkbare 
groep die een andere behandeling volgde, of niet in 
behandeling was. Patiënten moesten een definieerbare 
mentale aandoening hebben. Twee onderzoekers 
hebben onafhankelijk van elkaar de studies geselec-
teerd. Zij vonden geen vergelijkende cohort studies die 
geschikt waren om te includeren. Dergelijke studies zijn 
nodig, evenals gerandomiseerd onderzoek waarin 
psychoanalyse met evidence-based behandelingen wordt 
vergeleken. Er zijn verschillende methodologische 
hindernissen te nemen voor onderzoekers die de 

                                                                                                                                                
18 Publicatienummer 254: zie website CVZ 
19 Bijlage 1 
20 Bijlage 2 
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effectiviteit van psychoanalyse willen evalueren. 
Dubbelblind onderzoek is niet mogelijk, en het 
includeren, randomiseren en vervolgens vasthouden van 
patiënten in zeer lang lopend onderzoek is moeilijk.  
Het bestaan van verschillende vergelijkende studies naar 
de effectiviteit van langdurige psychoanalytische 
psychotherapie maakt aannemelijk dat dergelijke 
studies ook bij psychoanalyse mogelijk zijn. 
Voor de effectiviteit van PA hebben de onderzoekers dus 
geen studies kunnen vinden die aan de kwaliteitscriteria 
van Evidence Based Medicine (EBM) voldoen. 

Meta-analyse van langdurige psychoanalytische psychotherapie 

 Y. Smit e.a. doorzochten de referenties van bestaande 
systematische reviews en zochten in Medline, Embase, 
PsycINFO, en alle Evidence Based Medicine (EBM) 
Reviews, zonder tijds- of taalrestrictie, naar gerando-
miseerde trials en quasi-gerandomiseerde trials.  
De interventie moest psycho-analyse of langdurige 
psychoanalytische psychotherapie zijn. De controle 
groep moest een niet-psychoanalytische behandeling 
krijgen, en/of een kortdurende behandeling, of geen 
behandeling (bijvoorbeeld op een wachtlijst staan). 
Patiënten moesten een duidelijk gedefinieerde mentale 
aandoening hebben. Twee onderzoekers hebben 
onafhankelijk van elkaar de studies geselecteerd.  
De primaire uitkomst was herstel; secundaire 
uitkomsten waren uitkomsten op de domeinen target 
problems, general psychiatric symptoms, personality 
pathology, social functioning en kwaliteit van leven. 
Geselecteerde studies werden beoordeeld op kwaliteit, 
en in tabellen en tekst samengevat. Van de primaire en 
secundaire uitkomsten werd een gewogen gemiddelde 
berekend (meta-analyse). Uiteindelijk werden acht 
gerando-miseerde, gecontroleerde studies geïncludeerd 
die lange-termijn psychoanalytische psychotherapie 
(LPPT) vergeleken met een andere behandeling.  
Er zijn geen gecontroleerde, gerandomiseerde studies 
gevonden over psychoanalyse, en ook geen 
vergelijkende studies van lager niveau.  
De acht geïncludeerde studies werden bij zeer 
verschillende patiëntengroepen uitgevoerd en 
vergeleken LPPT met een scala aan andere therapieën, 
inclusief treatment as usual. In de acht studies waren 
volwassen patiënten geïncludeerd met diverse 
eetstoornissen, bipolaire stoornissen en persoonlijk-
heidsstoornissen. Zie hiervoor de meta-analyse21. 
 

Geen verschil met 
effectiviteit 
andere 
behandelingen 

De frequentie van herstel van verschillende mentale 
aandoeningen na LPPT verschilde niet van de frequentie 
van herstel na diverse andere behandelingen.  
De individuele studies waren onderling erg variabel wat 
betreft de Effect Sizes (ES), zowel in richting als in 
grootte. Het is mogelijk dat verschillen in patiënten-

                                               
21 Bijlage 2 
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groepen, in controlebehandelingen, in meetinstru-
menten etc. hieraan ten grondslag liggen. Het aantal 
studies was te klein om met analyses van subgroepen of 
met meta-regressie de verschillen te onderzoeken. 
De bevindingen hebben een beperkte zeggingskracht 
door de methodologische beperkingen en de beperkte 
betekenis van de uiteindelijke effectmaten (ES). Zie ook 
GR (2001)22. 
De meta-analyse heeft dus niet kunnen aantonen dat het 
effect van LPPT verschilt van die van een andere aanpak. 
 

Conclusie 

Psychoanalyse Psychoanalyse voldoet niet aan de stand van wetenschap 
en praktijk omdat er onvoldoende kwalitatief adequate 
studies over de effectiviteit in de praktijk te vinden zijn. 
Bij het zoeken naar evidence zijn de auteurs van de 
review afgedaald tot het niveau van vergelijkende cohort 
studies. Evidence van nog lager niveau dan opgenomen 
in de review kan niet verant-woord leiden tot de 
conclusie dat PA effectief zou zijn. 
Met andere woorden: niet gevonden werd bewijs-
materiaal, dat bij de individuele behandeling voldoende 
patiënten beter af zijn mét psychoanalyse dan zonder. 
 

Toelichting Als vergelijkende studies niet gevergd kunnen of mogen 
worden, is soms evidence van lager niveau voldoende 
om de effectiviteit aannemelijk te maken. Dit is bijvoor-
beeld het geval als er een proefondervindelijk bewezen 
werkingsmechanisme aan ten grondslag ligt. Echter bij 
psychoanalyse ontbreekt dat. 
 

Langdurige 
psychoanalytisch
e psychotherapie 

Langdurige psychoanalytische psychotherapie voldoet 
aan de norm van de stand van wetenschap en praktijk 
omdat er voldoende studies zijn aangetroffen waaruit 
blijkt dat de effecten niet verschillen van andere 
behandelingen.  

 
Standpunt 

 Voorliggende vraag is of PA en LPPT zorg is die behoort 
tot het te verzekeren basispakket. 

 PA en LPPT is zorg zoals medisch-specialisten en 
klinisch-psychologen plegen te bieden. Deze zorg valt, 
voor zover deze voldoet aan het criterium stand van de 
wetenschap en praktijk, onder de Zvw-prestatie 
geneeskundige zorg. 

                                                                                                                                                
22 Ook de analyse van de GR (2001) wijst op de beperkingen van ES als uitkomst: In psychotherapie-onderzoek wordt 
om de vraag naar de grootte van het effect te beantwoorden veelal de effectgrootte (effect size) berekend, waarmee 
bedoeld wordt (M1 - M2) / s.d. Daarin zijn M1 en M2 de gemiddelden van uitkomstmaten van de behandelde 
respectievelijk onbehandelde groep patiënten en is s.d. de gemiddelde standaardafwijking. Voor de s.d. wordt 
eventueel een gewogen gemiddelde genomen, en in sommige gevallen de s.d. bij de behandelde groep. De s.d. is 
mede afhankelijk van het aantal en mogelijke selectie van de patiënten. Bij een grotere s.d. verkrijgt men een 
kleinere effectgrootte, en omgekeerd. De effectgrootte is derhalve een relatieve maat, die bruikbaar is om 
verschillende onderzoeken te vergelijken, maar niet om de absolute grootte van het effect te beoordelen. 
De effectgrootte geeft echter niet aan of de behandeling voor een bepaalde patiënt een verbetering oplevert die 
klinische betekenis heeft. Klinische significantie heeft betrekking op de praktische waarde van een interventie voor 
een individuele patiënt. 
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 Er zijn over psychoanalyse geen kwalitatief voldoende 

studies te vinden over de effectiviteit in de praktijk. 
Psychoanalyse voldoet hiermee niet aan de stand van 
wetenschap en praktijk. 
 

 Er zijn voldoende studies aangetroffen waaruit blijkt dat 
de effecten van langdurige psychoanalytische 
psychotherapie niet verschillen van andere 
behandelingen. Hiermee voldoet LPPT wel aan de stand 
van de wetenschap en praktijk. 
 

 Op grond van het vorenstaande concludeert het CVZ dat 
PA niet en LPPT wel behoort tot een te verzekeren 
prestatie op grond van de Zvw. 

 
Consequenties 

Gevolgen voor 
verzekerden  

Het standpunt heeft geen gevolgen voor verzekerden 
die LPPT ontvangen, maar wel voor verzekerden die nu 
PA ontvangen. Op deze lopende behandelingen gaat het 
CVZ hieronder in. 
 

 Verzekeraars kunnen de kosten van de ‘klassieke’ 
psycho-analyse niet meer ten laste van de Zvw brengen. 
Omdat psychotherapie gespecialiseerde zorg is vindt de 
bekostiging van deze zorg plaats op basis van het DBC-
systeem. In de toekomst zullen zorgverzekeraars 
bedacht moeten zijn op ambulante producten van 
behandelgroepen waar veel tijd geschreven is.  
In dit geval kan sprake zijn van psychoanalyse. 
 

Lopende 
psychoanalyses 

Het standpunt impliceert dat de behandeling psycho-
analyse, zoals in dit rapport gedefinieerd, geen onder-
deel meer is van het basispakket. Nieuwe behandelingen 
kunnen niet ten laste van de Zvw starten. Het niet 
voldoen aan de stand van de wetenschap en praktijk 
leidt er automatisch toe dat de behandeling niet (meer) 
tot het pakket behoort. 
Niet uitgesloten is dat het verstoren van de behandeling 
en behandelrelatie mogelijk schadelijke gevolgen voor 
de verzekerde kan hebben. 
 

 Gelet evenwel op de aard van de zorgverzekering meent 
het CVZ dat zorgverzekeraars lopende behandelingen 
mogen blijven vergoeden. 
De zorgverzekering is een schadeverzekering (artikel 1, 
onder d Zvw). Dat brengt met zich mee dat voor de 
vraag of een behandeling valt onder de verzekerde zorg 
het tijdstip waarop de schade ontstaat beslissend is.  
De schade ontstaat op het moment waarop de 
verzekerde kosten maakt voor een medische 
behandeling of bij de uitvoering van de medische 
behandeling. De hele behandeling dient te worden 
gezien als één schadevoorval.  
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Voor de verzekerden die op dit moment een psycho-
analytische behandeling ondergaan geldt dus dat deze 
schade is ontstaan toen psychoanalyse behoorde tot de 
verzekerde zorg en dat de behandelingskosten vergoed 
moeten worden tot het moment waarop de behandeling 
is afgerond. De zorgverzekeraars dienen deze 
behandeling te vergoeden tot deze is afgerond en 
mogen de kosten ook ten laste brengen van de 
verevening. Dit vloeit rechtstreeks voort uit de aard van 
de zorgverzekering. 
 

 
Commentaar van partijen 

Andere 
procedure 
 

In het kader van pakketbeheer levert het CVZ de 
producten standpunten en adviezen.  
Bij de totstandkoming van de adviezen (pakket- of 
systeemadviezen) is het regel dat het CVZ betrokken 
partijen, als belanghebbenden consulteert. Als het gaat 
om standpunten is het regel dat in het kader van de 
totstandkoming van de paragraaf over de stand van de 
wetenschap en praktijk inhoudelijke deskundigen 
worden geraadpleegd. Zoals in de inleiding aangegeven 
komt dit standpunt voort uit de pakketagenda 2007-
2008. Op dat moment was nog niet duidelijk of sprake 
zou zijn van het uitbrengen van een standpunt of 
advies. Verder hebben verschillende partijen toen ook al 
aangegeven betrokken te willen zijn. Het CVZ heeft 
toegezegd partijen te benaderen, zodra een concept-
rapport gereed is. Dus anders dan de gebruikelijke 
procedure heeft het CVZ een concept van dit rapport 
voor commentaar voorgelegd aan: 

 - GGZ Nederland 
- Nederlandse Vereniging van Vrijgevestigde 

Psychologen & Psychotherapeuten (NVVP) 
- Nederlandse Vereniging voor Psychotherapie 

(NVP) 
- Nederlands Instituut van Psychologen (NIP) 
- Nederlandse PsychoAnalytische Groep (NPAG) 
- Cliëntenplatform voor psychoanalyse en 

psychoanalytische psychotherapie (CPPP) 
- Landelijk Platform GGz (LPGGz) 
- Nederlandse Vereniging voor Psychiatrie (NVvP) 
- Nederlands Psychoanalytisch Instituut (Npi) 
- Nederlands Psychoanalytisch Genootschap (NPG) 
- Nederlandse Vereniging voor Psychoanalytische 

Psychotherapie (NVPP) 
- Nederlandse Vereniging voor Psychoanalyse 

(NVPA) 
- Zorgverzekeraars Nederland (ZN) 

 
Reacties  Van alle partijen, met uitzondering van het Landelijk 

Platform GGz, is een reactie ontvangen. De ontvangen 
reacties gaan hierbij als bijlage 3. De drie nog niet 
gepubliceerde artikelen, waar verschillende partijen naar 
verwijzen, zijn niet bijgevoegd.  
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Op elke reactie zal het CVZ bij brief afzonderlijk 
reageren. 
In het kader van dit rapport reageert het CVZ hieronder 
op de belangrijkste opmerkingen. Deze opmerkingen 
maken de meeste partijen. Dit betreft niet de reactie van 
ZN. Aan het eind van deze reactie gaat het CVZ hierop 
afzonderlijk in. 
 
Waarom geen bewijs van lager niveau voor 
psychoanalyse accepteren? 
Partijen wijzen er op dat psychoanalyse zich uit de aard 
van de behandeling niet of nauwelijks leent voor 
wetenschappelijk onderzoek door middel van een RCT. 
Daarom vinden zij dat het CVZ zijn oordeel op lagere 
evidentie had moeten baseren. Tevens wijzen zij op het 
rapport Beoordeling van de stand van de wetenschap en 
praktijk, waarin met voorbeelden is aangegeven 
wanneer beslissingen kunnen worden genomen op basis 
van lagere evidentie. 
Het CVZ merkt naar aanleiding hiervan op dat in de 
tekst duidelijk weergegeven is dat de eisen van de 
evidence lager zijn gesteld dan een RCT, bv. 
vergelijkende cohort studies. Als vergelijkende studies 
niet gevergd kunnen of mogen worden, kan soms 
evidence van lager niveau voldoende zijn om de 
effectiviteit aannemelijk te achten. Dit kan bijvoorbeeld 
het geval zijn als er een proefondervindelijk bewezen 
werkingsmechanisme aan ten grondslag ligt. Echter bij 
psychoanalyse ontbreekt dat. 
 
Overigens concludeert het CVZ niet dat psychoanalyse 
niet effectief is, maar dat er onvoldoende bewijs is voor 
de effectiviteit ervan. 
 
Werkingsmechanisme 
Partijen wijzen er op dat er twee criteria worden gehan-
teerd voor het antwoord op de vraag of een interventie 
voldoet aan de huidige stand van de wetenschap en 
praktijk. Als eerste criterium noemen zij ‘voldoende 
kwalitatief adequate studies over de effectiviteit in de 
praktijk’ te vinden zijn en als tweede ‘een bewezen 
werkingsmechanisme’. Dit was niet bedoeld aan te 
geven. Het gaat slechts om één criterium, en wel het 
eerstgenoemde. Omdat ‘bewezen werkingsmechanisme’ 
ten onrechte als criterium werd gezien heeft dit geleid 
tot verduidelijking in en aanpassing van de tekst. 
 
Voorlopige financiering 
Partijen pleiten voor handhaving van PA in het basis-
pakket en voor het realiseren gedurende de komende 
tijd van voldoende kwalitatief onderzoek. 
In dit verband wijst het CVZ op het onlangs uitgebrachte 
rapport ‘Voorwaardelijke financiering in het kader van 
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een verantwoord pakket’23. Indien de minister dit advies 
aanvaardt zijn er wellicht mogelijkheden voor finan-
ciering. Daarbij benoemt het CVZ zes toegangscriteria 
voor interventies om in aanmerking te komen voor deze 
mogelijkheid van voorwaardelijke financiering. 
 
Reactie ZN 
ZN geeft aan dat dit standpunt duidelijkheid biedt en in 
de praktijk goed uitvoerbaar is. 
 
Voor wat betreft de opmerkingen over de conclusie over 
de LPPT merkt het CVZ op dat veel van het beschikbare 
materiaal methodologische beperkingen kent.  
De onderzoekers hebben hiermee rekening gehouden 
bij de analyse, en het CVZ heeft hiermee rekening 
gehouden bij de formulering van het standpunt. 
 
Doelmatigheid is niet een onderwerp dat onderdeel 
uitmaakt van een beoordeling van de stand van de 
wetenschap en praktijk en komt daarom niet aan de 
orde in dit rapport. 

 
Vaststelling standpunt 

 De Raad van Bestuur heeft dit standpunt vastgesteld op 
23 maart 2010. 

 

                                               
23 Rapport Voorwaardelijke financiering in het kader van een verantwoord pakket van 1 december 2009. 
Publicatienummer 283. Zie website CVZ. 
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2 Summary 

2.a Introduction 
For several decades now the effectiveness of psychoanalysis is debated. While the 
effectiveness of other forms of psychotherapy - such as cognitive behaviour therapy, 
interpersonal psychotherapy and short-term psycho-analytical psychotherapy - has been 
scrutinised in controlled trials, research that focuses on psychoanalysis is sparse. We set out to 
determine the effectiveness of psychoanalysis. In a previous systematic review we did not find 
any quasi-randomised or randomised controlled trials comparing psychoanalysis with another 
treatment or no treatment. Here we search for comparative cohort studies on 
psychoanalysis, also referred to as studies with a quasi-experimental or naturalistic design. 
 

2.b Methods 
We tracked references from existing systematic reviews and searched Medline, Embase, 
PsycINFO, and all Evidence Based Medicine (EBM) Reviews for quasi-experimental studies or 
comparative cohort studies. Studies would be selected if one of the groups studied were 
patients in psychoanalysis, and if this group could be compared to a similar group of patients 
in another type of treatment or not in treatment. Patients had to have a clearly defined 
mental disorder. Two authors independently identified trials for inclusion. 
 

2.c Results 
We were unable to identify any quasi-experimental studies or cohort studies suitable for 
inclusion in this review.  
 

2.d Discussion 
Conductors of studies on psychoanalysis will face several methodological problems. Blinding 
is not possible, and to include, randomise and retain patients in a study that extents over 
several years is difficult. The existence of several randomised studies on long-term 
psychoanalytical therapy shows that such studies can be done, however. 
 

2.e Conclusions 
There are no quasi-experimental studies or cohorts comparing psychoanalysis with any other 
treatment or no treatment in patients with mental disorders. Such studies are required, as are 
randomised trials comparing psychoanalysis to evidence-based treatments in selected 
patients.  
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3 Samenvatting 

3.a Introductie 
De werkzaamheid van psychoanalyse is al enkele decennia het onderwerp van discussie. 
Terwijl andere vormen van psychotherapie – zoals cognitieve gedragstherapie, 
interpersoonlijke psychotherapie en (kortdurende) psychoanalytische psychotherapie – in 
gecontroleerd, gerandomiseerd onderzoek zijn onderzocht, is onderzoek naar psychoanalyse 
zeldzaam. Wij onderzochten de werkzaamheid van psychoanalyse. In een eerdere 
systematische review vonden we geen gerandomiseerd (of quasi-gerandomiseerd), 
gecontroleerd onderzoek dat psychoanalyse vergeleek met een andere behandeling of met 
geen behandeling. In deze studie zoeken we naar vergelijkende cohort studies, ook wel 
quasi-experimentele studies of naturalistische studies genoemd.  
 

3.b Methodes 
We doorzochten de referenties van bestaande systematische reviews en zochten in Medline, 
Embase, PsycINFO, en alle Evidence Based Medicine (EBM) Reviews naar quasi-
experimentele studies of vergelijkende cohort studies. Studies zouden geïncludeerd worden 
als één van de behandelgroepen in psychoanalyse zou zijn, en als die groep vergeleken kon 
worden met een vergelijkbare groep die een andere behandeling volgde, of niet in 
behandeling was. Patiënten moesten een definieerbare mentale aandoening hebben. Twee 
onderzoekers hebben onafhankelijk van elkaar de studies geselecteerd. 
 

3.c Resultaten 
We hebben geen quasi-experimentele studies of vergelijkende cohort studies kunnen vinden 
die geschikt waren om te includeren.  
 

3.d Discussie 
Er zijn verschillende methodologische hindernissen te nemen voor onderzoekers die de 
effectiviteit van psychoanalyse willen evalueren. Dubbelblind onderzoek is niet mogelijk, en 
het includeren, randomiseren en vervolgens vasthouden van patiënten in zeer lang lopend 
onderzoek is moeilijk. Toch laten verschillende gerandomiseerde studies naar de effectiviteit 
van langdurige psychoanalytische psychotherapie zien dat het mogelijk is.  
 

3.e Conclusie 
Er zijn geen quasi-experimentele studies of vergelijkende cohort studies naar de effectiviteit 
van psychoanalyse. Dergelijke studies zijn nodig, evenals gerandomiseerd onderzoek waarin 
psychoanalyse met evidence-based behandelingen wordt vergeleken.  
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4 Introduction 

4.a Background 
For several decades now the effectiveness of psychoanalysis and long-term psychoanalytic 
psychotherapy (LTPP) is debated. While the effectiveness of other forms of psychotherapy - 
such as cognitive behaviour therapy, interpersonal psychotherapy and (short-term) 
psychoanalytical psychotherapy - has been scrutinised in randomised controlled trials, 
research that focuses on psychoanalysis and LTPP is sparse. 
 
The Dutch Health Care Insurance Board (CVZ) has funded this meta-analysis to answer the 
following research questions: 

- Is psychoanalysis an effective treatment for mental illness? If so, for which patients or 
illnesses? 

- Is long-term psychoanalytic psychotherapy an effective treatment for mental illness? If 
so, for which patients or illnesses? 

 
Our work on LTPP is described in a separate report: The effectiveness of long-term  
psychoanalytical psychotherapy - a meta-analysis. Here we searched for studies on 
psychoanalysis as well. We selected randomised controlled studies only. This included 
randomised controlled trials and quasi –randomised controlled trials. Treatment allocation did 
have to demonstrate a certain degree of freedom from bias. For example, a study with 
allocation based on clinical judgement or patient preference would be excluded (quasi-
experimental study), while a study with allocation based on time of referral or postal code 
would be included (quasi-randomisation). We did not find any studies on psychoanalysis that 
met these standards. We then decided to look at comparative cohort studies on 
psychoanalysis, also referred to as studies with a quasi-experimental or naturalistic design. The 
present report describes our work and findings.  
  
