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Executive summary 

Background 

Mood disorders refer to a diverse cluster of common and disabling disorders, 

marked by persistent depressed mood, anhedonia, and a range of cognitive and 

physical symptoms that can profoundly disrupt psychosocial functioning and reduce 

quality of life for sufferers. These disorders are among the leading causes of global 

disease burden, imposing substantial costs on both individuals and society. A recent 

longitudinal study in New Zealand estimated that 30% of all disease-related income 

loss is attributable to mental illness, with depression and anxiety accounting for 

13.1% of overall loss, the largest proportion for any specific disease variable 

(Blakely et al., 2021). Similarly, in Australia, the financial burden associated with 

major depressive disorder was estimated at AU$1,062 million in lost income for 

2015, with projections indicating a 45% rise by 2030. The government is also 

expected to face substantial financial impacts, including a 22% increase in social 

security expenditures and a 45% rise in lost tax revenue due to the effects of 

depression on productive life years (Schofield et al., 2019). 

Mood disorders are in part so problematic because they have a substantial 

recrudescence and treatment non-response profile. Although many people 

experience only a single episode of depression, a substantial proportion experience 

recurrent major depressive episodes across their lifetime; recurrence rates of up 

to 85% have been reported in some mental healthcare settings (Herrman et al., 

2022). Many of these patients will inadequately respond to antidepressant 

medication and between 21.7% and 44% of them will fail to achieve <25% to 50% 

symptomatic improvement after at least two pharmacological treatments (Li, 

2023). Individuals with difficult to treat depression often exhibit significantly 

higher rates of psychiatric comorbidities, especially anxiety and personality 

disorders (Fabbri et al., 2021; Rost et al., 2024; Voytenko & Huprich, 2022), 

compared to those who respond to treatment, a phenomenon increasingly known 

as ‘complex depression’ (Krause & Behn, 2021).  

 

The role of psychotherapy in the treatment of mood disorder 

In addition to first-line antidepressant medication, psychotherapy plays a crucial 

role in treating mood disorders, with extensive literature supporting its 

acceptability and effectiveness across a wide range of outcomes and populations 

(Cuijpers et al., 2020; Cuijpers, Quero, et al., 2021; Renner et al., 2014). 

Furthermore, a robust evidence base indicates that a combination of 

psychotherapy and pharmacotherapy is effective over and above monotherapy 

(Cuijpers, Oud, et al., 2021; Kendrick et al., 2022) and has been demonstrated to 

improve medication adherence (Pampallona et al., 2002) and likely exploit 
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treatment synergies (Craighead & Dunlop, 2014; Wilkinson et al., 2017). Moreover, 

a large majority of patients have been shown to express a preference for 

psychotherapy over pharmacotherapy (McHugh et al., 2013). 

One type of psychotherapy is psychodynamic psychotherapy (PDT), which refers to 

a family of therapeutic approaches that focus on repeated patterns in how 

individuals interact with themselves and others (Gabbard, 2017). These approaches 

focus on the role of emotional expression, the examination of defences and 

avoidance patterns, and the exploration of past experiences that shape current 

behaviours, perceptions, and, particularly in the context of depression treatment, 

aspects of self-definition (Blatt et al., 1982).  

Long-term psychodynamic psychotherapy (LTPP) has demonstrated effectiveness in 

randomised controlled trials versus both active controls (Fonagy et al., 2015) and 

active treatments (Leuzinger-Bohleber et al., 2019) for depression, and has been 

shown to be effective in addressing target problems and reducing psychiatric 

symptoms in multiple meta-analyses (Leichsenring & Rabung, 2011; Woll & 

Schönbrodt, 2019). Although many respond well to brief psychodynamic 

treatments, LTPP might be particularly indicated for individuals suffering from 

severe and complex forms of psychopathology, where a substantial amount of time 

is often needed to develop trust, restore adaptive social-cognitive function, and 

destabilize entrenched maladaptive schemas. 

However, despite variability in the theories of change and the nature of 

therapeutic interventions—e.g., between cognitive behavioural therapy (CBT) and 

PDT—underpinning the many credible forms of psychotherapy, meta-analyses of 

comparative randomised controlled trials (RCTs) consistently demonstrate 

equivalent outcomes or very small differences between them (Barth et al., 2016; 

Cuijpers, Quero, et al., 2021). This effect, known as the ‘Dodo Bird Verdict’ 

(Rosenzweig, 1936), referring to the dodo bird in Alice's Adventures in Wonderland 

by Lewis Carroll, who declares after a race that "everyone has won, and all must 

have prizes”, has become synonymous with the suggestion that common factors 

across different therapies, rather than specific techniques, are responsible for the 

effectiveness of psychotherapy (Wampold et al., 1997). 

Whether common or specific factors are the predominant drivers of change in 

psychotherapy is contentious. Contrary to the common-factors model, it may be 

that different treatment-specific mechanisms work independently to produce 

symptomatic effects of relative equivalence (DeRubeis et al., 2005). Burgeoning 

process-outcome research continues to support the unique roles of common and 

specific factors in psychotherapy. However, given the relative infancy of a high-

quality science of moderators and mediators in psychotherapy (Kazdin, 2007, 

2009), current evidence about the relative roles that common- and specific-factors 

play in producing change is inconclusive (Cuijpers et al., 2019). Moreover, 

randomised controlled trials, which represent the gold-standard for comparative 
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research, have historically treated the question of mechanism as secondary to the 

question of effectiveness, and have not been adequately designed to answer such 

questions. 

As Professor Pim Cuijpers points out on his website: “Although hundreds of 

randomized trials have shown that psychotherapies work for most mental 

disorders, it is not clear how they work. Trials are designed to show if a treatment 

works, but not how it works […] At this moment there is no therapy from which we 

know how it works.” (accessible here: 

https://www.pimcuijpers.com/blog/findings/). As such, there is a need to 

elucidate the mechanisms that cause therapeutic change and the factors that can 

moderate its effectiveness within and between psychotherapeutic modalities. 

This dual need to evaluate effectiveness and elucidate potential mechanisms of 

change was at the heart of our interpretation of the commissioned report detailed 

below. 

 

The commissioned report 

The Royal Australian and New Zealand College of Psychiatrists commissioned our 

Research Group, based at the Anna Freud and University College London, to 

undertake a review of the evidence base for the effectiveness of long-term 

psychodynamic psychotherapy (LTPP) for mood disorders. The research we 

undertook involved three interrelated components:  

Part I) A systematic review and meta-analysis of the effectiveness of LTPP and 

comparator treatments for mood disorder. 

Part II a) A qualitative systematic review and meta-aggregation of evidence in 

relation to the treatment of mood disorders from the perspective of 

consumers, treatment providers, and carers for consumers. 

Part II b) A qualitative semi-structured interview study of attitudes to the 

treatment of mood disorders from the perspectives of consumers, treatment 

providers and carers for consumers based in Australia and New 

Zealand/Aotearoa.  

We condense our findings in this executive summary. 

 

Note on Terminology: There are multiple terms to describe individuals who participate in or 

provide mental health services, with differences in usage often shaped by contextual factors 

such as academic convention, cultural considerations, and target audience. In line with the 

terminology used in the contract agreement for this report, we have used the term ‘consumer’ 

to refer to participants in our study who shared their experience of receiving LTPP, and 

‘provider’ to refer to those who shared their experience of delivering LTPP. However, the use 

https://www.pimcuijpers.com/blog/findings/
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of ‘patient’ or, in some cases ‘client’, and ‘therapist’ has often been retained when describing 

these groups with reference to other published research. 

Part I: A quantitative systematic review and meta-analysis of 

randomised controlled trials for LTPP in the treatment of 

mood disorder 

In this meta-analysis, the primary aim was to estimate the comparative effect of 

long-term psychodynamic psychotherapy (LTPP) on depressive symptom severity at 

treatment completion, both across all eligible trials and in prespecified subgroup 

comparisons with active control conditions (e.g., treatment as usual (TAU), 

enhanced TAU and specialist TAU) and active treatments (e.g., alternative 

manualised psychotherapies). Secondary analyses examined the durability of 

effects on depressive symptoms at follow-up and the comparative effects of LTPP 

on anxiety, global distress, clinical events, interpersonal functioning and quality of 

life. Within-group changes in depressive symptoms, anxiety and global distress 

were also examined descriptively to characterise the magnitude and durability of 

improvement during LTPP; these analyses were not used as evidence of 

comparative treatment effectiveness. 

The certainty of the end-of-treatment evidence for depressive symptoms, anxiety 

and global distress was evaluated using the Grading of Recommendations 

Assessment, Development and Evaluation (GRADE) framework (Schünemann et al., 

2013). Certainty was assessed across all eligible trials and separately for 

comparisons with active controls and active treatments. These certainty 

judgements, considered alongside effect magnitude, clinical significance, 

durability and applicability, informed recommendations under the updated criteria 

for empirically supported treatments (EST) developed by the American 

Psychological Association’s Society of Clinical Psychology (Tolin, 2020; Tolin et al., 

2015). Executive Summary Table 2 presents an abbreviated summary of the 

principal comparative estimates and GRADE certainty ratings. To our knowledge, 

this is the first systematic meta-analysis specifically examining the effects of LTPP 

on clinically significant depressive symptoms and the first to apply contemporary 

empirically supported treatment criteria to this evidence. 

Sixteen randomised controlled trials, contributing 18 eligible psychodynamic 

treatment arms, met the inclusion criteria. Five trials evaluated mentalization-

based treatment, two evaluated transference-focused psychotherapy and two 

evaluated dynamic deconstructive psychotherapy. Three trials evaluated 

treatments described as LTPP, with one contributing separate LTPP-alone and LTPP-

plus-fluoxetine arms. One trial each evaluated psychoanalytic treatment, 

supportive psychodynamic treatment and the conversational model. Two additional 

trials evaluated interventions described by their authors as brief or short-term 
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psychodynamic treatments but which met the prespecified eligibility criteria; the 

influence of including these trials was examined through sensitivity analyses. 

Nine trials compared LTPP with an active treatment, such as another structured 

psychotherapy, and seven compared LTPP with an active control condition, most 

commonly a form of TAU. The comparator conditions were diverse and varied 

considerably in their structure and intensity. Executive Summary Table 1 provides a 

brief overview of the included trials. Executive Summary Table 2 summarises the 

definitive end-of-treatment comparative effects and GRADE certainty ratings for 

LTPP across all comparators and separately against active controls and active 

treatments. 

 

Executive Summary Table 1 | Brief characteristics of included 

randomised controlled trials 

Study and sample Target population Eligible LTPP arm(s) Comparator arm(s) 
Comparator 

category 

Bateman & Fonagy 
(1999), N = 38 

BPD MBT (n = 19) TAU (n = 19) Active control 

Clarkin et al. (2007), 
N = 90 

BPD 
TFP (n = 31); SPT (n 
= 30) 

DBT (n = 29) Active treatment 

Gregory et al. 
(2008), N = 30 

BPD DDP (n = 15) TAU (n = 15) Active control 

Knekt et al. (2008), 
N = 326 

Depressive and 
anxiety disorders 

LTPP (n = 128) 
STPP (n = 101); SFT 
(n = 97) 

Active treatment 

Bateman & Fonagy 
(2009), N = 134 

BPD MBT (n = 71) SCM (n = 63) Active treatment 

Bressi et al. (2010), 
N = 60 

Depressive and 
anxiety disorders 

Brief dynamic 
psychotherapy (n = 
30) 

TAU (n = 30) Active control 

Doering et al. 
(2010), N = 104 

BPD TFP (n = 52) 
Community 
psychotherapy (n = 
52) 

Active control 

Jørgensen et al. 
(2013), N = 111 

BPD MBT (n = 74) 
Supportive group 
therapy (n = 37) 

Active treatment 

Bastos et al. (2015), 
N = 271ᵃ 

Depression 
LTPP (n = 90); LTPP 
plus fluoxetine (n = 
91) 

Fluoxetine (n = 90) Active control 

Fonagy et al. (2015), 
N = 129 

Treatment-resistant 
depression 

LTPP plus TAU (n = 
67) 

TAU (n = 62) Active control 

Robinson et al. 
(2016), N = 68 

Eating disorder with 
BPD symptomatology 

MBT-ED (n = 34) 
Supportive treatment 
for eating disorders 
(n = 34) 

Active treatment 
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Study and sample Target population Eligible LTPP arm(s) Comparator arm(s) 
Comparator 

category 

Laurenssen et al. 
(2018), N = 95 

BPD 
Day-hospital MBT (n 
= 54) 

Specialist TAU (n = 
41) 

Active treatment 

Leuzinger-Bohleber 
et al. (2019), N = 94 

Chronic depression 
Psychoanalytic 
treatment (n = 47) 

Long-term CBT (n = 
47) 

Active treatment 

Walton et al. (2020), 
N = 166 

BPD with suicidal or 
non-suicidal self-
injury 

Conversational Model 
(n = 83) 

DBT (n = 83) Active treatment 

Majdara et al. 
(2021), N = 30 

BPD DDP (n = 15) 
Enhanced TAU (n = 
15) 

Active control 

Kool et al. (2024), N 
= 246 

Depressive disorder 
with personality 
disorder 

STPSP-50 (n = 54) 
STPSP-25 (n = 68); 
ST-50 (n = 60); ST-25 
(n = 64) 

Active treatment 

Note. BPD = borderline personality disorder; CBT = cognitive behavioural therapy; 
DBT = dialectical behaviour therapy; DDP = dynamic deconstructive psychotherapy; 
LTPP = long-term psychodynamic psychotherapy; MBT = mentalization-based 
treatment; SCM = structured clinical management; SFT = solution-focused therapy; 
SPT = supportive psychodynamic treatment; ST = schema therapy; STPP = short-
term psychodynamic psychotherapy; STPSP = short-term psychodynamic supportive 
psychotherapy; TAU = treatment as usual; TFP = transference-focused 
psychotherapy. 

 

 

Key Finding 1.1 | Small comparative benefits for depressive symptoms 

At treatment completion, LTPP produced a small benefit in depressive symptoms 

relative to all comparators (g = 0.34, 95% CI [0.20, 0.47]; high-certainty evidence) 

and active treatments (g = 0.27, 95% CI [0.10, 0.45]; moderate-certainty 

evidence). Both point estimates met the prespecified minimal important 

difference of g = 0.24. The estimate against active controls was larger but 

imprecise and non-significant (g = 0.61, 95% CI [−0.03, 1.25]; low-certainty 

evidence). Large within-group improvements were also observed, but these 

descriptive effects cannot establish comparative effectiveness. We note that 

within-group effects have important limitations, and that caution is always 

required when interpreting these effects on their own. 
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Key Finding 1.2 | Evidence for other outcomes is less certain 

Across all comparators, LTPP produced small reductions in anxiety and global 

distress, supported by moderate-certainty evidence. However, comparisons with 

active controls and active treatments were imprecise and supported by low- or 

very-low-certainty evidence. Effects on interpersonal functioning, quality of life 

and clinical events were also uncertain because few studies reported these 

outcomes. 

 

Key Finding 1.3 | Benefits may persist, but follow-up evidence is limited 

Effects on depressive symptoms remained positive when aggregated across all 

available timepoints (g = 0.28, 95% CI [0.14, 0.42]). Benefits were evident at 3–6 

and 12–18 months but estimates at 24–36 months were imprecise. Because fewer 

than half of the trials reported follow-up data, firm conclusions about long-term 

durability cannot yet be drawn. 

 

Key Finding 1.4 | Recommendation strength depends on the comparator 

Under the updated criteria for empirically supported treatments, the evidence 

supports a Strong recommendation for LTPP across all eligible comparisons and 

relative to active treatments. Only a Weak recommendation is supported relative 

to active controls because the estimates were imprecise, non-significant and 

based on lower-certainty evidence. A Very Strong recommendation is not 

warranted because clinically meaningful functional improvements have not been 

demonstrated. 

 

Key Finding 1.5 | Limitations of meta-analysis 

Several limitations were noted, particularly the scarcity of RCTs on LTPP for mood 

disorders and the heterogeneity of existing studies. The absence of follow-up data 

further complicates interpretation beyond the end of treatment. Additionally, a 

clear risk of bias exists, as many trialists show allegiance to psychodynamic 

therapy. More funding for allegiance-controlled trials, and more follow-up data, is 

needed. 
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Part I: Conclusions 

This meta-analysis supports LTPP as an empirically supported treatment option for 

reducing clinically significant depressive symptoms. LTPP achieved outcomes that 

were at least comparable to those of other active treatments and may provide a 

small additional average benefit. The point estimates against all comparators and 

active treatments met the prespecified threshold for clinical importance.  

Evidence against active controls was less certain, and findings for anxiety, global 

distress, interpersonal functioning, quality of life and clinical events were 

generally limited or imprecise. Conclusions are also constrained by the small and 

heterogeneous evidence base, risk-of-bias concerns and limited reporting of 

follow-up and functional outcomes. Further rigorous trials are needed to 

determine whether effectiveness varies by patient population, LTPP model, 

treatment duration, intensity or delivery format. 
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Executive Summary Table 2 | Summary estimates and GRADE certainty ratings for 
primary clinical outcomes at end of treatment 

Outcomeᵃ 
Sample size 

(studies) 
Hedges’ g [95% CI] I² GRADE certainty 

LTPP versus all comparators     

Depressive symptoms 1,141 (11 RCTs) 0.34 [0.20 to 0.47] 20.76% High ⨁⨁⨁⨁ 

Anxiety symptoms 475 (4 RCTs) 0.33 [0.05 to 0.62] 0% Moderate ⨁⨁⨁◯ 

Global distress 1,005 (8 RCTs) 0.35 [0.13 to 0.57] 42.91% Moderate ⨁⨁⨁◯ 

LTPP versus active controls     

Depressive symptoms 238 (4 RCTs) 0.61 [−0.03 to 1.25] 45.16% Low ⨁⨁◯◯ 

Anxiety symptomsᵇ 202 (3 RCTs) 0.31 [−0.77 to 1.38] 66.87% Very low ⨁◯◯◯ 

Global distress 189 (2 RCTs) 0.55 [−1.34 to 2.45] 8.17% Very low ⨁◯◯◯ 

LTPP versus active 
treatments 

    

Depressive symptoms 903 (7 RCTs) 0.27 [0.10 to 0.45] 20.56% Moderate ⨁⨁⨁◯ 

Anxiety symptoms 415 (3 RCTs) 0.27 [−0.28 to 0.83] 20.75% Very low ⨁◯◯◯ 

Global distress 816 (6 RCTs) 0.28 [−0.01 to 0.57] 44.39% Low ⨁⨁◯◯ 

ᵃ Positive effect sizes favour LTPP. Estimates are from the models informing the 
final GRADE assessment: statistical outliers were excluded and studies at high risk 
of bias were also excluded where sufficient evidence remained. 

ᵇ This estimate includes two studies at high risk of bias—Bateman and Fonagy 
(1999) and Doering et al. (2010)—because excluding them left insufficient evidence 
to calculate a sensitivity estimate. 
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Part II: Qualitative evidence review and interview study 

In addition to the quantitative work described in our meta-analysis, we undertook 

two qualitative studies in order to identify mechanisms of change and elucidate 

the subjective experience of LTPP. Qualitative evidence plays a vital role in the 

evaluation and integrity of all healthcare systems and is particularly important in 

broadening the evidentiary basis of psychotherapy research (Levitt et al., 2024). 

Given that psychotherapeutic interventions involve interactions between people, 

rich descriptions of the phenomenology of psychotherapy play a uniquely revealing 

role in making sense of mechanisms that facilitate treatment effectiveness in ways 

that quantitative methodology cannot typically generatively identify. Moreover, in 

contrast to the crude aggregative statistics that constitute the bread and butter of 

meta-analysis, by privileging subjectivity qualitative data can help to facilitate an 

understanding of individual differences in treatment response and identify 

moderating factors.   

The qualitative work undertaken in this report was seen as particularly important 

for an evidence review of the psychodynamic approach which, unlike other 

therapeutic modalities, tends to measure therapeutic improvement as an outcome 

not solely of symptom reduction but of more sustained changes in, for example, 

personality structure, self-definition, affect regulation, social-cognitive function, 

or attachment orientation.  

 

Part II a) A qualitative systematic review and meta-aggregation of 

evidence in relation to the treatment of mood disorders from the 

perspective of consumers, treatment providers, and carers for 

consumers. 

For our qualitative metasynthesis, we used the Joanna Briggs Institute (JBI) meta-

aggregation approach (Lockwood et al., 2015, 2024). This method extracts findings 

from included studies and groups them into categories, which are then synthesised 

into superordinate synthesised findings that take the form of indicatory statements 

that can be interpreted as actionable recommendations for healthcare policy and 

practice. Meta-aggregation was chosen for its ability to preserve the original 

interpretations reported in the included studies while generating practical insights 

from lived experience data. 

Twelve studies met our criteria: seven focussed on Mentalisation-Based Therapy 

(MBT), with six exploring consumer experiences (including one co-authored by 

Lived Experience Researchers) and one examining provider experiences. Three 

studies investigated consumer experiences with other long-term psychodynamic 

therapies—two for depression and one for BPD—two of which also included provider 

perspectives. Additionally, one study looked at consumer experiences in 
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psychodynamic couple therapy, and another examined provider experiences in 

community care for complex emotional needs. 

Six synthesised findings, composed of 16 categories, were developed from the 

twelve included studies, and are summarised below: 

 

Key Finding 2.1.1 | Ambivalence at the outset of treatment  

Across studies, participants expressed feeling nervous or uncomfortable about 

starting long-term psychodynamic treatment, raising specific concerns about its 

patient-led nature and the interpretive elements involved. They also highlighted 

the unique challenges posed by group work, especially during the initial phase of 

treatment. Both consumer and provider participant groups highlighted the need 

for trust in easing these conflicting feelings about treatment in the initial stages. 

As such, the therapeutic relationship—and relationships with other consumers in a 

group context—was felt to be vital to treatment success. 

 

Key Finding 2.1.2 | Gaining insight is seen as a key driver of change 

A key takeaway from our review was that insight and changes in self-

understanding play an important role for consumers in their perception of 

internal change. In particular, consumers foregrounded the importance of 

identifying and challenging maladaptive assumptions. Although the experience of 

change was experienced as a net benefit, some consumers commented on how 

difficult and challenging they found uprooting entrenched assumptions and 

habits. Further to this, consumers highlighted the value of the psychodynamic 

space in facilitating internal exploration and enhancing their ability to 

communicate and understand internal states. 

 

Key Finding 2.1.3 | LTPP is costly but valuable 

Persevering with the time and financial commitments involved in LTPP was 

reported by many as resulting in meaningful change, arising from new 

perspectives and insights, better affect regulation and improved relational 

functioning outside. 
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Part II b) A qualitative semi-structured interview study in relation to 

the treatment of mood disorders from the perspective of consumers, 

treatment providers and carers for consumers based in Australia and 

New Zealand/Aotearoa. 

The final component of the review involved conducting semi-structured interviews 

with a total of 24 participants from Australia and New Zealand/Aotearoa, of which 

twelve were consumers, eight were LTPP providers, and four were carers. The 

findings from these interviews had some parallels with the results of our 

metasynthesis. (For a schematic diagram of the themes identified from interviews 

with consumers, please see Executive Summary Figure 1). 

 

Key Finding 2.2.1 | Consumer and provider perspectives 

Consistent across providers and consumers, and congruent with the meta-

synthetic findings from Part II a, LTPP was experienced as requiring a high level of 

commitment. Both groups characterised LTPP as a demanding and at times 

painful process, requiring persistence and a heavy investment in terms of time, 

effort, and finances.  

The initial phase of therapy was characterised as being uniquely trying by 

consumers, who remarked that it often took some time to detect any appreciable 

benefit. Consumers had mixed experiences with other psychological and 

pharmacotherapeutic treatments, which were very helpful for some but for 

others were characterised as inadequate, superficial, and in some cases 

iatrogenic. Furthermore, both providers and consumers agreed that LTPP felt 

uniquely positioned to address ‘root causes’ underlying mood disorder, often 

stemming from deep and long-lived traumas. 