Definitions (De Maat, 2007;Glass, 2008)and Dutch societies of psychoanalytical professionals: 
Cognitive behaviour therapy: a usually short-term psychotherapy focussed on identifying and correcting cognitive 
patterns that underlie emotional and behaviour symptoms; 
 
Schema-focused therapy and dialectical behaviour therapy: focused therapies developed for treatment of 
borderline personality disorder, usually long-term therapies that combine cognitive, behavioural, interpersonal and 
experiential techniques; 
 
Interpersonal psychotherapy: time-limited individual therapy developed for the treatment of major depression; 
 
Long-term: consisting of at least 40 sessions and lasting at least one year; 
 
Long-term psychotherapy: any form of psychotherapy that is long-term; 
 
Long-term psychoanalytic psychotherapy (LTPP): therapy rooted in psychoanalytic theories, `A therapy that involves 
careful attention to the therapist-patient interaction, with carefully timed interpretation of transference and 
resistance embedded in sophisticated appreciation of the therapists´ contribution to the two-person 
field(Gunderson, 1999)´. In addition: based on psychoanalytic theory (and not, for instance, on client-centred, 
interpersonal, or schema-therapy theories). Therapy sessions usually have a frequency of once or twice a week; 
 
Psychoanalysis: as long-term psychoanalytic psychotherapy, with four or more therapeutic sessions weekly. In 
addition, the patient lies on a couch. 
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5 Methods 

5.a Criteria for considering studies for this review 

5.a.1 Types of studies 
We wanted to select comparative cohort studies only. One of the cohorts had to be a cohort 
of patients in psychoanalysis; the other cohort could be patients in a different type of 
treatment or on a waiting list. Treatment allocation did not need to be at random and could 
be based on clinical judgement or patient preference. Only studies published in peer-
reviewed publications were considered.  
 

5.a.2 Types of participants 
Participants had to be adults with a clearly defined mental disorder. Consequently, 
populations with a primarily behavioural problem were excluded if concurrent mental 
disorders were not present or not described. E.g. a study with participants with a history of 
aggression or spouse beating would be excluded if the participants were not diagnosed with 
a defined mental disorder. In addition, studies with participants with a pure somatic disorder 
(diabetes, morbus Crohn, irritable bowel disease) were excluded. Studies on patients with 
schizophrenia were excluded because schizophrenia is very distinct from the mental illnesses 
for which psychoanalysis is prescribed in the Netherlands at present (Berghout, 2008). 
 

5.a.3 Types of interventions and controls 
The intervention had to be psychoanalysis with four or more weekly sessions and the patient 
lying on a couch. To be considered for inclusion a study should intend to investigate a 
treatment of at least 160 sessions and continue for at least a year. The mean number of 
sessions per participant could be less than 160 sessions however, if dropouts or no-shows were 
included in the calculation of the mean. The control treatment could be any type of 
treatment or no treatment or waiting list. 
 

5.a.4 Types of outcome measures 
We considered the primary outcome the recovery rate, and secondary outcomes were 
measures of the target problem, of general psychiatric symptoms, personality pathology, 
social functioning and quality of life (QoL).  
 

5.b Search strategies 
We tracked references from existing reviews (De Maat, 2009;Leichsenring, 2008), also looking 
at studies that were excluded by those reviews, and searched electronic databases from 
May 2007 onwards. This is the date up to which the review by De Maat had searched the 
literature (De Maat, 2009). Medline, Embase, PsycINFO, and all Evidence Based Medicine 
(EBM) Reviews were searched through OVID®. The EBM Reviews are (a) the ACP Journal 
Club; (b) the Cochrane Database of Systematic Reviews; (c) The Cochrane Central Register 
of Controlled Trials; (d) the Cochrane Methodology Register; (e) the Database of Abstracts of 
Reviews of Effects (DARE); (f) the National Health Services Health Technology Assessment 
Database (NHS HTA); and (g) the NHS Economic Evaluation Database (NHS EED). 
 
We searched using the text word psychoanalysis. The search was restricted to Dutch, English, 
French and German articles. Experts from our team checked our findings for completeness.  
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5.c Data collection and analysis 

5.c.1 Selection of studies 
Two reviewers (MH and YS) independently selected suitable studies for inclusion as detailed 
below. Where the two reviewers disagreed about the inclusion of a study, disagreements 
were resolved by consensus of opinion. A third reviewer was consulted if a disagreement 
could not be resolved. Where resolution was not possible, the author was contacted to 
obtain more information and clarification. The titles and abstracts of studies identified by 
searching electronic databases were assessed to determine if an article was eligible. An 
article was rejected when the title and abstract contained sufficient information to determine 
that it did not meet the inclusion criteria. The full papers of all remaining articles were 
retrieved. 
 

5.c.2 Assessment of methodological quality of included studies 
We planned to assess methodological quality by two independent researchers (MH, YS). 
When the researchers disagreed, consensus was to be reached through discussion. We 
intended to use eight criteria proposed by Cuijpers et al (Cuijpers, 2009). Detailed information 
on these criteria can be found in section 9.b in the Annexes. In brief, the criteria used by 
Cuijpers et al were based on an authoritative review of empirically supported 
psychotherapies (Chambless, 1998), and on the criteria proposed by the Cochrane 
Collaboration to assess the methodological validity of a study (Anon. 2009). The criteria 
based on the review of empirically supported psychotherapies assessed the quality of the 
treatment delivery, while the criteria proposed by the Cochrane Collaboration assessed more 
methodological sources of bias. 
 

5.c.3 Data extraction and management 
We planned to abstract data by one researcher (YS) and checked by a second researcher 
(MH). Outcomes assessed by independent assessors and intention to treat (ITT) data would 
be selected, if available. 
 

5.c.4 Data synthesis 
We intended to describe selected studies in tables and text. 
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6 Results 
160 studies were retrieved through database searching and reference tracking. 86 studies 
were excluded based on the title and/or abstract, because they were: 

‐ Retrospective studies 
‐ Studies with only one group in therapy 
‐ Case studies or case series 
‐ Surveys among analysts or students 
‐ Concerned with long-term psychoanalytical psychotherapy 
‐ Dream content analysis studies 
‐ Studies on theoretical aspects or the concept of psychoanalysis 

 

Figure 1 Flow chart of study search and selection 

Studies included in 
qualitative synthesis 

(n = 0 )

Studies included in 
quantitative synthesis 

(meta‐analysis) 
(n = 0) 

Records identified through 
database searching 

(n = 141)

Additional records identified 
through other sources 

(n = 19)

Total number of records identified 
(n = 160) 

Records screened 
(n = 160) 

Records excluded 
(n = 142) 

Full‐text articles assessed 
for eligibility 

(n = 18)

Full‐text articles excluded, 
with reasons 

(n =18) 
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18 studies were retrieved full text and all were excluded. The two articles by Berghout et al. 
were found in the conducted electronic databases search from May 2007 onwards 
(Berghout, 2008;Berghout, 2009); all other articles were found through reference tracking of 
existing reviews. Most articles were excluded because outcomes were not useful or not 
presented per treatment type. Some articles did not include a cohort of patients that 
received psychoanalysis. Detailed reasons for excluding articles are given in Table 1. 
 

Table 1 Studies excluded on full text review 
 Reason for exclusion  

1 Narrative review (Bachrach, 1991) 
2 Examines which patients are clinical cases (Berghout, 2008) 
3 Outcomes are not presented per treatment type (Berghout, 2009) 
4 Examines patient-by-treatment interaction  (Blatt, 2004) 

 
Menninger Psychotherapy Research 
Project 

5 Not a true cohort study: the observations from different patients are 
combined, thus the pre-treatment data come from different 
patients as the post-treatment data do 

(Blomberg, 2001;Sandell, 2000) 
 
STOPP (Stockholm outcome of 
psychotherapy and psychoanalysis 
study) 

6 No valid outcomes concerned with recovery, target problems, 
symptoms or social functioning. Therapists rate a ´clinical global 
impression’ and a ´health-sickness rating scale´, which reflect the 
therapists´ opinion of success 

(Burstein, 1972) 
 
Menninger Psychotherapy Research 
Project 

7 Compares patients in psychoanalysis, psychodynamic 
psychotherapy and group therapy only at the start of therapy 
(between-group comparison). Then compares hospital admissions 
before the start of therapy with hospital admissions after therapy 
ended (within-group comparison) 

(Duhrssen, 1986) 

8 Retrospective survey  (Dührssen, 1998) 
9 Compares a cohort in psychoanalytical psychotherapy to a cohort 

in psychodynamic psychotherapy 
(Grande, 2006) 
 
Heidelberg-Berlin study 

10 Compares the views of patients, therapists and research judges as 
to the degree of which treatment goals had been reached  

(Harty, 1976) 
 
Menninger Psychotherapy Research 
Project 

11 No valid outcomes concerned with recovery, target problems, 
symptoms or social functioning 

(Heuft, 1996;Kordy, 1983;Kordy, 
1988;von, 1998) 
 
Heidelberg Catamnesis Project 

12 Not a peer-reviewed publication (book chapter). Presenting 
preliminary results only (half a year after treatment start) of a trial of 
psychoanalysis vs. psychodynamic psychotherapy 

(Huber, 2001) 

13 Only patients in psychoanalysis (Leichsenring, 2005) 
14 Retrospective sample. The outcomes are all either patients 

satisfaction or therapists´ satisfaction with the results of treatment. 
Numerical data are rarely given (outcomes are mainly presented as 
figures) and the group in psychoanalysis cannot be separated from 
the group in psychodynamic psychotherapy 

(Leuzinger-Bohleber, 2001) 

15 Compares a cohort in psychoanalytical psychotherapy to a cohort 
in psychodynamic psychotherapy. 

(Puschner, 2004;Puschner, 2007) 

16 Compares a cohort in psychoanalytical psychotherapy to a cohort 
in psychodynamic psychotherapy 

(Rudolf, 1994;Rudolf, 1999) 

17 Narrative review (Schulman, 1990) 
18 Outcomes are not presented per treatment type (Vaughan, 2000) 
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7 Discussion 
Conductors of studies on psychoanalysis will face several methodological problems. Blinding 
is not possible, and to include, randomise and retain patients in a study that extents over 
several years is difficult. However, the existence of several randomised studies on long-term 
psychoanalytical therapy shows that such studies can be done (Bachar, 1999;Bateman, 
1999;Dare, 2001;Giesen-Bloo, 2006;Gregory, 2008;Knekt, 2008;Linehan, 2006;Svartberg, 2004). 
 
Beyond (quasi-) randomised controlled trials are the quasi-experimental studies or 
comparative cohort studies we searched for here. Even if we would have found such studies, 
precise statements on the differential effects of therapies would not have been easy to 
make. The groups involved might not be comparable, or when groups seemed similar there 
was no way of ruling out the possibility that natural group formation might have been 
influenced by factors producing significant outcome differences. 
 
Even further afield are the observational studies where no comparisons with other groups 
whatsoever are made. It is difficult to examine the effectiveness of any treatment in 
uncontrolled conditions. Absolute change (before treatment vs. after treatment) cannot be 
interpreted independently from time effects (including aging) and so-called non-specific 
effects like attention, empathy, expectations, explanations for problems etcetera. Thus, to 
study the effectiveness of psychoanalysis between-group comparisons are needed. Within-
group change is insufficiently precise. Studies on within-group change can play a useful role 
in preparing researchers to put the right questions forward to be answered in controlled 
studies. Difficult to conduct as they are in the field of long-tem psychotherapy, controlled 
studies should be drafted as carefully as possible.  
 

8 Conclusions 
We didn’t find quasi-experimental studies or cohort studies comparing psychoanalysis with 
any other treatment or no treatment in patients with mental disorders. Such studies are 
needed, as are randomised trials comparing psychoanalysis to evidence-based treatments.  
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9 Annexes 

9.a Detailed searches 

9.a.1 Medline (in OVID® June 1, 2007 to November 25, 2009) 
1. exp psychoanalysis/ (7281) 
2.  limit 1 to (humans and yr="2007 -Current" and (Dutch or English or French or German) 

and ("therapy (sensitivity)" or "therapy (specificity)" or "therapy (optimized)" or "costs 
(sensitivity)" or "costs (specificity)" or "costs (optimized)" or "economics (sensitivity)" or 
"economics (specificity)" or "economics (optimized)")) (6) 

 

9.a.2 Embase (in OVID® 2007 to November 26, 2009) 
1. exp psychoanalysis/ (16209)  
2. limit 1 to (human and ("treatment (1 term high sensitivity)" or "treatment (1 term high 

specificity)" or "treatment (1 term min difference)" or "treatment (2 or more terms high 
sensitivity)" or "treatment (2 or more terms high specificity)" or "treatment (2 or more terms 
min difference)") and (Dutch or English or French or German) and yr="2007 -Current" and 
journal and (adult <18 to 64 years> or aged <65+ years>)) (62) 

9.a.3 PsycINFO (in OVID® 2007 to November 26, 2009) 
1. exp Psychoanalysis/ (40063) 
2. limit 1 to (peer reviewed journal and ("treatment (high sensitivity)" or "treatment (high 

specificity)" or "treatment (min difference)") and ("0430 followup study" or "0450 
longitudinal study" or "0451 prospective study" or "0600 field study" or 1800 quantitative 
study or "2000 treatment outcome/randomized clinical trial") and adulthood <18+ 
years> and "300 adulthood <age 18 yrs and older>" and "0110 peer-reviewed journal" and 
journal article and (Dutch or English or French or German) and yr="2007 -Current") (73) 

9.a.4 OVID® All Evidence Based Medicines Reviews  
This database includes: 

• DARE (from 1991 onwards) 
• NHS EED (from 1995 onwards) 
• HTA NHS CRD (from 2001 onwards) 
• CMR (Cochrane Methodology Register, from 1995 onwards) 
• CCTR (Cochrane Central Register of Controlled Trials, from 1991 onwards) 
• Cochrane Database of Systematic Reviews 
• ACP Journal Club (from 1991 onwards) 

 
Search: 
1. exp psychoanalysis/ (7) 
2. limit 1 to yr="2007 -Current" [Limit not valid in DARE; records were retained] (1) 
3. from 2 keep 1 (1) 
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9.b Quality criteria 

9.b.1 Quality criteria used by Cuijpers et al  
According to the criteria used by Cuijpers et al (Cuijpers, 2009), a study was considered to be 
of high quality when: 
(a) Participants met diagnostic criteria for a mental disorder (as assessed with a personal 

diagnostic interview and using a diagnostic system such as DSM 
(b) The study referred to the use of a treatment manual (either a published manual, or a 

manual specifically designed for the study) 
(c) The therapists who conducted the therapy were trained for the specific therapy, either 

specifically for that study or as a general training 
(d) Treatment integrity was checked during the study (by supervision of the therapists during 

treatment or by recording of treatment sessions or by systematic screening of protocol 
adherence by a standardized measurement instrument) 

(e) Data were analysed with intention-to-treat analyses, in which all persons who were 
randomized to the treatment and control conditions initially were included in the analyses 

(f) The study had a minimal level of statistical power to find significant effects of the 
treatment, and included ≥50 persons in the comparison between treatment and control 
groups. This allows the study to find standardized effect sizes of d=0.80 and larger, 
assuming a statistical power of 0.80 and a=0.05. Calculations in Stata (Stata Corp., USA) 

(g) The study reported that randomization was conducted by an independent (third) party 
(this variable was positive if an independent person did the randomization, when a 
computer program was used to assign patients to conditions, or when sealed envelopes 
were used) 

(h) Assessors of outcome were blinded and did not know to which condition the respondents 
were assigned to (this was only coded when the effect sizes were based on interviewer-
based depression ratings ; when only self-reports were used, it was assumed that this 
criterion was met) 

If a study did not report whether it met the quality criterion is was coded as negative.
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4 Summary 

4.a Introduction 
For several decades now the effectiveness of psychoanalysis and long-term psychoanalytic 
psychotherapy (LTPP) is debated. While the effectiveness of other, mostly short-term, forms of 
psychotherapy - such as cognitive behaviour therapy and interpersonal psychotherapy - has 
been scrutinised in controlled trials, research that focuses on psychoanalysis and LTPP is 
sparse. This report describes the effectiveness of LTPP in a systematic review. In contrast to 
existing reviews, that have used non-randomised, non-controlled data (i.e. within-group 
differences), we wanted to include randomised, controlled data only (i.e. between-group 
differences).  
 

4.b Methods 
We tracked references from existing systematic reviews, and searched Medline, Embase, 
PsycINFO, and all Evidence Based Medicine Reviews without time or language restrictions for 
randomised or quasi-randomised controlled trials, published in peer reviewed journals. Studies 
were selected if patients had a clearly defined mental disorder, and the intervention had to 
be psychoanalysis or LTPP. The control treatment had to be a non-psychoanalytically based 
treatment and/or a short-term treatment or no treatment (e.g. waiting list). Two authors 
independently identified trials for inclusion. The primary outcome was recovery; secondary 
outcomes were target problems, general psychiatric symptoms, personality pathology, social 
functioning and quality of life. Selected studies were judged on their methodological quality. 
Selected studies were described in tables and in text. We performed a meta-analysis of the 
primary and secondary outcomes.  
 

4.c Results 
We included eight randomised, controlled trials on LTPP in our meta-analysis (randomised, 
controlled studies on psychoanalysis were not available). These trials compared LTPP in 
diverse patients to various control treatments, including treatment as usual (TAU). The main 
meta-analysed results are presented in Table 1. There was substantial to large heterogeneity 
for most outcomes. The small number of studies precluded any meaningful subgroup analysis. 
An exploratory meta-regression indicated that there may be a relation between the 
difference in treatment intensity between the intervention and control group (session ratio) 
and effect size.  

Table 1 Main meta-analysed outcomes across studies (longest available follow-up) 

Outcomes Hedges´ g 95% CI p-value n I-squared 

Recovery 0.02 -0.40 to 0.43 0.94 5 52.8% 
Target problems -0.30 -1.05 to 0.46 0.44 6 89.4% 
General psychiatric symptoms 0.84 -0.65 to 2.32 0.27 5 97.0% 
Personality pathology * * * 1 * 
Social functioning 0.11 -0.34 to 0.56 0.63 2 0.0% 
Quality of life * * * 1 * 
Overall effectiveness 0.29 -0.73 to 1.32 0.58 7 95.4% 
* Too few studies to perform analyses. Abbreviations: CI: confidence interval; n: number of studies included in the 
analysis 
 

4.d Discussion and conclusion 
The recovery rate of various mental disorders was equal after LTPP or various control 
treatments, including TAU and non-evidence based control treatments. The effect sizes of the 
individual trials varied substantially in direction and magnitude. Differences in disorders and 
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populations, intervention and control treatments, outcome assessment instruments, settings 
etc. could explain a large part of this heterogeneity. Unfortunately the small number of 
studies precluded a meaningful analysis of subgroups, and severely limited meta-regression. 
Thus, we consider the meta-regressions we performed exploratory only.  
 
The contrast between the combined effect size for recovery in our meta-analysis (0.02), and 
the combined effect sizes for overall effectiveness reported in previous meta-analyses by 
Leichsenring (1.8) and De Maat (0.78) underscores the importance of using a control 
treatment. Without control treatment, effect sizes are a mixture of time effects (of importance 
in mental diseases with high remission rates), non-specific effects (such as attention, 
explanations for symptoms) and the treatment itself. 
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5 Samenvatting 

5.a Introductie 
De werkzaamheid van langdurige psychoanalytische psychotherapie en psychoanalyse is al 
enkele decennia het onderwerp van discussie. Terwijl andere, meestal kortdurende, vormen 
van psychotherapie – zoals cognitieve gedragstherapie en interpersoonlijke psychotherapie 
– in gecontroleerd onderzoek zijn onderzocht, is onderzoek naar langdurige 
psychoanalytische psychotherapie en psychoanalyse zeldzaam. In dit systematische 
literatuuronderzoek onderzoeken we de werkzaamheid van psychoanalyse en langdurige 
psychoanalytische psychotherapie. In tegenstelling tot eerder literatuuronderzoek, waar niet-
gerandomiseerd, niet-gecontroleerd onderzoek wordt gebruikt, wilden wij alleen 
gerandomiseerd, gecontroleerd onderzoek gebruiken. 

5.b Methodes 
We doorzochten de referenties van bestaande systematische reviews en zochten in Medline, 
Embase, PsycINFO, en alle Evidence Based Medicine (EBM) Reviews, zonder tijds- of 
taalrestrictie, naar gerandomiseerde of quasi-gerandomiseerde trials. De interventie moest 
psychoanalyse of langdurige psychoanalytische psychotherapie zijn. De controle groep 
moest een niet-psychoanalytische behandeling krijgen, en/of een kortdurende behandeling, 
of geen behandeling (bijvoorbeeld op een wachtlijst staan). Patiënten moesten een duidelijk 
gedefinieerde mentale aandoening hebben. Twee onderzoekers hebben onafhankelijk van 
elkaar de studies geselecteerd. De primaire uitkomst was herstel; secundaire uitkomsten 
waren uitkomsten op de domeinen target problems, general psychiatric symptoms, 
personality pathology, social functioning en kwaliteit van leven. Geselecteerde studies 
werden beoordeeld op kwaliteit, en in tabellen en tekst samengevat. Van de primaire en 
secundaire uitkomsten werd een gewogen gemiddelde berekend (meta-analyse).  
 

5.c Resultaten 
We hebben acht gerandomiseerde, gecontroleerde studies geïncludeerd die lange-termijn 
psychoanalytische psychotherapie (LTPP) vergeleken met een andere behandeling. (Er 
werden geen gecontroleerde, (quasi-)gerandomiseerde studies gevonden over 
psychoanalyse.) De 8 geïncludeerde studies waren bij zeer verschillende patiëntengroepen 
uitgevoerd en vergeleken LTPP met een scala aan andere therapieën, inclusief treatment as 
usual. Voor de belangrijkste uitkomst – herstel – was de effectgrootte (effect size, ES) 0. Voor 
de andere uitkomsten waren de ESs variabel in grootte en in richting, maar nooit significant 
(Tabel 1). Voor de meeste uitkomsten was er sprake van een matige tot grote heterogeniteit. 
Door het kleine aantal studies was een analyse van subgroepen niet mogelijk. Een 
verkennende meta-regressie gaf aan dat er mogelijk een verband is tussen het verschil in 
intensiteit van de behandeling (tussen de interventiegroep en de controlegroep) en de 
effectgrootte.  
 

Tabel 1 Samenvatting van de belangrijkste uitkomstmaten van de meta-analyse 

Uitkomst Hedges´ g 95% BI p-waarde n I-squared 

Herstel 0,02 -0,40  -  0,43 0,94 5 52,8% 
Target problems -0,30 -1,05  -  0,46 0,44 6 89,4% 
General psychiatric symptoms 0,84 -0,65  -  2,32 0,27 5 97,0% 
Personality pathology * * * 1 * 
Social functioning 0,11 -0,34  -  0,56 0,63 2 0,0% 
Kwaliteit van leven * * * 1 * 
Overall effectiveness 0,29 -0,73  -  1,32 0,58 7 95,4% 
* Te weinig studies beschikbaar. Afkortingen: BI: betrouwbaarheidsinterval; n: aantal studies in de analyse.  
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5.d Discussie en conclusie 
De frequentie van herstel van verschillende mentale aandoeningen na LTPP verschilde niet 
van de frequentie van herstel na diverse andere behandelingen. De individuele studies 
waren onderling erg variabel wat betreft de ES, zowel in richting als in grootte. Het is mogelijk 
dat verschillen in patiëntengroepen, in controlebehandelingen, in meetinstrumenten etc. 
hieraan ten grondslag liggen. Het aantal studies was te klein om met analyses van 
subgroepen of met meta-regressie de verschillen te onderzoeken.  
 
De ES voor overall effectiveness die wij vonden (0.29; 95% CI: -0.73 to 1.32; p=0.58) verschilt 
van de ESs die door Leichsenring (1.8; 95% CI: 0.7-3.4) en de Maat (0.78; 95% CI niet 
beschreven; standaard deviatie: 0.45) gerapporteerd werden voor overall effectiveness. Dit 
laat zien dat een ES binnen een groep gemeten, iets heel anders is dan een ES die tussen 
twee groepen wordt gemeten. Wij zijn er sterk van overtuigd dat alleen de laatste aanpak 
het effect van therapie kan laten zien. Overigens is het maar de vraag in hoeverre de 
uitkomst overall effectiveness een valide maat is voor het effect van therapie. In deze 
uitkomstmaat worden alle gevonden uitkomsten in een studie op één hoop gegooid, zonder 
wegingsfactor. Dat betekent bijvoorbeeld dat het herstel van een eetstoornis even zwaar 
wordt meegeteld als de score op een vragenlijst naar algemene psychische klachten of de 
score op een vragenlijst naar persoonlijkheid.  
 
Het contrast tussen de gecombineerde ES voor herstel (0,02) die wij vonden en de 
gecombineerde ESs voor overalll effectiveness die in eerdere meta-analyses door 
Leichsenring (1,8) en De Maat (0,78) werden gerapporteerd onderstreept het belang van 
een controlebehandeling. Zonder controlebehandeling zijn ESs een mengeling van het effect 
van behandeling, het effect van verstrijken van tijd (belangrijk bij mentale aandoeningen 
waar hoge remissie voorkomt), en van zogenoemde niet-specifieke effecten, zoals aandacht 
of het verkrijgen van verklaringen voor symptomen of gebeurtenissen.  
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6 Introduction 

6.a Background 
For several decades now the effectiveness of psychoanalysis and long-term psychoanalytic 
psychotherapy (LTPP) is debated. While the effectiveness of other, mainly short-term, forms of 
psychotherapy - such as cognitive behaviour therapy, interpersonal psychotherapy and 
short-term psychoanalytical psychotherapy - has been scrutinised in controlled trials, 
controlled research that focuses on psychoanalysis and LTPP is sparse. 
 
The Dutch Health Care Insurance Board (CVZ) has funded this meta-analysis to answer the 
following research questions: 

- Is psychoanalysis an effective treatment for mental illness? If so, for which patients or 
illnesses? 

- Is long-term psychoanalytic psychotherapy an effective treatment for mental illness? If 
so, for which patients or illnesses? 

 
First, we assessed the quality of two recent meta-analyses by De Maat and by Leichsenring 
(De Maat, 2007b;De Maat, 2009;Leichsenring, 2008). We were specifically interested whether 
we could build upon these existing meta-analyses to answer our research questions, or - if not 
- how we should proceed to summarise the existing evidence. Five team members (AA, RvD, 
MH, JI and YS) each assessed the two meta-analyses by using the Quality of Reporting of 
Meta-analyses (QUORUM) checklist and commented on items if necessary (Moher, 
1999;Walker, 1999). The multidisciplinary QUORUM conference aimed to improve the quality 
of reporting of meta-analyses of randomised controlled trials. One of its products was a 16-
item checklist in which the preferred way of reporting a meta-analysis was described (Moher, 
1999). QUORUM is now updated in the PRISMA statement (Liberati, 2009). All assessments 
were compiled into a consensus report which is available in the Annexes (10.a). We will briefly 
summarise the main points of both meta-analyses here, and then describe the main findings 
of our assessment.  
 
Definitions (De Maat, 2007b;Glass, 2008) and three Dutch societies of psychoanalytical professionals: 
Cognitive behaviour therapy: a usually short-term psychotherapy focussed on identifying and correcting cognitive 
patterns that underlie emotional and behaviour symptoms; 
 
Schema-focused therapy and dialectical behaviour therapy: focused therapies developed for treatment of 
borderline personality disorder, usually long-term therapies that combine cognitive, behavioural, interpersonal and 
experiential techniques; 
 
Interpersonal psychotherapy: time-limited individual therapy developed for the treatment of major depression; 
 
Long-term: consisting of at least 40 sessions and lasting at least one year; 
 
Long-term psychotherapy: any form of psychotherapy that is long-term; 
 
Long-term psychoanalytic psychotherapy (LTPP): therapy rooted in psychoanalytic theories, `A therapy that involves 
careful attention to the therapist-patient interaction, with carefully timed interpretation of transference and 
resistance embedded in sophisticated appreciation of the therapists´ contribution to the two-person 
field(Gunderson, 1999)´. In addition: based on psychoanalytic theory (and not, for instance, on client-centred, 
interpersonal, or schema-therapy theories. Therapy sessions usually have a frequency of once or twice a week; 
 
Psychoanalysis: as long-term psychoanalytic psychotherapy, with four or more therapeutic sessions weekly. In 
addition, the patient lies on a couch. 
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6.b De Maat et al.  
De Maat conducted a meta-analysis that aimed to examine the effectiveness of long-term 
psychoanalytic therapies. The authors made a distinction between LTPP and psychoanalysis, 
and between moderate/mixed pathology and severe pathology – borderline personality 
disorder (BPD) patients in this study. They conducted a systematic literature review and 
selected studies on individual LTPP and psychoanalysis in ambulatory, adult patients. 27 
studies (16 prospective cohort studies, 10 retrospective cohort studies and 1 RCT) were found. 
8/27 studies did not meet the quality criteria of the authors and were not included in the 
meta-analysis of outcomes, but the pertaining data were presented in tables. They meta-
analysed effect sizes (ESs) (Cohen´s d) that were related to pre/post or pre/follow-up 
changes, and not to between-group differences. Thus, only the LTPP arm of the one included 
RCT was used in the analyses. For LTPP, the mean ES at therapy termination was 0.78 
(standard deviation (SD) 0.45) and at follow-up 0.94 (SD 0.69) in moderate/mixed pathology. 
For psychoanalysis, the ES at therapy termination was 0.87 (SD 0.41) and 1.18 (SD 0.17) at 
follow-up. De Maat reported similar results for patients with severe pathology. 95% confidence 
intervals (95% CI) were not reported. They concluded that LTPP is an effective treatment for a 
large range of pathologies, with moderate to large effects (De Maat, 2009).  
 

6.c Leichsenring 
Leichsenring and Rabung conducted a meta-analysis that aimed to examine the 
effectiveness of long-term psychoanalytic therapies. The authors were especially interested in 
the effects of LTPP and psychoanalysis in patients with complex mental disorders, defined as 
patients with personality disorders, chronic mental disorders, multiple mental disorders or 
complex depressive or anxiety disorders (i.e. associated with a chronic course and/or multiple 
disorders). They conducted a systematic search of the literature and included studies on 
individual LTPP, lasting for at least a year or 50 sessions, with a prospective design and 
reporting reliable outcome measures. 23 studies (12 prospective cohort studies and 11 RCTs) 
were included. They calculated ESs (Hedges´ g) for overall effectiveness, target problems, 
general psychiatric symptoms, personality functioning and social functioning. ESs were 
related to pre/post or pre/follow-up changes, and not to between-group differences. Thus, 
only the LTPP arms of the RCTs were used in the analyses. The overall ES at therapy 
termination was 0.96 (95%CI 0.87 to 1.05). A dummy variable for the type of study (1 for RCTs, 
0 for cohort studies) was used to test the correlation between the pre/post ES and the study 
type. Because this test did not give evidence of a significant correlation, the authors 
concluded that RCTs give the same results as cohort studies. Of importance, the between-
group ESs in RCTs was still not used but only the pre/post ESs in the LTPP arms of RCTs.  
 
Leichsenring then used within-group ESs from the two arms of eight trials that compared LTPP 
with other forms of therapy. They tested the correlation between the within-group ES and the 
type of treatment, using a dummy variable (0 for other types of psychotherapy vs. 1 for LTPP). 
Then, this correlation was used as a measure of between-group effect sizes: ´the point biserial 
correlation between the within-group ES and treatment condition was significant for overall 
outcome (rp=0.60; 95% CI 0.25-0.81; P=0.005, n=20)[...] Thus, LTPP yielded significantly larger 
pre-treatment/post-treatment ES in overall effectiveness (0.96 vs. 0.47) […] than did other 
forms of psychotherapy applied in the comparison groups´. The correlation between within-
group ESs and the form of therapy for complex mental disorders was rp=0.68; 95% CI 0.35-0.86; 
P=0.002, n=18). n=18 indicates that the ESs of 18 arms of RCTs were used. The authors stated 
that ´The between-group effect sizes of rp=0.68 […] are equivalent to Cohen d=1.8 (95% CI 
0.7-3.4) […] respectively. [...]a between group ES of 1.8 [...] indicates that after treatment with 
LTPP, patients on average were better off than 96% of the patients in the comparison groups´. 
They concluded that LTPP is an effective treatment for complex mental disorders 
(Leichsenring, 2008).  
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6.d Consensus of our assessment of De Maat and Leichsenring´s meta-analyses 
We considered the use of non-controlled data - or in the case of Leichsenring: the reduction 
of controlled data to observational data by separating the arms of RCTS – to be the most 
serious flaw of both meta-analyses. It is difficult to examine the effectiveness of any treatment 
in uncontrolled conditions. How can the effects of a treatment be separated from the effects 
of an alternative treatment? Furthermore, absolute change (before vs. after) cannot be 
interpreted independently from time effects (including aging) and so-called non-specific 
effects like attention, empathy, expectations, explanations for problems etcetera. Time is an 
important factor in the course of many mental disorders. E.g. the remission rates for BPD in 
one study were 40% at two years to 88% at ten years (Zanarini, 2006). In a Dutch population 
study, 50% of the persons with a new episode of a depressive disorder was recovered within 3 
months (Vollebergh, 2003).  
 
In addition, Leichsenring´s analysis seems misleading. Several experts have commented to 
this extent in a series of letters to the editor (Beck, 2009;Kriston, 2009;Thombs, 2009). First, 
Leichsenring refers to the estimated ESs as ESs from meta-analysed RCTs. But separating the 
arms of the trials, and using the within-group pre/post ESs, reduces these RCTs in to 
observational (cohort) studies. Secondly, a roundabout way is used to estimate a between-
group effect size, in which the original intervention groups seem to be separated from their 
original control groups. The within-group ES of all intervention groups are averaged and 
compared to the average within-group ES of the control groups. These two averaged within-
group ES are then correlated to a dummy variable for the type of therapy, and the 
correlation coefficient is transformed into a between-group ESs. In an author´s reply 
Leichsenring stated that he chose this method because the number of RCTs of LTPP was 
rather small. He also reports a between-group ES ´assessed in the conventional way´ for 
overall outcome of 0.65 (Hedges´ g)(p=0.03) (no 95% CI reported) (Leichsenring, 2009). 
Thirdly, each ES should be based on the comparison of a group with its own control to avoid 
a problem known as Simpson´s paradox. When the unit of the trial is not maintained, bias and 
confounding by study can be introduced (Borenstein, 2009;Egger, 2001). 
 
Thus, our main conclusion was that the existing meta-analyses could not be used to answer 
our research questions. A meta-analysis of RCTs – with statistically combining between-group 
ES – is required to examine the effectiveness of LTPP. This report first describes the exact 
methods we used, then synthesizes the results of the systematic literature search and meta-
analyses the outcome data. In the last sections we discuss our findings and present an overall 
conclusion.  
 



 12

 

7 Methods 

7.a Criteria for considering studies for this review 

7.a.1 Types of studies 
We selected randomised or quasi-randomised, controlled studies only. This included 
controlled trials where treatment allocation was not at random. However, allocation did 
have to demonstrate a certain degree of freedom from bias. For example, a study with 
allocation based on clinical judgement or patient preference would be excluded (quasi-
experimental design), while a study with allocation based on time of referral would be 
included (quasi-randomised design). Only studies published in peer-reviewed publications 
were selected.  
 

7.a.2 Types of participants 
Participants had to be adults with a clearly defined mental disorder. Consequently, 
populations with a primarily behavioural problem were excluded if concurrent mental 
disorders were not present or not described. E.g. a study with participants with a history of 
aggression or spouse beating would be excluded, if the participants were not diagnosed with 
a defined mental disorder. In addition, studies with participants with a pure somatic disorder 
(diabetes, morbus Crohn, irritable bowel disease) were excluded. Studies on patients with 
schizophrenia were excluded because schizophrenia is very distinct from the mental illnesses 
for which LTPP is prescribed in the Netherlands at present (Berghout, 2008). 
 

7.a.3 Types of interventions and controls 
The intervention had to be psychoanalysis or long-term psychoanalytically based 
psychotherapy. We asked all Dutch societies of psychoanalytical professionals to give us an 
overview of the psychotherapies they considered to be psychoanalytical in nature. Three 
societies sent us a joint overview of such therapies which we used to define LTPP (see text box 
below). If a study designated the index therapy as a mixed form, we considered it to be a 
non-psychoanalytical therapy. This was the case with cognitive-analytical therapy, that 
combined elements of cognitive therapy and brief, focused psychodynamic psychotherapy 
(Dare, 2001). However, we did include studies in which non-mixed LTPP was given in 
adjunction to other forms of therapy (see also further on in this section, when we discuss the 
extent to which the control treatment needed to differentiate from the intervention).  
 
Main schools/treatments in the field of LTPP (overview by three Dutch societies of psychoanalytical professionals) 
- Ego psychology (S. Freud ) 
- Object relations theory (Klein, Mahler, A. Freud)  
- ‘Builders of bridges´ between the ego psychology and object relations theory (Fairbairn, Winnicott, Kernberg and 
Yeomans) 
- Primary love theory (Balint) 
- Self psychology (Kohut) 
- Attachment theory (Bowlby, M. Ainsworth, M. Main)  
- Interpersonal school (Ferenczi, Sullivan) 
- Intersubjectivity ( Stern, Mitchell, Renik and Hoffman) 
- Mentalisation Based Treatment (Fonagy, Bateman and Target) 
 
We defined long-term psychotherapy as having at least 40 sessions and continuing for at 
least one year. The meta-analyses of Leichsenring and De Maat define long-term as at least 
50 sessions (De Maat, 2009;Leichsenring, 2008). However, in our opinion it is likely that 
psychotherapy with a once-a-week frequency will result in a total of less than 50 sessions in a 
year, allowing for patients´ and therapists´ vacations etcetera. Our definition is in line with a 
Cochrane review on the effectiveness of short-term psychodynamic psychotherapies, which 
defined short-term as less than 40 sessions on average (Abbass, 2006). In addition, the Dutch 
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societies of psychoanalytical professionals defined long-term psychotherapy as more than 40 
sessions as well.  
 
To be considered for inclusion a study should intend to investigate a treatment of at least 40 
sessions and continue for at least a year. The mean number of sessions per participant could 
be less than 40 sessions however, if dropouts or no-shows were included in the calculation of 
the mean. 
 
The control treatment had to differ substantially from the intervention treatment. It either had 
to be a different type of treatment (a non-psychoanalytically based treatment) and/or a 
short-term treatment. The comparison made in the study had to give information that helped 
answer our main research question: is long-term psychoanalytic 
psychotherapy/psychoanalysis an effective treatment for mental illness? Thus, control 
treatments could be either treatment as usual (TAU), wait-list conditions, cognitive therapy, 
short-term psychoanalytical psychotherapy or non-evidence-based non-psychoanalytically 
based other forms of therapy. A comparison between inpatient vs. outpatient LTPP or 
individual vs. group LTPP, for example, was excluded. However, we included studies where 
LTPP was given in adjunction to other treatments, even if not controlled for in the control 
condition, despite the problem that effects of LTPP and the other elements of the package 
could not be disentangled (e.g., the Bateman study (Bateman, 1999)). However, we tested 
the sensitivity of our results by repeating the analyses with such studies excluded. The small 
number of RCT’s involving LTPP was the mean reason to take such studies into account. 
 

7.a.4 Types of outcome measures 
We considered the primary outcome the recovery rate and secondary outcomes were 
measures of the target problem, of general psychiatric symptoms, personality pathology, 
social functioning and quality of life (QoL).  
 

7.b Search strategies 
Medline, Embase, PsycINFO, and all Evidence Based Medicine (EBM) Reviews were searched 
through OVID®. The EBM Reviews are (a) the ACP Journal Club; (b) the Cochrane Database 
of Systematic Reviews; (c) The Cochrane Central Register of Controlled Trials; (d) the 
Cochrane Methodology Register; (e) the Database of Abstracts of Reviews of Effects (DARE); 
(f) the National Health Services Health Technology Assessment Database (NHS HTA); and (g) 
the NHS Economic Evaluation Database (NHS EED). 
 
We searched using text words and indexing terms. Words and terms were generated 
according to the PICO method (population, intervention, control, and outcome): 

P: populations with a clearly defined mental disorder; 
I: psychoanalysis, psychoanalytical psychotherapy, psychodynamic psychotherapy; 
C: no control was specified but the study type was; randomised controlled trial, 
controlled trial, trial, evaluation study, meta-analysis; 
O: outcomes were not specified.  

 
Searches were not limited by a time-period or a language or in any other way. Search details 
can be found in 10.b the Annexes. References of meta-analyses, reviews and selected 
articles were scanned for additional relevant studies, and experts in the field were contacted 
for information on ongoing or unpublished studies. The function ´find similar´ was used to look 
for studies similar to those in the final selection. References of an existing international 
guideline were scanned for additional studies (Canceil, 2004).  
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7.c Data collection and analysis 

7.c.1 Selection of studies 
Two reviewers (MH and YS) independently selected suitable studies for inclusion as detailed 
below. Where the two reviewers disagreed about the inclusion of a study, disagreements 
were resolved by consensus of opinion. A third reviewer was consulted if a disagreement 
could not be resolved. Where resolution was not possible the author was contacted to obtain 
more information and clarification. The titles and abstracts of studies identified by searching 
electronic databases were assessed to determine if an article was eligible. An article was 
rejected when the title and abstract contained sufficient information to determine that it did 
not meet the inclusion criteria. The full papers of all remaining articles were retrieved. 
 

7.c.2 Assessment of methodological quality of included studies 
Selected studies were judged on their methodological quality by two independent 
researchers (MH, YS). When the researchers disagreed, consensus was reached through 
discussion. 
 
We used (a) the Maastricht-Amsterdam Criteria List (van Tulder, 1997) and (b) eight criteria 
proposed by Cuijpers et al (Cuijpers, 2009). Detailed information on these criteria can be 
found in section 10.c in the Annexes. In brief, the criteria lists used are characterised by: 

(a) The Maastricht-Amsterdam Criteria List was originally designed to rate research in the 
field of muscular-skeletal disorders but is considered to produce disease non-specific 
quality ratings and has been used in a Cochrane review on the treatment of mental 
disorders (Henken, 2007) 

(b) The criteria used by Cuijpers et al were based on an authoritative review of empirically 
supported psychotherapies (Chambless, 1998), and on the criteria proposed by the 
Cochrane Collaboration to assess the methodological validity of a study (Anon. 2009). 
The criteria based on the review of empirically supported psychotherapies assessed 
the quality of the treatment delivery, while the criteria proposed by the Cochrane 
Collaboration assessed more methodological sources of bias 

 
We changed the criterion for question m2 of the Maastricht Amsterdam criteria list (Was a 
long-term follow-up measurement performed?). We answered this question with ´yes´ if there 
was an outcome assessment more than 2 years after randomisation, instead of more than 6 
months after randomisation. We felt that this reflected the long-term nature of the treatments 
under study in a better way.  
 

7.c.3 Data extraction and management 
Data were abstracted by one researcher (YS) and checked by a second researcher (MH). 
Outcomes assessed by independent assessors were chosen, if available. Intention to treat 
(ITT) data were used, when available 
 

7.c.4 Data analysis 
We did a meta-analysis of (a) recovery rates of participants (primary outcome) and (b)effect 
sizes for the effect on target problems, general psychiatric symptoms, personality pathology, 
social functioning and for overall effectiveness (secondary outcomes). We also wanted to 
combine QoL measures, but only one study reported those. Target problems were defined as 
the problem the treatment was primarily focusing at, and included recovery. E.g., in a study 
of the treatment of depression, some measure of depression severity would be a measure of 
the target problem. “Target problem” should not be confused with “target complaint”. The 
latter refers to a problem the patient wants to be helped with, is unstandardised and does 
not relate to any form of psychopathology. For one person the target complaint could be 
relationship trouble, for another person it could be nightmares, or postponing decisions, etc. 
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We included overall effectiveness for the sake of comparison with previous meta-analyses. 
However, we do not consider this a useful outcome. As an unweighted mixture of all 
available outcomes it cannot be interpreted and is possibly invalid. When more than two 
outcome measures were available we used the mean effect size, calculating Hedges’ g for 
each effect size. Cohen´s d tends to overestimate the effect size. A correction factor is used 
to convert Hedges´ g to Cohen´s d. This correction factor is very close to 1 unless the number 
of participants is very small (say less than 10), so the difference is usually trivial (Borenstein, 
2009). To calculate the effect size of overall effectiveness we used the mean ES of all 
available outcomes in a study.  
 
When we use the term follow-up we refer to the time between baseline assessment and any 
further assessment, which may be during treatment, at the end of treatment (post-treatment) 
or sometime after the end of treatment. For the meta-analyses we used the longest available 
follow-up because LTPP should bring about change that is stable in the long run. A difference 
in treatment effectiveness should be easier to detect at a longer follow-up.  
 
Subgroup analyses for study quality characteristics, type and severity of mental disorders, 
different types of therapy (individual vs. group therapy, outpatient vs. inpatient therapy) and 
therapy intensity were performed. All analyses used the random effects model because we 
assumed the data to be heterogeneous, amongst others because of diversity in populations 
(mental disorders) and control treatments. We explored heterogeneity using meta-regression 
(method of moments). We considered the proxy session ratio (number of sessions in the 
intervention group/number of sessions in the control group) and the internal validity score to 
be covariates that might explain part of the heterogeneity in effect sizes (Cuijpers, 
2009;Leichsenring, 2008). The rationale for the random effects model is further explained in a 
recent paper by Higgins et al. (Higgins, 2009).  
 