Overall, participants who have engaged in successful LTPP treatments for mood 

disorder describe it as a transformative and effective treatment. The strength of 

the therapeutic alliance and centrality of the therapeutic relationship were 

identified as key to sustaining successful treatments.  
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Executive Summary Figure 1 | Diagram showing the six themes identified from interviews 

with consumers     

 

 

Key Finding 2.2.2 | Carer perspectives 

Overall, all carers involved were eager to emphasise the benefits of LTPP for their 

cared-for person. However, difficulties accessing LTPP, large financial costs, and 

the sometimes all-consuming strain of being a carer were discussed as significant 

challenges. Also prevalent were feelings of uncertainty and exclusion, resulting 

from the confidentiality between provider and consumer. 

 

Cultural factors 

Cultural factors influence participation in both LTPP and research studies like the 

one presented in this report. During our interviews, several issues related to 

individual cultural differences emerged, which we have addressed in a brief 

section in Part II b. However, as a research team based in London, United Kingdom, 

we acknowledge our limited capacity to fully understand the cultural factors 

shaping participation in LTPP and research within the Australia and New 

Zealand/Aotearoa context. Additionally, the broad and diffuse nature of our 

study’s findings indicate the complexity of these issues, allowing for only a partial 

exploration of them, which we recognize as a major and important limitation. 
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Integrative summary of all report components 

Collectively, the three interrelated studies within this report indicate that LTPP is 

an effective treatment for some individuals with mood disorders, including those 

with complex forms of depression. In this final section of the report, we attempt 

to integrate our mixed-methods findings together into a coherent picture, with a 

focus on understanding potential mechanisms and identifying important avenues 

for future research. A description of these section is presented here. 

 

Symptomatic and functional outcome  

Meta-analytic findings show that LTPP had a significant effect on reducing 

depressive symptoms and global distress, which is consistent with the substantial 

self- and observer-reported improvements noted by consumers, providers, and 

carers in our interview study. However, it is of note that participants in our 

interview study tended to emphasise functional improvements—for example in 

their work or family lives—rather than the symptomatic changes generally captured 

in RCTs. Given the role that secondary outcomes seem to play in subjective 

accounts of change, we reiterate the need for future trials to record functional 

outcomes.  

 

The current evidence base is limited by uneven approaches to outcome 

measurement. A more coordinated approach to outcome measurement is needed 

across LTPP trials to improve comparability and evidence synthesis. We suggest 

that future trialists endorse a minimum core outcome set encompassing target 

symptoms, relevant comorbid symptoms, global psychiatric and psychosocial 

functioning, quality of life, and at least one theoretically grounded process 

variable. Trials should also systematically monitor adverse and clinical events to 

ensure balanced assessment of benefits, harms and treatment acceptability. 

Follow-up should extend to at least 12 months post-treatment and prioritise core 

symptom, quality-of-life and process outcomes to assess the durability and 

potential mechanisms of therapeutic change. 

 

 

Mechanisms 

Both qualitative strands provide further context and insight into potential 

underlying mechanisms in LTPP, which seem to be comprised of a mixture of 

common and specific factors: 

 

Common factors  
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Therapeutic Alliance  

The importance of the therapeutic alliance, particularly the “bond” between 

consumer and provider, was emphasized across all participant groups and in both 

studies. Trust, in particular, emerged as a key component of a strong therapeutic 

relationship, facilitating deeper engagement with the treatment process. For 

participants in our study, the reliability of the therapeutic frame and the stability 

and intensity of the therapeutic relationship were crucial for improvement, 

especially for those lacking this kind of support outside the consulting room. 

Although the therapeutic alliance is a well-established predictor of positive 

outcomes across all forms of psychotherapy, we propose that there may be a 

systematic qualitative difference in how the alliance is experienced in LTPP 

compared to time-limited or non-psychodynamic treatments. There is therefore a 

need for further research to explore how the therapeutic alliance is experienced 

across different treatment modalities.  

Mentalisation  

Across both qualitative strands, consumers identified improvements in the capacity 

for reflective functioning or mentalisation—defined as the capacity to understand 

one’s own and others’ behaviour and experiences in terms of intentional mental 

states—as a key factor in managing and alleviating distress. Participants in our 

interview study reported substantial gains in recognizing, describing, and 

differentiating emotional states, which made their internal experiences more 

meaningful and comprehensible. Additionally, and perhaps more unique to PDT, 

the process of exploring potential psychological causes for behaviour with open 

curiosity was linked to challenging rigid assumptions about themselves and others, 

resulting in reduced emotional reactivity. Beyond improved emotion regulation, 

enhanced mentalisation was specifically associated with better interpersonal 

relationships, a stronger sense of agency and self-efficacy, and increased resilience 

to stress.  

Specific factors 

Insight  

In our interview study, as well as in the broader qualitative literature, the capacity 

of LTPP to cultivate new psychodynamic insights—referring to the recognition of 

unconscious patterns and conflicts often rooted in early experiences that shape 

current behaviour—was consistently highlighted as a key driver of therapeutic 

change. Both consumers and providers emphasised the importance of exploring 

how patterns of distress often reflect adaptive responses to past interpersonal 

dynamics. For consumers in particular, these insights were experienced as the 

crucial mechanism in the recognition and disruption of entrenched relational 

cycles that may serve to perpetuate their distress. Not unexpectedly, insight was 

also associated with a greater sense of self-coherence and a more robust and 
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differentiated self-concept, which were highlighted as important features of 

change. 

 

Affect-focus  

Both providers and consumers emphasised the importance of exploring affect as a 

central component of LTPP. Specifically, the exploration and expression of 

emotions—particularly those surrounding core vulnerabilities that are typically 

avoided—was consistently described as both confronting and at times painful, yet 

essential for achieving lasting change. The experience of being able to both 

tolerate and recognise the adaptive role of emotions was crucial for understanding 

and addressing current patterns of avoidance. Importantly, the therapeutic 

benefits of insight were often understood to depend on more than cognitive 

awareness; in other words, insights could be integrated only when they were 

experienced at a felt, emotional level.  

 

The therapeutic relationship, mentalizing, affective engagement and 

psychodynamic insight represent plausible and interdependent candidate processes 

of change. Existing process–outcome research provides some support for their 

association with therapeutic outcomes, but current evidence is predominantly 

correlational. Although there has been increasing emphasis on stronger causal 

designs, further longitudinal and experimentally informed research is needed to 

clarify whether, and through what pathways, these processes contribute to 

treatment outcomes. 

 

The Need For Future Research On Personalised Psychotherapy 

As is the case across psychotherapies, current evidence cannot reliably determine 

which patients are most likely to benefit from LTPP relative to shorter-term or 

alternative treatments, making treatment selection a key priority for future 

research. Candidate predictors of differential benefit should be identified and 

validated to support more personalised, evidence-based treatment allocation. 

Emerging machine-learning and algorithmic approaches may be particularly 

valuable for developing and prospectively testing multivariable treatment-

selection models in future trials. Furthermore, many consumers and providers 

described LTPP as a “last-resort” treatment, often accessed only after repeated 

unsuccessful treatments. Stratification approaches may therefore help identify 

patients who could benefit from earlier escalation to longer-term or higher-

intensity psychotherapy, rather than requiring them to progress through repeated 

episodes of shorter-term care. 
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Overall, experiential reports from both qualitative studies showed high fidelity to 

the broader theoretical characterisation of LTPP. The scaffolding of a robust 

therapeutic relationship, characterised by trust and respect, facilitated open 

exploration of difficult and often conflicting aspects of mental and interpersonal 

functioning. Owing to its emphasis on affect and the focused exploration of past 

and current difficulties, LTPP was ubiquitously described as a challenging, and 

sometimes painful, treatment. Importantly, these challenging experiences were 

seen as essential for achieving deep, lasting change. This sets LTPP apart from 

pharmacological treatments and less intensive, more cognitively focused 

psychotherapies, and it seems to requires a level of commitment that may not be 

appropriate for everyone. Similarly, the cost intensive nature of LTPP was an 

important consideration for many consumers in our study, who indicated that they 

would have been unable to receive LTPP without government subsidisation.  

Despite such demands, consumers reported feeling able to integrate new 

understandings and develop more adaptive strategies for managing their distress as 

a result of accumulating insight and the sense of security developed within the 

therapeutic relationship. This led to not only substantial symptomatic 

improvement but also a greater sense of self-identity, authenticity, and mastery. 

In conclusion, this report has produced and synthesized evidence indicating that 

LTPP is an effective treatment option for reducing depressive symptoms. As such, 

clinicians should discuss LTPP as a credible treatment option, particularly in cases 

where longer-term treatment may be appropriate. Furthermore, clinical practice 

guidelines should recognise LTPP as an empirically supported treatment for 

depressive disorders, including complex presentations, and relevant care pathways 

should be encouraged to provide access to it. 
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Introduction 

The epidemiology and clinical characteristics of depression 

Depressive and bipolar disorders, collectively known as mood disorders, refer to a 

highly heterogeneous cluster of common psychiatric conditions in which the 

primary feature is emotional disturbance. Although their presentation is markedly 

heterogeneous, depressive disorders are paradigmatically characterised by 

prolonged periods of depressed mood, anhedonia, excessive feelings of guilt and 

shame, sleep dysregulation, fatigue, pain, and in some cases suicidal ideation. 

Bipolar disorders are characterised by depressive features accompanied by 

intertwined or alternating episodes of mania and hypomania1. 

Depressive disorders are a leading cause of disability and are significantly 

associated with reduced psychosocial (Fried & Nesse, 2014) and cognitive (Zackova 

et al., 2021) function, reduced quality of life, relational difficulties, and increased 

risk of physical health problems, such as coronary heart disease, obesity, diabetes 

type 2 mellitus, and  rheumatoid arthritis (Gan et al., 2014; Jantaratnotai et al., 

2017; Ng et al., 2022). In addition to the significant emotional and health burden, 

depression is associated with poor economic outcomes and substantial individual 

and social cost, mostly in the form of indirect workplace costs (Greenberg et al., 

2021). A recent longitudinal study in New Zealand estimated that 30% of all 

disease-related income loss is attributable to mental illness, with depression and 

anxiety accounting for 13.1% of this loss (Blakely et al., 2021). Furthermore, in 

Australia, individuals with major depressive disorder incurred a cost of $1,062 

million in income in 2015, a figure that is projected to increase by 45% by 2030 

(Schofield et al., 2019). 

The aetiology of depression is complex, owing in part to its high prevalence, 

degree of psychiatric comorbidity, and heterogeneity of its presentation. It is 

thought to be caused by an interactive combination of numerous environmental 

(e.g.,  poverty (Ridley et al., 2020) and adverse childhood experiences (Tan & Mao, 

2023)), genetic and epigenetic (e.g., heritability and gene-environment interaction 

(Kendall et al., 2021)), psychological (e.g., emotion regulation (Joormann & 

Stanton, 2016) and coping style (Akbari et al., 2022)), and biological (e.g., 

inflammation (Miller & Raison, 2016) and hypothalamic pituitary axis system 

dysregulation (Menke, 2024)) factors and mechanisms. Problematically, most of 

these identified biopsychosocial risk factors are non-specific to depression and on 

their own account for a small proportion of overall risk (Cuijpers, Smit, et al., 

2021).  

 
1 Although bipolar disorder is a major component of the mood disorder classification, this evidence 
review focusses primarily on unipolar or major depressive disorder. 
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Depressive disorders are highly prevalent. The average lifetime prevalence of a 

major depressive episode is estimated at 14.6% in high-income countries (Bromet 

et al., 2011) with a 12-month prevalence estimate of 4-5% globally (WHO, 2017). 

Data from the 2020–22 National Study of Mental Health and Wellbeing estimated 

that 13% of the Australian population experienced depression in 2021 (Australian 

Bureau of Statistics). Similarly, a recent survey conducted by the New 

Zealand/Aotearoa Ministry of Health found that, between 2021 and 2023, 29% of 

respondents aged 15 and above reported experiencing mild or greater symptoms of 

depression in the past two weeks, as measured by the Patient Health 

Questionnaire-9 (Ministry of Health, 2024). Depressive disorders are more 

prevalent in women than men (Kessler & Bromet, 2013). 

Although depressive disorders can be unremitting chronic conditions, most 

commonly depression is experienced as episodic where individuals experience an 

episode or intermittent episodes of depressive illness interspersed with periods of 

sub-syndromal wellness. First-episode depression typically occurs in the second 

and third decades of life, with many individuals experiencing an onset of 

depression before they are twenty (Solmi et al., 2022). Depression may be 

becoming more prevalent and recent data indicates that the global incident rate of 

depression has nearly doubled in the past 30 years (Liu et al., 2020), a trend that 

seems to particularly affect adolescents and young adults (Shorey et al., 2022). In 

2008, major depression was identified as the third leading cause of disease burden 

globally by the World Health Organization, who predicted it would become the 

leading cause by 2030 (World Health Organization, 2010). 

The time course and recurrence rates of depressive episodes are highly variant. In 

community settings, around 50% of individuals suffering from a depressive episode 

will remit within six months, and >70% within one year (Ten Have et al., 2017). 

However, in mental health care settings, approximately 34% to 48% of patients 

experience episodes that persist for longer than 12 months (Herrman et al., 2022). 

Moreover, depressive episodes can last up to 24 months (Spijker et al., 2002), 

especially when the symptoms are severe (Friedman et al., 2012; Melartin et al., 

2004; Van Belkum et al., 2018), and the level of functional impairment is high 

(Sheehan et al., 2017). Evidence and estimates of recurrence rates are variable, 

and there is some controversy about how to understand the recurrence of 

depressive episodes (Monroe & Harkness, 2022). Although many only experience a 

single episode of depression (Moffitt et al., 2010; Monroe et al., 2019), a large 

subset of individuals (up to 85% in some studies of mental healthcare settings 

(Herrman et al., 2022)) experience recurrent major depressive episodes across 

their lifetime (Gotlib et al., 2020). Across studies, the strongest risk factors for the 

recurrence of major depressive episodes are the severity of prior episodes, number 

of prior episodes, and residual symptoms during remission (Hardeveld et al., 2010; 

Lye et al., 2020; ten Doesschate et al., 2010).  
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In addition to considerable recurrence rates, many individuals with depression 

inadequately respond to first-line pharmacological interventions. ‘Treatment-

resistant’ or ‘difficult to treat’ depression (TRD) is defined as a <25% to 50% 

symptomatic improvement after at least two pharmacological treatments and has 

been observed in between 21.7% to 44% of depressed individuals in clinical trials 

(Li, 2023). Those with TRD tend to suffer with more severe, more frequent, and 

more recurrent episodes of depressive illness (Dudek et al., 2010; Souery et al., 

2007). TRD poses a significant challenge to the clinical sciences because it 

indicates that one third of individuals with depression are failed by the prevailing 

first-line treatment options. The factors and mechanisms that underlie treatment 

non-response are not clearly understood (Akil et al., 2018). However, individuals 

with TRD have considerably higher rates of psychiatric comorbidity than responders 

(Huang et al., 2020), particularly anxiety and personality disorders (Fabbri et al., 

2021; Rost et al., 2024; Voytenko & Huprich, 2022), and tend to have poorer 

outcomes than those without comorbid conditions (Wu et al., 2013; Young, 2020). 

As such, it is likely that poor or non-response is driven, at least in part, by factors 

not associated with strict nosological definitions of depression per se. 

Individuals with intractable depressive symptomatology who suffer from comorbid 

conditions are increasingly being considered as having a subtype of depression 

known as ‘complex depression’ (Krause & Behn, 2021). The term ‘complex 

depression’ may be defined as depression that is comorbid with social, 

psychological, and biological factors that can interact with depression and modify 

the usual maintenance and treatment response of the disorder (Barton et al., 

2017). It has been well demonstrated that patients with depression that is 

comorbid with anxiety, post-traumatic stress disorder, substance use disorder, and 

personality disorder, experience a greater severity of illness and have a poorer 

prognostic profile than individuals with depression alone (Bedard-Gilligan et al., 

2015; Blanco et al., 2012; Wu et al., 2013; Young, 2020).  

Depression that is comorbid with personality problems is thought to be a 

paradigmatic example of complex depression (Behn, 2019; Krause & Behn, 2021; 

Shahar, 2024). Indeed, the odds of poor outcome have been shown to double for 

individuals with depression who also present with personality disorder (PD) 

(Newton-Howes et al., 2014). And, consistent with the epidemiological 

characteristics of PDs and especially borderline personality disorder (BPD), 

individuals with treatment-resistant and complex presentations are more likely to 

have complex trauma histories, with childhood trauma being particularly prevalent 

in this group. The association between childhood trauma, and childhood 

maltreatment, with depression chronicity is well established (Klein et al., 2009; 

Nanni et al., 2012), and there is indication of a dose-response relationship 

between number of childhood traumatic experiences and chronicity of depression 

(Wiersma et al., 2009). As such, complex and comorbid presentations of depression 

are common in naturalistic outpatient treatment of chronic depression. In two 
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recent long-term trials for chronic and treatment-resistant depression: The 

Langzeittherapie bei chronischen Depressionen (LAC) and The Tavistock Adult 

Depression Study (TADS) , 75.6% of patients reported experiencing clinically 

significant histories of childhood trauma and 79.4% of patients reported at least 

one adverse childhood experience, respectively (Negele et al., 2015; Rost et al., 

2024). 

For individuals with complex presentations, the experience of depression tends to 

be more integrated within a wider constellation of personality and interpersonal 

problems and, as such, this subgroup may require a different treatment approach 

that differs from individuals with single-morbidity depression (Gabbard & 

Simonsen, 2007; Luyten & Fonagy, 2024). 

 

Treatment for Depression and the Psychodynamic Approach 

There are a number of treatments for depression that have demonstrated 

effectiveness (Malhi et al., 2021; Marx et al., 2023). The most well-researched and 

commonly prescribed evidence-based treatments for first- and new-episode 

depression are antidepressant medications and short-term psychological 

interventions, however electroconvulsive therapy (Pagnin et al., 2008) and to a 

lesser extent repetitive transcranial magnetic stimulation (Berlim et al., 2013) and 

vagus nerve stimulation (Bottomley et al., 2020) may be used in severe and 

treatment-refractory cases. There is evidence to indicate, and it is generally 

accepted that, a combination of pharmacotherapy and psychotherapy is effective 

over and above monotherapy for moderate depression (Cuijpers, Oud, et al., 2021; 

Kendrick et al., 2022). 

Although there is some evidence that particular antidepressant drugs perform 

better than others in head-to-head comparisons, they have all been demonstrated 

to outperform placebo in randomised controlled trials (Cipriani et al., 2018). 

Similarly, meta-analytic reviews have shown that all major important 

psychotherapy modalities are roughly equivalent in terms of acceptability and 

effectiveness (Barth et al., 2016; Cuijpers et al., 2008) with Cuijpers et al. (2021) 

in a recent network meta-analysis concluding that “the most important types of 

psychotherapy, including CBT, behavioural activation therapy, problem-solving 

therapy, “third wave” therapies, interpersonal psychotherapy, psychodynamic 

therapy and life-review therapy, can be effective and acceptable in the treatment 

of adult depression, with no significant differences between them” (Cuijpers, 

Quero, et al., 2021, p.292).  

Of the major psychotherapies, cognitive behavioural therapy (CBT) and its ‘third 

wave’ offshoots (e.g., acceptance and commitment therapy and meta-cognitive 

therapy) are the most comprehensively researched and may be the most commonly 

accessed psychotherapeutic treatments for depression (Clark, 2011). CBT is 
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premised on the assumption that dysfunctional attitudes and maladaptive 

behaviours play an important role in the development and maintenance of 

depressive symptoms and, therefore, that targeted problem-focussed techniques, 

such as identifying and challenging automatic thoughts, correcting faulty 

reasoning, successive approximation, and behavioural activation, can acutely 

reduce symptomatic burden and, over the long-term, alter the content of 

underlying pathogenic schemas (Barber & DeRubeis, 1989; Beck, 1979; Hollon & 

Beck, 1979). CBT interventions target the cognitive processes underlying the ‘here 

and now’ of specific syndromal symptoms, e.g., exposure interventions for phobias 

and cognitive restructuring for cognitive distortions, rather than the content 

underlying the patient’s thinking. For this reason, excessive engagement with the 

cognitive content of patient thinking in CBT can be considered non-adherent to 

CBT principles (Waller, 2009). 

Where CBT is symptom-oriented, psychodynamic psychotherapy (PDT) is a person-

oriented treatment that privileges the complexity and developmental history of 

the whole person over the disorder classification or particular symptoms and 

behaviours (Luyten & Blatt, 2012; Luyten et al., 2015). The focus in PDT is the 

exploration of the patient’s inner world and the identification and resolution of 

intrapsychic and interpersonal dynamics, such as (predominantly interpersonal) 

patterns, dysfunctional attitudes, defences, resistances, and cognitive affective 

schemas, that have contributed to the development and maintenance of 

psychopathology. 

From a PDT perspective, (mal)adaptive cognitive and behavioural patterns (e.g., 

avoidance, aggression, emotional dampening) are all functional strategies that are 

activated in order to protect against unbearable or distressing feelings and to 

maintain a coherent sense of self (Luyten & Fonagy, 2024). Furthermore, echoing 

burgeoning dimensional approaches to psychopathology (Caspi et al., 2014; 

Krueger et al., 2007), psychoanalytic approaches hold that normal and pathological 

development lie on the same continuum in that they both involve psychological, 

neurobiological, and behavioural, adaptations designed to achieve an equilibrium 

that balances the impact of past experiences with the contextual demands of the 

individual’s current environment (Luyten et al., 2015). 

In a systematic effort to delineate techniques and processes that distinguish 

uniquely PDT processes from CBT, Blagys et al. (2000) identified seven 

interventions that were unique to PDT as determined by looking at session 

recordings and transcripts (see also, Shedler, 2010). Following Blagys, Hilsenroth, 

and Shedler, we use these seven features to distinguish psychodynamic therapies 

from CBT: 

1. A focus on affect and expression of consumer’s emotion. One of the key 

defining features of psychodynamic psychotherapy is its focus on emotion as a 

clinical phenomenon. By working with the therapist to explore and express 
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complex, contradictory and troubling feelings, some of which the consumer 

may not start out being aware of or able to recognise, the consumer is able to 

achieve insight on an emotional (as opposed to a cognitive) level. From a 

psychodynamic perspective, it is this emotional insight and self-recognition 

that helps drive meaningful change. 

2. Exploration of attempts to avoid distressing thoughts and feelings. In the 

focus on affect, the consumer encounters thoughts and feelings that they may 

ordinarily avoid. This relates to the focus on the unconscious in the 

psychodynamic tradition: that there are aspects of the self that are not part of 

our conscious experience of who we are. Psychoanalytic concepts such as 

resistance and defence mechanisms are used as ways of understanding how we 

might avoid recognising those aspects of our thoughts and feelings that we 

wish to disavow. The therapist’s attention towards the subtle and not so subtle 

ways in which the consumer avoids becoming conscious of troubling feelings is 

part of the work of developing emotional insight mentioned above. 

3. Identification of recurring themes and patterns. Psychodynamic 

psychotherapists are particularly attentive to recognising patterns of repetition 

and behaviour that may be driven by early relationship experiences. By 

understanding and identifying how past experiences shape current behaviours, 

the consumer may become more able to free themselves from unhelpful or 

destructive behaviours, responses and relationships.  

4. Discussion of past experience (developmental focus). PDT is a 

fundamentally developmental approach to understanding psychopathology and 

personality organisation that seeks to understand patient presentation in terms 

of emergent adaptive, or maladaptive, strategies developed in response to 

recent and early-life experiences (Fonagy et al., 2015; Lingiardi & McWilliams, 

2015; Luyten et al., 2008). 

5. Focus on interpersonal relationships. A key defining feature of PDT is its 

focus on relationships. The models for relationships that the consumer holds in 

their mind, often based on early relationship experiences, are explored, based 

on the assumption that many forms of psychological distress arise from 

interpersonal difficulties. 

6. Focus on the therapy relationship. As well as addressing the consumer’s 

interpersonal relationships outside therapy, exploring the relationship with the 

therapist itself is a key element of the process of PDT. The therapeutic 

relationship is given a particular pride of place in psychodynamic theory 

because it is within this dynamic that problematic interpersonal patterns and 

defences recur, allowing them to be observed, explored, and understood. As a 

highly significant, emotionally meaningful relationship, with echoes of early 

caregiving, the consumer’s relationship with the therapist is a unique vehicle 

for understanding how the consumer relates to others.  
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7. Exploration of wishes, dreams and fantasies. PDT is often patient led, 

allowing and encouraging the “roam freely” when it comes to their wishes, 

dreams and daydreams, fantasies, fears and desires. It is through the 

consumer’s expression of such content that those hidden aspects of the self are 

revealed, enabling the consumer to develop a greater understanding and 

acceptance of who they are.  

Psychodynamic therapy is a well-supported, empirically validated treatment that 

has proven effective across a broad spectrum of disorders (for a comprehensive 

umbrella review, see Leichsenring et al., 2023). Short-term psychodynamic 

treatments have shown significant efficacy in treating depression in meta-analytic 

tests (Wienicke et al., 2023) and are endorsed by clinical practice and treatment 

guidelines (NICE, 2022; Malhi et al., 2021). Similarly, LTPP has demonstrated 

favourable outcomes in several randomised controlled trials for treatment-

resistant and chronic depression (Fonagy et al., 2015; Leuzinger-Bohleber et al., 

2019) and has shown comparative effectiveness to other treatments across various 

symptomatic domains, such as target disorders and psychiatric symptoms, in 

extant meta-analytic tests (Woll & Schönbrodt, 2019). 

Owing to its length and intensity, LTPP might be particularly indicated for 

individuals suffering from severe and complex forms of psychopathology, where a 

substantial amount of time is often needed to develop trust, restore adaptive 

social-cognitive function and destabilise entrenched maladaptive schemas. As 

such, it may represent a good candidate for individuals suffering with more long-

standing and severe depressive illnesses for whom first-line pharmacotherapy or 

short-term psychological treatments have not been adequate. As more randomised 

controlled trials emerge, it is crucial to explore the disorder-specific effects of 

LTPP to better guide treatment decisions about a treatment that may have 

substantial benefits for some patients. 
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Part I: Quantitative systematic review and meta-

analysis  

Introduction 

The first component of this commissioned report is a systematic review and meta-

analysis of randomised controlled trials examining the effectiveness of LTPP in 

reducing depressive symptoms. Previous meta-analyses have evaluated LTPP across 

diagnostically heterogeneous populations and broad outcome domains, including 

psychiatric symptoms, personality functioning, and social adjustment (Leichsenring 

& Rabung, 2008, 2011; Woll & Schönbrodt, 2019). Although these reviews have 

generally reported benefits associated with LTPP compared to other treatments, 

none has specifically examined its relative effectiveness for depressive symptoms 

using contemporary standards for evaluating evidence quality and clinical 

recommendations. 

Depressive symptoms often occur in clinically complex presentations characterised 

by chronic or treatment-resistant illness, psychiatric comorbidity, interpersonal 

dysfunction, trauma-related difficulties, substance misuse, self-harm and 

suicidality. For this reason, the review was not restricted to trials recruiting 

participants solely based on a formal depressive-disorder diagnosis. In keeping with 

the definition of mood disorders provided in the request for quotation document 

commissioning this report2, we also included trials of LTPP for other complex 

mental health conditions, in particular personality disorders, where depressive 

symptoms were measured continuously and mean baseline scores exceeded 

validated clinical thresholds. This approach permits examination of LTPP’s effect 

on clinically significant depressive symptoms across the kinds of diagnostically 

complex populations for whom longer-term treatment is commonly considered.  

Standards for evaluating psychological treatments have also developed since the 

publication of the principal earlier reviews of LTPP. The Grading of 

Recommendations Assessment, Development and Evaluation (GRADE) framework 

considers the certainty of pooled evidence alongside risks of bias, inconsistency, 

indirectness, imprecision and publication bias (Schünemann et al., 2013). The 

updated criteria for empirically supported treatments developed by the American 

Psychological Association’s Society of Clinical Psychology further translate evidence 

quality, clinical significance, durability and real-world applicability into 

recommendations for practice (Tolin et al., 2020). Although psychodynamic therapy 

as a broad category has received a strong recommendation for depression in a 

recent umbrella review (Leichsenring et al., 2022), that assessment did not clearly 

 
2 “In this RFQ, mood disorders refers to recurrent and chronic depression and acute depression, and 
depression which is co-morbid with other mental illnesses or neurodevelopmental conditions.” (p. 
2, Request for Quotation: RANZCP Mood Disorders Psychodynamic Psychotherapy Evidence Review) 
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distinguish brief psychodynamic treatments from LTPP. A specific evaluation of the 

evidence for long-term treatment is therefore required. This pre-registered review 

consequently addressed the following aims: 

• The primary aim was to estimate the effect of LTPP on depressive symptom 

severity at treatment completion, both across all eligible trials and in 

subgroup comparisons with active treatments and active control conditions. 

• Secondary aims were to examine the durability of effects on depressive 

symptoms at follow-up and to evaluate effects on anxiety, global distress, 

clinical events, interpersonal functioning and quality of life. 

• Within-group changes during LTPP were examined descriptively to 

characterise the absolute magnitude and durability of improvement. 

• Finally, the certainty and clinical recommendation status of the evidence 

were evaluated using the GRADE framework and updated criteria for 

empirically supported treatments. 

This PRISMA-compliant meta-analysis was registered in advance with PROSPERO 

(CRD: CRD42023490547) and all data and code are provided on the Open Science 

Framework for the purposes of transparency and reproducibility 

(https://osf.io/85p4q/). 

Methods 

Selection Criteria  

For this meta-analysis, we included RCTs assessing the effectiveness of LTPP in 

adult samples (age ≥ 18 years). To be included in this meta-analysis, candidate 

trials had to contain: 

• A psychodynamic treatment (PDT) arm based on psychoanalytic theories and 

techniques (see Treatments for depression and the psychodynamic 

approach section above for more information) that was also considered a 

bona fide treatment according to the criteria set out by Wampold and 

colleagues (Wampold et al., 1997).  

• A sufficiently ‘long-term’ PDT treatment, defined as a treatment duration 

of at least 9 months (36 weeks) and a minimum of 30 sessions3. 

 
3 There is no universally accepted definition for what dosage or duration minimally constitutes a ‘long-term’ 
psychodynamic treatment in the literature. Gabbard et al., for instance, define long-term treatment as 
requiring either 24 sessions or six months (Gabbard, 2017), whereas Leichsenring et al. define it as a 
treatment of 50 or more sessions or lasting over a year (Leichsenring, 2008, 2011). To address this 
inconsistency, we defined "long-term" treatment as lasting at least nine months with a minimum of 30 sessions, 
a duration which represents the average between the Gabbard and Leichsenring criteria. We opted for nine 
months over Gabbard’s six-month/24-session threshold to remain maximally inclusive while avoiding the 
inclusion of short-term treatments that have extended up to 30 sessions in some trials.  
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• An LTPP treatment where the target disorder is a depressive disorder, 

including where depression is comorbid with anxiety, or an LTPP treatment 

for ‘complex depression’4 where the target disorder is a personality 

disorder. Trials of personality disorder were included only if depression 

symptoms were continuously measured and mean depression scores for both 

treatment arms met or exceeded clinical cut-off values, such as scores of ≥ 

17 for the Hamilton Depression Rating Scale (Zimmerman et al., 2013) or 

scores of ≥ 14 for the Beck Depression Inventory—II (Beck et al., 1996). 

• A comparator group, inclusive of either active controls or active 

treatments. Active controls were defined as non-manualized treatment as 

usual (TAU) in any setting, pharmacotherapy, or mixed community-based 

interventions (e.g., unstructured or mixed-modality psychotherapy). Active 

treatments were defined as manualized, evidence-based psychotherapeutic 

interventions or structured models of care (e.g., CBT, DBT, short-term 

psychodynamic therapy, and structured clinical management (SCM)). 

 

Search strategy 

Our search spanned all key databases: MEDLINE (from January 1, 1946, to January 

16, 2025), PsycINFO (from January 1, 1806, to January 16, 2025), Embase (from 

January 1, 1974, to January 16, 2025), and the Cochrane Controlled Register of 

Trials (from its inception until January 16, 2025). Our search terms, which are 

supplied in the appendix (Appendix A), incorporated an established search filter for 

randomised controlled trials that has undergone rigorous testing by the team at 

the Canadian Agency for Drugs and Technologies in Health Research Information 

Services (CADTH, 2024). Moreover, our search results were cross-referenced with a 

regularly updated and freely accessible comprehensive list of randomised 

controlled trials for PDT (Lilliengren, 2024). Additionally, we engaged with 

specialists in psychodynamic psychotherapy to identify unpublished results or 

unpublished data that were not publicly accessible. No restrictions were placed on 

language or publication date. 

Data Analysis 

Data extraction and risk-of-bias assessment 

For precision, two reviewers (MM and AB) independently gathered all outcome data 

from eligible studies using a Microsoft Excel form. The forms completed by each 

reviewer were compared and assessed for consistency. Data extracted included 

first author, publication date, country of origin, name of interventions, setting of 

 
4 Treatments for personality disorders were considered eligible due to the high rates of comorbid depression in 
individuals with these disorders (see also The Epidemiology and Clinical Characteristics of Depression section 
in this report). 
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intervention, format of treatment, target diagnosis, number of participants per 

intervention, patient demographics (age in years M (SD) and sex (n; %)), duration 

of treatment, name of outcome, mean outcome, and standard deviation of 

outcome. Where the mean and standard deviation were not available, we 

extracted other statistical values that enabled the calculation of effect sizes. In 

cases where different instruments, such as the Beck Depression Inventory (BDI) and 

the Hamilton Depression Rating Scale (HDRS), were used to measure the same 

outcome, data from all relevant instruments were collected. 

Risk of bias was assessed using the Cochrane RoB2 tool (Sterne et al., 2019), 

evaluating RCTs on randomization processes, intervention deviations, missing 

outcome data, outcome measurement, and selective reporting. Treatment fidelity 

was evaluated in accordance with the updated EST criteria, including treatment 

manualisation, therapist experience, supervision-based monitoring and empirical 

assessment of treatment integrity. 

Outcomes 

Primary outcomes were depression severity, with secondary outcomes including 

anxiety severity and global distress, measured via observer-rated (e.g., Hamilton 

Depression Rating Scale) and self-report instruments (e.g., Beck Depression 

Inventory). Additional secondary measures encompassed interpersonal functioning, 

clinical events (e.g., hospitalizations, emergency room visits), and quality of life 

assessed using observer-rated and self-report tools. Means and standard deviations 

were extracted at treatment completion and at all available follow-up points. 

Summary standardized mean differences (SMDs) were computed for within- and 

between-group effects at treatment completion, and at follow-up intervals of 3–6, 

12–18, and 24–36 months. An aggregate summary across all timepoints was also 

calculated. Data beyond five-year follow-up were excluded to minimize effects of 

external factors unrelated to treatment. 

Statistical analysis 

Meta-analytic models estimated descriptive within-group effects for depression, 

anxiety and global distress and comparative between-group effects for all 

outcomes. Subgroup analyses compared LTPP to active controls (non-manualized 

treatment-as-usual (TAU), pharmacotherapy, or community-based interventions 

such as unstructured psychotherapy) and active treatments (manualized evidence-

based psychotherapies or structured care models). To assess the robustness of 

pooled estimates, we conducted analyses to identify and exclude statistical 

outliers. Outliers were defined as individual study effects whose 95% confidence 

intervals did not overlap with the pooled summary estimate for a given model. 

When identified, these studies were excluded from the primary meta-analytic 

models reported in tables, while full models including all studies were retained 

and reported in the Results section.  
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Meta-analyses employed two-level random-effects models and, where possible, 

three-level correlated and hierarchical effects (CHE) models using the ‘metafor’ 

package in R version 4.3.1 (Viechtbauer, 2010). SMDs (Hedges’ g) with 95% 

confidence intervals (CIs) were calculated for each outcome. Where outcomes 

were assessed by multiple instruments (e.g., BDI, HDRS), all relevant data were 

integrated using three-level models. Between-group SMDs at treatment completion 

are illustrated in forest plots, while all other summary estimates and subgroup 

analyses are presented in tables. SMD values were reverse-scored such that 

positive values indicate effects favouring LTPP. For within-group effects, effect 

sizes were calculated using the technique outlined by Becker (1988). In trials 

where mean and standard deviation values were not reported, Hedges’ g values 

were estimated from the available statistics using established conversion methods 

(for a detailed breakdown, see Appendix C). Prediction intervals were used to 

estimate the range within which the effect sizes of future studies are expected to 

fall (IntHout et al., 2016). 

We observed the original traditional cutoff points tentatively suggested by Cohen 

(2013), i.e., g = 0.0 to g = 0.19 as indicating a negligible difference, g = 0.20 to 

0.49 as indicating a small difference, g = 0.50 to 0.79 a moderate difference, g = 

0.80 to 1.29 a large difference, and ≥g 1.29 as a very large difference. 

Additionally, we use the "minimal important difference" (MID)—defined as the 

smallest score difference that patients perceive as beneficial (Jaeschke et al., 

1989)—of g = 0.24 as recommended by Cuijpers et al. (2014), to determine the 

threshold for clinical relevance and an effect size of g = 0.50 or higher to indicate 

a clinically meaningful effect.  

Although not pre-registered, to aid interpretation of effect sizes, we also report 

numbers-needed-to-treat (NNT) estimates for all between-group comparisons. 

Owing to the absence of consistently reported binary outcomes (e.g., response or 

remission rates), we employed the Kraemer & Kupfer (2006) method, which 

estimates NNT by first converting the SMD into the area under the receiver 

operating curve, and then translating this into an NNT value. This approach yields 

the number of patients who would need to receive LTPP, rather than the 

comparator, for one additional patient to benefit. Notably, this benefit reflects a 

probabilistic shift in the outcome distribution favouring LTPP, rather than a 

discrete clinical improvement defined by categorical thresholds such as response 

or remission. 

To address heterogeneity arising from varied control conditions, subgroup analyses 

separately compared LTPP versus active controls and active treatments. In 

addition, a sensitivity analysis was conducted including only trials in which all 

participants were diagnosed with depression using structured diagnostic interviews 

(e.g., SCID). While all included trials required baseline depression scores above 

validated clinical thresholds, this analysis assessed the robustness of treatment 

effects when the included trials were restricted to a diagnostically homogeneous 
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subset. The trial from Knekt et al. (2008), where 85% of participants received a 

SCID diagnosis of depression, was deemed sufficiently diagnostically homogeneous 

and was retained in this sensitivity analysis. An additional sensitivity analysis 

excluded studies rated at high risk of bias and trials in which the intervention was 

described by its authors as ‘brief’ or ‘short-term’ (Bressi et al., 2010; Kool et al., 

2024). 

Model specification 

Multi-level CHE models account for the hierarchical structure of meta-analytic 

data by nesting effect sizes within individual study clusters, which is particularly 

useful when studies contribute multiple effects (Cheung, 2014). This hierarchical 

approach enables the integration of data from studies using multiple instruments 

to measure the same outcome or from trials comparing more than two groups. 

Consequently, it preserves statistical power while maintaining the principle of 

statistical independence of effects (Borenstein et al., 2021), and avoids biases 

associated with double-counting participants or combining effect sizes (Harrer et 

al., 2021; Higgins et al., 2023). This diverges from extant meta-analyses 

investigating LTPP that have aggregated multiple within-study effects to create a 

single study-level effect but consequently have not been able to explore possible 

heterogeneity between within-study effects (Leichsenring & Rabung, 2008, 2011; 

Woll & Schönbrodt, 2019). 

Nested cluster effects are correlated with one another because they are drawn 

from the same or part of the same sample, and because they measure the same 

symptomatic domain. However, because these correlations are rarely if ever 

reported, we accounted for within-cluster dependencies by imputing a covariance 

matrix based on a constant correlation coefficient, ρ, of 0.80 as recommended by 

Tanner-Smith et al. (2014). Modelling within-cluster covariance is thought to be a 

more effective way of estimating within-study heterogeneity because when 

correlations are not modelled, within-cluster effects are taken to be wholly 

independent and study-level variance is inflated to compensate for the assumption 

that there is no covariance between clustered effects. To guard against model 

misspecification, robust variance estimation (RVE) was used to calculate robust 

effect size weights and standard errors using the ‘clubSandwich’ package version 

0.5.11 in R (Pustejovsky, 2017). RVE provides reliable and accurate standard errors 

even if the underlying model is incorrectly specified, ensuring that the variance-

covariance matrix accurately reflects the data’s true structure (Hedges et al., 

2010; Pustejovsky & Tipton, 2022). 

Simulation studies have shown that RVE can inflate Type I errors, particularly when 

the number of clusters is small (< 40 clusters) (Tipton, 2015; Tipton & Pustejovsky, 

2015). To avoid this, we used the CR2-type correction and Satterthwaite degrees of 

freedom to adequately control Type I error rate as recommended by Tipton (2015). 

Owing to how Satterthwaite degrees of freedom are calculated, variance 
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estimation in models where Satterthwaite degrees of freedom fall below 4 become 

increasingly unstable. When Satterthwaite degrees of freedom fell below four, 

estimates from three-level models were considered unstable and two-level models 

were applied. In these cases, within-study effects were aggregated to produce a 

study-level effect using a compound-symmetric variance–covariance matrix 

assuming a correlation of ρ=.80, and two-level random-effects models were fitted 

using the metafor package in R. For a more detailed account of model 

specification, please see Appendix D. 

Publication bias 

The validity of pooled effects can be threatened by selective reporting that occurs 

when the availability of results is influenced by the statistical significance and 

magnitude of effect size (Dwan et al., 2013). Therefore, in order to test for such 

publication biases, we used the Egger Sandwich and three-parameter selection 

model (3PSM) likelihood ratio tests, which have been indicated as the most 

appropriate for multilevel models (Rodgers & Pustejovsky, 2021). More detail is 

provided in Appendix D. 

Certainty rating of evidence 

To assess the confidence in our findings, we rated the certainty of the evidence 

using the GRADE system, and then specified recommendations based on the 

options presented by the “Tolin criteria”. 

According to the GRADE system, evidence can be rated as high, moderate, low or 

very-low certainty. High-certainty evidence indicates that reviewers are highly 

confident that the true treatment effect is close to the pooled estimate. This 

rating is generally applicable when the evidence includes a sufficiently large body 

of studies without major limitations, findings are consistent, and the summary 

estimate is precise. Moderate-certainty evidence indicates that the true effect is 

likely to be close to the estimated effect, although it may differ substantially. 

Low-certainty evidence indicates limited confidence in the estimated effect and 

that the true effect may differ substantially from it. Very-low-certainty evidence 

indicates very little confidence that the true value lies on the specified side of a 

threshold of interest or within a particular range. 

Tolin’s criteria (Tolin et al., 2015) is a standardised protocol that elaborates on 

GRADE evidence ratings to produce recommendations for the use of empirically 

supported treatments (ESTs). Recommendations are subdivided into Very Strong 

recommendation, Strong recommendation, and Weak recommendation. A Very 

Strong recommendation is designated for treatments with high-quality evidence 

that have demonstrated clinically meaningful effects on both (a) symptoms of the 

target disorder and (b) functional outcomes, as well as (c) significant improvement 

that is sustained for at least 3 months following treatment with at least (d) a single 

high-quality effectiveness study in a non-research setting. It is worth noting that 
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this represents an ambitious benchmark for most treatments that has only been 

met by a few treatments and none for depression5. A Strong recommendation is 

designated for treatments that have shown clinically meaningful effects in either 

symptoms of the target disorder or functional outcome from high or moderate 

quality evidence, whereas a Weak recommendation is reserved for treatments that 

have shown clinically meaningful differences for symptomatic or functional 

improvement from low or very low-quality evidence.  

Results 

Search results 

Our search yielded 1,222 non-duplicate reports, which were independently double 

screened by two reviewers (MM and AB) based on titles and abstracts to determine 

their relevance and adherence to the inclusion criteria. From these, 64 reports 

were selected for more detailed examination at the full-text stage. This review 

was conducted by the initial two reviewers alongside a third colleague (CC). A 

number of studies, for example, the trial by Svartberg et al. (2005) was excluded 

because it contained no disaggregated measure of depressive symptoms. The 

eating disorder trial by Poulsen et al. (2014) was excluded because it was deemed 

that individuals presenting with eating disorders without the presence of comorbid 

personality pathology were sufficiently distinct from our definition of complex 

depression (Bachar et al., 1999; Dare et al., 2001). We did however include the 

eating disorder trial by Robinson et al.  (2016) because the participants had 

comorbid borderline personality disorder symptomatology. Any uncertainties 

regarding the eligibility of the studies were resolved through collective discussion 

among the reviewers. Consequently, a consensus was reached, and 43 reports 

representing 16 trials were included in our analysis.  For a comprehensive overview 

of the selection process, please refer to the PRISMA flow diagram provided in 

Figure 1. The reference list for this systematic review and meta-analysis is 

provided at the end of this report section. 

The 16 included RCTs encompassed 18 LTPP arms evaluating a range of 

psychodynamic approaches. The most frequently evaluated modality was 

mentalization-based treatment (MBT; k = 5: Bateman & Fonagy, 1999, 2009; 

Jorgensen et al., 2013; Laurenssen et al., 2018; Robinson et al., 2016). 

Transference-focused psychotherapy (TFP; k = 2: Clarkin et al., 2007; Doering et 

al., 2010) and dynamic deconstructive psychotherapy (DDP; k = 2: Gregory et al., 

2008; Majdara et al., 2021) were each represented by two trials. Three trials 

evaluated long-term psychodynamic psychotherapy (LTPP; Bastos et al., 2015; 

Fonagy et al., 2015; Knekt et al., 2008), with Bastos et al. (2015) contributing two 

 
5 These treatments are exposure and response prevention for obsessive-compulsive disorder, CBT 
for insomnia, CBT for substance use disorders, and contingency management for substance use 
disorders. (Tolin et al., 2024) 



   

 

   

 

 

Figure 1 | PRISMA flow diagram illustrating the screening process 

 

 

 
 

 

Note. PRISMA flow diagram created using the Shiny app developed by Haddaway et.al Haddaway et al. (2022). 



   

 

   

 

LTPP arms (LTPP alone and LTPP combined with fluoxetine). One trial each 

evaluated traditional psychoanalytic treatment (Leuzinger-Bohleber et al., 2019), 

supportive psychodynamic treatment (Clarkin et al., 2007), and the conversational 

model (Walton et al., 2020). Two additional trials met inclusion criteria despite 

being described by their authors as brief or short-term psychodynamic treatments 

(Bressi et al., 2010; Kool et al., 2024). The impact of including these trials on the 

pooled effect for the primary outcome was assessed through sensitivity analyses.  

Across trials, nine compared LTPP against an active treatment (e.g., an alternative 

manualised psychotherapy), and seven compared LTPP against an active control 

condition (e.g., treatment as usual). Control conditions most commonly involved 

treatment as usual (TAU; k = 7), including enhanced and specialist TAU variants 

(Bastos et al., 2015; Bateman & Fonagy, 1999; Bressi et al., 2010; Fonagy et al., 

2015; Gregory et al., 2008; Laurenssen et al., 2018; Majdara et al., 2021). Other 

comparators included dialectical behaviour therapy (DBT; k = 2: Clarkin et al., 

2007; Walton et al., 2020), structured clinical management (SCM; k = 1: Bateman & 

Fonagy, 2009), community psychotherapy (k = 1: Doering et al., 2010), schema 

therapy (k = 1: Kool et al., 2024), cognitive behavioural therapy (CBT; k = 1: 

Leuzinger-Bohleber et al., 2019), fluoxetine (k = 1: Bastos et al., 2015), supportive 

group therapy (k = 1: Jorgensen et al., 2013), short-term psychodynamic 

psychotherapy (STPP; k = 1: Knekt et al., 2008), and solution-focused therapy (SFT; 

k = 1: Knekt et al., 2008). Most studies employed a single comparator condition (k 

= 12), while four trials included multiple comparator or psychodynamic arms 

(Bastos et al., 2015; Clarkin et al., 2007; Knekt et al., 2008; Kool et al., 2024). 