The LTPP group was named the intervention group and a non-LTPP group was named the 
control group. When more than two intervention groups were available in one study we 
selected the data from the outpatient individual LTPP intervention group for the main analysis. 
When more than one control group was available we made a selection for the main analysis 
based on the following sequence:  

- Evidence based treatment for the condition under study 
- STPP 
- Structured, non-evidence based treatment with the most similar treatment intensity 
- Structured, non-evidence based treatment with the most similar treatment mode 

(individual or group therapy, outpatient or inpatient therapy) 
- TAU or other non-structured treatment 

 
We examined the data for publication bias by visual inspection of funnel plots and by Duval 
and Tweedie´s trim and fill test. Comprehensive Meta-analysis Version 2 (Biostat Inc) software 
package was used for all meta-analyses and meta-regression. Stata Release 10 (StataCorp 
LP). STATA™10.0 (StataCorp, College Station) was used to calculate 95% CI for frequencies 
when needed. Therapies refer to individual outpatient therapy, unless specified otherwise.  
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8 Results 
We screened a total of 3750 studies, of which 8 were included (Figure 1). The two 
independent reviewers (MH and YS) agreed on the inclusion and exclusion of all studies, with 
the exception of seven. These seven studies were discussed to reach consensus: 

- Through discussion consensus was reached to exclude four studies (Chiesa, Høglend, 
O´Brien and Vinnars). The reasoning behind the exclusion is described in 8.a.1 

- Further information was requested on three studies, by contacting the corresponding 
authors by e-mail: 

o The Linehan study: the 25 therapists that were assigned to the control patients 
were described as ´"eclectic but nonbehavioral” or “mostly psychodynamic”. 
It was also stated that their “clinical supervision group met at the Seattle 
Psychoanalytic Society and Institute and was led by its training director” 
(Linehan, 2006). We felt unsure whether we could categorise this as LTPP. We 
contacted the authors and received information that 21/25 (84%) of the 
therapists described their methods as psychoanalytic or psychodynamic, 3/25 
described themselves as interpersonal therapists, and 1/25 as humanistic/client 
centred. We decided to include this study 

o The Korner study. It was unclear how exactly study participants were sampled, 
but it seemed participants in the intervention group were sampled in 
retrospect, and on the basis of having completed 12 months of treatment 
(Korner, 2006). The author confirmed this and this study was excluded 

o The Winston study, who´s title suggests that it concerned short-term 
psychotherapy. However, the mean number of sessions in the two treatment 
groups was 40.3 sessions (Winston, 1994). We mailed the author asking for the 
intended frequency and duration of the therapies included in his study but we 
did not receive a reply. We then decided to exclude this study because it 
seemed most likely this was not a study on LTPP as per our definition (at least 40 
sessions and a duration of at least 1 year). The article does not state a 
predetermined duration of the therapies. However, it stated that ´these 
therapies lasted approximately 40 weeks´. Thus is seems likely that our criterion 
of a duration of at least 1 year is not met 
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Figure 1 Flow chart of study search and selection 

Studies included in 
qualitative synthesis 

(n = 8 )

Studies included in 
quantitative synthesis 

(meta‐analysis) 
(n = 8) 

Records identified through 
database searching 

(n = 3738)

Additional records identified 
through other sources 

(n = 12)

Total number of records identified 
(n = 3750) 

Records screened 
(n = 3750) 

Records excluded 
(n = 3647) 

Full‐text articles assessed 
for eligibility 

(n = 103)

Full‐text articles excluded, 
with reasons 

(n = 95) 
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8.a Description of studies 

8.a.1 Excluded studies 
95 Articles were excluded on full-text review (Table 2). The two main reasons for exclusion 
were that a study was either (1) a short-term treatment or (2) uncontrolled. Nevertheless, four 
controlled studies (Chiesa, Høglend, O´Brien and Vinnars) were excluded because the study 
design did not yield information on the main research question: is LTPP an effective 
treatment? These four studies made a comparison between two specific forms of LTPP and 
not between LTPP and another form of psychotherapy or STPP. Thus, they yielded no 
information on the effectiveness of LTPP as such: 

a) Chiesa studied three treatment groups: (1) an inpatient LTPP; (2) a mixed 
inpatient/outpatient LTPP; and (3) TAU. The TAU group was excluded from any 
comparison because it was recruited from a very different sample than the two LTPP 
groups. The two LTPP groups were recruited from personality disorder patients referred 
to a tertiary care facility for inpatient treatment, whereas the TAU group was recruited 
from among the caseload of all the senior psychiatrists in a certain district. We 
excluded the comparison between the inpatient LTPP vs. the mixed 
inpatient/outpatient LTPP because this comparison would not yield any information 
on the effectiveness of LTPP as such (Chiesa, 2006) 

b) Høglend et al. compared LTPP with a moderate level of transference interpretations 
vs. LTPP with no level of transference interpretation (Hoglend, 2006;Hoglend, 2008) 

c) O´Brien et al. compared group vs. individual psychotherapy, with therapists that "took 
a dynamic approach to therapy and were eclectic in orientation" (Mintz, 
1976;O'Brien, 1972) 

d) Vinnars´ study intended to compare manualised supportive-expressive psychotherapy 
vs. a non-manualised community-delivered psychodynamic therapy. We considered 
to include this study as a comparison between LTPP (the supportive expressive 
therapy group) and STPP (the community delivered psychodynamic therapy group). 
However, both groups ended up receiving the same number of therapy sessions (26.2 
vs. 28.0 sessions on average). Community-delivered psychodynamic therapy, as 
delivered in Vinnars´ study, was close to 50% more intensive than the treatment given 
to the personality disorder patients in centers that did not participate in the study 
(Vinnars, 2005). Thus this study was in fact a comparison between two forms of LTPP 

 
Two controlled studies were excluded because we could not combine the data in a way 
that would reflect the between-group differences (Clarkin, 2007;Munroe-Blum, 1995). One 
study reported only the elevation (intercept) of the individual trajectory and the rate of 
change (slope) of the individual trajectory was reported, but not the post-means and SDs 
(Clarkin, 2007). The author was mailed to obtain the needed data. We received no reply. The 
other study reported no between-group differences but only the mean scores for all trial 
participants. In addition, it was unclear whether the psychodynamic psychotherapy 
treatment was intended to be a long-term treatment, though the authors stated that it was 
an open-ended treatment and 12 months post-randomisation was labeled as end of 
treatment (Munroe-Blum, 1995). Two other RCTs were excluded because the outcome data 
were not reported in sufficient detail to be able to meta-analyse the data (Karon, 1972;Piper, 
1984). 
 
Lastly, one controlled study was excluded because the exact treatment and control were 
unclear. It compared LTPP with a wait-list control group in a patient sample of collaborating 
psychoanalysts who contributed patients. The sampling of patients was unclear, as was the 
duration the control group spent on the waiting list. In addition, the exact type of therapy 
received was unclear (Klar, 2005). 
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Table 2 Studies excluded on full text review 
 Reason for exclusion  

1 Describes the concept and proceedings of a health economy evaluation of an 
extended psychosomatic rehabilitation programme for outpatients. No outcome data 
described and no (more recent) article with outcome data found 

(Albrecht, 2000) 

2 8 months of therapy reported on at present, follow-up is continued. The study is a 
randomised controlled trial that compares day hospital psychotherapy with outpatient 
individual psychotherapy for patients with personality disorders. Control therapist 
mainly adhered to psychoanalytic/psychodynamic theories, although cognitive and 
systemic elements were present. So it is not clear if this study could have been used if it 
had a longer follow-up. 

(Arnevik, 2009) 

3 Data on the post treatment period (from 1.5 to 3 years) (Bateman, 2001) 
4 On the background of mentalisation based therapy  
5 A descriptive comparison of the conceptual models of mentalisation based therapy 

and cognitive analytical therapy  
(Bateman, 2007) 

6 Data on the post treatment period (from 3 to 8 years) (Bateman, 2008) 
7 See Chiesa 2000 (Beecham, 2006) 
8 Short-term treatment (6 weeks) (Berry, 1989) 
9 Short-term treatment (up to 30 sessions) (Bolz, 1981) 
10 Proposes how to conduct new research, with a small pilot-study (Briffault, 2007) 
11 Short –term treatment (an average of five months of psychotherapy ´of the kind the 

vast majority of clinical patients were getting´) 
(Brill, 1966) 

12 Prospective study of two cohorts, one in psychoanalytical therapy and one in 
cognitive behaviour therapy. Participants were consecutive new patients of either a 
psychoanalytically oriented therapist or a cognitive behavioural therapist. Treatment 
allocation is not specified. It is mentioned that patients could be referred by health 
care workers or be self-referrals. 

(Brockmann, 2006) 

13 Short-term treatment (mean 18 sessions) (Brom, 1989) 
14 Short term treatment (10 weeks) (Burnand, 2002) 
15 Short-term treatment (up to 30 sessions) (Burzig, 1981) 
16 Short-term treatment (up to 8 sessions) (Chabrol, 2002) 
17 Describes the study the authors intend to undertake (Chiesa, 1999) 
18 Compared inpatient LTPP vs. mixed inpatient/outpatient LTPP vs. TAU. The TAU group 

was excluded because it was recruited from a very different sample than the two LTPP 
groups. The comparison between the two LTPP groups was excluded because it 
yielded no information on LTPP effectiveness  

(Chiesa, 2000) 

19 See Chiesa 2000 (Chiesa, 2002) 
20 See Chiesa 2000 (Chiesa, 2003) 
21 See Chiesa 2000 (Chiesa, 2004) 
22 See Chiesa 2000 (Chiesa, 2006) 
23 Description of concept of transference focussed therapy, exploring studies and 

preliminary trial results 
(Clarkin, 2005) 

24 Data could not be combined in a way that would reflect the between-group 
differences 

(Clarkin, 2007) 

25 Short-term treatment (10 weeks) (Cooper, 2003) 
26 Short-term treatment (up to 9 months) (Crits-Christoph, 

1997) 
27 Short-term treatment (up to 16 sessions) (Crits-Christoph, 

1996) 
28 Retrospective comparison of two matched cohorts (one in psychoanalysis and one on 

a waiting list) 
(Dührssen, 1998) 

29 No comparison of treatments (100 sessions of client-centred group therapy). Moreover 
client-centred group therapy is not a psychoanalytic treatment. 

(Eckert, 2000) 

30 A nested, controlled trial of long-term psychodynamic group therapy vs. treatment as 
usual. However, treatment allocation was biased. Participants all came from a study 
called the Treatment Enhancement 
Program for Bipolar Disorders. Participants in the intervention group were referred to 
the intervention group by psychiatrists or psychiatric nurses. The grounds on which they 
were referred are not described. Controls were matched to the intervention group. 

(Gonzalez, 2007) 

31 Prospective observational study of two matched cohorts, one in psychodynamic 
psychotherapy and one in psychoanalysis. Treatment allocation was done by 
individual therapists who gave both forms of therapy ´ The therapists were directed to 
opt for one of these treatment forms before the onset of therapy and to adhere to this 
option throughout´ 

(Grande, 2006) 

32 No form of psychoanalytical based therapy is examined (Grawe, 1990) 
33 Matched case-control design. Investigates the effect of psychoanalysis on death from 

cancer or coronary heart disease 
(Grossarth-
Maticek, 1990) 
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 Reason for exclusion  
34 No treatment comparisons. Sample of patients in a psychoanalytical outpatient clinic 

who are treated with psychoanalysis or psychoanalytically oriented treatment. 
Treatment allocation is unclear. This article compares the individual therapy goals at 
the beginning of treatment with the outcome of therapy as measured by the text 
content of a catamnestic interview  

(Heuft, 1996) 

35 Short-term therapy (11 weeks) (Hoffart, 1990) 
36 Cohort study. Patients with somatoform disorders and patients with social-medically 

relevant problems, who had been on sick leave for more than six months. No 
comparisons between therapies made. 

(Hoffmann, 2007) 

37 Randomised trial of LTPP with a moderate level of transference interpretations vs. LTPP 
with no level of transference interpretation 

(Hoglend, 2006) 

38 Randomised trial of LTPP with a moderate level of transference interpretations vs. LTPP 
with no level of transference interpretation 

(Hoglend, 2008) 

39 Not a peer-reviewed publication (book chapter). Presenting preliminary results only 
(half a year after treatment start) of a trial of psychoanalysis vs. psychodynamic 
psychotherapy 

(Huber, 2001) 

40 Not a peer-reviewed publication (abstract in a book). Concerning a cohort of patients 
in psychoanalysis 

(Huber, 2006) 

41 Cohort study of a group of inpatients in psychodynamic psychotherapy (Huber, 2009) 
42 Meta-analysis of four German studies we reviewed in the selection process (Jakobsen, 2007) 
43 Short-term treatment (46 sessions over a preset 9 month period) (Steuer 1984 publishes 

on the same study). In addition, patients were recruited through mass media appeals. 
(Jarvik, 1982) 

44 Short-term treatment (3 months) (Jäger, 1997) 
45 No usable outcome data reported (Karon, 1972) 
46 Study that compared LTPP with a waiting list control group in a patient sample 

of collaborating psychoanalysts who contributed patients. The sampling of 
patients is unclear and the duration that the control group spent on the 
waiting list was not reported. In addition, the exact type of therapy received 
was unclear 

(Klar, 2005) 
 

47 Participants in the intervention group were sampled in retrospect, and on the 
basis of having completed 12 months of treatment 

(Korner, 2006) 

48 Population had no clearly defined mental disorder: participants were male 
patients from a general and psychiatric hospital who had assaulted during 
the previous 6 months 

(Lanza, 2002) 

49 Short-term treatment (six months) (Lanza, 1995) 
50 Uses the patients from Clarkin´s trial to examine changes in attachment 

organization and reflective functioning, which are not themselves indices of 
psychopathology. This study is more a test of theoretically assumed 
mechanisms of change 

(Levy, 2006) 

51 Concerns affect-focused body psychotherapy, which is especially suited for 
physiotherapists to work with. It is a ´psychodynamic body therapy, primarily 
based on psychomotor physiotherapy and affect consciousness treatment, 
within a general psychodynamic frame of reference´. We consider it to be 
more a form of psychomotor physiotherapy than a form of psychotherapy 

(Levy Berg, 2009) 

52 Retrospective sample of a cohort in psychoanalysis or psychodynamic psychotherapy (Leuzinger-
Bohleber, 2001) 

53 Controlled study of psychoanalytical therapy. Outcome reported at 4 months. In 
addition: ´the duration …is somewhere between that of brief and long-term 
psychotherapy and lasts an average of 10 months (range 3 – 24 months)´ 

(Manos, 1984) 

54 The exact form of psychotherapy was unclear: ´psychotherapy, given for an average 
of not less than two hours a week, supervised by a psychoanalyst experienced in the 
treatment of schizophrenic patients´. 
Treatment duration was unclear: `Treatment of all forms was continued up to a 
maximum of one year, unless the patient was released from hospital before that´ 

(May, 1965) 

55 See Piper 1984 (McCallum, 1990) 
56  Control treatment has psychodynamic traits but is not a true psychodynamic 

treatment. The author´s refer to is as a ´dynamically informed psychotherapy´ 
(McMain, 2009) 

57 Short-term treatment (up to 30 sessions) (Meyer, 1981) 
58 Short-term treatment (up to 30 sessions in 9 months) (Miklowitz, 2007) 
59 Short-term treatment (up to 24 sessions in 12 weeks) (Milrod, 2000) 
60 See Milrod 2000 (Milrod, 2001) 
61 See Milrod 2000 (Milrod, 2007) 
62 See O´Brien (Mintz, 1976) 
63 Outcome measures were not reported for each trial arm separately (Munroe-Blum, 

1995) 



 21

 Reason for exclusion  
64 Group vs. individual psychotherapy, with therapists that "took a dynamic approach to 

therapy and were eclectic in orientation" 
(O'Brien, 1972) 

65 Short-term treatment (intended number of treatment sessions 30, which was seldom 
reached) 

(Ojehagen, 1992) 

66 Not a peer-reviewed publication (abstract of a presentation and a power point 
presentation) 

(Petrak, 2007) 

67 No usable outcome data reported (Piper, 1984) 
68 Examines patients´ characteristics as a predictor of treatment success. Patients are 

from the included trial of Piper 1984 (Piper, 1984) 
(Piper, 1994) 

69 Prospective cohort study that compares psychodynamically oriented 
psychotherapy, cognitive behavioral therapy, and analytic psychotherapy in 
a cohort of patients that applied for subsidized outpatient psychotherapy. 
Treatment allocation was based on patients preferences backed by clinical 
judgment. 

(Puschner, 
2004;Puschner, 
2007) 

70 Description of a pilot study on the outcome of psychoanalysis. No outcome data 
presented 

(Rascon, 2005) 

71 Prospective cohort study of two cohorts of patients, one in psychoanalysis and one in 
psychodynamic psychotherapy 

(Rudolf, 1999) 

72 Prospective cohort in psychodynamic psychotherapy (Rudolf, 2004) 
73 Short-term treatment (2-4 months inpatient treatment) (Sachsse, 2006) 
74 No true pre-treatment assessment, but a retrospective assessment based on non-

standardised, written referrals. Observational study labelled as ´naturalistic 
experimental design´. Treatment allocation was determined by time on a waiting list.  

(Sandell, 
1997;Sandell, 
1999;Sandell, 2000) 

75 Short-term treatment (15 weekly sessions) (Sandahl, 1998) 
76 See Klar 2005 (Schleussner, 2005) 
77 Partly retrospective (pre-treatment) comparison of two cohorts: one in 

psychoanalytical oriented treatment and one in cognitive behaviour oriented 
treatment 

(Schulz, 1999) 

78 Short-term therapy (five months) (Shaffer, 1997) 
79 Long-term treatment was not a predetermined research question as ´keep patients in 

treatment for the minimum duration of 6 months´ 
(Siassi, 1979) 

80 Short-term treatment (´counsellors were asked to try to keep the number of sessions to 
six to 12 sessions´) 

(Simpson, 2000) 

81 See Simpson 2000 (Simpson, 2003) 
82 Retrospective cohort study (Sohlberg, 1987) 
83 Concerned with identifying prognostic markers of treatment outcome. Based on the 

included trial of Giesen-Bloo et al. 
(Spinhoven, 2008) 

84 Investigated the quality and development of the therapeutic alliance as a mediator 
of change. Based on the included trial of Giesen-Bloo et al. 

(Spinhoven, 2007) 

85 Short-term treatment (46 sessions over a preset 9 month period). In addition, patients 
were recruited through mass media appeals. 

(Steuer, 1984) 

86 Prospective comparison of three cohorts: cognitive-behavioural therapy, person-
centred therapy and psychodynamic therapy. Treatment allocation was not 
described. Patients were a sample of patients who attended one of 58 NHS sites 
delivering counselling and psychotherapy services 

(Stiles, 2006) 

87 Observational study that compares patients receiving treatment with either cognitive-
behavioural, person-centred, or psychodynamic therapies in primary-care routine 
practice 

(Stiles, 2008) 

88 Short-term treatment (up to 30 sessions) (Stuhr, 1981) 
89 Short-term treatment (10 sessions) (Taylor, 1993) 
90 Short-term treatment (14 weeks) (Teusch, 1997) 
91 Studies patient sex as moderator of effects in the Høglend trial (Ulberg, 2009) 
92 A comparison of two forms of LTPP (see also 8.a.1) (Vinnars, 2005) 
93 See Vinnars 2005 (Vinnars, 2007) 
94 Short-term treatment (20 sessions) (Walsh, 1997) 
95 Short-term treatment (Winston, 1994) 
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8.a.2 Included studies 
Eight randomised, controlled studies were included. Table 3 gives an overview of these 
studies and the pertaining published articles, corrections and correspondence. Hereafter we 
will refer to each study by the first author of the main publication (Table 3, second column). 
All studies were RCTs.  
 
The inclusion of two studies (Bateman and Linehan) was discussed extensively in our team. 
First, we questioned the type of intervention the Bateman study examined: could the 
reported outcomes be attributed to the psychoanalytical ingredients? The intervention 
(mentalisation-based therapy with partial hospitalisation) was an amalgamate of therapies 
conducted in an inpatient setting and included ´1)once-weekly individual psychoanalytic 
psychotherapy, 2) thrice-weekly group analytic psychotherapy (1 hour each), 3) once-a-
week expressive therapy oriented toward psychodrama techniques (1 hour), and 4) a weekly 
community meeting (1 hour), all spread over 5 days´ (Bateman, 1999). In addition, all 
therapies were carried out by psychiatrically trained nurses from the hospital´s team, who 
had no formal psychotherapy qualifications. Adherence to therapy was monitored, but by 
whom and how exactly was not described. We decided to include the Bateman study but to 
run a sensitivity analysis without it to check the robustness of our findings. 
 
Secondly, in the Linehan study the control group consisted of community treatment by 
experts, given by 25 therapists (Linehan, 2006). 21/25 (84%) of the therapists described their 
methods as psychoanalytic or psychodynamic. Three others described themselves as 
interpersonal therapists, and one therapist described himself as humanistic/client centred 
(author´s reply). There was a weekly clinical supervision group available at which the 
therapists could attend. This group met at the Seattle Psychoanalytic Society and Institute 
and was led by its training director (Linehan, 2006). We decided to include the Linehan study; 
its control group was labelled the intervention group (and vice versa) in our report. To check 
the robustness of our findings we ran a sensitivity analysis without the Linehan study. 
  
 

Table 3 Selected controlled studies with the corresponding scientific articles 

 Study Articles, letters and 
comments 

References 

1 Bachar Bachar 1999 (Bachar, 1999) 
2 Bateman Bateman 1999 (Bateman, 1999) 
  Bateman 2003 (Bateman, 2003) 
  Stern 2001 (comment) (Stern, 2001) 
3 Dare Dare 2001 (Dare, 2001) 
  Bell 2001 (comment) (Bell, 2001) 
  Okhai 2001 (comment) (Okhai, 2001) 
4 Giesen-Bloo Giesen-Bloo 2006 (Giesen-Bloo, 2006) 
   Correction Arch Gen Psych 2006;63:1008 
  Van Asselt 2008 (van Asselt, 2008) 
  Grenyer 2007(comment) (Grenyer, 2007) 
  Pearce 2007 (comment) (Pearce, 2007) 
  Yeomans 2007 (comment) (Yeomans, 2007) 
5 Gregory Gregory 2008 (Gregory, 2008) 
6 Knekt Knekt 2008 a (Knekt, 2008a) 
  Knekt 2008 b (Knekt, 2008b) 
7 Linehan Linehan 2006 (Linehan, 2006) 
   Correction Arch Gen Psych 2007;64(12):1401 
8 Svartberg Svartberg 2004 (Svartberg, 2004) 

 



 23

 

8.a.3 Settings and participants 
Table 4 gives an overview of the setting of the included studies. It includes the sample from 
which study participants were recruited and the in- and exclusion criteria that were used. 
Psychiatric disorders were diagnosed according to DSM criteria, unless specified otherwise. 
Two studies concerned patients with eating disorders, four studies concerned patients with a 
personality disorder and two studies were on mixed patients.  
 
 
 
 
 
 
 
 

Table 4 Settings and participants of selected controlled studies  
Years of 
interven

tion 
Country Sample population Inclusion criteria Exclusion criteria 

Bachar     
1999 * Israel Referrals to eating 

disorder units of two 
general hospitals 

Eating disorder Co-morbidity Axis I DSM 

Bateman    
1993 - 
1996 

UK Referrals to a 
psychotherapy unit 

BPD Schizophrenia 
Bipolar disorder 
Substance misuse 
Mental impairment  
Organic brain disorder 

Dare     
2001 * UK Referrals to an outpatient 

eating disorder service in 
a psychiatric teaching 
hospital 

Anorexia 
Age ≥ 18 

Urgent hospital admission required (e.g. 
suicidal risk, extremely low weight, 
hypoglycaemia, syncope, electrolyte 
depletion) 

Giesen-Bloo    
1999-
2004 

NL Referrals to the study BPD 
Age 18-60 
Dutch literacy 

Psychotic disorders 
Bipolar disorder 
Dissociative identity disorder 
Antisocial PD 
ADHD 
Addiction needing clinical detoxification 
Psychiatric disorders secondary to medical 
conditions 
Mental retardation 

Gregory    
2004-
NA 

US Referrals to the study BPD and alcohol 
use disorder 
Age 18-45 

Schizophrenia 
Schizoaffective disorder 
Mental retardation 
Psychiatric disorders secondary to medical 
conditions 
Low IQ 

Knekt     
1994- Finland Referrals to the study Long-standing 

(>1 year) 
disorder causing 
dysfunction 
in work ability 
Anxiety or mood 
disorders and 
neurosis to 
higher-level 
borderline 
disorder $ 
Age 20-45 

Psychotic disorders 
Severe personality disorder 
Adjustment disorder 
Substance-related disorder 
Organic brain disease  
Severe organic disease 
Mental retardation 
Treated with psychotherapy in the 
previous 2 years 
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Years of 
interven

tion 
Country Sample population Inclusion criteria Exclusion criteria 

Linehan    
2006 * US Referred women BPD and current 

and past suicidal 
behaviour (at 
least 2 suicide 
attempts or self-
injuries in the 
past 5 years, with 
at least 1 in the 
past 8 weeks) 
Age 18-45 

Schizophrenia 
Schizoaffective disorder 
Bipolar disorder 
Psychotic disorder 
Mental retardation 
Seizure disorder requiring medication 
A mandate to treatment 
A need for primary treatment for another 
debilitating condition 

Svartberg    
2004 * Norway Referrals to the study Cluster C PD 

Self-defeating 
PD 
Age 18-65 

Psychotic disorder,  
Substance dependence/abuse 
Eating disorder 
Organic brain disease 
Serious physical illness 
Active suicidal behaviour 
Refusal to discontinue other active 
treatment 

     
* Years of intervention not available. Data of first publication of outcomes is given 
$ According to Kernberg’s classification of personality organization 
Abbreviations: ADHD: Attention-deficit/hyperactivity disorder; BPD: borderline personality disorder; DSM: diagnostic 
and statistic manual of mental disorders; IQ: intelligence quotient; NA: not available; NL: the Netherlands; PD: 
personality disorder; UK: United Kingdom; US: United States 
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8.a.4 Interventions and controls 
Table 5 gives an overview of the treatments that were examined in our selection of controlled 
studies. For the sake of convenience and unequivocal statistical analysis, the long-term 
psychoanalytically based treatment was always labelled the intervention treatment. All 
interventions were LTPP: no controlled studies on psychoanalysis were found. In Table 5 we 
give a more elaborate description of the treatments used in each study. In the light-grey 
highlighted rows we give a label to each treatment, meaning a standardised way of referring 
to each treatment. Thus, a treatment referred to as ´ focal psychoanalytic psychotherapy´ 
(Dare) or ´ self psychological treatment´ (Bachar) is labelled as an ´individual outpatient LTPP´ 
by us.  
 
TAU is the ´normal´ care that is given under non-study conditions in the study´s setting. It 
usually involves a form of general psychiatric care and general supportive measures. Though 
TAU might also be classified as a non-evidence based treatment, we did make a distinction 
because TAU was a less structured and less intense control treatment compared to the 
various non-evidence based control treatments. 
 

8.a.5 Treatment frequency 
Frequency of treatment is described in Table 6. Few studies gave a mean number of sessions 
for completers and most studies did not give an average number of sessions for all 
participants. To give an indication of treatment intensity we calculated a proxy variable. This 
proxy equalled the mean number of sessions in completers, if available. If not available, the 
proxy was the predetermined treatment frequency, multiplied by the attending rate if 
possible. This proxy of treatment intensity ranged from 40 sessions/1 year to 302 sessions/1.5 
years (Table 6). We then calculated a proxy for the session ratio: the number of sessions in the 
intervention group/the number of sessions in the control group. This session ratio ranged from 
0.4 to 7.9.  
 
The Dare and Linehan studies seemed to concern STPP, with a mean number of 24.9 sessions 
(Dare) and a median number of 33.0 sessions (Linehan) in the intervention groups. In the Dare 
study however, this mean was calculated across all participants, including non-completers 
(Dare, 2001). Since 9/21 participants (43%) in the intervention group were non-completers, 
and because the intervention treatment was intended to take place weekly for at least 1 
year, we did consider the Dare study to be a study on LTPP, and we included it. 
Similarly, we did consider the Linehan study to be a study on LTPP. Because of the high drop-
out rate in the intervention group (59.2% dropped their first study therapist) we considered it 
likely that a median number of 33.0 sessions across all participants meant that the 
intervention was a LTPP, though we could not recalculate the mean number of sessions in 
completers. 
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Table 5 Characteristics of intervention and control treatments: assessment of comparisons made 

Study 
Disorder (N) 

- Our assessment of the treatments 
Intervention treatment 

 
 

Control treatment 
Bachar  Anorexia (7 vs. 6 patients) 

- Individual outpatient LTPP vs. non-evidence based control treatment 
 Self psychological treatment Cognitive orientation treatment 
 Bulimia (10 vs. 11 vs. 10) 

- Individual outpatient LTPP vs. two different non-evidence based control treatments 
 Self psychological treatment and nutritional counselling Cognitive orientation treatment and nutritional counselling 
  Nutritional counselling 
Bateman Personality disorder (22 vs. 22 patients) 

- Mixed individual/ group, and mixed day care/outpatient LTPP vs. non-evidence based control treatment 
 Mentalisation based therapy with partial hospitalisation TAU: general psychiatric outpatient care with medication prescribed by the consultant 

psychiatrist, community support from mental health nurses, and periods of partial hospital and 
inpatient treatment as necessary but no specialist psychotherapy 

Dare Anorexia (21 vs. 20. vs. 22 vs. 19 patients) 
- Individual outpatient LTPP vs. three different non-evidence based control treatments 

 Focal psychoanalytic psychotherapy Cognitive-analytic therapy 
  Family therapy 
  Low contact ´routine´ treatment 
Giesen-Bloo Borderline personality disorder (43 vs. 45 patients) 

- Individual outpatient LTPP vs. individual outpatient CBT 
 

 Transference focussed therapy Schema focussed therapy 
Gregory Borderline personality disorder with alcohol use disorder (15 vs. 15) 

- Individual outpatient LTPP vs. TAU 
 Dynamic deconstructive psychotherapy TAU: remain in current treatment and/or referred to an alcohol rehabilitation centre and given 

names of psychiatric clinics and therapists in the community who might have openings and 
provide suitable treatment. Allowed to keep current psychotherapist, if any 

Knekt Mood or anxiety disorder (128 vs. 101 vs. 97 patients) 
- Individual outpatient LTPP vs. individual outpatient STPP or vs. non-evidence based control treatment 

 Psychodynamic psychotherapy Short-term psychodynamic psychotherapy 
  Solution-focused therapy 
Linehan Borderline personality disorder  

- Individual outpatient LTPP vs. DBT 
 

 Expert treatment in the community (84% of therapists described 
their methods as psychoanalytic or psychodynamic) 

Dialectical behaviour therapy 

Svartberg One or more cluster C personality disorders (25 vs. 25 patients 
- Individual outpatient LTPP vs. individual outpatient CT 

 

 Dynamic psychotherapy Cognitive therapy 
Abbreviations: C(B)T: cognitive (behavioural) therapy; LTPP long-term psychodynamic psychotherapy; STPP: short-term psychodynamic psychotherapy; TAU: treatment as usual 
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Table 6 Frequency of treatment: mean number of sessions in participants vs. completers; a description of treatment intensity and a proxy of 
treatment intensity in completers 
Study Mean number of 

sessions (SD): 
participants 

Mean number of 
sessions (SD): 
completers 

Description of treatment intensity 

Proxy of treatment 
intensity: completers 

(number of 
sessions/time) a 

 I C I C I C I C 

Session ratio 
(sessions in 
intervention 

group/ sessions 
in control group) 

Bachar          
- Anorexia group NA NA NA NA Weekly sessions for 1 

year 
Weekly sessions for 1 
year 

50/1 year 50/1 year 1.0 

- Bulimia group 
(Intervention vs. 
cognitive orientation 
treatment and 
nutritional 
counselling) 

NA NA NA NA Weekly sessions for 1 
year + weekly or bi-
weekly nutritional 
counselling for 6 
months 

Weekly sessions for 1 
year+ weekly or bi-
weekly nutritional 
counselling for 6 
months 

68/1 year 68/1 year 1.0 

- Bulimia group 
(Intervention vs. 
nutritional 
counselling) 

NA NA NA NA Weekly sessions for 1 
year + weekly or bi-
weekly nutritional 
counselling for 6 
months 

Weekly or bi-weekly 
nutritional 
counselling for 6 
months 

68/1 year 18/1 year 3.8 

Bateman          
 NA NA NA NA 18 months of 

individual and group 
mentalisation based 
therapy in a partial 
hospital setting 

Duration and 
intensity not 
predefined  

302/1.5 
years b 

165/1.5 
years c 

1.8 

Dare          
- Intervention vs. CAT 24.9 (13.0) 12.9 (70) NA NA 1 year weekly 

sessions 
7 months with 20 
weekly sessions and 
thereafter 3 monthly 
sessions 

52/1 year 23/ 1 year 2.3 

- Intervention vs. FT 24.9 (13.0) 13.6 (8.6) NA NA 1 year weekly 
sessions 

1 year of sessions 
each 1-3 weeks 

52/1 year 26/1 year 2.0 

- Intervention vs. TAU 24.9 (13.0) 10.9 (0.5) NA NA 1 year weekly 
sessions 

1 year of low-
contact sessions 

52/1 year 16/1 year 
d 

3.3 

Giesen-Bloo          
 NA NA 231 (NA) 190 (NA) 3 years of twice-

weekly sessions 
3 years of twice-
weekly sessions 

231/3 years 190/3 
years 

1.2 

Gregory          
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Study Mean number of 
sessions (SD): 
participants 

Mean number of 
sessions (SD): 
completers 

Description of treatment intensity 

Proxy of treatment 
intensity: completers 

(number of 
sessions/time) a 

 I C I C I C I C 

Session ratio 
(sessions in 
intervention 

group/ sessions 
in control group) 

 NA NA 3.57 
(1.22)e 

6.11 (7.12) e 1 year weekly 
sessions 

Duration and 
intensity not 
predefined  

42.8/1 year 
e 

73.3/1 
year e 

0.6 

Linehan           
 f 33.0 80.5 f NA NA At least 1 session 

weekly for 1 year 
Weekly individual 
and group session 
with telephone 
consultations as 
needed 

33 f 80.5 f 0.4 

Knekt          
- Vs. short-term 

psychodynamic 
psychotherapy 

232 (105)g 18.5 (3.4)g NA NA 2 or 3 sessions 
weekly for up to 3 
years 

20 weekly treatment 
sessions 

235 (104)/3 
years h 

46.9 
(61.9)/3 
years h 

5.0 

- Vs. solution-focused 
therapy 

232 (105)g 9.8 (3.3)g NA NA 2 or 3 sessions 
weekly for up to 3 
years 

≤ 12 sessions ≤ 8 
months 

235 (104)/3 
years h 

29.9 
(43.9)/3 
years h 

7.9 

Svartberg          
 NA NA 40 40 40 weekly sessions 40 weekly sessions 40/1 year 40/1 year 1.0 
a The proxy of treatment intensity is based on the predetermined number of sessions participants were to receive, multiplied by the attendance rate when available 
b Treatment for the partially hospitalized group consisted of 1) once-weekly individual psychoanalytic psychotherapy, 2) thrice weekly group analytic psychotherapy (1 hour each), 
3) once-a-week expressive therapy oriented toward psychodrama techniques (1hour), and 4) a weekly community meeting (1 hour), all spread over 5 days. In addition, on a once-
per-month basis, subjects had 5) a meeting with the case administrator (1 hour) and 6) medication review by the resident psychiatrist. The average length of stay was 1.45 years. 
Attendance at the program’s psychotherapy sessions was 62%. Thus, participants were offered 6 weekly sessions and 2 monthly sessions. Across 1.45 years this is 
(6x52x1.45)+(24x1.45)=487 sessions, of which they participated 62%=302 sessions 
c Treatment for the control group consisted of 1) Regular psychiatric review with a senior psychiatrist when necessary (on average, twice per month); 2) inpatient admission as 
appropriate (admission rate=90%, average stay=11.6 days), with discharge to non- psychoanalytic psychiatric partial hospitalization focusing on problem solving (72% were partially 
hospitalized, with an average length of stay of 6 months); followed by 3) outpatient and community follow-up (100%, every-2-week visits by a community psychiatric nurse) as 
standard aftercare. We assumed that treatment intensity during partial hospitalization was comparable to the intervention group, including the attendance rate. Thus, across 1,5 
years there would have been 1) 36 sessions with a senior psychiatrist; 2) 6 months partial hospitalization with 156 sessions of which 62% were attended=104 sessions and 3) on average 
1 year of every-2-weeks visits=25. 1)+2)+3)=165 sessions 
d Calculation based on the mean number of sessions in all participants in this TAU group=12.9 sessions x 19 persons=207 sessions, divided by the number of completers in the TAU 
group: 207/13=16 sessions 
e Mean number of paid contact hours per month. The proxy of treatment intensity is calculated by multiplying the mean number of sessions per month by 12 
f The median number of sessions belonging to the study´s intervention and control treatment is given. The proxy of treatment intensity in completers is this median number of 
treatment sessions  
g Mean number of sessions in people that started the assigned therapy 
h mean number of sessions, including auxiliary therapies, in patients starting with therapy 
Abbreviations: C: control group; CAT: cognitive-analytical therapy; FT: family therapy; I: intervention group; NA: not available; SD: standard deviation; TAU: treatment as usual 
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8.a.6 Treatment coherence 
We considered a treatment coherent when it could be – and was – described in a manual or 
protocol, and when the therapists were supervised and especially trained for the intervention. 
In 3 studies the intervention treatment could be labelled coherent (Giesen-Bloo, Gregory and 
Svartberg) and in 2 of these studies the control treatment was coherent as well (Giesen-Bloo 
and Svartberg) (Table 7).  
 

8.a.7 Co-interventions 
Treatment confounders were present in all studies (Table 8). Medication was generally 
allowed as a co-intervention - and prescribed. One study (Dare) did not monitor the use of 
psychotropic medication. The Bateman study reported a much higher use of psychotropic 
medication in the control group (78% of participants used psychotropic medication at 1.5 
years) vs. the intervention group (38%). We did not attempt to quantify the use of medication 
as most studies did not report this in sufficient detail; especially information on the type of 
medication was missing. A typical description would be: ´patients were discouraged from 
taking psychotropic medication and none was prescribed by the therapists´.  
 
Besides medication, other forms of therapy and support were in frequent use as well, though 
hardly any study monitored these. Some studies forbade the use of other kinds of therapy 
(Giesen-Bloo). The Gregory study gave a nice overview that made clear that both the 
intervention (dynamic deconstructive psychotherapy) and control (TAU) group received 
additional forms of treatment in high frequency. Three months after the start of the study 4/15 
patients in the intervention group and 7/15 patients in the control group used professional 
group therapy. Self-help groups were used by 2/15 in the intervention group and 5/15 in the 
control group. In addition, alcohol counselling, separate medication management and case 
management were used in both the intervention and the control group (Gregory, 2008).  
 
It seems practically impossible to control the use of additional or alternative treatments in an 
outpatient setting. Refusal to discontinue other active treatment was an exclusion criterion in 
the Svartberg study. However, some participants did use other treatments. 5/50 participants 
had used hypnotics and 3/50 had used antidepressants during (part of) the study (Svartberg, 
2004).  
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Table 7 Treatment coherence: manuals, integrity and therapists´ training 

Study 
Manual Supervision 

Analysis of 
adherence 

Therapists trained 
for intervention 

Kind of therapists 

 I C I C I C I C I C 
Bachar          
 N N Y Y Y Y Y Y Same experience with eating disorders in both I and C groups: 7 residents in clinical psychology 

(MSc), 2 psychiatric social workers, 1 psychiatrist 
Bateman           
 Y N Y N Y N N NA Psychiatrically trained nurses from the hospital´s 

team without formal psychotherapy qualifications 
Senior psychiatrists and community 
psychiatric nurses 

Dare           
- Vs. CAT N N Y Y N N N N 1 psychologist, 1 social worker, 1 medical doctor. 

All experienced in psychodynamic therapy 
4 Members of the eating disorder team 

- Vs. FT N N Y Y N N N N See above Same therapists as intervention group 
- Vs. TAU N N Y Y N N N N See above Trainee psychiatrists in their 2nd/3rd year 

who rotated each ½ year 
Giesen-Bloo          
 Y Y Y Y Y Y Y Y 3 PhD, 37 MSc, 4 Bachelors with postgraduate training (no between-group difference in 

training). All with previous experience with BPD (no between-group difference in experience) 
Gregory           
 Y N Y N Y N Y N 1 Psychiatrist and 5 psychiatry residents in 3rd year 

of training 
NA 

Knekt           
- Vs. 

STPP 
N N N N N N Y Y Mainly psychologists (~80%)with standard training in psychoanalytically oriented 

psychotherapy and a mean of around 17 years of experience 
- Vs. SFT N Y N N N Y Y Y See above Psychologists, physicians and social workers 

with a mean of 9 years experience 
Linehan           
 N Y Y Y N Y NA Y Therapists considered experts in treating difficult 

clients. 56% had a PhD and 56% had >10 years 
of clinical experience after terminal degree 

75% had a PhD and 25% had >10 years of 
clinical experience after terminal degree 

Svartberg           
 Y Y Y Y Y Y Y Y 3 Psychiatrists and 5 clinical psychologists with 

9.2 years experience on average 
6 Clinical psychologists with 11.2 years 
experience on average 

Abbreviations: B: borderline personality disorder; C: control group; CAT: cognitive-analytical therapy; FT: family therapy; I: intervention group; LTPP; long-term psychodynamic 
psychotherapy; N: No; NA: not available; SFT: solution focused therapy; STPP: short-term psychodynamic psychotherapy; TAU: treatment as usual; Y: Yes 
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Table 8 Co-interventions: studies´ policy and description of use 
Described co-interventions Study Policy on co-

interventions I C 
Bachar    
 NA 1 Patient on fluoxetine for 5 weeks and 1 patient hospitalised for 5 weeks 1 Patient on fluoxetine for 5 weeks 
Bateman   
 The initial types and dosage of medication were similar in both groups 
 

Polypharmacy 
was discouraged At 1.5 years 38% were still taking medication At 1.5 years 78% were still taking medication 

   90% was admitted in to hospital (mean stay 12 days) and 72% was 
partially hospitalized in psychiatric care (mean stay 6 months) 

   10/63 patients were hospitalised 
Dare    
 NA 2/21 patients were hospitalised NA 
Giesen-Bloo    

Only medication allowed Psychotropic medication use similar in both groups 
Gregory   
 Allowed and 

monitored 
Comparable: 

- Receiving case management 
- Professional group therapy 
- Participation in self-help groups 
- Number of psychotropic medications 

Not comparable: 
- The intervention group received more individual psychotherapy or alcohol counselling 
- The control group received more separate medication management 

Knekt    
Comparable: 

- Psychotropic medication  
 Allowed and 

monitored 
Not comparable:  

- The two control groups received more psychotherapy as a co-intervention 
- No one in the solution-focussed therapy group was hospitalised vs. 5% in the other groups 

Linehan    
 Allowed and 

monitored 
Comparable:  

- Use and types of psychotropic medication at pre-treatment and during first year of follow-up 
- Use of therapy outside of the study 

  Not comparable: 
- The use of psychotropic medication decreased significantly less in the intervention group during treatment 
- The intervention group had significantly more hospital admissions for psychiatric reasons 

Svartberg    
 NA 2 patients received additional psychotherapy, partly during follow-up 

3 patients used antidepressants 
3 patients used hypnotics 

2 patients received additional psychotherapy, partly during follow-up 
1 patient used antidepressants 
2 patients used hypnotics 

Abbreviations: C: control group; I: intervention group; NA: not available
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8.b Quality of selected studies 
We assessed the quality of each study using the Maastricht Amsterdam criteria (van Tulder, 
1997) and eight criteria proposed by Cuijpers et al (Cuijpers, 2009). The inter-rater agreement 
was 80% overall (77% for the Maastricht Amsterdam criteria and 87% for the criteria used by 
Cuijpers et al.). Consensus on the quality rating was achieved through discussion and the final 
ratings are depicted in Table 9 and Table 10. The quality of selected studies was variable. 
Most importantly, the quality of internal validity was low with the ´best´ study (Linehan) scoring 
6/9 points at the Maastricht Amsterdam criteria score for internal validity (a maximum score of 
10 is impossible as the blinding of care providers is not possible), and three studies (Bachar, 
Bateman, Svartberg) scoring zero points for internal validity according to the criteria 
proposed by Cuijpers et al. 
 
All studies used randomisation to allocate treatment. Only 3/8 studies (Giesen-Bloo, Knekt, 
Linehan) described an adequate concealment of treatment allocation. Notably, only 2/8 
studies (Gregory, Linehan) explicitly described the blinding of outcome assessors. Co-
interventions, adverse events nor compliance were monitored systematically in most studies. 
Besides being a quality criterion, we considered the drop-out rates to be an outcome as well. 
All these characteristics are described elsewhere in more detail (8.a.5, 8.a.7. and 8.c.1). 
 
In 6/8 (Bachar, Bateman, Dare, Knekt, Linehan, Svartberg) studies we saw a statistically even 
distribution of important patient characteristics between treatment groups; in two studies 
(Giesen-Bloo, Gregory) there was an uneven distribution. In the Giesen-Bloo study twice as 
many patients in the intervention group had had recent suicide plans, steps or attempts 
compared to the control group (76.2% vs. 38.6%, p=0.007). In the Gregory study 6/15 patients 
allocated to the control group had an additional diagnosis of bipolar disorder vs. 0/15 in the 
intervention group. The researchers assessed that ´bipolar disorder displayed no significant 
interactions with group on any primary or secondary outcome measure at any time interval´ 
(Gregory, 2008). This statement has to be interpreted with due caution, however. 
Notwithstanding the statistically even distribution of prognostic factors in the remaining 6/8 
studies, we assessed two more studies (Bachar, Bateman) as having dissimilar prognostic 
factors at baseline. Statistically non-significant differences between treatment groups may 
hide true differences, if the number of participants in the study is small. Much larger numbers 
would be needed to check for true differences between groups. Thus we looked at an 
equilibrium in numbers or percentages. If the ratio of any prognostic factor was in the order of 
2 or 0.5 we assessed the groups to have dissimilar prognostic factors.  
 