Clinical populations and intervention delivery  

Included trials enrolled adults with clinically significant depressive symptoms 

across a spectrum of diagnostic complexity. Ten studies recruited patients with 

personality disorders — predominantly borderline personality disorder (BPD) — in 

whom depression was prominent at the group level (Bateman & Fonagy, 1999, 

2009; Clarkin et al., 2007; Doering et al., 2010; Gregory et al., 2008; Jorgensen et 

al., 2013; Laurenssen et al., 2018; Majdara et al., 2021; Robinson et al., 2016; 

Walton et al., 2020), with Kool et al. (2024) additionally explicitly recruiting 

patients with comorbid depressive disorder and personality disorder. Two studies 

focused on chronic or treatment-resistant depression (Fonagy et al., 2015; 

Leuzinger-Bohleber et al., 2019), while the remaining trials enrolled primary 

depressive or mixed anxiety-depressive presentations (Bastos et al., 2015; Bressi et 

al., 2010; Knekt et al., 2008).  

Treatment duration ranged from 12 to 36 months. Seven trials were conducted 

over 12 months (Bressi et al., 2010; Clarkin et al., 2007; Doering et al., 2010; 

Gregory et al., 2008; Kool et al., 2024; Majdara et al., 2021; Robinson et al., 

2016), one over 14 months (Walton et al., 2020), four over 18 months (Bateman & 

Fonagy, 1999, 2009; Fonagy et al., 2015; Laurenssen et al., 2018), two over 24 



   

 

   

 

months (Bastos et al., 2015; Jorgensen et al., 2013), and two over 36 months 

(Knekt et al., 2008; Leuzinger-Bohleber et al., 2019). Settings, treatment format 

and intensity varied considerably. Eleven trials were delivered as individual 

outpatient psychotherapy, with session frequency ranging from once-weekly 

(Bastos et al., 2015; Bressi et al., 2010; Fonagy et al., 2015; Gregory et al., 2008; 

Majdara et al., 2021) to twice-weekly (Clarkin et al., 2007; Doering et al., 2010; 

Walton et al., 2020) or two-to-three times weekly (Knekt et al., 2008), one trial 

with an initially twice-weekly frequency reducing to once-weekly (Kool et al., 

2024), and one high-intensity trial in which session frequency was not formally 

reported but averaged 80.4 sessions in year one and 234 sessions across the full 

three-year treatment period (Leuzinger-Bohleber et al., 2019). Three trials were 

delivered in specialist outpatient MBT programmes combining once-weekly 

individual and once-weekly group sessions (Bateman & Fonagy, 2009; Jorgensen et 

al., 2013; Robinson et al., 2016). Two trials were conducted within intensive day-

hospital programmes delivering combined individual and group psychotherapy 

across multiple sessions weekly (Bateman & Fonagy, 1999; Laurenssen et al., 

2018). Trials were conducted predominantly within European healthcare systems, 

though trials from the United States (Clarkin et al., 2007; Gregory et al., 2008), 

Australia (Walton et al., 2020), Iran (Majdara et al., 2021), and Brazil (Bastos et 

al., 2015) were also included. 

Further details on the study characteristics, including patient demographics and 

treatment specifics, are presented in Table 1. For information regarding how we 

handled head-to-head trials with three groups and trials with discrepant treatment 

lengths, please see Appendix E. 

 

Risk of bias  

Risk of bias was assessed using the Cochrane Risk of Bias 2 (RoB 2) tool (Sterne et 

al., 2019), which is presented in Figure 2. The RoB 2 assesses randomised 

controlled trials across five dimensions: randomisation process, deviations from the 

intended interventions, missing outcome data, measurement of the outcome, and 

selection of the reported result. Judgments on these dimensions lead to an overall 

risk of bias judgment for the study and reported result. A study is deemed to be 

low risk of bias if there is judged to be a low risk of bias across all five domains, a 

study is deemed to raise some concerns if one or more domains raise some 

concerns about bias, and a study is deemed high risk of bias if one or more 

domains is judged to be a high risk of bias. Four studies (25%) were judged to have 

an overall high risk of bias, and twelve (75%) were judged to raise some concerns 

about bias. No included studies were judged to have a low risk of bias.  

Treatment fidelity was separately evaluated in accordance with the revised EST 

criteria (Tolin et al., 2015): manualised treatments were used in K = 13 trials 



   

 

   

 

(81%), experienced therapists delivered treatment in K = 14 trials (88%), 

supervision-based monitoring was reported in K = 12 trials (75%), and empirical 

assessment of treatment integrity was conducted in K = 10 trials (63%).



   

 

   

 

 

Table 1 | Characteristics of Included Randomized Controlled Trials 

Author, Year 

(Country) 

Target 

Disorder 

LTPP Arm(s) Setting Treatment 

format 

Session 

frequency 

Comparator(s) Duration 

(months) 

Follow-

up 

available 

Risk of 

bias 

Subgroup 

Bateman & 

Fonagy, 1999 (UK) 

BPD MBT (n=19) Day hospital 

programme 

Group + 

individual 

Multiple weekly 

sessions 

TAU (n=19) 18  Yes High Active 

ctl 

Clarkin, 2007(US) BPD TFP (n=31) 

SPT (n=30) 

Outpatient 

specialist PD clinic 

Individual 2 weekly DBT (n=29),  

 

12  No High Active tx 

Gregory, 2008 

(US) 

BPD DDP (n=15) Outpatient clinic Individual 1 weekly TAU (n=15) 12  Yes Concerns Active 

ctl 

Knekt, 2008 

(Finland) 

Depression 

and 

Anxiety 

LTPP (n=128) Outpatient 

psychotherapy 

clinics 

Individual 2–3 weekly STPP (n=101),  

SFT (n=97) 

36  Yes Concerns Active tx 

Bateman & 

Fonagy, 2009 (UK) 

BPD MBT (n=71) Specialist 

outpatient MBT 

programme 

Group + 

individual 

1 individual + 1 

group weekly 

SCM (n=63) 18  Yes Concerns Active tx 

Bressi, 2010 

(Italy) 

Depression 

and 

Anxiety 

Brief dynamic 

(n=30) 

Outpatient 

psychiatric clinic 

Individual 1 weekly TAU (n=30) 12  No Concerns Active 

ctl 

Doering, 2010 

(GER/AT) 

BPD TFP (n=52) Outpatient 

psychotherapy 

practices 

Individual 2 weekly Community 

Psychotherapy 

(n=52) 

12  No High Active 

ctl 

Jorgensen, 2013 

(DK) 

BPD MBT (n=74) Outpatient MBT 

programme 

Group + 

individual 

1 individual + 1 

group weekly 

Supportive 

group (n=37) 

24  Yes Concerns Active tx 

Bastos, 2015 

(Brazil) 

Depression LTPP (n=90),  

LTPP 

+Fluoxetine 

(n=91) 

Outpatient 

psychiatric clinic 

Individual 1 weekly Fluoxetine 

(n=90) 

24  No High Active 

ctl 

Fonagy, 2015 (UK) TRD LTPP+TAU 

(n=67) 

Specialist 

outpatient 

psychotherapy 

service 

Individual 1 weekly TAU (n=62) 18  Yes Concerns Active 

ctl 

Robinson, 2016 

(UK) 

ED/BPD MBT-ED (n=34) Multi-site NHS 

eating 

Group + 

individual 

1 individual + 1 

group weekly 

Supportive ED 

(n=34) 

12  Yes Concerns Active tx 



   

 

   

 

disorder/personality 

disorder services 

Laurenssen, 2018 

(NL) 

BPD MBT-DH (n=54) Day hospital MBT 

programme 

Group + 

individual 

Multiple 

sessions weekly 

S-TAU (n=41) 18  Yes Concerns Active tx 

Leuzinger-

Bohleber, 2019 

(GER) 

Chronic 

depression 

Psychoanalysis 

(n=47) 

Specialist 

psychoanalytic 

outpatient clinics 

Individual NR; mean 80.4 

sessions in year 

1 and 234 over 

3 years 

Long-term 

CBT (n=47) 

36  No Concerns Active tx 

Walton, 2020 

(AUS) 

BPD + 

SI/NSI 

Conversational 

Model (n=83) 

Public outpatient 

mental health 

service 

Individual 2 weekly DBT (n=83) 14  No Concerns Active tx 

Majdara, 2021 

(Iran) 

BPD DDP (n=15) University 

outpatient 

psychology clinic 

Individual 1 weekly Enhanced TAU 

(n=15) 

12  No Concerns Active 

ctl 

Kool, 2024 (NL) Depression 

+ PD 

STPSP-50 

(n=54) 

Specialist 

personality disorder 

treatment centre 

Individual 2 initially, then 

1 weekly¹ 

STPSP-25 

(n=68),  

ST-50 (n=60),  

ST-25 (n=64) 

12  No Concerns Active tx 

Note. BPD = borderline personality disorder; PD = personality disorder; TRD = treatment-resistant depression; ED = eating 

disorder; SI = suicidal ideation; NSI = non-suicidal self-injury; LTPP = long-term psychodynamic psychotherapy; MBT = 

mentalization-based treatment; TFP = transference-focused psychotherapy; DBT = dialectical behaviour therapy; TAU = 

treatment as usual; CBT = cognitive behavioural therapy; DDP = dynamic deconstructive psychotherapy; SCM = structured 

clinical management; STPP = short-term psychodynamic psychotherapy; SFT = solution-focused therapy; SPT = supportive 

treatment; ST = schema therapy; STPSP = short-term psychodynamic supportive psychotherapy; Spec-TAU = specialist 

treatment as usual; MBT-DH = mentalization-based treatment (day hospital); MBT-ED = mentalization-based treatment for 

eating disorders; Fluox = fluoxetine; Enhanced TAU = enhanced treatment as usual; Community = experienced community 

therapists; mo = months; FU = follow-up; ctl = control; tx = treatment; Concerns = some concerns about risk of bias; High = 

high risk of bias (both according to RoB2 classification); UK = United Kingdom; US = United States; GER = Germany; AT = 

Austria; DK = Denmark; NL = Netherlands; AUS = Australia; IR = Iran; BR = Brazil; FIN = Finland; IT = Italy; NR = not reported. 
1Session frequency was twice weekly during the initial phase of treatment and reduced to once weekly during the later phase 

according to the study protocol. 

 



   

 

   

 

Meta-analytic models 

For a detailed breakdown of the data-analytic strategy and the rationale for model 

specification, please refer to Appendix D. In all models, effect sizes were 

consistently adjusted so that a positive effect size indicates a favourable outcome 

for LTPP compared to other treatments. For example, a positive effect (i.e., g = 

0.24) for reducing depression indicates that LTPP was more effective than 

comparator treatments in reducing depressive symptoms. Note that these positive 

effect sizes may have originated from negative values, which were reverse-scored 

for consistent interpretation. 

Primary Outcome: Depressive Symptom Severity at Treatment 

Completion 

Between-group Effects Across All Trials 

Given the substantial variability in the definition and intensity of comparator 

conditions—particularly treatment as usual, which ranged from minimal care to 

structured or mixed manualised interventions—we first estimated a pooled effect 

across all trials to obtain a global estimate, followed by prespecified subgroup 

analyses. For a tabulated view of all models, see Table 2. Across all eligible trials, 

LTPP demonstrated a statistically significant reduction in depressive symptom 

severity at treatment completion (K = 16, SMD = 0.57, 95% CI [0.08, 1.05]). 

Heterogeneity was substantial (I² = 94.85%), predominantly attributable to 

between-study variance (88%). Outlier diagnostics identified three trials (Bastos et 

al., 2015; Bateman and Fonagy, 1999; Walton et al., 2020) whose effects did not 

overlap with the pooled estimate, and which were subsequently excluded.  

Following their exclusion, the pooled effect was reduced but remained statistically 

and clinically meaningful (K = 13, SMD = 0.30, 95% CI [0.15, 0.44]), with markedly 

lower heterogeneity (I² = 21%), now entirely attributable to within-study variance 

and reflecting increased consistency across trials. The prediction interval (0.02 to 

0.58) indicated that future trials would be expected to observe negligible-to-

moderate effects favouring LTPP. Excluding studies rated at high risk of bias 

yielded an essentially unchanged estimate (K = 11, SMD = 0.34, 95% CI [0.20, 

0.47]), with similar precision. Figure 2 presents individual study effects alongside a 

pooled effect estimate (excluding outliers) for depressive symptom reduction at 

treatment termination, accompanied by a summary of risk of bias assessments. 

Sensitivity Analyses 

Two further sensitivity analyses were conducted. The first analysis excluded trials 

described by their authors as ‘short-term’ (Kool et al., 2024) or ‘brief’ (Bressi et 

al., 2010) psychodynamic therapy. This slightly reduced the effect size (K = 9, SMD 



   

 

   

 

= 0.31, 95% CI [0.15, 0.48], p = .005) and widened confidence intervals. Model fit 

favoured the sensitivity model (AIC: full model = 6.40; sensitivity model = 1.67; 

ΔAIC = 4.73), suggesting better parsimony (Cavanaugh & Neath, 2019). The second 

analysis was restricted to trials in which all participants were diagnosed with 

depression using structured diagnostic interviews (e.g., SCID). This subset showed 

a comparable effect size to the full model (K = 5, SMD = 0.36, 95% CI [0.18, 0.54], 

p <.001).  

Subgroup comparisons 

LTPP versus active controls. At treatment completion, LTPP demonstrated a large 

but imprecise effect relative to active controls (K = 7, SMD = 1.15, 95% CI [–0.01, 

2.32]), accompanied by very high heterogeneity (I² = 96.0%), largely attributable 

to between-study variance (I² between = 79.8%). Exclusion of an outlying study 

(Bastos et al., 2014) reduced the pooled effect to a moderate magnitude (K = 6, 

SMD = 0.72, 95% CI [–0.06, 1.50]), though heterogeneity remained substantial (I² = 

87.8%). Prediction intervals were wide, indicating considerable uncertainty and 

cross-study variability. Excluding high-risk-of-bias studies further attenuated this 

effect, yielding a moderate and non-significant estimate, reflecting sensitivity to 

study quality. 

LTPP versus active treatments. In contrast to the active control subgroup, 

comparisons with active treatments showed small effects at treatment completion. 

The initial pooled estimate was negligible and non-significant (K = 9, SMD = 0.17, 

95% CI [–0.08, 0.42], p = .15). Removal of an outlier (Walton et al., 2020) yielded a 

small but statistically significant effect (K = 8, SMD = 0.28, 95% CI [0.13, 0.43], p = 

.006), with low residual heterogeneity (I² = 18.86%) and no between-study 

variance. Wide prediction intervals around this effect (0—0.56) demonstrate wide 

variability in expected effects in future trials. The pooled effect was essentially 

unchanged after excluding high-risk studies.  

Follow-Up Effects on Depressive Symptoms Severity 

Table 3 summarises between-group effects for depressive symptom severity at 

treatment completion and across follow-up intervals, following outlier removal. 

Owing to limited Satterthwaite degrees of freedom, multilevel models were 

restricted to end-of-treatment and aggregated analyses; two-level models were 

applied for interval-specific follow-up estimates. Fewer than half of studies 

reported follow-up data (K = 7, 43.8%), warranting cautious interpretation of 

durability estimates. 

 



   

 

   

 

 

Figure 2 | Forest plots of comparative between-group effects of end-of-treatment depression outcome with outliers removed 

 

 

 



   

 

   

 

Across all trials 

When pooled across all trials and comparator conditions, LTPP demonstrated small 

but statistically significant reductions in depressive symptoms across all timepoints 

(K = 13, SMD = 0.28, 95% CI [0.14, 0.42]). Heterogeneity was low to moderate (I² = 

29.6%) and primarily attributable to within-study variance. Interval-specific 

analyses indicated sustained benefits at 3–6 and 12–18 months, whereas longer-

term estimates were positive but less precise.  

Subgroup effects 

When pooled across all timepoints, effects favoured LTPP in both subgroup 

comparisons. Relative to active controls, effects were moderate with wide 

confidence intervals and substantial heterogeneity (K = 6, SMD = 0.62, 95% CI 

[0.05, 1.19], I² = 80%). In contrast, comparisons with active treatments showed 

small but statistically significant and more consistent effects (K = 8, SMD = 0.23, 

95% CI [0.10, 0.37], I² = 25%). Findings were similar after excluding high-risk-of-

bias studies. 

Between-Group Effects on Secondary Clinical Outcome and 

Psychosocial Functioning 

Anxiety and global distress were examined as secondary clinical outcomes. As with 

the primary outcome, pooled effects were first estimated across all trials to derive 

global estimates, followed by comparator-specific subgroup analyses. Clinical 

events were also examined; however, the limited number of available studies 

precluded subgroup analyses. All between-group models without outliers are 

displayed in Table 3. 

Across all trials 

For anxiety, pooled effects across all trials at treatment completion were small 

and non-significant (K = 6, SMD = 0.13, 95% CI [–0.19, 0.44]), with moderate 

heterogeneity (I² = 45%). Aggregated analyses across all timepoints similarly 

yielded non-significant effects (SMD = 0.09), with wide confidence and prediction 

intervals. Follow-up estimates at 3–6 and 12–18 months were based on very small 

numbers of studies and were highly imprecise. Exclusion of high-risk-of-bias studies 

increased the point estimate at treatment completion, but this pattern was not 

consistent across models. 

For global distress, pooled analyses across all trials demonstrated statistically 

significant reductions favouring LTPP at treatment completion (K = 10, SMD = 0.32, 

95% CI [0.14, 0.50]), with low-to-moderate heterogeneity (I² = 38%). Effects 

remained statistically significant when aggregated across all timepoints (SMD = 

0.33). Exclusion of high-risk-of-bias studies produced slightly larger estimates 



   

 

   

 

 

Table 2 | Between-Group Effects of LTPP on Severity of Depression Excluding Outliers 

Timepoint K (no. effects) Satt dfa SMDb NNT 95% CI 95% PI p Heterogeneity 

    
 

   
Within-study Between-study Overall 

        τ² I² (%) τ² I² (%) I² (%) 

Across all trials c                        

End of treatment  13 (21) 7.85 0.30 6 0.15, 0.44 0.02, 0.58 .001** 0.011 21.08% 0.00 0.00% 21.08% 

End of treatment—High RoB 

studies removedd 

11 (18) 6.34 0.34 6 0.20, 0.47 0.06, 0.61 .001** 0.010 20.76% 0.00 0.00% 20.76% 

Follow-up (3—6 months)  4 (5) 
 

0.43 5 0.00, 0.85 0.00, 0.85 .05* 
    

0.00% 

Follow-up (12—18 months) 5 (8) 
 

0.28 7 0.06, 0.51 0.06, 0.51 .03* 
    

0.00% 

Follow-up (24—36 months)  3 (8) 
 

0.37 5 -0.31, 1.06 -0.81, 1.55 .14 
    

66.73% 

All time-points  13 (46) 7.27 0.28 7 0.14, 0.42 -0.03, 0.59 .002** 0.014 29.62% 0.00 0.00% 29.62% 

All time-points—High RoB 

studies removedd  

11 (43) 5.92 0.31 6 0.17, 0.46 -0.01, 0.64 .002** 0.014 30.24% 0.00 0.00% 30.24% 

LTPP versus active controls c             

End of treatment  6 (7) 4.91 0.72 3 -0.06, 1.50 -1.19, 2.63 .065 0.012 2.31% 0.44 85.49% 87.81% 

End of treatment—High RoB 

studies removedd 

4 (5)  0.61 

4 

-0.03, 1.25 -0.45, 1.66 .06     45.16% 

All time-points  6 (17) 4.74 0.62 3 0.05, 1.19 -0.72, 1.96 .04* 0.039 14.74% 0.18 65.71% 80.45% 

All time-points—High RoB 

studies removedd  

4 (13)  0.58 

4 

0.08, 1.09 -0.14, 1.30 .04*     24.31% 

LTPP versus active 

treatments c 

   

 

        

End of treatment  8 (14) 4.74 0.28 7 0.13, 0.43 0, 0.56 .006** 0.008 18.86% 0.00 0.00% 18.86% 

End of treatment—High RoB 

studies removedd  7 (13) 4.14 0.27 7 

0.1, 0.45 -0.03, 0.58 .01* 0.009 20.56% 0.00 0.00% 20.56% 

All time-points  8 (31) 4.44 0.23 8 0.1, 0.37 -0.07, 0.53 .008** 0.010 25.32% 0.00 0.00% 25.32% 



   

 

   

 

All time-points—High RoB 

studies removedd  7 (30)  0.24 8 

0.07, 0.4 0.07, 0.4 .01*     0.00% 

Note. K = number of clusters (i.e., total number of effects within clusters); Satt(df) = Satterthwaite degrees of freedom; SMD = standardized mean 

difference, expressed as Hedges’s g; NNT = number needed to treat; 95% CI = 95% confidence interval; 95% PI = 95% prediction interval; τ² = variance 

component, where τ² (within-study) represents the variance of true effects within clusters, and τ² (between-study) represents between-study 

heterogeneity; I² = proportion of variance due to heterogeneity rather than sampling error, where I² (within-study) represents within-cluster 

heterogeneity, and I² (between-study) represents between-study heterogeneity; RoB = risk of bias. 

a A Satterthwaite degrees of freedom (df) value indicates a three-level model in which variance is partitioned at the cluster level. 

b Effect sizes have been reverse-scored so that positive values favor LTPP. 

c Bateman and Fonagy (1999), Bastos et al. (2015), and Walton et al. (2020) were excluded as outliers from all-trials models; Bastos et al. (2015) was 

excluded from active control models, and Walton et al. (2020) from active treatment models. 

d Doering et al. (2010) and Clarkin et al. (2007) were excluded from all-trials models due to high risk of bias; Bateman and Fonagy (1999) and Doering et 

al. (2010) from active control models; and Clarkin et al. (2007) from active treatment models. 

*p < .05. **p < .01. ***p < .001. 



   

 

   

 

without altering the overall pattern of findings. Clinical events showed slightly 

larger point estimates but were characterised by wide confidence and prediction 

intervals and substantial heterogeneity. 

Subgroup Comparisons. 

LTPP Versus Active Controls For anxiety, effects relative to active controls were 

non-significant at treatment completion and across all timepoints, with wide 

confidence and prediction intervals and substantial heterogeneity. Removal of 

high-risk-of-bias studies did not materially improve precision or alter conclusions. 

For global distress, effects at treatment completion were of moderate magnitude 

but did not reach statistical significance, and heterogeneity increased markedly 

when pooled across timepoints. Exclusion of high-risk-of-bias studies increased the 

point estimate but substantially widened the confidence intervals. 

LTPP Versus Active Treatments For anxiety, comparisons with active treatments 

yielded small and non-significant effects across all models, indicating no 

meaningful differences between LTPP and other active psychological interventions. 

For global distress, LTPP demonstrated small but statistically significant effects at 

treatment completion and when aggregated across all timepoints. These effects 

were broadly consistent with those observed for depressive symptom severity, 

although confidence and prediction intervals indicated variability in expected 

effects across future trials. Excluding high-risk-of-bias studies modestly increased 

effect estimates without changing substantive conclusions. 

Psychosocial Functioning 

Table 4 presents between-group effects comparing LTPP across all trials for 

psychosocial functioning, including interpersonal functioning and quality of life. 

Inconsistent reporting across trials limited statistical power, restricting 

quantitative synthesis and precluding follow-up interval-specific and subgroup 

analyses. Interpersonal functioning was the only outcome reported with sufficient 

frequency to permit multilevel modelling, yielding small, marginally non-

significant effects favouring LTPP. In contrast, effects on quality of life were 

equivocal, with point estimates close to zero and wide confidence and prediction 

intervals. Across models, heterogeneity was substantial, limiting confidence in 

pooled estimates. 