Table 9 Quality criteria according to criteria used by Cuijpers et al (Cuijpers, 2009)  

Study 

Criterion Ba
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1. Patients diagnosed using diagnostic system N Y Y Y Y Y Y Y 
2. Use of treatment manual N N N Y Y N N Y 
3. Therapist trained for intervention under study Y N N Y Y Y Y Y 
4. Treatment integrity checked (supervision or analysis 

adherence) 
Y Y Y Y Y N Y Y 

5. Intention-to-treat analysis included N N Y Y Y Y Y N 
6. Adequate statistical power and n=>50  N N N Y N Y Y N 
7. Randomization by independent person or computer N N N Y N Y Y N 
8. Outcome assessors blinded N N N N Y N Y N 
         
Total Yes (8 items) 2 2 3 7 6 5 7 4 

- Total psychotherapy (items 1-4) 2 2 2 4 4 2 3 4 
- Total internal validity (items 5-8) 0 0 1 3 2 3 4 0 

         
Abbreviations: N: no; Y: yes 
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Table 10 Quality of studies according to the Maastricht Amsterdam criteria (van Tulder, 1997) 

Study 

 

Criterion Ba
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t 
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Patient selection 
a  Where the eligibility criteria specified? Y Y Y Y Y Y Y Y 
b Treatment allocation 
 1 Was a method of randomization performed? Y Y Y Y Y Y Y Y 
 2 Was the treatment allocation concealed? D D D Y D Y Y N 
c  Were the groups similar at baseline regarding the most 

important prognostic factors? N N Y N N Y Y Y 
Interventions 
d  Were the index and control interventions explicitly 

described? Y Y Y Y Y Y N Y 
e  Was the care provider blinded to the intervention? N N N N N N N N 
f  Were co-interventions avoided or comparable? D D D N N N N Y 
g  Was the compliance acceptable in both groups? D Y Y N D Y N Y 
h  Was the patient blinded to the intervention? N N N N N N N N 
Outcome measurements 
I  Was the outcome assessor blinded to the intervention? D D N N Y N Y D 
J  Were the outcome measures relevant? Y Y Y Y Y Y Y Y 
k  Were adverse events described? N Y Y Y Y N N N 
L  Was the withdrawal/dropout rate described and 

acceptable? Y Y N N Y N Y Y 
m Timing of follow-up measurements 
 1 Was a short-term follow-up measurement performed? Y Y Y Y Y Y Y Y 
 2 Was a long-term follow-up measurement performed? N Y N Y N Y Y Y 
n  Was the timing of the outcome assessment in both 

groups comparable? Y Y Y Y Y Y Y Y 
Statistics 
o  Was the sample size for each group described? Y Y Y Y Y Y Y Y 
p  Did the analysis include an intention to treat analysis? N N Y Y Y Y Y N 
q  Were point estimates and measures of variability 

presented for the primary outcome measures? Y Y N Y Y Y Y Y 
           
  Total Yes (maximum score 17) 8 10.5 10 10 11 11 11 11.5 

- Total internal validity (b, e, f, g, h, i, j, l ,n, p, maximum 
10) 3.5 4.5 4.5 4 5.5 5 6 5.5 

- Total descriptive criteria (a, c, d, k, m, maximum 5) 2.5 4 4.5 4 3.5 4 3 4 
- Total statistical criteria (o, q, max imum 2) 2 2 1 2 2 2 2 2 

         
Abbreviations: D: don´t know; N: no; Y: yes 
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8.b.1 Outcomes 
Table 11 gives an overview of the outcomes for which data were available. The described 
outcomes of the intervention vs. control treatments are those for the longest follow-up 
available. In general, a higher score indicated a worse state, except for the QoL measures. 
There were three studies that extended their follow-up after the end of treatment (Bachar, 
Linehan, Svartberg). At a follow-up of 2 years Bachar does not report the actual data but 
stated ´a slight continued improvement occurred during the year following termination of 
therapy. This improvement was not significant in either of the two groups, nor was there a 
significant difference between groups´ (Bachar, 1999). We contacted the author to obtain 
data at the 2 year follow-up, but these data were not available.  
 
Reporting of outcomes was not consistent across time points of follow-up. The Bateman study 
for example reported different outcome variables at 1.5 and 3 years vs. 8 years. Also, only the 
3 year analysis was an ITT (Bateman, 1999;Bateman, 2001;Bateman, 2008). In addition, the 
delineation of time periods was confusing and inconsistent. Outcomes were reported that 
occurred (a) during the treatment – i.e. from 0 to 1.5 years (Bateman, 1999); (b) at a follow-up 
of 3 years - i.e. from 1.5 to 3 years (Bateman, 2001); and (c) at a follow-up of 8 years – i.e. from 
3 to 8 years (Bateman, 2008). It was not possible to recalculate the total number of events 
during all 8 years of follow-up (including the treatment period) from the available data, so we 
only used the data at 1,5 years.  
 
We did not meta-analyse the outcomes of ´suicide attempt´ or ´self mutilation´ in the 
Bateman study. We considered the effect of partial hospitalisation vs. outpatient treatment to 
have a larger impact than the effect of a psychoanalytically based therapy vs. TAU for these 
outcomes. The SD for the outcome on the Social Adjustment Scale (self report) was missing, so 
we could not use this in the meta-analysis.  
 
In the Knekt study several measurement scales were used that could be considered 
measurements of target problems for subgroups of patients. E.g. the Beck Depression 
Inventory and the Hamilton Depression Rating Scale could be seen as measuring target 
problems for participants with a mood disorder. Similarly, the Symptom Check List-90-Anxiety 
subscale and the Hamilton Anxiety Rating Scale measure target problems for participants 
with an anxiety disorder. However, these instruments were used in all participants and not 
only in the participants with the pertaining disorder at baseline. Thus we used the below 
mentioned scales as outcome measures for general psychiatric symptoms. 
 

Table 11 Outcomes of measures of psychopathology in included studies 
Study Domains Tests Outcome (intervention vs. control) 
Bachar  Reported at 1 year (post-treatment), no data at 2 years, completers analysis 
 Recovery Recovered (DSM-IV) Significantly more recovered 
 Target problems DSM-SS No significant difference in group means 
  EAT 26 No significant difference in group means 
 Symptoms SCL-90 GSI No significant difference in group means 
 Personality Selves Questionnaire No significant difference in group means 
Bateman Reported at 1 and 1.5 (post-treatment) years, completers analysis 
 Symptoms BDI Significantly better scores 
  SCL-90-R GSI No significant difference in group means 
  SCL-90-R PSTS No significant difference in group means 
  STAI-state Significantly better scores 
 Personality STAI-trate No significant difference in group means 
 Social functioning IIP Significantly better scores 
Dare Reported at 1 year (post-treatment), ITT analysis  
 Recovery Recovered (DSM-IV) Significantly more recovered in 

intervention group vs. TAU* 
Giesen-
Bloo 

Reported at 1, 2 and 3 years (post-treatment) , ITT analysis 

 Recovery Recovered (BPD Severity Index) Significantly less recovered 
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Study Domains Tests Outcome (intervention vs. control) 
 Target problems Reliable clinical improvement (BPD 

Severity Index) 
Significantly less improved 

 Quality of Life EuroQol thermometer No significant difference in group means 
  WHOQoL No significant difference in group means 
 Symptoms and 

personality 
composite score 

BPD Severity Index, SCL-90, 
Rosenberg Self-Esteem Scale, 
Miskimins Self-Goal Discrepancy 
Scale, YSQ, PDBQ, IPO, DSQ-48. 

Significantly less improved 

Gregory Reported at 1 year (post-treatment), ITT analysis 
 Recovery Recovered (ASI criteria)  
 Target problems Alcohol misuse No significant difference in group % 
  BEST No significant difference in group means 
  Parasuicidal behaviour No significant difference in group % 
 Symptoms Institutional care No significant difference in group % 
  BDI No significant difference in group means 
  DES No significant difference in group means 
 Social functioning SPS No significant difference in group means 
Linehan Reported at 1 year (post-treatment) and 2 years, ITT analysis 
 Target problems Suicide attempt or self injury Significantly more frequent 
  Suicide ideation No significant difference in group % 
 Symptoms RLI   
  - Mean total item score No significant difference in group means 
  - Survival and coping No significant difference in group means 
  HAMD No significant difference in group means 
  Emergency department visits   
  - For psychiatric reason Significantly more visits 
  - For suicide ideation Significantly more visits 
  Hospital admissions  
  - For psychiatric reason Significantly more admissions 
  - For suicide ideation Significantly more admissions 
Knekt Reported at 1 and 3 years (post-treatment), ITT analysis  
 Recovery Recovery from Axis I diagnosis No significant difference in group % 
  - Mood disorder No significant difference in group % 
  - Major depressive disorder No significant difference in group % 
  - Anxiety disorder Significantly more recovered vs. 2 control 

groups 
 Symptoms BDI Significantly better score vs. 2 control 

groups 
  HAMD Significantly better score vs. 2 control 

groups 
  HAMA Significantly better score vs. 1 control 

group 
  SCL-90-Anx Significantly better score vs. 2 control 

groups 
  SCL-90-GSI Significantly better score vs. 1 control 

group 
Svartberg Reported at 1 (post-treatment) and two years (completers analysis) 
 Recovery Recovered (Millon Clinical 

Multiaxial Inventory) 
No significant difference 

 Target problems Millon Clinical Multiaxial Inventory 
(total mean raw score) 

No significant difference in group means 

 Symptoms SCL-90-R GSI No significant difference in group means 
 Social functioning IIP No significant difference in group means 
    

* No comparison between the intervention group and two other non-evidence based control groups are made in 
the original publication 
$ A composite score of several tests 
Abbreviations: ASI: addiction severity index; BEST: Borderline Evaluation of Severity over Time; BDI: Beck Depression 
Inventory; BPD: borderline personality disorder; DES: Dissociative Experiences Scale; DSM-III-R, Diagnostic and 
Statistical Manual of Mental Disorders (Third Edition Revised); DSM –SS: DSM Symptomatology Scale for Anorexia and 
Bulimia; DSQ: Defence Style Questionnaire; GAF: Global Assessment of Functioning Scale; GSI: global severity index 
scale; IIP: Inventory of Interpersonal Problems; IPO: Inventory of Personality Organisation; HAMA: Hamilton Anxiety 
Rating Scale; HAMD: Hamilton Depression Rating Scale; ITT: intention to treat; PD: personality disorder; PDBQ: 
Personality Disorder Belief Questionnaire; PSTS: positive symptom total score; QoL: quality of life; RLI: Reasons for Living 
Inventory; SAS-SR: social adjustment scale self report; SCL-90-R: Symptom Check List-90 Revised; SPS: Social Provisions 
scale; STAI: (Spielberger) State-Trait Anxiety Inventory; TSIA and TSIAI: severity for all target objectives and most 
important objective; TSP & TSPI, severity for all target objectives and most important objective; TST & TSTI: severity for 
all target objectives and most important objective; TAU: treatment as usual; WHO: World Health Organisation; Young 
Schema Questionnaire 



 36

 

8.c Effect of interventions 

8.c.1 Non-completers and adverse events 
In Table 12 an overview of the non-completers, cross-overs and adverse events is given. The 
difference in dropout rates was statistically significant in the Giesen-Bloo, Knekt and Linehan 
studies. In all three studies there were twice as many non-completers in the intervention 
groups, compared to the control groups. The differences in proportions of non-completers 
were: 

a) 50.0% (95%CI 34.9-65.1%) vs. 25.0% (95%CI 12.2-37.8%) in the Giesen-Bloo study 
(p=0.017) 

b) 36.7% (95%CI 28.4-45.1%) vs. 15.5% (95%CI 8.3-22.7%) - in SFT group – and vs. 12.9% 
(95%CI 6.3-19.4%) - in the STPP group – in the Knekt study (p<0.001) 

c) 42.9% (95%CI 29.0-56.7%) vs. 19.2% (95%CI 8.5-29.9%) in the Linehan study (p=0.01) 
 
Adverse events were not monitored systematically in the selected studies. Although the 
delineation between an adverse event and a sequel of the target problem is not always 
clear, this certainly deserves more attention in future trials.  
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Table 12 Non-completers*, cross-overs and adverse events 
Non-completers 

Study I (%) C (%) Timing of 
dropout 

Reason for 
dropout 

Cross-
overs Adverse events 

Bachar         
 3/17 17.6 5/17 29.4 <5 w NA No NA 
Bateman         
 3/22 13.6 3/22 13.6 <6 m NA 3/22 

C->I 
3 suicide 
attempts in C 
group (these 
crossed-over ) 

Dare         
- vs. CAT 9/21 42.9 9/22 40.9 NA No 
- vs. FT   6/22 27.3   
- vs. TAU   6/19 31.6 

1/3 <2 m 
2/3 >2 m 

  

12/84 required 
hospitalisation 
1 death TAU 
group 

Giesen-Bloo         
 21/42 † 50.0 11/44 25.0 I: 1/3 < 4 m 

73% in first y 
 
C: spread 
evenly across 
3 y 

In both 
groups 50% 
had no 
faith in 
therapy or 
therapist. 
The other 
50% had 
various 
reasons 

No No 

Gregory         
 5/15 33.3 6/15 40.0 Spread out 

evenly across 
treatment y 

NA No 1 incarcerated 
in I group 
1 death in C 
group (suicide) 

Knekt         
- vs. SFT 47/128 

† 
36.7 15/97 15.5 I: 20.3% of 

participants 
never started 
LTPP 
 
C: 4.1% never 
started 
therapy 

I: 11.7% of 
participant
s objected 
to type of 
therapy. 
Rest had 
various 
reasons 
C: various 
reasons 

No NA 

- vs. STPP   13/101 12.9 C: 3.0% never 
started 
therapy 

C: various 
reasons 

  

Linehan         
 21/49 † 42.9 10/52 19.2 I: 1st 

therapists 
dropped at a 
median of 
9.7 w 
C: 1st 
therapists 
dropped at a 
median of 
16.9 w 

NA No NA 

Svartberg         
 1/26** 3.8** 1/26** 3.8** NA NA No NA 
         
* Non-completers are defined as the participants that discontinued their treatment or were lost to follow-up during 
the treatment duration. Participants lost to follow-up in the post treatment period are excluded 
** One patient out of a total of 51 randomised patients dropped out but it was unclear from which group 
Abbreviations: C: control group; CAT: cognitive analytical therapy; CI: confidence interval; F: family therapy; I: 
intervention group; m: month; n: number; NA: not available; TAU: treatment as usual; w: week; y: year 
† Statistically significant difference in proportions 
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8.c.2 Recovery 
Six studies (Bachar, Dare, Giesen-Bloo, Gregory, Knekt, Svartberg) gave information on the 
number of patients that recovered. The main characteristics and the criteria for recovery 
pertaining to each study are shown in Table 13. All six studies gave data on recovery from the 
targeted disorder, except the Gregory and Knekt studies. Gregory examined patients with a 
borderline disorder and alcohol misuse, but recovery data were only available for alcohol 
misuse.  
 
The patients in Knekt´s study were mixed in terms of diagnosis. 84.7% of patients had a mood 
disorder and 43.6% of patients had an anxiety disorder at baseline. Because all patients had 
to have at least one Axis I disorder and these two disorders were the only ones for which 
frequencies were given, we assumed that all participants had a mood disorder or an anxiety 
disorder at baseline. Thus 23.3% of participants had to have both disorders. Because of this 
overlap we could not treat anxiety disorder patients as being an independent group from 
mood disorder patients. We thus took the average Hedges´ g for recovery from anxiety 
disorder and for recovery from mood disorder (both in patients who had the disorder at 
baseline). 
 
Four out of six studies reported an ITT analysis and the two studies that did not (Bachar and 
Svartberg) had non-differential drop-out rates (see also Table 12). The Gregory study was the 
only study in which blinded outcome assessors were used. Even so, the outcome assessor was 
able to correctly guess the treatment allocation 67% of the time (50% correct guesses 
expected by chance alone) (Gregory, 2008).  
 

Table 13 Studies with data on recovered patients 
Study,   
Disorder Recovery criterion Instrument(s) used 

to measure 
criterion 

Type of 
instrument 

Independ
ent 
assessor 

Blinded 
assessor 

Bachar         
Eating 
disorder 

No longer meets DSM-IV 
diagnostic criteria 

NA NA D D 

Dare         
Eating 
disorder 

No longer meets DSM-IV 
diagnostic criteria 

NA NA D N 

Giesen-Bloo         
BPD Achieving a BPDSI-IV score <15 BPDSI Semi structured 

interview 
Y N 

Gregory         
BPD+alcohol 
misuse 

No longer meets alcohol misuse 
criteria ASI 

ASI Structured 
interview 

Y Y 

Knekt         
Mixed No longer meets criteria for DSM-

IV mood disorder 
Semi structured 
interview 

Semi structured 
interview 

Y* N 

 No longer meets criteria for DSM-
IV anxiety disorder 

Semi structured 
interview 

Semi structured 
interview 

Y* N 

Svartberg         
Cluster C 
personality 
disorder 

MCMI<74 MCMI Questionnaire D D 

* The interviews were carried out by experienced clinical raters at a separate location, so it is likely these raters were 
independent  
Abbreviations: ASI: Addiction Severity Index; BPD: borderline personality disorder; BPDSI-IV: Borderline Personality 
Disorder Severity Index, fourth version; D: don´t know; DSM-IV: Diagnostic and Statistic Manual of Mental Disorder, 
fourth version; MCMI: Million Clinical Multiaxial Inventory; N: no; NA: not available; R: Randomised Clinical Trial; TAU: 
treatment as usual; Y: yes 
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To perform meta-analysis on the recovery rates, we combined the bulimia and anorexia 
patients in the Bachar study and left out the control group that only received nutritional 
counselling. Bachar was left out of the analysis on the longest follow-up available, because 
no data were reported at 2 years follow-up. It was only stated that there was no significant 
difference between treatment groups at that time. For the Dare study we selected the 
control group that received cognitive analytical therapy as the comparison group (and not 
the family therapy group or the TAU group). In the Knekt study – that compared LTPP with 
STPP and a short-term non-evidence based control treatment – we selected the STPP group 
as the control group, and combined the two available recovery outcomes for this study 
(recovery from mood disorder and recovery from anxiety disorder).  
 
The combined Hedges´ g for recovery at the longest available follow-up for each study was 
0.02 (95% CI: -0.40 to 0.43; p=0.94;I-squared: 52.8%; n=5). These findings were robust when we 
(a) removed each study arbitrarily; (b) used different control groups for the Dare and Knekt 
studies; (c) did include the Bachar data at 1 year; or (d) used the separate outcomes for the 
Knekt studies. The combined Hedges´ g for recovery at a follow-up of 1 year was 0.06 (95% CI: 
-0.42 to 0.53; p=0.81; I-squared=52.8%;n=5). 
 

Figure 2 Combined Hedges´ g for recovery at longest available follow-up 

 

 
Abbreviations: AM: alcohol misuse; BPD: borderline personality disorder; CPD: cluster C personality disorder; CI: 
confidence interval; LTPP: long-term psychodynamic psychotherapy; The outcome for Gregory is recovery from 
alcohol misuse. The outcome for Knekt is a combination of the outcomes recovery from mood disorder and recovery 
from anxiety disorder 
 
Subgroup and meta-regression analyses 
Only one study reported the recovery of patients with BPD. Though the Gregory study was 
undertaken in BPD patients, only the recovery from concomitant alcohol misuse was 
assessed. The combined Hedges’ g for recovery in eating disorder patients (Bachar and Dare 
studies, outcomes only available at 1 year) was 0.59 (95% CI -0.38 to 1.56; p=0.23; I-
squared=61.2%;n=2).  
 

Study Outcome Time Statistics for each study Hedges's g and 95% CI Disorder 
Hedges's Lower Upper 

g limit limit p-Value

Dare Recovered 1,0 0,16 -0,55 0,86 0,668 ED

Giesen-BlooRecovered 3,0 -0,52 -1,03 -0,02 0,043 BPD

Gregory Recovered (AM)1,0 -0,23 -1,23 0,77 0,648 BPD + AM

Knekt Combined 3,0 0,50 0,01 0,99 0,046 Mixed

Svartberg Recovered 2,0 0,09 -0,56 0,74 0,789 CPD

0,02 -0,40 0,43 0,942

-2,00 -1,00 0,00 1,00 2,00

Favours control Favours LTPP
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There was no difference between studies that reported an adequately concealed treatment 
allocation vs. studies where the treatment allocation concealment was not reported or 
inadequate. Similarly, whether the outcome assessors were or were not blinded to the 
treatment allocation made no difference (though only one study that reported on recovery 
used blinded outcome assessors).  
 
Exploratory meta-regression indicated that the proxy session ratio might be a predictor of the 
effect size of recovery (B=0.19; 95%CI: 0.03 to 0.34; p=0.02;T-squared=0.00;n=5)(Figure 3). The 
internal validity score did not predict the Hedges´ g for recovery (B=0.23; 95% CI: -0.34 to 0.81; 
p=0.43;T-squared=0.11;n=5).  
 

Figure 3 Regression of proxy session ratio on Hedges´ g for recovery at the longest available 
follow-up for each study 

 
 

8.c.3 Target problems 
We combined the bulimia and anorexia patients in the Bachar study and left out the control 
group that only received nutritional counselling. Bachar was left out of the analysis on the 
longest follow-up available, because no data were reported at 2 years follow-up. It was only 
stated that there was no significant difference between treatment groups at that time. For 
the Dare study we selected the control group that received cognitive analytical therapy as 
the comparison group (and not the family therapy group or the TAU group). In the Knekt 
study – that compared LTPP with STPP and a short-term non-evidence based control 
treatment – we selected the STPP group as the control group, and combined the two 
available recovery outcomes for this study (recovery from mood disorder and recovery from 
anxiety disorder).  
 
The combined effect size (Hedges´ g) for target problems (the mean Hedges´ g for all 
outcomes on target problems available per study) was -0.30 (95% CI -1.05 to 0.46; p=0.44; I-
squared=89.4%; n=6) (at the longest outcome available for each study)(Figure 4). These 
findings were robust when we (a) removed each study arbitrarily; (b) used different control 
groups for the Dare and Knekt studies; or (c) did include the Bachar data at 1 year. The 
combined Hedges´ g for target problems at a follow-up of 1 year was -0.26 (95% CI: -0.96 to 
0.44; p=0.47; I-squared=85.6%;n=6). 

Proxy session ratio

Hedges's g 

0,16 0,69 1,22 1,74 2,27 2,80 3,33 3,86 4,38 4,91 5,44

0,60

0,48

0,36

0,24

0,12

0,00

-0,12

-0,24

-0,36

-0,48

-0,60
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Figure 4 Combined Hedges´ g for target problems at longest available follow-up 

 

 
Abbreviations: AM: alcohol misuse; BPD: borderline personality disorder; CPD: cluster C personality disorder; ED: 
eating disorder; LTPP: long-term psychoanalytical psychotherapy. 
 
Subgroup and meta-regression analyses 
The combined Hedges’ g for target problems in BPD patients (Giesen-Bloo, Gregory and 
Linehan studies) was -0.87 (95% CI -2.00 to 0.27; p=0.14; I-squared=89.6%;n=3) (at the longest 
available follow-up). The combined Hedges’ g for target problems in eating disorder patients 
(Bachar and Dare studies) was 0.31 (95% CI -0.24 to 0.85; p=0.27; I-squared=0.0%;n=2) 
(outcomes only available at 1 year).  
 
There was no difference between studies that reported an adequately concealed treatment 
allocation vs. studies where the treatment allocation concealment was not reported or 
inadequate. Similarly, whether the outcome assessors were or were not blinded to the 
treatment allocation made no difference, though only one study that reported on target 
problems used blinded outcome assessors.  
 
Exploratory meta-regression indicated that the proxy session ratio was not a predictor of the 
effect size in the domain target problems (B=0.24; 95%CI: -0.23 to 0.70; p=0.32;T-
squared:0.76;n=6)(Figure 5). Similarly, the internal validity score did not predict the Hedges´ g 
for target problems (B=0.72; 95% CI: -0.33 to 1.77; p=0.18;T-squared:0.68 ;n=6). 

Study Outcome Time Statistics for each study Hedges's g and 95% CI Disorder 
Hedges's Lower Upper 

g limit limit p-Value

Dare Recovered 1,0 0,16 -0,55 0,86 0,67 ED

Giesen-BlooCombined 3,0 -2,00 -2,59 -1,41 0,00 BPD

Gregory Combined 1,0 0,07 -0,86 0,99 0,89 BPD + AM

Knekt Combined 3,0 0,50 0,01 0,99 0,05 Mixed

Linehan No suicide attempts2,0 -0,57 -1,04 -0,10 0,02 BPD

Svartberg Combined 2,0 0,13 -0,48 0,73 0,68 CPD 
-0,30 -1,05 0,46 0,44

-4,00 -2,00 0,00 2,00 4,00

Favours control Favours LTPP 
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Figure 5 Regression of the proxy session ratio on Hedges´ g for target problems at the longest 
available follow-up for each study 

 
 

8.c.4 General psychiatric symptoms 
We combined the bulimia and anorexia patients in the Bachar study and left out the control 
group that only received nutritional counselling. Bachar was left out of the analysis on the 
longest follow-up available, because no data were reported at 2 years follow-up. It was only 
stated that there was no significant difference between treatment groups at that time.  
 
The combined effect size (Hedges´ g) for general psychiatric symptoms was 0.84 (95% CI -0.65 
to 2.32; p=0.27; I-squared=97.0%;n=5) (at the longest outcome available for each 
study)(Figure 6). These findings were robust when we (a) removed each study arbitrarily; (b) 
used different control groups for the Knekt study; or (c) did include the Bachar data at 1 year. 
The combined Hedges´ g for symptoms at a follow-up of 1 year was -0.22 (95% CI: -1.04 to 
0.60; p=0.60; I-squared=91.6%;n=5). This ES has overlapping 95%CI with the ES of 0.84 at the 
longest available follow-up. The differences of effect direction are due to the Knekt study 
wherein at a follow-up of 1 year the results in the control group were significantly better 
compared to the LTPP group, and vice versa.  

Proxy session ratio

Hedges's g 

-0,05 0,50 1,05 1,60 2,15 2,71 3,26 3,81 4,36 4,91 5,46

0,60

0,24

-0,12

-0,48

-0,84

-1,20

-1,56

-1,92

-2,28

-2,64

-3,00
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Figure 6 Combined Hedges´ g for general psychiatric symptoms at longest available follow-
up 

 

 
Abbreviations: AM: alcohol misuse; BPD: borderline personality disorder; CPD: cluster C personality disorder; ED: 
eating disorder; LTPP: long-term psychoanalytical psychotherapy. 
 
Subgroup and meta-regression analysis 
The combined Hedges’ g for general psychiatric symptoms in BPD patients (Bateman, 
Gregory and Linehan studies) was 0.30 (95% CI -0.45 to 1.06; p=0.44; I-squared=74.4%; n=3). 
Only one study (Bachar) reported symptom scores in eating disorder patients.  
 
There was no difference between studies that reported an adequately concealed treatment 
allocation vs. studies where the treatment allocation concealment was not reported or 
inadequate. Similarly, whether the outcome assessors were or were not blinded to the 
treatment allocation made no difference (though only one study that reported on target 
problems used blinded outcome assessors).  
 
Exploratory meta-regression showed that the proxy session ratio might be a predictor for the 
effect size in the domain general psychiatric symptoms (B=0.70; 95%CI: 0.58 to 0.82;p<0.00; T-
squared=0.00;n=5)(Figure 7). The internal validity score did not predict the Hedges´ g for 
general psychiatric symptoms (B=-1.22; 95% CI: -3.94 to 1.49; p=0.38; T-squared=2.38;n=5).  

Study Outcome Time Statistics for each study Hedges's g and 95% CI Disorder

Hedges's Lower Upper 
g limit limit p-Value

Bateman Combined 1,5 0,93 0,26 1,61 0,007 BPD

Gregory Combined 1,0 0,23 -0,75 1,22 0,646 BPD + AM

Knekt Combined 3,0 3,05 2,66 3,43 0,000 Mixed

Linehan Combined 2,0 -0,21 -0,71 0,30 0,423 BPD

Svartberg SCL-90-R GSI2,0 0,11 -0,47 0,70 0,699 CPD

0,84 -0,65 2,32 0,270

-4,00 -2,00 0,00 2,00 4,00

Favours control Favours LTPP 
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Figure 7 Regression of proxy session ratio on Hedges´ g for symptoms at the longest available 
follow-up for each study 

 
 

8.c.5 Personality pathology 
We could not estimate a combined effect size for personality pathology at the longest 
available follow-up, as only one study (Bateman) provided this outcome. The combined 
Hedges´ g for personality pathology at a follow-up of 1 year was 0.22 (95% CI: -0.26 to 0.71; 
p=0.36; I-squared=0.0%: n=2) (Bachar and Bateman studies). 
 
Subgroup and meta-regression analysis 
Too few studies were available to perform subgroup or meta-regression analyses.  

Proxy session ratio
-0,05 0,50 1,05 1,60 2,15 2,71 3,26 3,81 4,36 4,91 5,46

4,00

3,56

3,12

2,68

2,24

1,80

1,36

0,92

0,48

0,04

-0,40

Hedges's g 
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8.c.6 Social functioning 
The combined effect size for social functioning was 0.11 (95% CI -0.34 to 0.56; p=0.63; I-
squared=0.0%; n=2) (at the longest outcome available for each study)(Figure 8). The 
combined Hedges´ g for social functioning at a follow-up of 1 year was 0.17 (95% CI: -0.27 to 
0.61; p=0.45; I-squared=0.0%;n=2) (Gregory and Svartberg studies). 
 

Figure 8 Combined Hedges´ g for social functioning at longest available follow-up 

Study Outcome Time Statistics for each study Hedges's g 
and 95% CIHedges's Lower Upper 

g limit limit p-Value

Gregory SPS 1,0 0,06 -0,64 0,76 0,863
Svartberg IIP 2,0 0,15 -0,44 0,73 0,622

0,11 -0,34 0,56 0,625

-1,00 -0,50 0,00 0,50 1,00

Favours control Favours LTPT

 

 
 
Subgroup and meta-regression analysis 
There were too few studies available to perform subgroup or meta-regression analyses. 
 

8.c.7 Quality of life 
Only one study reported quality of life data (Giesen-Bloo).  
 

8.c.8 Overall effectiveness 
We combined the bulimia and anorexia patients in the Bachar study and left out the control 
group that only received nutritional counselling. Bachar was left out of the analysis on the 
longest follow-up available, because no data were reported at 2 years follow-up. It was only 
stated that there was no significant difference between treatment groups at that time. For 
the Dare study we selected the control group that received cognitive analytical therapy as 
the comparison group (and not the family therapy group or the TAU group). In the Knekt 
study – that compared LTPP with STPP and a short-term non-evidence based control 
treatment – we selected the STPP group as the control group, and combined the two 
available recovery outcomes for this study (recovery from mood disorder and recovery from 
anxiety disorder).  
 
The combined effect size (Hedges´ g) for overall effectiveness (the mean Hedges´ g for all 
outcomes available per study) was 0.29 (95% CI -0.73 to 1.32; p=0.58; I-squared=95.4%;n=7) 
(at the longest outcome available for each study)(Figure 9Figure 4). These findings were 
robust when we (a) removed each study arbitrarily; (b) used different control groups for the 
Dare and Knekt studies; or (c) did include the Bachar data at 1 year. The combined Hedges´ 
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g for overall effectiveness at a follow-up of 1 year was -0.06 (95% CI: -0.53 to 0.41; p=0.79; I-
squared=80.9%; n=8). 
 

Figure 9 Combined Hedges´ g for overall effectiveness at longest available follow-up 

 

 
 
Subgroup and meta-regression analyses 
The combined Hedges’ g for overall effectiveness in BPD patients was 0.05 (95% CI –0.52 to 
0.62; p=0.87; I-squared=67.0%;n=4) (at the longest available follow-up). The combined 
Hedges’ g for overall effectiveness in eating disorder patients (Bachar and Dare studies) was 
0.27 (95% CI -0.26 to 0.81; p=0.31; I-squared=0.0%; n=2) (outcomes only available at 1 year).  
 
There was no difference between studies that reported an adequately concealed treatment 
allocation vs. studies where the treatment allocation concealment was not reported or 
inadequate, for the outcome overall effectiveness. Similarly, whether the outcome assessors 
were or were not blinded to the treatment allocation made no difference.  
 
Exploratory meta-regression indicated that the proxy session ratio might be a predictor of the 
effect size for overall effectiveness (B=0.58; 95%CI: 0.21 to 0.96; T-squared=0.48; p<0.00) (Figure 
10). The internal validity score did not predict the Hedges´ g for overall effectiveness (B=0.30; 
95% CI: -1.38 to 1.99; T-squared=2.12; p=0.73). 

Study Outcome Time Statistics for each study Hedges's g and 95% CI

Hedges's Lower Upper 
g limit limit p-Value

Bateman Combined 1,5 0,84 0,18 1,51 0,013
Dare Recovered 1,0 0,16 -0,55 0,86 0,668
Giesen-Bloo Combined 3,0 -1,31 -1,85 -0,78 0,000
Gregory Combined 1,0 0,14 -0,79 1,06 0,771
Knekt Combined 3,0 2,32 1,90 2,74 0,000
Svartberg Combined 2,0 0,13 -0,46 0,72 0,669
Linehan Combined 2,0 -0,25 -0,75 0,25 0,324

0,29 -0,73 1,32 0,575

-4,00 -2,00 0,00 2,00 4,00

Favours control Favours LTPP
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Figure 10 Regression of proxy session ratio on Hedges´ g for overall effectiveness at the 
longest available follow-up for each study 

 
 

8.c.9 Publication bias 
Visual inspection showed an asymmetric funnel plot for the outcome target problems, but not 
for the outcomes recovery, symptoms or overall effectiveness. Using Duval and Tweedie´s trim 
and fill test we did not find formal evidence of publication bias for the outcomes recovery, 
target problems or symptoms. However, because of the small number of studies we feel we 
cannot draw a formal/statistical conclusion on the existence of publication bias in our review.
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9 Discussion 

9.a Study quality and assessment of bias 
The overall quality of studies was reasonable. All included studies used randomisation to 
allocate treatment, but only 3/8 studies described an adequate concealment of treatment 
allocation. Notably, only 2/8 studies explicitly described the blinding of outcome assessors. 
Subgroup analyses for studies with or without adequate concealment of treatment 
allocation, and for studies with or without blinded assessors showed no differential results. The 
internal validity score did not predict effect size on any of the outcomes. We could not 
delineate a clear ´best category´ of studies, to perform a subgroup analysis on. Short follow-
up, or only reporting outcomes at the end of treatment seems curious for a treatment that 
takes so long. 
 
Sometimes a biased publication of study outcomes occurred. E.g. Bachar et al. described 
their outcomes at 1 year follow-up at length, while the results at a follow-up of 2 years merited 
one paragraph only. At a follow-up of one year, the patients with a psychodynamic therapy 
improved significantly more than patients in a control group. Results at a follow-up of 2 years 
were available but not reported except as ´in the two psychotherapy groups [self 
psychological treatment vs. cognitive orientation treatment, YS] on all three outcome 
measures, a slight continued improvement occurred during the year following termination of 
therapy. This improvement was not significant in either of the two groups, nor was there a 
significant difference between groups´ (Bachar, 1999). 
 
Control conditions were heterogeneous and mostly of low quality, e.g. non-evidence-based 
treatments or TAU. Any comparison with STPP is also complicated, as these studies do not 
inform us about the causes of a difference in effect size, apart from treatment duration. For 
example, differences might be purely attention and intensity effects, not related to 
psychoanalytic therapy per se. Future studies should compare LTPP to other highly specialised 
treatments that are equally intensive, like state-of-the art CBT in case of eating disorders, or 
SFT and DBT in case of BPD.  
 
In the existing meta-analyses almost all included studies were undertaken by researchers with 
a LTPP background. There is a risk of overoptimistic findings in such studies, because a mix of 
backgrounds within the research groups is missing. This risk can be counterbalanced by 
including trials where LTPP is used as a control.  
 

9.b Heterogeneity, interaction and confounding 
The effect sizes of individual studies varied substantially in direction and magnitude. 
Differences in disorders and populations, intervention and control treatments, outcome 
assessment instruments, settings etc. could explain a large part of this heterogeneity. 
Unfortunately the small number of studies precluded a meaningful analysis of subgroups, and 
severely limited meta-regression. With so few data points available, both false-positive and 
false-negative findings can be expected. Thus, we consider the meta-regressions we 
performed exploratory only. We found some indication that effect size might be predicted by 
the proxy ratio of sessions across groups. Hopefully future studies will further explore this. If a 
relationship between effect size and session ratio exists, it would be of special interest to 
predict the effect size when the proxy session ratio equals 1 (indicating the same number of 
sessions in the intervention group and the control group). 
 
At first we intended to meta-analyse between-group differences in means, of scores on tests 
that measure the outcome in target problems. This would have minimised heterogeneity from 
different outcome assessment tests used. For example, it would be interesting to compare the 
difference of mean scores (intervention vs. control) in the HAMD (a score test for depression) 
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in depressed patients, after therapy. To do so we would have needed studies that used the 
same tests in similar patients, which was not the case. The SCL-90 was the only test that was 
used in several studies, but we felt it was not appropriate to use this single instrument to 
compare the effectiveness of therapy in the populations it was used on. It is doubtful that the 
SCL-90 tells us anything specific on the progress made by BPD patients or eating disorder 
patients.  
 
Treatment confounders were present in all studies and included medication and other forms 
of therapy. It seems practically impossible to control the use of additional or alternative 
treatments in an outpatient setting, and possibly more so in an inpatient setting as the 
Bateman study testifies. Pharmacotherapy cannot be excluded in some disorders, but should 
at least be monitored. Additional psychosocial treatment may be forbidden in some settings 
though even then its use should be monitored. Unfortunately most studies do not report 
treatment confounders in a systematic way. Treatment interaction may be a source of 
heterogeneity in some of the combined estimates.  
 

9.c Comparison with findings from other meta-analysis 
We found a meta-analysed effect size of 0.29 (95% CI: -0.73 to 1.32; p=0.58) for overall 
effectiveness from various mental disorders in controlled studies that compared LTPP vs. a 
variety of control treatments. This contrasts strongly with the meta-analysed effect size of 1.8 
(95% CI: 0.7-3.4) for overall effectiveness, found in the recent meta-analysis by Leichsenring. 
As we have reasoned in the introduction, Leichsenring seems to reduce the controlled studies 
he included to an observational level, and his calculation of Hedges´ g is not transparent. In 
his author´s reply to various letters he states that the effect size ´assessed in the conventional 
way´ for overall outcome would be 0.65 (Hedges´ g)(p=0.03) (no 95% CI reported) 
(Leichsenring, 2009). If we calculate an ES for the overall effectiveness without the Giesen-
Bloo and Linehan studies (which Leichsenring excluded and did not consider for inclusion 
respectively), this leads to a similar estimate with a wider confidence interval (Hedges´ 
g=0.69; 95%CI: -0.20 to 1.59;I-squared=91.3;p=0.13)(Figure 11). Leichsenring may have made 
different choices in the selection of outcomes or control groups than we have made. In 
addition, he has included five RCTs that we have excluded (Clarkin, Høglend, Huber, Piper 
and Vinnars). Unfortunately, we have no further details on the exact calculations Leichsenring 
used or the studies he included to assess this effect size so we cannot truly compare our 
findings.  
 
The contrast between the combined effect size for recovery in our meta-analysis (0.02) and 
the combined effect sizes for overall effectiveness reported by Leichsenring (1.8) and De 
Maat (0.78) underscores the importance of several points we have discussed previously. First, 
to including controlled studies only, so as to examine between-group differences instead of 
within-group differences. Without control, effect sizes of LTPP cannot be interpreted 
independently of time effects (including aging) and non-specific effects. Second, search for 
studies that use the intervention of interest as a control treatment. And third, to choose an 
outcome measure that can be interpreted (recovery) and is not an unweighted mixture of all 
available outcomes (overall effectiveness).
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Figure 11 Combined Hedges´ g for overall effectiveness excluding Giesen-Bloo and Linehan, 
and including Bachar´s data at one year 

 

 
 

9.d Conclusions 
Randomised or quasi-randomised, controlled studies on psychoanalysis were not available. 
The recovery rate of various mental disorders was equal after LTPP or various control 
treatments, including TAU and non-evidence based control treatments. Similarly, no 
differences were found for the domains target problems, general psychiatric problems, social 
functioning or overall effectiveness. Too few studies were available to estimate combined 
effect sizes for personality pathology and quality of life. 
 
The variation in direction and magnitude of effect indicated that the effect was highly 
variable. This makes the evidence on whether LTPP has effect on the recovery from various 
mental disorders conflicting. With only 8 studies available – and 6 available studies on the 
primary outcome, recovery – the possibilities for subgroup analyses were necessarily very 
limited. Though we did not find evidence of different effects in BPD or eating disorders we feel 
that we cannot draw any conclusion from the small number of comparisons we were able to 
make. We could not perform subgroup analyses for different kinds of control treatments. Our 
findings refute the previously published large effect sizes for LTPP and show that the 
effectiveness of any treatment must be examined by controlled studies.  

Study Outcome Time Statistics for each study Hedges's g and 95% CI

Hedges's Lower Upper 
g limit limit p-Value

Bachar Combined 1,0 0,43 -0,38 1,24 0,298
Bateman Combined 1,5 0,84 0,18 1,51 0,013
Dare Recovered 1,0 0,16 -0,55 0,86 0,668
Gregory Combined 1,0 0,14 -0,79 1,06 0,771
Knekt Combined 3,0 2,32 1,90 2,74 0,000
Svartberg Combined 2,0 0,13 -0,46 0,72 0,669

0,69 -0,20 1,59 0,130

-4,00 -2,00 0,00 2,00 4,00

Favours control Favours LTPP 
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9.e Recommendations for future research 
- RCTs on psychoanalysis 
- RCTs that compare LTPP with a specialised control treatment (and not with TAU) 
- Control treatments should be as comparable as possible in session frequency, therapy 

duration etc. to be able to measure the effect of the psychoanalytical approach. For 
example, a partial inpatient LTPP should be compared to a partial inpatient control 
treatment 

- Control treatments should be evidence based, when available 
- Studies on LTPP should focus on the disorders that LTPP is used for most frequently. In the 

Netherlands patients with an indication for LTPP have the following Axis I diagnoses: mood 
disorder 51% (in particular dysthymia 35%); anxiety disorders 18%; adjustment disorders 8%; 
mixed Axis I diagnosis 8%. Seventy-four percent of the patients was diagnosed with an 
additional V-code, of which identity problems and relational problems were most 
common. Twenty percent of the patients was diagnosed with no Axis I disorder, only a V-
code. No data on Axis II diagnoses were available in this recent study (Berghout, 2008) 

- A long follow-up is needed to monitor the effect of a long-term treatment 
- When events during follow-up are reported, the treatment period and any previous 

follow-up periods should be included 
- Co-interventions and adverse events must be monitored systematically  
- RCTs should use power calculations to decide on the number of participants and use ITT 

analyses  
- The choice of outcome assessment instruments should be appropriate and the 

instruments should be reliable, valid, sensitive to detect change, and be administered by 
independent assessors/methods 

- Cost-effectiveness should also be taken into consideration, given the high costs of LTPP 
(only two included studies reported cost-effectiveness data) 

 



 52

 

10 Annexes 

10.a Long-term psychotherapy: quality assessment of existing meta-analyses and 
consequences for an update. Consensus report of expert opinions, April 8 2009 

10.a.1 Introduction 
Background 
For several decades now the effectiveness of psychoanalysis and long-term psychoanalytic 
psychotherapy (LTPP) are debated. While the effectiveness of other forms of psychotherapy, 
such as cognitive behaviour therapy and interpersonal psychotherapy, have been scrutinised 
in controlled trials the research that focuses on psychoanalysis and LTPP is sparse. 
 
The Dutch Health Care Insurance Board (CVZ) funds a systematic review of the literature to 
answer the following research questions: 

- Is psychoanalysis an effective treatment for mental illness? If so, for which patients or 
illnesses? 

- Is long-term psychoanalytic psychotherapy an effective treatment for mental illness? If 
so, for which patients or illnesses? 

 
Two recent meta-analyses (De Maat 2007 and Leichsenring 2008) meta-analyse the existing 
evidence on psychoanalysis and LTPP(De Maat, 2007a;de, 2009;Leichsenring, 2008). However, 
both seem to have their limitations warranting a more firm assessment: 

- De Maat´s study involved mainly observational studies (1 randomised trial), including 
retrospective research. Several clinical trials have been published since 

- Leichsenring does not make a distinction between proper psychoanalysis and LTPP 
- Leichsenring does not include seven prospective observational studies that were 

included by De Maat.  
 
Aim 
The aim of this quality assessment of the two existing meta-analyses is: 

- To assess whether these meta-analyses are in some way useful in answering CVZ´s 
research questions 

- To determine if (parts of) these meta-analyses can be used to build an updated or 
new meta-analysis on 

 
This consensus report describes the assessment undertaken by experts in epidemiology, 
psychiatry and psychology. Their findings and recommendations will be used to determine 
the exact methods of an updated or new systematic literature review into the effectiveness 
of psychoanalysis and LTPP.  
 

10.a.2 Methods 
Assessors 
Five experts in relevant fields were asked to assess the meta-analyses of De Maat and 
Leichsenring. These experts (and their field of expertise) were: 

• Professor A. Arntz (psychology) 
• Professor R. van Dyck (psychiatry) 
• Professor M. Huibers (psychology and epidemiology) 
• Professor J. Ioannidis (epidemiology) 
• Y. Smit (epidemiology) 

 
Assessment 
The assessment was based on the Quality of Reporting of Meta-analyses (QUORUM) checklist 
(see Annexes) (Moher, 1999;Walker, 1999). The assessors assessed each item on the Quorum 
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checklist and commented on items if necessary. Assessors compared the meta-analyses of 
De Maat and Leichsenring, commenting on the weaker or stronger points of either one. 
Finally, assessors made recommendations for a new/updated systematic review. 
 
Consensus report 
One of the experts (Yolba Smit) compiled all assessments in to this report. Comments on 
Leichsenring in Letters to the Editor, published in JAMA, have been incorporated and are 
referenced when used (Beck, 2009;Kriston, 2009;Roepke, 2009;Thombs, 2009). A draft version 
of the consensus report was sent to all experts. Their comments were then incorporated in to 
the present report. 
 

10.a.3 Quality assessment results 
General comments 
Neither meta-analysis compares psychoanalysis or LTPP to placebo or any form of control 
treatment in an adequate way. Eleven randomised controlled trials (RCTs) are included by 
Leichsenring. Kriston has criticised Leichsenring as follows: ´By calculating point biserial 
correlations between within-group effect sizes and type of treatment Leichsenring nullified the 
effect of randomisation. Thus, the findings of the RCTs in his meta-analysis are reduced to an 
observational level´ (Kriston, 2009). Leichsenring is somewhat cryptic in the methods section 
about what exactly he has done. From his author´s reply to Kriston´s comment it seems that 
Kriston is right: ´In response to Dr. Kriston and colleagues, considering treatment groups rather 
than studies as the unit of analysis can indeed reduce the effect of randomization. It may 
weaken internal validity but does not necessarily imply serious bias. Observational studies may 
not systematically overestimate the effects of psychotherapy´ (Leichsenring, 2009). 
 