 

 



   

 

   

 

 

Table 3 | Between-Group Effects of LTPP on Clinical Outcomes Excluding Outliers 

Outcome K (no. effects) Satt dfa SMDb NNT 95% CI 95% PI p Heterogeneity 

    
 

   
Within-study Between-study Overall 

        τ² I² (%) τ² I² (%) I² (%) 

Severity of Anxiety 
   

 
        

Across all trialsc             

End of treatment  6 (13) 4.04 0.13 14 -0.19, 0.44 -0.45, 0.70 .33 0.005 7.52% 0.025 37.49% 45.01% 

End of treatment—High RoB 

studies removedd  

4 (10) 
 

0.33 6 0.05, 0.62 0.05, 0.62 .03* 
    

0.00% 

Follow-up (3—6 months)  2 (4) 
 

0.42 5 -2.78, 3.62 -2.78, 3.62 .35 
    

0.00% 

Follow-up (12—18 months)  2 (5) 
 

0.45 4 -0.90, 1.79 -0.90, 1.79 .15 
    

0.00% 

All time-points  6 (31) 
 

0.09 20 -0.21, 0.40 -0.48, 0.66 .47 
    

45.41% 

All time-points—High RoB 

studies removedd  

4 (27) 
 

0.24 8 -0.09, 0.57 -0.18, 0.66 .10 
    

13.14% 

Versus Active Controlc             

End of treatment  3 (6)  0.31 6 -0.77, 1.38 -1.55, 2.16 .35     66.87% 

All time-points  3 (10)  0.05 33 -0.81, 0.92 -1.33, 1.44 .81     52.35% 

Versus Active Treatmentc             

End of treatment  4 (10)  0.13 14 -0.39, 0.65 -0.76, 1.02 .48     49.93% 

End of treatment—High RoB 

studies removedd 

3 (8)  0.27 

7 

-0.28, 0.83 -0.47, 1.02 .17     20.75% 

All time-points  4 (27)  0.06 30 -0.43, 0.55 -0.77, 0.89 .73     47.32% 

High RoB studies removedd 3 (25)  0.14 13 -0.56, 0.83 -0.92, 1.20 .48     41.57% 

Global distress  
   

 
        

Across all trialsc             

End of treatment  10 (23) 7.72 0.32 6 0.14, 0.50 -0.10, 0.74 .003** 0.018 24.95% 0.009 12.62% 37.57% 



   

 

   

 

End of treatment—High RoB 

studies removedd 

8 (20) 6.20 0.35 6 0.13, 0.57 -0.14, 0.84 .008** 0.011 13.73% 0.022 29.18% 42.91% 

Follow-up (3—6 months)  3 (7) 
 

0.41 5 -0.20, 1.01 -0.20, 1.01 .10 
    

0.00% 

Follow-up (12—18 months)  3 (7) 
 

0.39 5 0.01, 0.78 0.01, 0.78 .05* 
    

0.00% 

Follow-up (24—36 months)  2 (4) 
 

0.48 4 -1.75, 2.70 -2.92, 3.88 .22 
    

65.83% 

All time-points  10 (43) 7.16 0.33 6 0.15, 0.50 -0.10, 0.75 .003** 0.017 26.43% 0.009 14.30% 40.73% 

All time-points—High RoB 

studies removedd 

8 (40) 5.85 0.36 5 0.14, 0.57 -0.14, 0.85 .007** 0.015 21.36% 0.018 24.71% 46.07% 

Versus Active Controlc             

End of treatment  4 (8)  0.39 5 -0.04, 0.82 -0.27, 1.05 .06     33.82% 

End of treatment—High RoB 

studies removedd  

2 (4)  0.55 
4 

-1.34, 2.45 -1.51, 2.61 .17     8.17% 

All time-points  4 (19)  0.25 8 -0.48, 0.98 -1.22, 1.72 .36     77.86% 

All time-points—High RoB 

studies removedd 

2 (10)  0.55 
4 

-1.30, 2.39 -1.46, 2.56 .17     8.06% 

Versus Active Treatmentc             

End of treatment  7 (17) 5.02 0.27 7 0.02, 0.52 -0.22, 0.77 .037* 0.01 16.42% 0.02 21.68% 38.10% 

End of treatment—High RoB 

studies removedd 

6 (16) 4.34 0.28 7 -0.01, 0.57 -0.30, 0.86 .057 0.01 15.19% 0.02 29.20% 44.39% 

All time-points  7 (31) 4.60 0.27 7 0.04, 0.51 -0.21, 0.76 .032* 0.01 21.32% 0.01 17.66% 38.98% 

All time-points—High RoB 

studies removedd 

6 (30) 4.11 0.28 7 0, 0.56 -0.29, 0.85 .050 0.01 19.30% 0.02 26.13% 45.44% 

Clinical Events             

Across all trialsc             

End of treatment   3 (13)  0.32 6 -0.56, 1.21 -1.13, 1.77 .26     59.51% 

End of treatment—High RoB 

studies removedd 

2 (5)  0.54 3 -1.40, 2.49 -1.40, 2.49 .18     0.00% 



   

 

   

 

All time-points   3 (18)  0.33 6 -0.51, 1.16 -1.08, 1.73 .24     65.92% 

All time-points—High RoB 

studies removedd 

2 (10)  0.52 4 -0.69, 1.73 -0.69, 1.73 .12     0.00% 

Note. K = number of clusters (i.e., total number of effects within clusters); Satt(df) = Satterthwaite degrees of freedom; SMD = standardized mean 

difference, expressed as Hedges’s g; NNT = number needed to treat; 95% CI = 95% confidence interval; 95% PI = 95% prediction interval; τ² = variance 

component, where τ² (within-study) represents the variance of true effects within clusters, and τ² (between-study) represents between-study 

heterogeneity; I² = proportion of variance due to heterogeneity rather than sampling error, where I² (within-study) represents within-cluster 

heterogeneity, and I² (between-study) represents between-study heterogeneity; RoB = risk of bias. 

a A Satterthwaite degrees of freedom (df) value indicates a three-level model in which variance is partitioned at the cluster level. 

b Effect sizes have been reverse-scored so that positive values favor LTPP. 

c Bateman and Fonagy (1999), Bastos et al. (2015), and Walton et al. (2020) were excluded as outliers from all-trials models; Bastos et al. (2015) was 

excluded from active control models, and Walton et al. (2020) from active treatment models. 

d Doering et al. (2010) and Clarkin et al. (2007) were excluded from all-trials models due to high risk of bias; Bateman and Fonagy (1999) and Doering et 

al. (2010) from active control models; and Clarkin et al. (2007) from active treatment models. 

*p < .05. **p < .01. ***p < .001. 

 

  



   

 

   

 

Table 4 | Between-Group Effects of LTPP on Psychosocial Functioning Across All Trials 

Outcome K (no. 

effects) 

Satt df SMD NNT 95% CI 95% PI p Heterogeneity 

    
 

   
Within-study Between-study Overall 

        τ² I² (%) τ² I² (%) I² (%) 

Interpersonal  functioning c                         

End of treatment  7 (14) 5.52 0.31 6 -0.08, 0.71 -0.67, 1.29 0.10 0.028 17.32% 0.102 63.68% 80.99% 

End of treatment—High RoB 

studies removedd  

6 (13) 4.59 0.36 5 -0.10, 0.82 -0.72, 1.44 

0.10 0.028 16.83% 0.108 65.65% 82.48% 

All time-points  7 (33) 5.41 0.29 7 -0.08, 0.67 -0.65, 1.23 0.10 0.032 22.67% 0.084 59.32% 81.99% 

All time-points—High RoB 

studies removedd  

6 (32) 4.53 0.33 6 -0.10, 0.77 -0.70, 1.37 

0.10 0.032 21.36% 0.094 62.04% 83.40% 

Quality of life c 
   

 
        

End of treatment 5 (15) 
 

0.18 11  -0.13, 0.48 -0.40, 0.70 .18 
    

40.60% 

All time-points   5 (29) 
 

0.15 12   -0.19, 0.49 -0.53, 0.83 .28 
    

65.98% 

Note. K = number of clusters (total number of effects within clusters); Satt(df) = Satterthwaite degrees of freedom; SMD = standardized mean 

difference, expressed as Hedges’s g values; NNT = Number Needed to Treat;  95% CI = 95% confidence interval; 95% PI = 95% prediction interval; τ² = 

variance component, where τ² (within-study) represents the variance of true effects within clusters and τ² (between-study) represents between-study 

heterogeneity; I² = proportion of variance due to heterogeneity rather than sampling error, where I² (within-study) represents within-cluster 

heterogeneity and I² (between-study) represents between-study heterogeneity; RoB = Risk of Bias. p values indicate statistical significance: *p < .05, **p < 

.01, ***p < .001. 

 a  The presence of a Satt df value indicates a three-level model in which variance can be partitioned at the cluster level. 
b Effect sizes have been reverse-scored so that positive values favour LTPP. 
c Bateman and Fonagy (1999), Bastos et al. (2015), and Walton et al. (2020) were excluded as outliers 
d Doering et al. (2010) and Clarkin et al. (2007) were excluded due to high risk of bias 

 

 



   

 

   

 

Within-group effects 

Although within-group effects do not permit causal attribution, they remain useful 

as indicators of the magnitude and durability of clinical change, especially when 

between-group effect sizes are modest or uncertain. Within-group effects could be 

calculated for 14 of the 16 included studies; baseline data were unavailable in the 

Robinson et al. (2016) and Kool et al. (2024) trials. Table 5 summarizes within-

group changes in depression severity, anxiety severity, and global distress from 

baseline to post-treatment, follow-up intervals, and aggregated across all 

timepoints, following removal of outliers. 

Across all studies, LTPP demonstrated a very large within-group reduction in 

depressive symptoms at treatment termination (K = 14, SMD = 1.45, 95% CI [0.87, 

2.03], p < .001). Heterogeneity was substantial and largely attributable to 

between-study variance (93%), with minimal within-study variability (5%). The 

prediction interval was wide (SMD = −0.76 to 3.66), indicating considerable 

variability in expected effects across future studies. Outlier analyses identified 

three studies (Fonagy et al., 2015; Doering et al., 2010; Bastos et al., 2015), which 

were subsequently excluded from all within-group models. Following their 

exclusion, the end-of-treatment within-group effect remained statistically 

significant (K = 11, SMD = 1.33, 95% CI [1.01, 1.64], p < .001), and statistically 

significant within-group reductions were also observed across multiple follow-up 

intervals, extending up to three years post-treatment. 

For anxiety symptoms, LTPP was associated with moderate within-group reductions 

at treatment completion. Follow-up analyses were limited by sparse data beyond 

12–18 months; effects at this interval remained positive but imprecise, with wide 

confidence and prediction intervals. When aggregated across all available 

timepoints, pooled effects remained moderate, albeit with substantial 

heterogeneity. For global distress, large within-group improvements were observed 

at treatment completion. Follow-up analyses were again constrained by limited 

reporting, though improvements persisted at the 12–18-month interval. Aggregated 

analyses across all timepoints yielded a moderate, statistically significant 

reduction in global distress, accompanied by substantial between-study 

heterogeneity. 

 



   

 

   

 

Table 5| Within-Group Effects of LTPP Versus All Comparators for Symptom Outcomes 

Outcomeb K (no. effects) Satt dfa SMDb 95%CI 95% PI p Heterogeneity 
       

Within-study Between-study Overall 

       τ² I² (%) τ² I² (%) I² (%) 

Severity of Depression                       

End of treatment 11 (15) 9.65 1.33 1.01, 1.64 0.31, 2.35 < .001*** 0.05 25.72 0.13 64.22 89.94% 

High RoB studies removedc 9 (13) 7.79 1.31 0.94, 1.68 0.20, 2.42 < .001*** 0.05 24.44 0.15 67.00 91.44% 

Follow-up (3–6 months) 2 (2)  1.29 -0.35, 2.93 -0.35, 2.93 .064     0.00% 

Follow-up (12–18 months) 4 (6)  1.43 0.82, 2.04 0.21, 2.65 .005**     79.02% 

Follow-up (24–36 months) 2 (6)  1.55 -0.92, 4.02 -2.22, 5.31 .080     61.19% 

All timepoints 11 (35) 9.02 1.22 1.04, 1.40 0.71, 1.73 < .001*** 0.01 12.22 0.04 57.29 69.51% 

High RoB studies removedc 9 (31) 7.44 1.19 0.99, 1.39 0.67, 1.71 < .001*** 0.00 6.98 0.04 63.68 70.66% 

Severity of Anxiety 
           

End of treatment  5 (13) 
 

0.81 0.41, 1.21 -0.09, 1.70 .01* 
    

84.71% 

High RoB studies removedc  3 (9) 
 

0.68 0.01, 1.35 -0.58, 1.94 .05* 
    

86.01% 

Follow-up (12-18 months)  2 (5) 
 

0.83 -0.88, 2.53 -1.88, 3.53 .10 
    

75.70% 

All timepoints  5 (39) 
 

0.90 0.42, 1.38 -0.20, 2.01 .01* 
    

93.84% 

High RoB studies removedc 3 (31) 
 

0.73 0.24, 1.23 -0.18, 1.65 .02* 
    

86.20% 

Global Distress 
           

End of treatment 7 (12) 5.15 1.34 0.46, 2.22 -1.91, 4.59 .011* 1.51 98.87 0.00 0.00 98.87% 

High RoB studies removedc 5 (9)  0.74 0.20, 1.27 -0.53, 2.00 .019*     93.99% 

Follow-up (12–18 months) 2 (5)  0.68 -4.95, 6.31 -9.00, 10.36 .367     97.77% 

All timepoints 7 (29)  0.74 0.40, 1.07 -0.17, 1.64 .002**     93.00% 

High RoB studies removedc 5 (21)  0.76 0.27, 1.25 -0.41, 1.93 .013*     95.30% 

Note. K = number of clusters (total number of effects within clusters); Satt(df) = Satterthwaite degrees of freedom; SMD = 

standardized mean difference, expressed as Hedges’s g values; 95% CI = 95% confidence interval; 95% PI = 95% prediction 

interval; τ² = variance component, where τ² (within-study) represents the variance of true effects within clusters and τ² 

(between-study) represents between-study heterogeneity; I² = proportion of variance due to heterogeneity rather than sampling 



   

 

   

 

error, where I² (within-study) represents within-cluster heterogeneity and I² (between-study) represents between-study 

heterogeneity; RoB = Risk of Bias.  
a  The presence of a Satt df value indicates a three-level model in which variance can be partitioned at the cluster level. b Effect 

sizes have been reverse-scored so that positive values favour LTPP. 
b Outlier analyses identified three studies (Fonagy et al., 2015; Doering et al., 2010; Bastos et al., 2015), which were 

subsequently excluded from all within-group models 
cBateman & Fonagy, 1999 and Clarkin et al. 2007, were removed due to being rated as high-risk-of-bias studies 

*p < .05, **p < .01, ***p < .001. 



   

 

   

 

Publication bias 

Publication bias was evaluated using Egger Sandwich tests, standard Egger 

regressions, and three-parameter selection model (3PSM) likelihood ratio tests, 

with detailed results provided in Appendix D. Analyses were conducted for all-

comparator models and subgroup comparisons (LTPP versus active treatments; 

LTPP versus active controls). Across outcomes and subgroup analyses, there was no 

significant evidence of publication bias, as indicated by non-significant intercepts 

and selection likelihood tests. 

 

GRADE Assessment and EST Criteria 

Certainty of evidence was assessed for three clinical outcomes at treatment 

termination, with depressive symptom severity designated as the critical outcome. 

Ratings were based on pooled estimates from outlier-excluded models and 

informed by sensitivity analyses excluding studies at high risk of bias. Table 6 

summarises the GRADE assessments for the all-trials analysis and the active-control 

and active-treatment subgroups. 

The updated empirically supported treatment (EST) criteria distinguish between 

the strength of evidence and the magnitude of the pooled effect. A Strong 

recommendation requires at least moderate-certainty evidence together with a 

pooled effect that meets or exceeds the minimal important difference threshold 

(SMD ≥ 0.24). A Very Strong recommendation additionally requires clinically 

relevant improvement in functional outcomes. When evidence is of very low 

certainty, or when effects are imprecisely estimated and statistically non-

significant, recommendations are considered Weak even if the point estimate 

exceeds the threshold for clinical relevance. 

Across all trials 

For comparisons across all trials, no serious concerns regarding inconsistency, 

indirectness, publication bias, or risk of bias were identified. Imprecision was 

assessed using two complementary considerations: whether the 95% confidence 

interval crossed the prespecified threshold of interest (SMD = 0.20), and whether 

the optimal information size (OIS) was met. The OIS was calculated in G*Power 

Version 3.1.9.6 (Faul et al., 2009) as the sample size required to detect a clinically 

meaningful effect of SMD = 0.24 (Cuijpers et al., 2014), with α = .05 and power = 

.80, producing an OIS of 432 participants. These considerations were integrated 

into a single judgement within the GRADE imprecision domain. The OIS was met for 

depressive symptom severity (N = 1,141), anxiety symptoms (N = 475), and global 

distress (N = 1,005). Certainty was not downgraded for depressive symptom 



   

 

   

 

severity because the confidence interval did not extend below the threshold of 

interest (SMD = 0.20). Certainty for anxiety symptoms and global distress was 

downgraded by one level for serious imprecision because the confidence intervals 

crossed this threshold, leaving uncertainty about whether the true effects were 

clinically meaningful. These judgements resulted in high-certainty evidence for 

depressive symptom severity and moderate-certainty evidence for anxiety 

symptoms and global distress. 

Under the updated EST criteria, the high-certainty evidence for depressive 

symptom severity and a pooled effect exceeding the minimal important difference 

threshold support a Strong recommendation for LTPP across all trials. However, 

the absence of clinically relevant improvements in functional outcomes precludes 

a Very Strong recommendation. 

Active-control subgroup 

For comparisons with active controls, no serious concerns regarding inconsistency, 

indirectness, or publication bias were identified. Ratings for depressive symptom 

severity and global distress were based on estimates calculated after excluding 

studies at high risk of bias. For anxiety symptoms, a corresponding sensitivity 

estimate could not be calculated because two of the three contributing studies—

Bateman and Fonagy (1999) and Doering et al. (2010)—were rated as being at high 

risk of bias. Certainty for anxiety symptoms was therefore downgraded for serious 

risk of bias. 

Imprecision was judged very serious for depressive symptom severity and 

extremely serious for anxiety symptoms and global distress. For all three 

outcomes, the sample sizes did not meet the OIS and the wide confidence intervals 

encompassed substantially different ranges of effect. For anxiety symptoms, 

imprecision was compounded by serious concerns regarding risk of bias: two of the 

three contributing studies were rated as being at high risk of bias, preventing 

calculation of a sensitivity estimate excluding these studies. These judgements 

resulted in low-certainty evidence for depressive symptom severity and very-low-

certainty evidence for anxiety symptoms and global distress. 

Although the point estimates exceeded the threshold for clinical relevance, the 

effects were imprecisely estimated and statistically non-significant. Under the 

updated EST criteria, the low and very-low-certainty evidence therefore supports 

only a Weak recommendation for LTPP relative to active controls. 

Active-treatment subgroup 

For comparisons with active treatments, no serious concerns regarding 

inconsistency, indirectness, publication bias, or risk of bias were identified. 



   

 

   

 

Certainty for depressive symptom severity was downgraded by one level for serious 

imprecision because the confidence interval crossed the prespecified threshold of 

interest, despite the OIS being met. Certainty for global distress was downgraded 

by two levels for very serious imprecision because the confidence interval 

encompassed effects ranging from no difference to a moderate benefit. Certainty 

for anxiety symptoms was downgraded by three levels for extremely serious 

imprecision because the OIS was not met and the confidence interval encompassed 

large favourable comparator effect, no effect, and substantial benefit. These 

judgements resulted in moderate-certainty evidence for depressive symptom 

severity, low-certainty evidence for global distress, and very-low-certainty 

evidence for anxiety symptoms. 

Under the updated EST criteria, the moderate-certainty evidence for depressive 

symptom severity and a pooled effect exceeding the minimal important difference 

threshold support a Strong recommendation for LTPP relative to active treatments. 

 



   

 

   

 

Table 6 | Summary of Findings for Long-Term Psychodynamic Psychotherapy Versus Other Treatments at end-of-treatment 

Outcome and follow-up 

Patients 

(studies), 

N 

Absolute effects 

Certainty Reason for downgrading Interpretation 
other 

treatments 
LTPP 

Difference 

(SMD, 95% CI) 

Main analysis: LTPP vs. All trials     
 

 

Depression symptoms, Self- 

and observer-rated measures 

of depressive symptoms. 

(critical) 

1,141 
(11 RCTs) 

- - 
0.34 

(0.20 to 0.47) 

⨁⨁⨁⨁ 

High 

 Long-term psychodynamic 

psychotherapy results in a slight 

decrease in depression symptoms 

compared to other treatments. 

Anxiety symptoms, Self- and 

observer-rated measures of 

anxiety symptoms 

475 

(4 RCTs) 
- - 

0.33 
(0.05 to 0.62) 

⨁⨁⨁◯ 

Moderate  

Imprecision Long-term psychodynamic 

psychotherapy probably results in a 

slight decrease in anxiety symptoms 

compared to other treatments. 

Global distress, Self-reported 

measures of global distress 

1,005 
(8 RCTs) 

- - 
0.35 

(0.13 to 0.57) 

⨁⨁⨁◯ 

Moderate 

Imprecision Long-term psychodynamic 

psychotherapy probably results in a 

slight decrease in global distress 

compared to other treatments. 

Subgroup: LTPP vs. Active 

control 
     

 
 

Depression symptoms, Self- 

and observer-rated measures 

of depressive symptoms. 

(critical) 

238 

(4 RCTs) 
  

0.61 

(-0.03 to 1.25) 

⨁⨁◯◯ 

Low 

Imprecision The evidence is uncertain about the 

effect of long-term psychodynamic 

psychotherapy on depression 

symptoms when compared to active 

control. 

Anxiety symptoms, Self- and 

observer-rated measures of 

anxiety symptoms 

202a 

(3 RCTs) 
  

0.31 
(-0.77 to 1.38) 

⨁◯◯◯ 

Very low 

Imprecision 

Risk of bias 
The evidence is very uncertain about 

the effect of long-term 

psychodynamic psychotherapy on 



   

 

   

 

anxiety symptoms when compared to 

active control. 

Global distress, Self-reported 

measures of global distress 

189 

(2 RCTs) 
  

0.55 
(-1.34 to 2.45) 

⨁◯◯◯ 

Very low 

Imprecision 

 

The evidence is very uncertain about 

the effect of long-term 

psychodynamic psychotherapy on 

global distress when compared to 

active control. 

Subgroup: LTPP vs. Active 

treatment 
     

 
 

Depression symptoms, Self- 

and observer-rated measures 

of depressive symptoms. 

(critical) 

903  
(7 RCTs) 

  
0.27 

(0.1 to 0.45) 

⨁⨁⨁◯ 

Moderate 

Imprecision 

 
Long-term psychodynamic 

psychotherapy probably slightly 

decreases depression symptoms when 

compared to active treatment. 

Anxiety symptoms, Self- and 

observer-rated measures of 

anxiety symptoms 

415 

(3 RCTs) 
  

0.27 
(-0.28 to 0.83) 

⨁◯◯◯ 

Very low 

Imprecision 

 

The evidence is very uncertain about 

the effect of long-term 

psychodynamic psychotherapy on 

anxiety symptoms when compared to 

active treatment. 

Global distress, Self-reported 

measures of global distress 

816 
(6 RCTs) 

  
0.28 

(-0.01 to 0.57) 

⨁⨁◯◯ 
Low 

Imprecision 

 

Long-term psychodynamic 

psychotherapy may result in little to 

no difference in global distress when 

compared to active treatment. 

aEstimate based on the inclusion of two studies with a high risk of bias (Bateman & Fonagy, 1999; Doering et al., 2010). 
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Discussion  

This meta-analysis synthesizes the current evidence regarding the efficacy of LTPP in 

reducing depressive symptoms. According to updated EST criteria, we found that 

LTPP warrants a Strong recommendation for the treatment of depression symptoms 

when compared across all trials and with active treatments specifically, based on 

moderate- to high-quality evidence demonstrating clinically meaningful effects. 

These findings corroborate recent Strong recommendations for psychodynamic 

treatments outlined by a recent umbrella review (Leichsenring et al., 2023). 

Comparisons with active control conditions support only a Weak recommendation, 

owing to lower certainty and imprecision in the available evidence.  

Included RCTs exhibited considerable variation in psychodynamic approach, 

treatment duration, patient populations, and comparator interventions, highlighting 

the breadth and flexibility of LTPP in clinical practice. By integrating RCT data across 

patients diagnosed with depression and/or personality disorders, this study aligns 

with recent calls for more transdiagnostic research approaches (Borsboom, 2017; 

Kotov et al., 2017). Such inclusion enhances generalizability, mitigating the 

limitations imposed by narrowly defined diagnostic categories that fail to reflect 

real-world clinical complexity.  

Interventions were implemented in a range of service contexts, including outpatient 

psychotherapy clinics, specialist personality disorder services, and day-hospital 

programmes. Treatment formats likewise differed, with some models delivered 

exclusively as individual psychotherapy (e.g., transference-focused psychotherapy 

and psychoanalysis), while others combined individual and group-based components 

(e.g., mentalization-based treatment programmes). Session frequency also varied 

substantially, ranging from once-weekly psychotherapy to higher-frequency analytic 

treatments or programme-based day-hospital interventions. While these differences 

reflect the diversity with which long-term psychodynamic approaches are 

implemented in routine clinical practice, the relatively small number of available 

trials precluded formal examination of whether treatment setting, format, or 

intensity moderated outcomes. Importantly, despite methodological variability 

among trials, low between-study heterogeneity in depression outcomes suggests that 

broader inclusion criteria did not introduce substantial measurement inconsistencies. 

Within-group effects were large at treatment completion, while follow-up estimates 

were generally positive but increasingly imprecise, particularly at 24–36 months, 

suggesting that LTPP is associated with sustained symptomatic improvement. 

Furthermore, between-group summary effect estimates indicated that LTPP yields 

small but clinically meaningful (SMD > 0.24) reductions in depressive symptoms and 

global distress at treatment completion compared with all comparators, with 

benefits also broadly sustained across subsequent follow-up periods. These results 
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concur with previous meta-analyses indicating that LTPP is associated with modestly 

greater improvement in psychiatric symptoms and target problems compared to less 

intensive or alternative psychotherapies in individuals with complex mental disorders 

(Leichsenring & Rabung, 2011; Woll & Schönbrodt, 2019). 

Given the absence of robust, empirically validated thresholds for clinically 

meaningful differences between active interventions in depression, we adopted the 

threshold of SMD ± 0.24 proposed by Cuijpers et al. (2014). This threshold, derived 

from patient-anchored utility data and originally proposed to identify minimal 

important differences in treatment versus control contrasts, has been conservatively 

applied here to evaluate the potential clinical relevance of LTPP when compared 

with both active treatments and active control conditions. While this extrapolation 

remains provisional, it offers a cautious benchmark in the absence of more robust 

condition-specific MID estimates for depression.  

Crucially, clinically meaningful effects were retained even in comparisons restricted 

to active, empirically supported comparators such as CBT, DBT, and SCM. The 

relatively narrow confidence intervals surrounding the pooled effect for depression 

severity in this subgroup underscore the precision and reliability of current evidence 

for LTPP as a treatment for depression.  

As SMDs are difficult to interpret (Cuijpers, 2021) and frequently misinterpreted in 

clinical settings (Johnston et al., 2016), in non-pre-registered analyses we 

additionally calculated NNT values using the method proposed by Kraemer and 

Kupfer (2006). The estimated NNTs were 3 and 7 for comparisons with active controls 

and active treatments, respectively, meaning that LTPP must be delivered to roughly 

three or seven patients for one to benefit beyond the comparator. While this 

approach facilitates interpretability in the absence of dichotomous data, it is not 

anchored to clinically meaningful thresholds such as treatment response or 

remission. Future trials should prioritize the reporting of binary outcomes, including 

response and remission rates, to enhance clinical relevance and applicability. 

For outcome domains other than depression severity and global distress, effect 

estimates were more inconsistent and often inadequately powered, preventing clear 

interpretation. In particular, data on the impact of LTPP on quality of life and 

clinically important events (e.g., hospitalizations, suicide attempts) were 

insufficient and inconclusive, highlighting a critical gap for future research to 

address. Interpersonal functioning showed small yet markedly variable effects, 

consistent with findings from another meta-analysis of LTPP RCTs by Woll and 

Schönbrodt (2019), which similarly reported modest and heterogeneous effects in 

this domain. The limited number of contributing studies prevented detailed subgroup 

analysis to clarify this variability. In addition, substantial between-study variance 

suggests possible moderating factors. Given PDT's explicit emphasis on relational 
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dynamics, the inconsistent effects on interpersonal outcomes were unexpected, 

underscoring the need for further investigation. 

To our knowledge, this meta-analysis represents the first systematic examination of 

the effects of LTPP for depression and is the first to apply contemporary EST criteria 

to evaluate its efficacy. Methodological strengths further reinforce our findings' 

validity. Specifically, our approach utilized the GRADE framework to integrate 

considerations of bias, clinical significance, statistical power, and heterogeneity into 

a coherent quality assessment. Additionally, multilevel modelling was employed to 

robustly account for within-study variance, minimizing misattribution of effects to 

between-study heterogeneity. A key strength of this meta-analysis is the sufficient 

number of studies (K = 16), allowing meaningful differentiation between LTPP effects 

relative to active treatments and other control conditions. Lastly, while some trials 

in this review were conducted under heavily controlled conditions, others — such as 

Jørgensen et al. (2013), Kool et al. (2024), and Fonagy et al. (2015) — adopted more 

pragmatic designs, featuring broad inclusion criteria, allowance for concurrent 

medication, and delivery within routine care settings, strengthening the 

generalizability of our findings to routine care. 

 

Limitations and Future Directions 

Despite these strengths, several limitations warrant consideration. Firstly, the 

relatively small number and heterogeneity of included RCTs constrained the scope 

and depth of conclusions. Although robust end-of-treatment effects for depressive 

symptoms were identified, the limited data prevented meaningful moderator 

analyses of potential moderating variables. This significantly constrains the clinical 

interpretability of the evidence, as it precludes meaningful testing of potentially 

important moderators amidst a highly heterogeneous set of studies. As more studies 

accumulate, future meta-analyses must test for potential moderating variables 

across complexity dimensions, including baseline severity, illness chronicity, 

comorbid personality pathology, trauma histories, and interpersonal dysfunction, as 

well as treatment-related factors like duration, intensity, and delivery format. 

Without this information, it remains difficult for clinicians and policymakers to 

provide tailored, evidence-based recommendations for when LTPP is most likely to 

be effective. 

A key consideration concerns the operationalisation of ‘complex’ depression. While 

the construct informed study inclusion on the basis of clinical complexity, there 

remains limited consensus regarding how such a subgroup should be defined and 

measured, with variability in how complexity is indexed across studies. Nonetheless, 

focusing on complex presentations is warranted, given both the high prevalence of 

depression and consistent evidence that comorbidity, chronicity, and personality-
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related difficulties are associated with poorer response to brief, symptom-focused 

interventions and may benefit from longer-term, relationally oriented approaches. 

Without such a framing, efforts to synthesise and interpret treatment effects for this 

prevalent subset risk being foreclosed. Future work should therefore refine and 

operationalise the construct in clinically actionable terms. In particular, there is a 

need to develop and validate assessment strategies that delineate subgroups at the 

level of treatment stratification to better identify individuals who may benefit from 

longer-term interventions, including LTPP. 

In addition, a lack of trials prevented us from exploring variability between specific 

LTPP approaches. Consequently, LTPP was analyzed as a unified intervention, without 

fully accounting for potential variability between specific psychodynamic 

approaches. This may be problematic because although LTPP represents a unified 

therapeutic approach, differences in emphasis and technique may conceal 

meaningful and clinically useful differences. 

Subgroup analyses of LTPP versus control conditions yielded greater imprecision and 

inconsistency, primarily reflecting the small subgroup size (K = 6) and variability in 

defining active control conditions. For example, one study (Fonagy et al., 2015) 

employed a pragmatic active control involving any NICE-recommended treatment for 

treatment resistant depression (including psychotherapy and pharmacotherapy), 

whereas another study (Jorgensen et al., 2013) utilized six months of supportive 

therapy as an active comparator. Such heterogeneity makes it challenging to clearly 

establish LTPP’s relative effectiveness compared to active controls. Although 

moderate to large effects emerged, the considerable uncertainty in estimates 

limited the strength of clinical recommendations (i.e., a Weak recommendation 

according to EST criteria). Further trials clarifying active control definitions and 

expanding subgroup comparisons are required for more robust conclusions regarding 

LTPP’s comparative effectiveness with active controls. 

A key limitation was our inability to model psychotropic use due to inconsistent 

reporting and lack of individual-level data: although 10/16 trials reported arm-

specific baseline rates, sparse information on medication class, dose, and trajectory 

precluded covariate adjustment. Comparable baseline medication use and robust 

effects in trials with strict pharmacotherapy protocols suggest LTPP’s benefits extend 

beyond drug treatment. However, future RCTs should longitudinally track and share 

individual-level medication data to statistically isolate the effects of 

pharmacotherapy and psychotherapy. 

Moreover, fewer than 10 of the 16 trials included follow-up data, restricting reliable 

conclusions regarding sustained treatment efficacy. Echoing Woll and Schönbrodt 

(2019, p. 66), we emphasize the critical importance of extensive follow-up data: 

“For a discipline assuming that treatment effects carry on and even continue to 
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improve after the treatment finishes, more extensive follow-up data should be 

provided in the future.” 

Another notable gap is the limited reporting of secondary clinical event data, 

including hospital utilization, suicide attempts, and parasuicidal behaviors, which 

are essential indicators of real-world clinical impact. Likewise, quality-of-life data 

remain surprisingly sparse given the psychodynamic emphasis on long-term 

functional recovery beyond mere symptomatic relief. A parsimonious quality of life 

measure, such as the EQ-5D, should be routinely implemented to enable a more 

holistic evaluation of life satisfaction in the face of ongoing symptomatology, as well 

as to enable more cost-effectiveness analyses. 

Cost-effectiveness evaluations of LTPP remain insufficiently addressed. Given its 

resource-intensive nature, clear evidence demonstrating economic viability is 

crucial. Only three trials in this review included economic analyses, leaving the cost-

benefit balance largely unexplored (Blankers et al., 2021; Koeser et al., 2023; 

Maljanen et al., 2016). In the Helsinki Psychotherapy Study (Knekt et al., 2008), LTPP 

produced somewhat greater long-term symptom improvement but incurred 

substantially higher direct costs than shorter-term therapies, resulting in 

unfavourable cost-effectiveness estimates over five years (Maljanen et al., 2016). 

Similarly, in the Tavistock Adult Depression Study (Fonagy et al., 2015), a trial of 

LTPP for treatment-resistant depression, modest gains in quality-adjusted life years 

exceeded current NICE willingness-to-pay thresholds (Koeser et al., 2023). Lastly, in 

a trial of mentalization-based day hospital treatment for BPD (Laurenssen et al., 

2018), remission rates were higher but the intervention was not cost-effective 

compared to another active treatment (i.e., specialist TAU) when evaluated using 

quality-adjusted life years (Blankers et al., 2021). Overall, more research is needed 

concerning the cost-effectiveness of LTPP, and longer follow-up may be needed to 

capture potential downstream benefits such as reduced healthcare utilization. If 

clinical gains remain modest relative to cost, the scalability of LTPP within resource-

constrained health systems is uncertain. Future trials should therefore incorporate 

rigorous economic evaluations to determine whether its therapeutic benefits justify 

its opportunity cost. 

Risk-of-bias assessment indicated that 75% of included studies presented "some 

concerns," and 25% had a high risk of bias. Although comparable with other 

psychotherapy meta-analyses (Leichsenring et al., 2022), these findings highlight the 

critical need for more rigorous RCT designs. Future research should also explicitly 

control for researcher allegiance effects, which can substantially influence outcomes 

and bias efficacy estimates (Leichsenring et al., 2017) .To do this, future trials 

should deploy clearer protocols that ensure external randomization and blinded 

outcome assessment, implement intensity-matched, modality-specific therapist 
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training and supervision; avoid therapist crossover between conditions, and report 

all allegiance control measures explicitly in trial publications. 

Additionally, although our inclusion criteria required that all treatment arms report 

mean depression scores exceeding validated clinical thresholds, it is possible that 

some samples were skewed by individuals with particularly severe symptoms, 

thereby inflating group averages and allowing inclusion of patients who may not have 

met clinical criteria for depression. This is a limitation insofar as it introduces 

diagnostic heterogeneity, potentially diluting the precision of inferences drawn 

specifically about LTPP as a treatment of clinical depression. We have therefore 

cautiously interpreted these data as evidence that LTPP is effective in reducing 

depression severity, rather than as definitive support for its use in diagnosed 

depression. However, our sensitivity analysis—restricted to trials in which all 

participants were diagnosed using structured clinical interviews—suggests that LTPP 

is an effective treatment for diagnostically confirmed depressive samples, thereby 

mitigating concerns about diagnostic heterogeneity. 

Another significant limitation of the current analysis is its limited global 

representation. All but two studies were conducted in Europe or predominantly 

white, English-speaking contexts, thereby restricting cross-cultural generalizability. 

To enhance global clinical relevance, future research should prioritize international 

collaboration, recruit more culturally and geographically diverse samples, and adapt 

interventions to ensure contextual sensitivity and feasibility across settings. 

Given the growing evidence base for LTPP, future research should consider 

conducting non-inferiority trials relative to other established treatments (Steinert et 

al., 2017). While superiority trials seek to demonstrate significant advantages of one 

intervention over another, non-inferiority trials determine whether an intervention is 

not meaningfully less effective than an established comparator, within a predefined 

margin. Given substantial evidence demonstrating comparable efficacy across 

psychotherapy modalities (Cuijpers et al., 2024; Flückiger et al., 2024), research 

priorities should shift toward patient preference, acceptability, and adherence, 

rather than solely efficacy. 

 

Conclusion 

This meta-analysis provides evidence that LTPP is an empirically supported 

treatment for reducing depressive symptoms, including in cases of severe, chronic, 

and complex presentations. This finding is clinically significant given the 

disproportionate burden of illness, high rates of treatment resistance, and 

substantial resource utilization associated with complex depression. LTPP 

demonstrated small, clinically meaningful effects on depressive symptoms and global 
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distress relative to active treatments, while comparisons with active controls 

produced larger but less certain estimates. The inclusion of pragmatic trials such as 

the Tavistock Adult Depression Study, alongside other studies incorporating 

naturalistic treatment elements, supports the applicability of these findings to 

routine clinical practice. 

However, notable gaps remain. Further research is needed on long-term follow-up 

outcomes, functional outcome, cost-effectiveness evaluations, and secondary 

clinical outcomes such as hospital utilization and suicide-related behaviors. 

Addressing these knowledge gaps is critical to investigate LTPP’s potential as a 

treatment option for patients with depression, including those with more complex 

presentations. 
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Part II: Qualitative investigations into the lived 

experiences of LTPP 

The qualitative research undertaken for this review comprised of two studies: 

II a: The lived experience of long-term psychodynamic psychotherapy for mood 

disorders: A metasynthesis of qualitative studies using meta-aggregation 

II b: The lived experiences of consumers, providers and carers in relation to long-

term psychodynamic psychotherapy for mood disorders in Australia and New 

Zealand: A semi-structured interview study  

In this section, we provide an overview of the rationale for this qualitative approach, 

a statement of positionality in relation to the researchers, and a statement of the 

process of co-production.  

 

The importance of qualitative evidence 

The question of the effectiveness of psychotherapy has been explored for decades in 

numerous quantitative outcome studies, which have been in turn, as we have done 

in this report, aggregated into meta-analyses and systematic reviews. The 

effectiveness of psychotherapy in general (Cuijpers et al., 2024), and psychodynamic 

psychotherapy in particular (Leichsenring et al., 2023) is by now established. We 

take the randomised control trial (RCT) design to be the gold standard for any 

comparative research and thoroughly endorse the practice of meta-analysis. 

However, we believe for several reasons that quantitative research is a limited 

resource and provides an incomplete understanding of psychotherapy when taken in 

isolation.  

In the first instance, most major meta-analytic reviews have shown non-significant 

or small differences between psychotherapy modalities on depression and other 

symptomatic outcomes (Barth et al., 2016; Cuijpers, Quero, et al., 2021; Cuijpers et 

al., 2008) which is striking given often large theoretical differences between 

modalities. Furthermore, the predominance of quantitative outcome research has 

tended to constrain the question of treatment effectiveness to the level of 

symptomatic improvement, which is particularly problematic for psychodynamic 

psychotherapy, whose model of psychotherapeutic change treats symptomatic 

improvement as an incidental effect of more sustained changes in personality 

structure, self-definition, affect tolerance and regulation, social-cognitive function, 

or attachment orientation (Fonagy et al., 2018; McWilliams, 2013). Even so, pooled 

effect sizes of symptom reduction are often difficult to interpret due to the large 

heterogeneity in trials, particularly in relation to outcome, sample size, comparator 
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condition, and study quality. A recent umbrella review by Leichsenring et al. showed 

that RCTs of major depressive disorder treatments were associated with a very high 

risk of bias, with only 1 to 17% of studies from meta-analyses being assessed as ‘low’ 

risk of bias, reducing the amount of certainty that can be placed on outcome effects 

alone (Leichsenring et al., 2022). This was confirmed in our meta-analysis which 

included no ‘low’ risk of bias studies. 

Given the high global disease burden, high risk of recrudescence, and poor remission 

and treatment response rates of depressive disorders, the approach of pitting 

psychotherapy modalities against each other like racehorses has been proven 

ineffective in that it has (a) failed to establish a clear winner and (b) has been 

unable to elucidate how it is that psychological treatments are able to ameliorate 

symptoms and whether or not such changes are realised due to specific or common 

factors. Consequently, there has been a burgeoning interest in what factors 

moderate treatment response (Ebert et al., 2018; Wienicke et al., 2023) and what 

mechanisms might mediate change in psychotherapy (Falkenstrom et al., 2020; 

Kazdin, 2007, 2009; Luyten & Fonagy, 2024). 

Increasingly, the importance of qualitative studies has been recognised as an 

important complement to the quantitative picture in terms of identifying 

mechanisms of change and understanding the subjective experience of being in 

therapy. Qualitative evidence may be particularly important when trying to 

understand the mediators of psychotherapeutic change that may be too subtle to 

capture in terms of statistical mediation alone (Lemmens et al., 2016). Qualitative 

studies have thus emerged in the field, seeking to explore the experience of 

psychodynamic psychotherapy from the perspective of consumers of psychotherapy 

in particular. The integration of qualitative evidence enables researchers to 

overcome the barriers in understanding that interpreting pooled effect sizes in 

isolation create. Mixed-methods approaches, which combine qualitative and 

quantitative evidence, are increasingly gaining ground as a way of more accurately 

capturing the full complexity of experience in relation to psychological treatments.  

As the qualitative approach to psychotherapy research has advanced and 

proliferated, the need for studies which aggregate such findings has arisen. 

Accordingly, a recent metasynthesis of psychological therapies for depression 

reported some valuable findings, such as the presence of common factors in 

psychotherapies, the need to measure negative outcomes and the need for greater 

patient involvement and a flexible approach that is responsive to the individual and 

socio-cultural factors (McPherson et al., 2020). In the following section of this 

report, we present to our knowledge the first metasynthesis of qualitative evidence 

in relation to psychodynamic psychotherapy for adults. Following this, we then 

present the findings of an interview study looking at the consumer, carer, and 

practitioner perspective on the experience of receiving, caring for someone 

receiving, and delivering psychodynamic psychotherapy in Australia and New 
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Zealand/Aotearoa. For these two studies, we have been strongly influenced by the 

work of Midgley and colleagues, who have adopted a mixed-methods approach to 

understanding child and adolescent experiences of psychotherapy (Midgley et al., 

2014; Midgley et al., 2016). As Midgley and colleagues state, “Given that 

psychotherapy itself is fundamentally about the process of making sense of 

experience, our approaches to research need to focus on this important element of 

meaning-making” (Fiorini et al., 2024, p.2).  

 

Positionality statement 

Given that metasynthesis and thematic analysis are interpretive methodologies, the 

positionality of researchers can affect the generation of knowledge by means of 

qualitative research (Levitt et al., 2022; Muhammad et al., 2015). Reflexive research 

practices are thus important strategies for quality control in qualitative research 

papers (Finlay, 2002; Lazard & McAvoy, 2020). A positionality statement that clarifies 

the researchers’ backgrounds, assumptions and acknowledges potential biases, is 

recommended in qualitative research (Holmes, 2020). 

The research team included individuals with diverse backgrounds in psychodynamic 

psychotherapy, varying in age and seniority (from research assistants to senior 

professors). The team had equal representation of men and women, though all 

members were white. PF, CC, PL, and MM have all published research in relation to 

psychodynamic psychotherapy. Furthermore, PF and PL are recognised international 

experts in psychodynamic research, with experience in designing and implementing 

psychodynamic treatments. Conversely, AB, who has a research background in 

biology and no clinical experience or allegiance to psychodynamic psychotherapy, led 

the data extraction and synthesis process. This choice aimed to mitigate potential 

biases that may emerge in the exegesis of team members more familiar with the 

field. This was felt to be particularly important as much of the evidence was derived 

from qualitative studies of mentalisation-based treatment, a treatment approach 

founded by PF and further developed by PL. Throughout the extraction and writing 

processes, regular discussions and reflections ensured that diverse viewpoints were 

considered, with the aim of enhancing the credibility and depth of the synthesised 

findings. Furthermore, the researchers reflected on their own knowledge and 

assumptions about the LTPP landscape; this was particularly useful in the 

development of the interview schedule, deciding participant numbers, and in the 

iterative discussions which are characteristic of thematic analysis. The variety of 

backgrounds and experience in the research team proved useful in stimulating 

reflection and widening perspectives. 
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Part II a: Lived experience of the long-term 

psychodynamic psychotherapy for mood disorders: A 

metasynthesis of qualitative studies using meta-

aggregation 

Introduction 

Like a meta-analysis, which combines quantitative outcome data from multiple 

independent studies, qualitative metasynthesis refers to the systematic integration 

of findings from independent studies around a target event, experience, or research 

question. Moreover, like meta-analysis, the goal of qualitative metasynthesis is to 

improve the generalisability and applicability of qualitative findings for use in 

practice (Sandelowski, 1997). However, unlike meta-analysis, qualitative 

metasynthesis relies on interpretation rather than statistical aggregation as its 

driving synthetic operation (Saini & Shlonsky, 2012). Furthermore, unlike pooled 

effect sizes, which are aggregative statistics, synthesised findings in qualitative 

metasynthesis exceed summary and are the emergent result of novel and iterative 

interpretation that involves reading into and between the lines of multiple reports. 

Although metasynthesis remains faithful to the findings derived from each report, 

synthesis requires taking findings from all reports as a whole and crafting an 

integrated description that cannot be found in any single given report alone (Jensen 

& Allen, 1996; Paterson et al., 1998).  

To conduct this qualitative metasynthesis, we employed the Joanna Briggs Institute 

(JBI) meta-aggregation  approach (Lockwood et al., 2015, 2024). According to this 

methodology, findings from studies are extracted with accompanying illustrations 

and grouped by similarity into categories that are then used to develop synthesised 

findings, which take the form of indicatory statements for policy and practice 

recommendations in healthcare. This process ensures a rigorous and transparent 

synthesis of qualitative data, maintaining the integrity of original interpretations 

while facilitating actionable insights. Meta-aggregation was selected for its 

effectiveness in deriving practical and actionable recommendations based on lived 

experience data. This systematic review was prospectively registered with PROSPERO 

(CRD42024512213). A peer-reviewed version of this study published separately in the 

Journal of Counseling Psychology (Barrett et al., 2026). 
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Methods 

Search strategy and selection criteria 

In this review, we sought papers that explored the lived experience of receiving or 

delivering long-term psychodynamic treatment, such as changing attitudes towards 

LTPP across treatment course, reflections about intrapersonal and interpersonal 

changes as a consequence of treatment, and the relationship between the therapist 

and patient. Papers where the focus of reflection was not treatment, for instance 

where patients discussed the experience of the disorder itself, were not included. 

This review included studies employing recognised qualitative methodologies and 

published in peer-reviewed journals. Papers presenting in-depth case studies of 

patient cases were excluded; this was because case reports and formulations tend to 

emphasise rigorous interpretation, reflections, and strategies regarding the clinical 

process rather than focusing on the lived experience and voice of the patient or 

therapist themselves. The definition of psychodynamic, what constitutes a ‘long-

term’ treatment, and ‘complex depression’ remained invariant across all studies in 

this report.  