(Adequate) between-group comparisons would have been much more informative. Now it is 
unknown whether and how the reported effect sizes compare to no treatment or to 
alternative treatments. Absolute change (before vs. after) cannot be interpreted 
independent from time effects (including aging) and so-called non-specific effects like 
attention, empathy, expectations, explanations for problems etcetera. 
 
Furthermore, the two existing meta-analyses: 

• Do not give an indication of which patients or which mental illnesses do or do not 
benefit from psychoanalysis or LTPP. (De Maat gives a global assessment of the 
pre/post effect size in patients with more severe pathology) 

• Tend to over-interpret their findings 
• Have analytical problems in the way they combine the data 
• Underestimate (or do not estimate at all) the uncertainty involved 
• Have problematic quality evaluations 
• Publication bias testing is suboptimal or even misleading, with a remarkable 

discrepancy between the studies retrieved and considered eligible. In the case of 
Leichsenring a study with an unfavourable outcome for long-term psychodynamic 
psychotherapy (LTPP) was excluded  

• ´It seems unlikely that investigators of small studies (15-30 patients) would attempt to 
publish negative study results, or that such a study would be accepted for 
publication. This means that all published studies would have an effect size of at least 
0.50 to 0.75, the minimum for statistical significance. This is an artificial floor that 
guarantees a large effect when these studies are combined´ (Thombs, 2009) 

 
Detailed comments relevant to De Maat 
Methods: searches and selection 

• Not enough detail to replicate searches exactly 
• Not reported whether studies identified by other reviews and meta-analyses, not 

found by their search, were included 
Methods: inclusion and exclusion criteria 
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• Not entirely clear how it was defined what was included and excluded in 
psychodynamic, psycho-analytic, and psychoanalysis treatments. E.g. a list of the 
treatments that were considered eligible would have helped 

• The inclusion of retrospective studies is methodologically weak. As this meta-analysis 
eventually includes 1 RCT, 5 surveys, 5 retrospective cohorts and 16 prospective 
cohorts it would have been reasonable to exclude retrospective studies completely. 
The authors rate retrospective studies as second class (by making them low quality 
studies) but do not exclude them all together. Rather, they make the case that low 
quality studies too show comparable results, suggesting that we should take them into 
account 

Methods: validity assessment 
• It is questionable to combine points in one score, e.g., can a non-RCT design be 

compensated by other aspects? Quality defects are not exchangeable and/or 
additive necessarily 

• In the validity assessment used, both controlled and uncontrolled studies rate as 
´good´ 

• A quality criterion that uses half the maximal points as a cut-of is flawed or at least 
arbitrary  

• Viewing equal drop-out in conditions as a quality mark is problematic, as treatments 
might differ in their drop-out rates as a result of their characteristics. Thus, differences 
in drop-out rates are also an outcome, and equality in an outcome should not be 
viewed as a quality characteristic 

Methods: data abstraction 
• No information as to the process used (e.g., completed independently, in duplicate) 

Methods: study characteristics 
• Sampling methods are ignored (e.g., how patients were recruited; could there be 

biased recruitment or were patients an unbiased sample of the regular stream of 
patients?) 

• Heterogeneity is ignored, e.g. heterogeneity based on disorder type 
Methods: quantitative data synthesis 

• Choice for Cohen’s d is reasonable, as it is the standard in psychotherapy meta-
analyses. But, information as to how d is calculated exactly is missing, e.g. using the 
standard deviation of the difference score or the standard deviation of baseline or 
pooled standard deviation of assessments. These different calculations can have a 
large influence on effect size’s d 

• Unclear how d is estimated if the descriptive statistics were missing in the original 
publication 

• Unclear how missing data are handled 
• Confidence estimates are not assessed 
• Heterogeneity is not assessed 
• Publication bias is not assessed, which is of concern in this field 
• An a priori sensitivity analysis is not reported 
• Drop-out rates miss as an outcome measure. (Psychoanalytic treatments can have 

very high drop-out rates.) 
• Some weak outcome measures are used such as CGI and global success rates 

Results: study characteristics 
• Interactions are not assessed or reported on 

Results: quantitative data synthesis 
• Agreement on the selection and validity assessment is not reported 
• The length of treatment is not taken into account 
• Data needed to calculate effect sizes are not reported 
• Point estimates are reported but confidence intervals not 
• Not reported whether the difference between symptom and personality outcomes is 

significant 
Discussion 

• Bias is discussed, but its ability to invalidate its conclusions is dismissed which seems 
inappropriate 
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• The overall conclusion that these interventions are effective is too strong. The thin 
evidence, subject to bias, precludes any conclusion on effectiveness. At best, the 
conclusion is suggestive 

• Information on potential harms or adverse events is missing 
 
Detailed comments relevant to Leichsenring 
Methods: searches and selection 

• Psychoanalysis is not included 
• Not clear how exactly long-term psychodynamic psychotherapy (LTPP) is defined, i.e. 

which psychotherapies were considered to belong to LTPP. 
• The authors include 5 treatments that do not constitute formal psychotherapy as it is 

generally understood under the designation of ´shorter-term methods of 
psychotherapy´. These treatments consisted of waitlist control condition, nutritional 
counselling, standard psychiatric care, low-contact routine treatment and treatment 
as usual in the community. This is considered as the ´mixing of apples ad oranges´ 
(Beck, 2009;Roepke, 2009) 

• The authors made an effort to identify data from the Internet and through 
communicating with experts. It’s possible that selective reporting of outcomes and 
biased outcome assessment and analysis may be a more prominent problem in this 
field rather than classic publication bias 

Methods: inclusion and exclusion criteria 
• Confusing and potentially biased definition of long-term: exclusion of studies with 40 

sessions within 1 year and inclusion of studies with less than 40 sessions over more than 
1 year. Moreover, the exclusion of studies in which treatment could continue was 
violated by the inclusion of at least 2 studies that offered continuation of treatment 
(Bateman et al., Clarkin et al.). The inclusion criterion that patients should have ended 
therapy at follow-up only comes up in the discussion. In this way several studies 
unfavourable for LTPP are excluded via the back door 

• It is peculiar that the treatment duration and/or follow-up and possibly outcome 
assessment differed between trial arms of some trials. A detailed examination of these 
studies is warranted. Any doubts about the controlled design or the validity of these 
studies may necessitate exclusion (e.g. Bachar et al. 1999, 12 months psychodynamic 
psychotherapy vs. 12 months cognitive therapy or 6 months nutritional counselling in 
the control group) 

Methods: validity assessment 
• The authors modified the Jadad scale to make it appropriate for the type of studies 

encountered in this field. This is a home-made modification of a scale that is 
problematic anyhow and therefore it leaves a lot of open questions about how 
reliable their quality assessment is 

Methods: study characteristics 
• Patients’ characteristics are reported in a limited way 
• Clinical heterogeneity assessment is not mentioned 
• Mechanism of change measure is an outcome in at least 1 selected study (Clarkin et 

al., Levy et al.) 
Methods: quantitative data synthesis 

• Unclear how missing data are handled (intention to treat or completers analysis) 
• The use of between-conditions effect size seems erroneous but is at least unclear 

(Thombs, 2009) 
• The use of baseline standard deviations in the estimation of effect sizes is very 

questionable. A restriction of range at baseline can blow up effect sizes 
• Assessments are made for publication bias, but may be misleading in this case: 

Spearman’s correlation and fail-safe N are not the way to go with such data. It is 
suspected that there is a huge selective analysis and outcome reporting bias in this 
field. One test that may be useful here is Ioannidis and Trikalinos Clinical Trials 2007 on 
the evaluation of excess of significant results. It is remarkable that with minute sample 
sizes, almost all studies give statistically significant results on their own 
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• Random effects are used in the analysis, which is Ok. However, in this setting it might 
be even better to use random effects with calculation of the predictive interval for 
the diverse population effects, not just for the mean population effect (see Higgins et 
al. JRSS 2009), given the very large diversity of settings, diseases and outcomes. This will 
give wider confidence(predictive) intervals 

Results: study characteristics 
• Patients´ age is not described 
• Control conditions are not described 

Results: quantitative data synthesis 
• More simple summary results (mean, standard deviation) would have made the meta-

analysis more transparent and easy to control 
• An analysis of drop-out proportions is missing 

Discussion 
• Authors do not acknowledge the weaker points of the analysis. This is especially true 

for the comment by Thombs and Bassel about the between group difference being 
larger than the within group difference. This improbable finding suggests a statistical 
artefact (Thombs, 2009) 

Overall 
• Impossible to control the results as many German studies were included that cannot 

be retrieved by regular means and authors refused to send descriptive statistics 
• The exclusion of studies in which therapy continues after follow-up is peculiar 
• The inclusion of controlled studies were the duration of therapy (and the assessment 

of outcomes?) differed between arms is questionable 
• The fact that results from RCTs and cohort studies appear comparable does not justify 

throwing them on one pile: why did the authors not keep these results separate? 
• Because the authors primarily use post-therapy assessments, the time points at which 

outcome is assessed shows huge variations, between studies, but also between 
conditions in one study which seems strange 

• The finding that patients are better off after 2 years (long-term therapy) than after 6 
months (short-term) is less than surprising and might just as well be the natural course 
of a disorder. The conclusion that long-term is better than short-term is therefore 
invalid 

• Long-term outcomes of short-term therapies that were available have not been taken 
in to account 

• The conclusion is too strong; the meta-analysis seems to suggest effectiveness by far 
with large effect sizes, though it is hard to put so much trust in trials of 40 patients each 
on average. It would not be surprising if no effect is seen in the future, were a large 
study to be performed 

  

10.a.4 Conclusions 
First and foremost: only a calculation of between-group effect sizes can show a true 
difference between the active treatment and (1) time; (2) non-specific factors; (3) alternative 
treatments. Therefore it is even possible that having done nothing for these patients would 
have been better than psychoanalysis or LTPP. 
 
Secondly, the literature in this field is prone to classic publication bias, and it is possible that 
the selective reporting of outcomes and biased outcome assessment and analysis may be 
an even more prominent problem.  
 
Third, expectations on what research questions can be answered by examining the literature 
in this field must be realistic. It seems obvious that the number of studies of good quality is very 
limited, especially when psychoanalysis is concerned. Therefore, the number of questions that 
can be answered with the presently available material is also limited. Careful thought should 
be given to the research priorities. The reliability of a new meta-analysis is upheld only by the 
foundations on which it is built. 
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10.a.5 Consequences for an updated or new meta-analysis 
We have previously outlined our research proposal for an updated or new meta-analysis on 
the effectiveness of psychoanalysis and LTPP. From this assessment of the existing meta-
analysis it seems clear that we cannot perform a mere update. We need to conduct a new 
meta-analysis that: 

(1) Includes (R)CTs only 
(2) Calculates between-group effect sizes 

 
We feel that the levels of evidence need to be separated: the inclusion of cohorts in a new 
meta-analysis is a repetition of moves that will give similar results as De Maat and Leichsenring 
presented. Most importantly, the fundamental question whether psychoanalysis and LTPP are 
effective treatments would not be answered.  
 
In addition to these two main characteristics (and in addition to our research proposal) the 
new meta-analysis: 

(3) Clearly defines/states the types of therapy that are included 
(4) Defines long-term as at least 40 sessions within 1 year1 
(5) Uses the Maastricht-Amsterdam Criteria List and assess agreement 
(6) Analyses drop-out rates 
(7) Takes the length (dose) of treatment in to account 

 

10.a.6 Annexes 
QUORUM checklist (Moher, 1999) 
Heading  Subheading  Descriptor  Reported? 

(Y/N) 
Page 
number 

Title   Identify the report as a meta-analysis [or systematic 
review] of RCTs 

  

Abstract   Use a structured format   
  Describe   
 Objectives The clinical question explicitly   
 Data sources The databases (i.e., list) and other information sources   
 Review 

methods 
The selection criteria (i.e., population, intervention, 
outcome, and study design); methods for validity 
assessment, data abstraction, and study characteristics, 
and quantitative data synthesis in sufficient detail to permit 
replication 

  

 Results Characteristics of the RCTs included and excluded; 
qualitative and quantitative findings (i.e., point estimates 
and confidence intervals); and subgroup analyses 

  

 Conclusion The main results   
  Describe   
Introduction   The explicit clinical problem, biological rationale for the 

intervention, and rationale for review 
  

Methods  Searching The information sources, in detail (e.g., databases, 
registers, personal files, expert informants, agencies, hand-
searching), and any restrictions (years considered, 
publication status, language of publication) 

  

 Selection The inclusion and exclusion criteria (defining population, 
intervention, principal outcomes, and study design 

  

 Validity 
assessment 

The criteria and process used (e.g., masked conditions, 
quality assessment, and their findings) 

  

 Data 
abstraction 

The process or processes used (e.g., completed 
independently, in duplicate) 

  

 Study 
characteristics 

The type of study design, participants’ characteristics, 
details of intervention, outcome definitions etcetera and 
how clinical heterogeneity was assessed 

  

 Quantitative The principal measures of effect (e.g., relative risk),   

                                                      
1 This seems more reasonable than at least 50 sessions as 40 sessions would mean a weekly 
session (of LTPP), allowing room for vacation and continuous education of the therapist 
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data synthesis method of combining results(statistical testing and 
confidence intervals), handling of missing data; how 
statistical heterogeneity was assessed; a rationale for any 
a-priori sensitivity and subgroup analyses; and any 
assessment of publication bias 

Results  Trial flow Provide a meta-analysis profile summarising trial flow (see 
figure) 

  

 Study 
characteristics 

Present descriptive data for each trial (e.g., age, sample 
size, intervention, dose, duration, follow-up period) 

  

 Quantitative 
data synthesis 

Report agreement on the selection and validity 
assessment; present simple summary results (for each 
treatment group in each trial, for each primary outcome); 
present data needed to calculate effect sizes and 
confidence intervals in intention-to-treat analyses(e.g. 2x2 
tables of counts, means and SDs, proportions) 

  

Discussion   Summarise key findings; discuss clinical inferences based 
on internal and external validity; interpret the results in light 
of the totality of available evidence; describe potential 
biases in the review process (e.g., publication bias); and 
suggest a future research agenda 

  

 
 

Figure 12 Progress through the stages of a meta-analysis for RCTs (Moher, 1999) 
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10.b Detailed searches 

10.b.1 Medline (in OVID® 1950-May week 2 2009) 
1. Clinical trial.pt. (451790) 
2. Meta-analysis.pt. (21044) 
3. Randomized controlled trial.pt. (270142) 
4. controlled clinical trial.pt. (79146) 
5. Evaluation studies.pt. (117779) 
6. or/1-5 (653329) 
7. psychoanaly*.ti,ab. (10215) 
8. psychodynamic$.ti,ab. (4093) 
9. 7 or 8 (13857) 
10. 6 and 10 (257) 
 

10.b.2 Embase (in OVID® 1980-May week 1 2009) 
1. meta-analysis.ti,ab. (18245) 
2. random$.ti,ab. (397432) 
3. factorial$.ti,ab. (8294) 
4. (crossover$ OR cross over$ OR cross-over$).ti,ab. (39662) 
5. placebo$.ti,ab. (110709) 
6. (blind$).ti,ab. (139041) 
7. trial.ti,ab. (202881) 
8. control$.ti,ab. (1502722) 
9. or/1-8 (1887659) 
10. psychoanaly$.ti,ab. (9028) 
11. psychodynam$.ti,ab. (4162) 
12. or/10-11 (12523) 
13. 9 and 12 (959) 
 

10.b.3 PsycINFO (in OVID® 1806-May week 1 2009) 
1. meta-analysis.ti,ab. (7198) 
2. random$.ti,ab. (80405) 
3. factorial$.ti,ab. (10912) 
4. (crossover$ OR cross over$ OR cross-over$).ti,ab. (4529) 
5. placebo$.ti,ab. (22095) 
6. (blind$).ti,ab. (29240) 
7. trial.ti,ab. (42669) 
8. control$.ti,ab. (323762) 
9. or/1-8 (433688) 
10. psychoanaly$.ti,ab. (55811) 
11. psychodynam$.ti,ab. (14399) 
12. psychodynamic psychotherapy/ (1181) 
13. or/10-12 (67492) 
14. 9 and 13 (3412) 
15. limit 14 to peer reviewed journal (2270) 
 

10.b.4 OVID® All Evidence Based Medicines Reviews  
This database includes: 

• DARE (from 1991 onwards) 
• NHS EED (from 1995 onwards) 
• HTA NHS CRD (from 2001 onwards) 
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• CMR (Cochrane Methodology Register, from 1995 onwards) 
• CCTR (Cochrane Central Register of Controlled Trials, from 1991 onwards) 
• Cochrane Database of Systematic Reviews 
• ACP Journal Club (from 1991 onwards) 

 
Search: 
1. psychoanaly*.ti,ab. (62) 
2. psychodynamic$.ti,ab. (200) 
3. 1 or 2 (252) 
 

10.b.5 www.controlled-trials.com  
Searched 21 April 2009 at http://www.controlled-trials.com/mrct/searchform 
 
Searched in both active and archived registers (left hand menu) and in all contributing 
registers (top menu). 
 
Search term: 
psychoanal% OR psychodynamic 
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10.c Quality criteria 

10.c.1 Maastricht Amsterdam criteria list 
MAASTRICHT-AMSTERDAM CRITERIA LIST FOR METHODOLOGICAL QUALITY ASSESSMENT 
Patient selection 
a. Where the eligibility criteria specified? 
b. Treatment allocation 

1) Was a method of randomisation performed? 
2) Was the treatment allocation concealed? 

c. Were the groups similar at baseline regarding the most 
important prognostic indicators? 

Interventions 
d. Were the index and control interventions explicitly 

described? 
e. Was the care provider blinded to the intervention? 
f. Were co-interventions avoided or comparable? 
g. Was the compliance acceptable in all groups? 
h. Was the patient blinded to the intervention? 
Outcome measurements 
i. Was the outcome assessor blinded to the intervention? 
j. Were the outcome measures relevant? 
k. Were adverse events described? 
l. Was the withdrawal/dropout rate described and 

acceptable? 
m. Timing follow-up measurements 

1) Was a short-term follow-up measurement performed? 
2) Was a long-term follow-up measurement performed? 

n. Was the timing of the outcome assessment in both groups 
comparable? 

Statistics 
o. Was the sample size for each group described? 
p. Did the analyses include an intention-to-treat analysis? 
q. Were point estimates and measures of variability presented 

for the primary outcome measures? 

 
 
Yes/No/Don’t know 
 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
 
 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
 
 
Yes/No/Don’t know 
Yes/No/Don’t know 
Yes/No/Don’t know 
 

Internal validity criteria: b, e, f, g, h, i, j, l, n, p. 
Descriptive criteria: a, c, d, k, m. 
Statistical criteria: o, q. 
 
a. To score a “yes”, the eligibility criteria (e.g. duration of complaints) must be described 

appropriately. 
b. 1. A random (unpredictable) assignment sequence. Methods of allocation using date of 

birth, date of admission, hospital numbers, or alternation should not be regarded as 
appropriate. 
2. Assignment generated by an independent person not responsible for determining the 
eligibility of the patients. This person has no information about the patients included in the 
trial and has no influence on the assignment sequence or on the decision about eligibility 
of patients. 

c. To receive a “yes”, groups must be similar at baseline regarding important prognostic 
factors (like age, duration of complaints, value of main outcome measures). 

d. Adequate description of characteristics like type, modality, application technique, 
intensity, duration, number, and frequency of sessions for both the experimental 
intervention and the control condition, so that others could replicate the treatment. 

e. The reviewer determines when enough information about the blinding is given in order to 
score a “yes”. 
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f. Co-interventions should either be avoided in the trial design or comparable between 
experimental and control groups. 

g. The reviewer determines when compliance to the interventions is acceptable, based on 
the reported intensity, duration, number and frequency of sessions for both the 
experimental intervention and the control condition. 

h. The reviewer determines when enough information about the blinding is given in order to 
score a “yes”. 

i. The reviewer determines (per outcome measure) when enough information about the 
blinding is given in order to score a “yes”. 

j. The reviewer determines whether the outcome measures were relevant.  
k. Each event should be described and correctly attributed to the allocated treatment: if it 

is explicitly reported that “no adverse events” have occurred, a “yes” should be scored. 
l. Participants included in the study who did not complete the observation period or were 

not included in the analysis must be described. If the percentage of withdrawals and 
drop-outs does not exceed 20% for short-term follow-up and 30% for long-term follow-up 
and does not lead to substantial bias, a “yes” is scored. (NB, these percentages are 
arbitrary, not supported by literature). 

m. 1. Outcome assessment at the end of the intervention period. 
2. Outcome assessment more than 2 years after randomisation 

n. Timing of outcome assessment should be identical for all study groups and for all 
important outcome assessments. 

o. To be presented for each group at randomization and for most important outcome 
assessments; NB, this means that, in contrast to previous lists, there is no pre-set cut-off 
point to determine whether the sample size is sufficient. 

p. All randomized patients are reported/analyzed for the most important moments of effect 
measurement (minus missing values) irrespective of non-compliance and co-
interventions. 

q. Both point estimates and measures of variability should be presented (to be scored for 
each important outcome measures separately). Point estimates are: means, medians, 
modes, etc. Measures of variability are: standard deviations, 95% confidence intervals, 
etc. 

 

10.c.2 Quality criteria used by Cuijpers et al  
According to the criteria used by Cuijpers et al (Cuijpers, 2009), a study was considered to be 
of high quality when: 
(a) Participants met diagnostic criteria for a mental disorder (as assessed with a personal 

diagnostic interview and using a diagnostic system such as DSM 
(b) The study referred to the use of a treatment manual (either a published manual, or a 

manual specifically designed for the study) 
(c) The therapists who conducted the therapy were trained for the specific therapy, either 

specifically for that study or as a general training 
(d) Treatment integrity was checked during the study (by supervision of the therapists during 

treatment or by recording of treatment sessions or by systematic screening of protocol 
adherence by a standardized measurement instrument) 

(e) Data were analysed with intention-to-treat analyses, in which all persons who were 
randomized to the treatment and control conditions initially were included in the analyses 

(f) The study had a minimal level of statistical power to find significant effects of the 
treatment, and included ≥50 persons in the comparison between treatment and control 
groups. This allows the study to find standardized effect sizes of d=0.80 and larger, 
assuming a statistical power of 0.80 and a=0.05. Calculations in Stata (Stata Corp., USA) 

(g) The study reported that randomization was conducted by an independent (third) party 
(this variable was positive if an independent person did the randomization, when a 
computer program was used to assign patients to conditions, or when sealed envelopes 
were used) 
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(h) Assessors of outcome were blinded and did not know to which condition the respondents 
were assigned to (this was only coded when the effect sizes were based on interviewer-
based depression ratings ; when only self-reports were used, it was assumed that this 
criterion was met) 

If a study did not report whether it met the quality criterion is was coded as negative.
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