We searched Embase (OVID), MEDLINE (OVID), PsycInfo (OVID), and CINAHL (EBSCO) 

databases.  Search terms included keywords aimed specifically at identifying 

qualitative reports of long-term psychotherapy for depression, such as “long-term 

psychodynamic”, “psychoanalytic”, “depression”, “thematic”, “perspective”, and 

“experience” (for the full comprehensive search strategy, please see Appendix F). 

Further to this, we expanded our search by performing a snowball citation search of 

all included studies and manually searching the top ten journals most frequently 

cited in the included studies. Additionally, we engaged with specialists in 

psychodynamic psychotherapy to identify unpublished results or unpublished data 

that were not publicly accessible.  

Database searching yielded 637 references. Following this, two reviewers (AB and 

CC) independently screened the titles and abstracts of 413 non-duplicate references 

to assess their relevance and adherence to the inclusion criteria. Of these, 370 

reports were deemed ineligible based on the information in the title and abstract, 

resulting in 43 reports selected for a more detailed full-text examination. Following 

independent review of the retrieved reports at full text by both reviewers, thirty-six 

were deemed ineligible, and five were included for qualitative synthesis. Thirty-two 

additional reports were identified from snowball searching, hand searching, and 

expert consultation, resulting in twenty-nine being retrieved for full-text screening. 

Of these, seven reports were deemed eligible and included in our final list. Any 

uncertainties regarding eligibility during full text review were resolved through 

collective discussion by all authors, and all included studies were confirmed by a 

third reviewer (MM). This resulted in the inclusion of twelve studies in total. For a 
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comprehensive overview of the selection process, please refer to the PRISMA flow 

diagram provided in Appendix G. 

 

Quality appraisal 

Study quality was assessed using the 10-item JBI qualitative critical appraisal criteria 

(available at https://jbi.global/critical-appraisal-tools). These criteria guide the 

evaluation of congruity between the indicated philosophical perspective and 

research methodology, congruity between research methodology and research 

question, data collection, and interpretation, as well as reflexivity, representation 

of participant voices, ethics and validity of conclusions drawn. For consistency and 

reliability, 50% of the studies (K = 6) were independently rated by another author 

(MM). To assess the agreement between the two raters for all 60 double-coded 

items, a Cohen’s Kappa score of κ = 0.822 (p<.001) was calculated, indicating near 

perfect agreement (Landis & Koch, 1977). 

 

Data extraction 

Utilising the JBI methodological guidance for meta-aggregation (Lockwood et al., 

2015) we identified and extracted relevant data from the included studies. General 

details of the studies were extracted, including treatment type, clinical condition, 

participant characteristics, location, study methodology and phenomena of interest 

(Appendix H).  

In line with the JBI approach, we extracted findings from the included studies, 

which constituted verbatim extracts of the authors’ analytical interpretation of their 

results. We considered findings to represent key ideas and opinions from the studies 

and we did not limit these to theme or subtheme titles. The full list of findings along 

with the authors’ own theme or subtheme designations is given in the supplementary 

data. 

Accompanying each finding is an illustration, which in this study takes the form of 

direct quotations from participants. Based on the guidelines developed by Lockwood 

and colleagues, we rated each finding for plausibility on a three-level scale: 

unequivocal, equivocal, and unsupported (Lockwood et al., 2015). An unequivocal 

finding is accompanied by an illustration which places it beyond reasonable doubt, 

whereas an equivocal finding is accompanied by an illustration without a completely 

clear association and is therefore open to challenge. Only unequivocal and equivocal 

findings have been included in our results. 

 

  

https://jbi.global/critical-appraisal-tools
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Data synthesis 

Findings were identified separately by three authors (AB, CC, MM) and discussed and 

audited in a series of meetings. Findings were assigned short labels and organised 

using NVivo software (Lumivero, 2023), which facilitated the development of 

categories from multiple related findings. Where relevant some findings were placed 

in more than one category. Categories were organised into synthesised findings, 

given in the form of indicatory statements summarising the over-arching meaning of 

the constituent categories.  

Categories and synthesised findings were developed by AB, a researcher with no 

affiliation to psychodynamic psychotherapy. The categories and synthesised findings 

were discussed with the other authors (CC, MM, PL, PF) with only minor changes 

made.  

Results 

The characteristics and quality appraisal of the twelve included studies are 

presented in this section, followed by the results of the meta-aggregation. The 

references for all included trials in this metasynthesis are given at the end of this 

section of the report. 

 

Study characteristics 

The twelve included studies were published between 2011 and 2024. Eight of the 

studies involved consumers with BPD, with one additionally involving comorbid 

substance abuse disorder (SUD). Seven of these studies examined MBT as the 

treatment in question, and there was a general tendency to focus on the group 

therapy element. Of the seven MBT-focussed studies, six explored consumer 

experience (Barnicot et al., 2022; Dyson & Brown, 2016; Gardner et al., 2020; 

Johnson et al., 2016; Lonargain et al., 2017; Morken et al., 2019), with one co-

authored by Lived Experience Researchers (LERs) (Johnson et al., 2016). The 

remaining MBT study focussed on provider experiences (Foye et al., 2022). 

Three studies looked at consumer experiences of other types of long-term 

psychodynamic psychotherapy; two for depression (Haskayne et al., 2014; Valkonen 

et al., 2011), and one for BPD (Duarte et al., 2019). Two of these studies also 

included provider perspectives (Duarte et al., 2019; Haskayne et al., 2014). One 

study examined consumer experiences of psychodynamic couple therapy (Tercelli et 

al., 2024), and one study explored provider experiences of community care for 

consumers with complex emotional needs (primarily BPD) (Foye et al., 2022). 

A detailed description and table of extracted characteristics is available in Appendix 

H. 
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Methodological quality 

Table 7 provides methodological quality ratings for the included studies using the 10-

question JBI qualitative critical appraisal checklist (Aromataris et al., 2024). For the 

twelve included studies these ratings varied from 50% to 100% fulfilment of checklist 

items. 

All studies were rated as achieving congruity between research methodology and: 

the research question (Q2), data collection (Q3), representation and analysis of data 

(Q4) and interpretation of data (Q5). Additionally, all studies were rated as drawing 

their conclusions from analysis and interpretation of the data collected (Q10). 

Eleven of the twelve studies were rated as adequately representing participants and 

their voices (Q8). The one study not deemed to fulfil this item (Valkonen et al., 

2011) was judged on occasion to extend analysis of participant voices to include 

assumptions which could be open to challenge. Two studies did not give evidence of 

ethical approval (Q9) (Johnson et al., 2016; Valkonen et al., 2011). 

Nine of the twelve studies were judged to have congruity between the stated 

philosophical perspective and the research methodology (Q1). The three studies 

deemed not to have achieved this either did not set out a philosophical perspective 

(Johnson et al., 2016) or were unclear in their perspective (Duarte et al., 2019; 

Valkonen et al., 2011). 

The weakest elements as identified by the checklist concern culturally locating the 

researchers (Q6), fulfilled by only six of the studies, and only seven of the studies 

addressed the influence of the researchers on the research, and vice versa (Q7). 

 

Table 7 | Quality appraisal of included studies. Y = Yes, scored as 1; N = No, scored as 0. 

Study Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Total 

Valkonen 2011 U Y Y Y Y N N N N Y 5 

Haskayne 2014 Y Y Y Y Y Y Y Y Y Y 10 

Dyson 2016 Y Y Y Y Y Y Y Y Y Y 9 

Johnson 2016 N Y Y Y Y N N Y N Y 6 

Lonargáin 2016 Y Y Y Y Y N Y Y Y Y 9 

Duarte 2017 U Y Y Y Y Y Y Y Y Y 10 

Morken 2019 Y Y Y Y Y Y Y Y Y Y 10 
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Gardner 2020 Y Y Y Y Y N N Y Y Y 7 

Barnicot 2022 Y Y Y Y Y Y Y Y Y Y 10 

Foye 2022 Y Y Y Y Y N N Y Y Y 8 

Gardner 2022 Y Y Y Y Y N N Y Y Y 7 

Tercelli 2024 Y Y Y Y Y N N Y Y Y 8 

 
 

Additionally, each of the 76 findings extracted from the study set was assessed for 

plausibility, that is, the degree of fit between the finding and its accompanying 

illustration (Lockwood et al., 2015). In this case, illustrations take the form of direct 

quotations from participants. Only unequivocal and equivocal findings have been 

included in this meta-aggregation, meaning that all findings are supported by 

participant voices.  

Sixty-eight findings (89%) achieved an unequivocal rating, meaning that the 

illustration supported the finding beyond a reasonable doubt. Eight findings (11%) 

achieved an equivocal rating, meaning there was not complete clarity in the 

association of the finding with its illustration, leaving it open to challenge. Typically, 

this was because we judged that the author could be making assumptions beyond the 

scope of the participant’s statements or referencing unpublished information.  

The full list of findings including their plausibility ratings is available in Appendix I. 

Synthesised Findings 

In total 76 findings were identified from the twelve included studies. Figure 4 

presents how these findings contribute to 17 categories. These categories informed 

the conceptualisation of six synthesised findings, given in the form of indicatory 

statements. We approach the synthesised findings in a broadly linear manner, 

beginning with the challenges of starting therapy, followed by the key processes of 

change, the particular challenges and benefits of group therapy, gaining new 

perspectives as a key outcome, provider perspectives, and the mixed emotions 

surrounding ending therapy. 

 

Synthesised finding 1: Starting is difficult, but is eased by acceptance and trust 

The first synthesised finding describes the difficulties and solutions surrounding the 

start of treatment, and is composed of two categories and 20 findings, taken from 

nine different studies. Consumers describe various challenges of beginning 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 80 

treatment, but also commonly identify building trust as a key process in overcoming 

these initial difficulties. 

Challenges in starting 

It can be difficult for the consumer to engage with a treatment if they do not 

understand how it works and what they should do. In this case of individual 

psychotherapy, one consumer described looking to the professional to provide 

answers about the treatment, which were not initially forthcoming and made for a 

difficult start to therapy: “somehow it felt quite stupid in my opinion. I had to even 

ask from him [therapist] what was the meaning of it, what should I do there.” 

(Valkonen et al., 2011). 

 

Accounts from both group and individual treatments indicate that power imbalance 

can be a hindrance to engagement. Within an individual setting, one consumer 

described feeling patronised by their therapist “[the therapist] would relate to me 

being a little child … it would start to make me feel a bit patronised and spoken 

down to”(Haskayne et al., 2014). Within a group setting, this imbalance may 

manifest as more dominant voices leaving others struggling to be heard “[…] I tend 

to shut down and end up not saying anything at all.” (Barnicot et al., 2022). 

  

In contrast to individual therapy, accounts of group settings describe a wider range 

of initial apprehensions, described in various accounts as being overwhelming, 

upsetting and frightening (Barnicot et al., 2022; Lonargain et al., 2017). Not knowing 

what to expect from the group led to worries about being judged or criticised, and 

consequently for it to take time to settle in and feel ready to participate: “At first I 

[...] felt a bit distant [...] bearing in mind that there were people already in the 

group [...] And it took me about two months to engage [...]” (Lonargain et al., 

2017). 

 

Building trust is a key process 

Building trust in order to overcome the challenges of starting therapy is a common 

theme across a number of studies of both individual and group psychotherapies. 

Initial feelings of uncertainty can subside quickly by the therapist earning trust, 

which is often facilitated by a caring and supportive approach: “Sarah and Jo 

described their individual therapist as ‘caring’ and Laura became ‘unbelievably 

comfortable’ with her therapist after the first few sessions which enabled her to 

open up and discuss personal difficulties” (Lonargain et al., 2017).  

 

Consumers in Morken et al.’s study (2019) described an optimal “middle way” 

whereby their therapist maintained an appropriate professional distance whilst 

simultaneously signalling a recognition of the patient’s relational needs. This was 

found to be conducive to a positive therapeutic relationship: "…so that instead of 
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earlier psychologists who like really wanted to talk about it […] that made it hard to 

talk about, here it was more like, do you want me to look away?" (Morken et al., 

2019). 

 

Figure 4 | Summary of synthesised findings, their component categories and finding 

reference numbers (the full list of findings is available in Appendix I). 

 

 

In a study of couple psychodynamic psychotherapy for depression, one consumer 

described experiencing empathy from the therapist via non-verbal means which 

helped to build a connection with the couple, through “expression of the face or 

even the body language” (Tercelli et al., 2024). 
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Experiencing the provider as emotionally sensitive was reported to be important, 

and is described in Haskayne et al. (2014) as being in tune, setting the right pace, 

and providing care and containment: “it felt [the therapist] was there and 

understanding … so I suppose there was a peak in the middle of talking about these 

really emotional things and feeling a better connection….”. Additionally, the 

importance of non-verbal communication in experiencing the provider as empathetic 

is highlighted in Tercelli et al. (2024). 

 

Both the consumer and therapist interviewed in Duarte et al. (2017) describe the 

importance of mutual trust and the “genuineness” in their relationship, such that 

the therapist went to visit the consumer after the birth of her baby, which was 

described as a very positive experience for both.   

 

Establishing and building trust also appears to be a key step for engaging with group 

therapy. Sharing experiences within the group can be very helpful, particularly when 

these are relatable for the individual. This can help group members to feel 

understood and less alone, and for some was a powerful experience: “it’s the 

weirdness of having a bunch of other minds like yours in the room which I can feel 

quite distinctly." (Gardner et al., 2020);  and “It’s been good to have other people’s 

feedback, even if it’s a bit uncomfortable at times” (Barnicot et al., 2022). 

 

Synthesised finding 2: The process of change can be a bumpy road 

The second synthesised finding covers the processes of change during treatment and 

consists of four categories and 25 findings taken from eight studies. These have been 

divided into understanding one’s past, processes which can bring about change, and 

the often-difficult experience of change. 

Understanding one’s past 

Making sense of one’s past was identified as an important step in several accounts. In 

one example from individual psychodynamic psychotherapy the consumer pieces 

together her personal history, leading to a better understanding of her feelings such 

that “the feelings of inferiority […] disappeared” (Valkonen et al., 2011). In another 

example from couple psychodynamic psychotherapy, the consumer realised the role 

intergenerational trauma has on current relationships: “I’m sure a lot of these kind 

of unsolved conflicts or behaviours are transmitted somehow. I try to be conscious of 

it.” (Tercelli et al., 2024).  

 

In a third example, this consumer realises she cannot erase past traumatic events 

and instead learns to acknowledge them: “…I couldn’t change things, that they were 

the way they were and that I couldn’t keep looking for explanations where there 

weren’t any.” (Duarte et al., 2019). 
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The process of change 

Across several studies reflection and contextualisation are identified as important 

contributors to the process of change: “I still had some self-hatred […] but next day I 

can go I was angry at myself but it was because of this or that […], meaning, there 

was a context and not all problems are caused by feeling like a bad person” (Johnson 

et al., 2016). Reflection is also described as an important factor in improving self-

regulation in Duarte et al. (2019).  

 

Group MBT sessions provided opportunities for reflection in individual sessions which 

was found to be helpful: “[…] the group sessions often seem […] kind of extra […] 

difficult […] But, they’re […] kind of more like […] real life […] that’s potentially 

useful […] because […] Jane, who’s my individual therapist, she sort of sees me in 

real life type situations […]” (Lonargain et al., 2017) 

 

In Barnicot et al. (2022) the process of change is described by consumers as involving 

learning to recognise and interpret one’s emotions and understanding and 

recognising automatic thought patterns: “They get you to pay attention to what 

feelings you have, getting you to slow down your thoughts and behaviour–if you start 

to understand where a feeling starts, it’s easier to understand it and hence to 

change it”. 

Changing coping methods 

Changing coping methods was a significant but challenging step for consumers. 

Relinquishing one’s usual defences was recognised as a risky and testing process “Can 

I actually function with the cupboard open or will I collapse in a little heap and give 

up?”(Haskayne et al., 2014), and “I made sure I checked on the uncomfortable 

question: am I jumping to conclusions? I could sort of allow myself to be vulnerable, 

as in open, without always anticipating an attack.”(Johnson et al., 2016). 

 

There may be a recognition of the destructiveness of the old coping strategies, but 

also new difficulties to face during the process of change: “When I drank or did drugs 

excessively, it was easy to ignore this feeling, now I am sober in every respect, I find 

that isolation bothers me more than anything.” (Johnson et al., 2016). Some 

describe feelings of loss for one’s “old” self during this process "Mentalising robbed 

me […] you’re used to dealing with things the way you have it was weird […] not 

smashing things up or self-harming", and “I think those going in to MBT need to be 

aware of the sadness that comes with really seeing yourself for the first time.” 

(Johnson et al., 2016). 
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It can get worse before it gets better 

There are frequent descriptions of the treatment process being painful, likened in 

one example to a “root canal” (Haskayne et al., 2014), implying the consumer 

accepts that the pain is temporary and necessary. For some the course of treatment 

is described as cyclical: “I would go through a period where it was ok for a few 

weeks and every session was pretty good and useful and then a few weeks of it being 

annoying” (Haskayne et al., 2014). 

 

The developments made during treatment might create a difficult experience in the 

absence of adequate replacement coping methods, as consumers navigate increased 

self-awareness and the loss of old coping methods: “Sometimes I feel worse than 

before doing MBT because I’m sitting with the feelings instead of reacting to them in 

ways that would like numb them”. The authors however note that consumers 

appeared reluctant to criticise MBT for not “curing” them (Dyson & Brown, 2016).  

Synthesised finding 3: Group MBT is challenging but an important transition to 

"real life" practice 

Six out of the twelve included studies concern MBT, which includes group and 

individual treatment components. This third synthesised finding is made up of two 

categories and nine findings from those six studies and focusses on the specific 

challenges and benefits of group MBT.  

Group therapy has its own particular challenges 

Group members describe worrying about being judged, misunderstood or criticised 

by others (Barnicot et al., 2022; Lonargain et al., 2017). For some group therapy was 

particularly challenging, described by one individual as “absolutely horrendous” and 

causing them considerable distress in the short term (Gardner et al., 2020). In one 

example, a consumer describes how she compared her situation to that of others in 

the group, causing her to feel out of place and perhaps less deserving of help: “I feel 

as though my situation is not as bad as I think it is, or certain situations they are 

going through that I wouldn’t be able to handle–it makes me think that my situation 

is not that serious.” (Barnicot et al., 2022). 

 

Listening to other group members talk about difficult topics such as substance abuse 

(Morken et al., 2019) and suicide (Lonargain et al., 2017) could be overwhelming. 

Some consumers felt uncomfortable that therapists did not always intervene during 

certain difficult moments in group therapy and raised concerns about possible 

iatrogenic effects: "I could see that she [a fellow group member] was very influenced 

by all this talk about drugs and alcohol, it was not good, that they did not strike 

down on it immediately, that can be devastating." (Morken et al., 2019) 
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An important opportunity for practice 

Some describe group MBT sessions as a useful complement to individual sessions, 

where the “main value” was the opportunity for reflection (Lonargain et al., 2017). 

Group therapy was described as a “safe space” by the lived experience researchers 

in Johnson et al. (2016), which could be used to test out the perceptions and 

intentions of others, sometimes with striking results: “It was a shock in therapy how 

often my assumptions were wrong about other people.” They go on to describe how 

this experimentation could gradually transfer to life outside of the programme.  

 

Whilst applying what was learnt in the group to the outside world was 

straightforward for some, others still remained guarded: “Amy still separated some 

of her learning from the outside world ‘[I]…can’t really function in society as… a 

normal person…’” (Gardner et al., 2020).  

Synthesised finding 4: A key outcome is gaining new perspectives 

The fourth synthesised finding relates to gaining new perspectives, which was 

identified in many accounts as a key outcome of treatment. The two categories and 

17 findings (from six studies) related to this synthesised finding cover the importance 

of challenging one’s own assumptions in order to break away from unhelpful feelings 

and behaviours, and how a new, more open outlook can improve one’s relationships 

and capacity to communicate.  

Challenging one’s own assumptions 

Challenging one’s own assumptions was fundamental in gaining a new perspective, 

and comes from a culmination of processes described in Synthesised finding 2: 

understanding and acknowledging one’s past, increasing self-awareness, and 

recognising emotions and thought patterns.  

 

Johnson et al. (2016) describe how a new perspective can dampen down the 

background noise of self-hatred: “I now stop and think, this is mine, and this is not 

mine […] other people can be wrong too.”, and the breakthrough of “[…] not 

assuming everyone sees you as a bad person.” (Johnson et al., 2016). 

 

Positive interactions in group therapy were a useful demonstration for some that 

“not everyone is ‘void, callous and cold’”, and helped to develop “a more positive 

outlook about others and oneself” (Lonargain et al., 2017). Some were able to gain a 

more positive perspective on themselves through relating to others in the group: “…I 

got help by listening to others in the group, things that I thought was completely 

abnormal was normal after all" (Morken et al., 2019).  

 

A more positive and open outlook allowed consumers to perceive challenging 

incidents in a new way, helping to avoid previous destructive coping methods such as 
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self-harm and suicidal ideation (Lonargain et al., 2017).  Groups were also useful for 

contextualising situations and aiding reflection: “When I felt under attack by 

psychiatrist, social services and by my mum, it’s been really helpful to come to the 

groups and get another perspective on it–it helped me to see maybe they were just 

being realistic.” (Barnicot et al., 2022).  

An open outlook improves communication and relationships 

In Barnicot et al. (2022), group members describe how they improved their 

communication by being more open about their feelings and motives. They also 

describe learning to recognise strong emotions and urges to react, leading to more 

constructive communication and helping to avoid damaging relationships: “It’s 

helping me with my daughter. I shout less, I ask about her feelings more—I think 

more clearly about it before I talk to her.”  

 

Learning to experience other minds as different from their own made some 

consumers more accepting and respectful: "I had to swallow it and listen, and I had 

to realise that for this person it was important, and I had to accept and respect 

that." (Morken et al., 2019). 

 

The setting of couple psychodynamic psychotherapy “unlocked communication” for 

some, providing an environment for deeper conversations than could have occurred 

without therapy. In this example the consumer describes building a better 

understanding with his partner through understanding their different perspectives 

and aims, which he describes as a “new reality” (Tercelli et al., 2024). 

Synthesised finding 5: Providing long-term psychotherapy requires time, effort 

and resources 

The fifth synthesised finding encompasses the perspectives of providers of long-term 

psychodynamic psychotherapy. Twelve findings from four studies are organised here 

into two categories: challenges for providers and negative opinions. 

Challenges for providers 

The treatment process can take an emotional toll on providers, with one therapist 

explaining: “I felt quite tearful when [the client] left some sessions, I think they left 

me with a lot of unexpressed emotion.” (Haskayne et al., 2014). The process of 

treatment has also been described as gradual, suggesting a consistent effort was 

required for progress to be made: “but with enough, you know enough light shone on 

that by me and probably some sort of cat and mouse you know well, you said this, 

you said this….” (Haskayne et al., 2014).  

 

Providers identified common challenges in working with consumers with BPD, 

indicating that extra time and effort needs to be devoted to understanding the 

consumer’s specific needs. An MBT therapist explains needing to make sense of 
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“complex histories, clinical complexity, repeated cycles of ‘interpersonal crisis’, and 

relational difficulties”, leading to an expectation setting which “always feels a bit 

fudged…they’ve…been round the system for years.” (Gardner et al., 2022). 

 

The timeframe of seeing change with MBT in the consumers was described as being 

very variable and therefore somewhat unpredictable: “it varies massively…you could 

be 10 or 11 months in before you see a change, but others you might see a change 

even within the intro group” (Gardner et al., 2022). 

 

Some MBT therapists describe the “massive impact” that using illicit substances has 

on consumers’ ability to mentalise and how they try to integrate this issue into their 

treatment: “I try and put an emphasis on them…to reduce and potentially stop using 

substances actually so that it becomes part of their therapy. But not to expect that 

as […] realistic.” (Gardner et al., 2022). 

 

MBT therapists explain that consumers commonly express a desire to stop treatment 

when they feel it is not working, but describe their commitment and strategies for 

supporting continuation: “…sometimes we can be too passive in MBT and I think you 

should be active, you should be managing intensity but still keeping curiosity. So it is 

quite a subtle dance to learn.” (Gardner et al., 2022). 

 

In Foye et al.(2022), a social worker describes how working with even a small 

proportion of consumers with complex emotional needs (predominantly BPD) draws 

focus away from an already large caseload, leading to feelings of being overworked. 

The same individual goes on to describe working in a system with limited resources 

which may not provide the most effective care for the consumer: “you’ve got a 

manager saying, ‘Well, they’ve done a 12-week DBT programme. Discharge them off 

now.’ Well, that’s not going to work for this person, but you’re stuck by the 

constraints of the service that you work for and their delivery targets, their KPIs.” 

(Foye et al., 2022). 

 

Negative opinions about MBT 

Some providers of MBT expressed frustration at the pace of therapeutic benefit: “it 

is theoretically so dense as a model… I guess I feel I could have provided her with a 

richer experience or perhaps moved things more quickly” (Gardner et al., 2022). 

 

Some also felt that MBT had been “idealised” by therapists, saying that it is “a 

fantasy of the new therapy…people love to go on training, inspirational trainers…you 

then start it and actually the key isn't necessarily setting it up, it's sustaining 

it…Because actually none of the therapies are a cure …”, suggesting that providers 

ought to remain grounded in their outlook regarding this treatment (Gardner et al., 

2022). 
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Synthesised finding 6: Ending therapy can be difficult and can come with a mix of 

emotions 

The final synthesised finding encompasses the process of ending long-term therapy. 

Reflecting the often-complex nature of endings, this synthesised finding is composed 

of four categories and 13 findings, taken from six studies. 

Sadness 

There are several references to feelings of sadness about ending treatment (Dyson & 

Brown, 2016; Tercelli et al., 2024). These could be compounded by feelings that 

others would not understand, feeding into a sense of aloneness: “I really, really 

struggled with the ending of particularly the individual, but also the group and was 

really grieving […] Society’s a bit […] more easier accepting the grief around 

somebody dying rather than grief of an end of relationships.” (Dyson & Brown, 2016). 

 

Some felt that the end of therapy came too soon, and that they would miss their 

therapist: “I’m still really upset about not seeing my one-to-one therapist anymore… 

I think that was the hardest thing.” (Dyson & Brown, 2016). 

Ambivalence  

There was sometimes a need to actively identify positive gains made through 

treatment against a backdrop of feeling “rudderless” and anxieties about a program 

ending (Johnson et al., 2016).  

 

A sense of satisfaction may signify to the consumer that it is time to end treatment, 

and with increased autonomy they may be able to initiate this: “[but the idea of 

ending the process was introduced] because she started feeling well, thinking by 

herself [Therapist]”. However, this sense of well-being might also tempt the 

consumer to hold on to the therapeutic relationship: “I think that her clinginess, the 

necessity to call me, suggests a premature discharge [Therapist]” (Duarte et al., 

2019). Even with feelings of ambivalence towards the end of treatment, there may 

be a desire to demonstrate agency independently: “I thought sometimes that it’s 

good that it ended. You couldn’t continue it forever […] you want to cope by yourself 

in the end.” (Valkonen et al., 2011). 

Transferring new perspectives to the real world 

Group MBT has been described as a useful place to experiment, and this practice 

could gradually transition to life outside of the program: “Starting to take those 

little risks in therapy a bit more out of therapy, in the outside world. It transfers 

over […]” (Johnson et al., 2016). Whilst for some this transfer was natural, others 

still felt a “sense of separation”, feeling that people have “their own agenda…” 

(Gardner et al., 2020). 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 89 

 

Some consumers found it useful to mentally reference memories of their treatment 

in their outside life: “I could see myself in the group or with (my individual 

therapist) and think what would they say about this situation.” (Johnson et al., 

2016). 

 

Ongoing processes after treatment ends 

It may be necessary to acknowledge that ending treatment does not mean everything 

is solved, and to put into perspective everything which has been achieved (Duarte et 

al., 2019). The lived experience researchers in Johnson et al. (2016) describe the 

need in post-treatment to “push oneself out of [one’s] comfort zone to increase the 

range of social contacts” and to try new social situations and to reduce social 

contact that comes from being a “service user” but instead take on “responsible 

positions” (Johnson et al., 2016). Following on from this some found a greater sense 

of social and moral purpose through their treatment, expressing a desire to help 

others find their voice: “…the emotional places I’ve been, I don’t want anyone to go 

there, especially as I now know you don’t need to go there.” (Johnson et al., 2016). 

 

Discussion 

The aim of this study was to synthesize findings from qualitative studies of LTPP. 

Notably, several synthesized findings—i.e., the difficulties and uncertainty 

surrounding the start of therapy, the central role of the therapeutic relationship, and 

the nonlinear trajectory of psychotherapeutic improvement—align with those 

reported by Fiorini et al. (2024), who examined the experiences of children and 

young people in psychoanalytic psychotherapy. These consistencies across adult and 

younger populations suggest that many core aspects of the experience of 

psychodynamic therapy transcend age differences. 

A recurring finding was that patients found starting treatment difficult, with the 

nondirective and interpretive aspects of LTPP particularly emphasized as 

intimidating for some patients. MacFarlane et al. (2015) explored these early 

apprehensions in a qualitative study in a community psychotherapy setting, 

identifying fears such as not knowing what to say, being judged, crying, or revisiting 

painful memories. Consistent with our findings, these challenges often stemmed 

from uncertainty about the psychotherapeutic process, including unclear 

expectations between patients and therapists. 

Although initial difficulties often eased as the alliance developed, they still 

represented barriers to initial engagement. Interestingly, such apprehension was 

largely absent in reports of individual MBT, perhaps due to its structured use of early 

psychoeducation, which typically do not feature in traditional psychodynamic 
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approaches. As suggested by MacFarlane et al. (2015) and supported by DeFife and 

Hilsenroth (2011), psychoeducation, collaborative planning, and orientation to 

psychodynamic techniques could help alleviate patients’ initial apprehensions. The 

need for greater reflexivity regarding patient challenges with therapeutic neutrality 

and the non-prescriptive stance of psychodynamic therapy has been highlighted in 

another qualitative study from Chui et al. (2020), who found that several patients 

receiving open-ended psychodynamic psychotherapy expressed a wish for more 

structure and less ambiguity in the therapeutic process—a concern notably absent 

from therapists’ accounts. 

Although some psychodynamic schools of thought resist psychoeducation due to 

concerns that it may dilute affective depth or analytic neutrality, our findings 

suggest that these concerns may be unfounded. This view is supported by empirical 

studies providing evidence in favor of the use of preparatory strategies, including 

pre-therapy orientation videos (Zwick & Attkisson, 1985) and pre-treatment 

interviews, such as the socialization interview introduced by (for a review, see Busch 

& Auchincloss, 2018; see also Luborsky, 1984).  

Patients in the reviewed studies emphasized the importance of having trust in their 

therapist, with qualities such as empathy, warmth, and supportiveness being 

particularly valued. These socio-emotional traits align with process–outcome 

research highlighting their role in fostering a therapeutic alliance (Anderson et al., 

2009; Heinonen & Nissen-Lie, 2020). Findings from a meta-analysis on alliance 

formation in initial therapy sessions (Lavik et al., 2018) further reinforce this 

finding, underscoring the importance of socio-emotional attunement during the early 

stages of therapy.  

Patients also noted the need for therapists to strike a balance between professional 

distance and empathic concern. Sensitivity to this balance appears to be crucial in 

building trust and alleviating early fears, reflecting the complexity of effective 

therapist–patient dynamics and underscoring that alliance formation may not be 

reducible to therapist characteristics, such as warmth and empathetic concern, 

alone. Research on social-cognitive skills, such as emotional intelligence and 

reflective functioning, highlights their role in mediating the relationship between 

therapist traits and positive outcomes (Cologon et al., 2017; Kaplowitz et al., 2011). 

These skills, when combined with other therapist competencies, can significantly 

influence alliance-related outcomes (Cologon et al., 2017; Rieck & Callahan, 2013). 

Future research should operationalize therapist characteristics and relational 

capacities to better understand how these factors interact to promote alliance 

formation and improve outcomes. This may be especially important in patients in 

LTPP, where the complexity of patients’ needs often requires heightened therapist 

sensitivity and adaptive relational skills. 

Descriptions of LTPP often involved references to emotionally challenging 

experiences. Patients reported discomfort as they confronted painful emotions and 
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memories, reduced reliance on maladaptive coping strategies, and navigated 

ambivalence about internal change. This finding corroborates a growing evidence 

base that challenges the assumption of steady, linear progress in therapy, that is 

suggested by averaged outcome measures (Hayes & Andrews, 2020; Hayes et al., 

2007). Our results align with evidence suggesting that therapeutic improvement is 

often nonlinear, characterized by sudden gains, setbacks, “sleeper effects,” and 

other fluctuating phenomena (Halstensen et al., 2021; Mechler et al., 2021; Owen et 

al., 2015). 

Patients describe an enhanced capacity to engage with their own mental states as 

pivotal to change, enabling them to articulate distress, challenge rigid assumptions, 

recognize triggers, and cultivate self-compassion, thereby fostering greater agency 

and self-mastery. These findings align with broader research suggesting that 

mentalizing is a key mechanism underlying effective psychotherapeutic interventions 

(Luyten et al., 2024) and a recent meta-analysis by Kivity et al. (2024), who reported 

that both implicit and explicit mentalizing are moderately and consistently 

associated with reduced psychopathology, improved functioning, more adaptive 

personality and emotional profiles, and increased attachment security. However, the 

emphasis on mentalizing in our review may reflect the disproportionate 

representation of studies of MBT and might not fully capture the diversity of change 

processes across other forms of LTPP.  

The emotional challenges associated with replacing reliance on maladaptive coping 

strategies—such as avoidance, impulsive behaviors, and self-harm—with more 

adaptive, approach-oriented strategies is consistent with recent dynamical systems 

models. These coping transitions, often supported by enhancements in mentalizing, 

involved “sitting with” emotional states rather than “reacting to” or “ignoring” them 

and frequently activated negative affect, especially during the early stages of 

treatment. This pattern resonates with the network destabilization and transition 

model, which theorizes that therapeutic change occurs through the activation and 

destabilization of maladaptive defenses, conceptualized as attractor states (Gelo & 

Salvatore, 2016; Hayes et al., 2015). Variability in symptoms and self-ratings during 

therapy has been shown to act as a catalyst for downstream progress, with local 

disruptions predicting positive outcomes (Gumz et al., 2010; Hogue et al., 2021; 

Olthof et al., 2020). 

Over half of the studies meeting inclusion criteria (60%) focused on MBT for BPD and 

often emphasized the group component. This focus appears to be driven by patients’ 

frequent discussion of group MBT and suggests that is a significant component of 

treatment for patients. The challenges of group therapy described by patients 

reflect a longstanding concerns about potential iatrogenic effects of group therapy. 

Although such risks, including contagion effects, have been studied in contexts such 

as conduct and adolescent substance abuse disorders, recent meta-analytic findings 

suggest that group treatments pose no greater risk than other formats (Hogue et al., 
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2021). Nevertheless, concerns remain that some participants might find group 

therapy undermining, alienating, or excessively distressing. Conversely, however, the 

challenges inherent in group work might contribute to therapeutic change. 

Consistent with the MBT framework, which emphasizes the value of rupture and 

repair in group therapy (Bateman et al., 2021), group settings provide a quasi-

naturalistic environment in which patients can explore and test interpersonal 

dynamics. However, this process requires careful facilitation to manage potentially 

intimidating or negative experiences.  

The group setting was clearly perceived as a more unpredictable format than 

individual therapy. Positive dynamics such as mutual support and constructive 

feedback contrasted with the volatility of inter-member conflicts and the presence 

of domineering individuals, underscoring the complexity of the role of group therapy. 

This emphasizes the need for further process–outcome research to clarify the 

mechanisms of group dynamics in psychodynamic treatments, a topic that remains 

under researched (Rosendahl et al., 2021). 

Despite being described as a challenging experience, group MBT was particularly 

impactful for many patients, offering interpersonal challenges that became catalysts 

for therapeutic growth. Despite their advantages, group formats remain underused 

in psychodynamic service provision, likely due to enduring patient and therapist 

preferences for individual therapy. Survey data of patient preferences indicate that 

concerns about confidentiality, difficulty expressing themselves, and fears of 

receiving less attention undergirds much of the overwhelming preference for 

individual therapy (Osma et al., 2019; Shechtman & Kiezel, 2016; Strauss et al., 

2015). Therapists, in turn, tend to underestimate group therapy’s benefits (Markus & 

Abernethy, 2001) and report anxiety about managing group dynamics (Billow, 2001), 

possibly linked to their own group-based attachment insecurity (Marmarosh et al., 

2006). There is also a prevailing assumption that group therapy is a cost-cutting 

measure that compromises care quality (Piper, 2008). 

Descriptions of the re-evaluation of deeply ingrained beliefs about oneself and 

others, with patients replacing maladaptive perspectives with more adaptive ones 

reflects the privileged role of insight in psychodynamic theory (Messer & McWilliams, 

2007) and its association with therapeutic improvement in outcome research 

(Jennissen et al., 2021; Jennissen et al., 2018). Patients described greater cognitive 

flexibility and improved mentalizing as critical supports for developing insight, 

aligning with dismantling RCTs showing that transference interpretations in 

psychodynamic therapy foster insight and affective awareness, particularly for 

patients with personality pathology or longstanding interpersonal problems (Høglend 

& Hagtvet, 2019; Johansson et al., 2010). Our findings suggest a bidirectional 

relationship between mentalizing and insight, whereby initial mentalizing gains may 

facilitate insight-oriented interventions, which in turn reinforce mentalizing abilities 
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(Bateman et al., 2023). Future longitudinal research is needed to confirm these 

mechanisms and clarify their temporal sequencing. 

Group psychotherapy was highlighted as a particularly fertile context for gaining new 

perspectives. Patients often described surprise at discovering how inaccurate their 

assumptions about others could be, a process facilitated by the interpersonal 

dynamics of group therapy. These findings align with the view of Yalom and Leszcz 

(2020) that other group members serve as significant agents of change. 

Insight-driven changes were also described as enhancing relational functioning. 

Patients reported improved reflective functioning, allowing them to re-evaluate and 

integrate new and existing relational schemas. This supports Fonagy et al. (2022)’s 

theory of three communication systems in psychotherapy, which links improved 

mentalizing and affect regulation to relational stressors outside therapy. Patients 

described these changes as a virtuous circle, where insights gained in therapy 

supported affect regulation and relational improvements, which in turn reinforced 

mentalizing capacities. These processes are thought to extend beyond the end of 

therapy, fostering longer-term changes in relational functioning (Fonagy et al., 

2019). Currently, more empirical investigation is needed to confirm the robustness of 

sustained relational effects of successful psychotherapy treatments, and particularly 

how inter-session experiences and relational changes mediate the connection 

between improvements in mentalizing and symptomatic outcomes (for a review in 

this area, see Gablonski et al., 2023).  

Our results found that treatment termination following long-term psychotherapy is 

experienced as an emotionally complex experience. Many excerpts referenced a 

sense of sadness during the ending phase, even in cases of successful termination, 

often accompanied by ambivalence. This finding is consistent with an extensive 

literature on termination in psychodynamic psychotherapy (Joyce et al., 2007; 

Newhill et al., 2003) and “termination setbacks,” which refer to halting and/or 

worsening symptomatic improvement in the weeks before treatment cessation 

(Nilsson et al., 2021). A study by Roe et al. (2006) found that the most common 

cause of negative feelings about termination was the loss of the therapeutic 

relationship, a theme echoed in our findings. This sadness may reflect the depth of 

the therapeutic alliance and positive feelings about therapy itself. However, 

negative feelings were also linked to poorly processed terminations or perceptions of 

insufficient progress.  

Ideally, therapists and patients work collaboratively toward a positive ending, 

supported by a shared understanding of therapeutic goals (Marmarosh, 2022). Baum 

(2005) emphasized the importance of pacing the termination process and providing 

patients with choice and control, which can increase their sense of agency. Positivity 

in termination often stems from a patient’s sense of independence, support from the 

therapist, and acknowledgment of achievements (Roe et al., 2006). In line with this 

suggestion, our findings included examples of patients gaining increased agency, 
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which prompted their decision to end therapy (Duarte et al., 2019; Valkonen et al., 

2011). Active efforts to help patients identify and appreciate their therapeutic 

progress could mitigate feelings of loss and reinforce their sense of accomplishment. 

Another positive aspect of termination was the transfer of improved communication 

and mentalizing capacity to real-life situations. This is consistent with a study by 

Falkenström et al. (2007), who found empirical support for the long-held theoretical 

supposition that the effectiveness of psychotherapy, particularly psychodynamic 

therapy, is in part driven by the development of a patient’s capacity to continue 

analytic processes themselves in what is known as “self-analysis,” which is often 

thought to stem from an identification with and internalization of the therapist’s 

analytic function (Freud, 1919; Greenberg, 2005). Some patients described 

referencing memories of therapy in challenging moments by imagining what their 

therapist or group members might advise (Johnson et al., 2016). These internalized 

representations of therapeutic figures provided a stepping stone for adopting new 

perspectives and navigating interpersonal challenges. 

Geller and Farber (1993) noted that patients who had had more therapy sessions 

were more likely to evoke representations of their therapist, particularly during 

painful emotional states. This finding aligns with Knox et al. (1999), who reported 

that patients felt positively about their internalized therapist representations and 

increasingly relied on them over the course of therapy. Such internalization may 

represent a mechanism through which long-term therapy facilitates enduring change 

after termination (Nichols, 2009). 

Reframing termination as a phase of “consolidation” (Maples & Walker, 2014) may 

offer a more constructive lens, representing a potentially useful heuristic in some 

cases, especially for patients whose decision to terminate therapy was prompted by 

an increased sense of agency and self-efficacy. Rather than viewing therapy as 

simply ending, in a “consolidation” approach, patients and therapists focus on 

integrating insights, acknowledging growth, and reinforcing gains. This shift can help 

patients experience termination as a developmental milestone, supported by 

internalized therapeutic experiences and a growing capacity for self-reflection.  

Overall, the subjective importance patients placed on the experience of ending 

therapy highlights a broader need to strengthen the role of termination in 

psychotherapy education and training. Despite its clinical and developmental 

significance, termination remains an underexplored area in both research and 

professional preparation (Hilsenroth, 2017; Nilsson et al., 2021). Greater empirical 

attention to endings—especially in long-term psychotherapy—may inform best 

practices that enhance continuity of gains and minimize termination setbacks. 
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Clinical implications 

Our synthesized findings have highlighted several implications for clinical practice. 

Carefully designed early-phase psychoeducation aimed at clarifying treatment 

expectations—particularly around the nature and aims of psychodynamic therapy—

may facilitate more efficient alliance formation, ease early discomfort, and reduce 

premature dropout by fostering trust and demystifying the therapeutic process, 

without compromising core psychodynamic principles. We propose that such 

approaches be integrated more systematically into early-phase psychodynamic 

treatment planning, particularly when working with patients with more complex 

clinical presentations (Leichsenring & Schauenburg, 2014).   

Our review also suggests that group-based interventions—whether standalone or 

adjunctive to individual therapy—warrant greater inclusion in psychodynamic 

training and clinical practice, particularly for individuals with entrenched 

interpersonal difficulties. Beyond their clinical value, group formats also offer 

scalable and cost-effective solutions for public mental health services. Crucially, the 

patient-reported therapeutic benefits of group work were embedded in processes 

specific to group dynamics. These findings caution against viewing group therapy as 

merely an extension or diluted version of individual therapy.  

We suggest that group therapy should be recognized as a distinct format with its own 

irreducible benefits and risks, although more comparative research is needed to 

distinguish group-specific factors from common factors in all treatment formats 

(Hill, 1990; Holmes & Kivlighan, 2000). It is important to note however that many 

participants described early group experiences as intimidating or overwhelming, 

underscoring the importance of therapist sensitivity and adequate training to 

mitigate iatrogenic risk and reduce dropout (Whittingham et al., 2021). 

Our synthesis supports the view that termination should be approached as an active 

and integral phase of the therapeutic process. In long-term therapy, in which the 

therapeutic relationship is often a central vehicle for change, termination may 

represent a significant, and emotionally intense, relational transition. For these 

patients, additional time and planning may be required to address ambivalence, 

preempt feelings of grief and sadness, and mitigate the risk of the ending being 

experienced as a repetition of earlier losses or abandonment. In this context, 

thoughtful pacing, explicit preparation, and collaborative meaning-making should be 

explicitly programmed into treatment planning in efforts to facilitate effective and 

“good enough” endings. Although no single protocol can govern the process of ending 

therapy—particularly in longer term work—termination decisions should be 

approached collaboratively, with clinical intentionality and sensitivity to relational 

dynamics (Norcross et al., 2017). 

Limitations 
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This meta-synthesis is subject to several limitations that warrant consideration. 

First, the studies included were predominantly conducted in Europe, with the 

majority originating from the United Kingdom and one each from Finland and 

Norway. The sole non-European study was conducted in Chile. This limited 

geographic diversity restricts the generalizability of our findings and highlights the 

need for qualitative research on LTPP in more culturally diverse contexts. 

Another limitation is the disproportionate focus on MBT among the included studies. 

Although MBT is rooted in psychodynamic principles, its emphasis on social-cognitive 

function and group components differentiates it from traditional psychodynamic 

psychotherapy, which prioritizes transference processes and interpretation. As a 

result, our findings may be skewed toward MBT-specific experiences, limiting their 

applicability to the broader scope of LTPP. Greater representation of individual LTPP 

modalities in future research is necessary to enhance the generalizability of meta-

syntheses. 

Additionally, the lack of comparative studies poses challenges in assessing the 

specificity of our findings to LTPP. Although our results underscore the importance of 

insight and relational functioning, it remains unclear how these features compare to 

those of other modalities. Similarly, the distinctions between long-term and short-

term treatments require further exploration. Comparative qualitative research, 

particularly studies in which patients are asked to reflect on experiences across 

multiple modalities, is essential for determining the unique contributions of LTPP. 

Finally, the absence of standardized methodologies and comparative designs limits 

the robustness of our conclusions. Longitudinal and comparative studies employing 

consistent methodologies are needed to better understand the specificity of LTPP 

mechanisms and their impact relative to other psychotherapeutic approaches. 

Conclusion 

This review sheds light on several putative mechanisms of change in psychodynamic 

therapy, including mentalizing, the therapeutic alliance, and insight, and suggests 

that patient experiences of LTPP show a high fidelity to extant theoretical models. 

We have identified several clinical implications and the need for further research, 

including into the role of early-phase therapist neutrality and the wider potential of 

group psychodynamic psychotherapy. 
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PART II b: The lived experiences of consumers, providers 

and carers in relation to long-term psychodynamic 

psychotherapy for mood disorders in Australia and New 

Zealand: A semi-structured interview study 

Introduction 

In psychotherapy outcome research, meta-analyses are used to estimate whether 

there are underlying treatment effects that can be observed across a wide range of  

conditions. The advantage of these estimates is that they offer a generalizable 

assessment of a treatment’s comparative effectiveness. However, this 

generalizability comes at the cost of specificity, and current meta-analytic evidence 

provides little insight into the mechanisms by which symptomatic and functional 

change occurs, or the factors that moderate its effectiveness. At the other end of 

the evidentiary spectrum, idiographic data complement meta-analyses by revealing 

the complexity of psychological treatment delivery and experience. These data shed 

light on poorly understood mechanisms underlying the psychotherapeutic process. 

The purpose of the current co-produced interview study was to qualitatively explore 

LTPP for mood disorders, aiming to understand, at a heuristic level, how LTPP is 

experienced and perceived. Specifically, the study examines the struggles, 

challenges, and potential benefits of LTPP from the perspectives of consumers of 

LTPP for mood disorders, providers of LTPP, and individuals in caregiving roles for 

those undergoing LTPP. A peer-reviewed version of the consumer interviews has been 

published in Psychotherapy (Moser et al., 2026). 

Co-production  

Collaborative methodologies, such as co-production, are gaining traction across 

health, research, education, and service domains to co-create knowledge, 

interventions, and improve systems. Co-production involves researchers, 

practitioners, and participants (such as consumers with lived experience or 

community members) collaborating as equal partners throughout the research 

process (Pearce et al., 2020; Roper et al., 2018). This approach includes shared 

development of research questions, design, data collection, analysis, and 

dissemination. Rooted in trust and equitable relationships, co-production values 

diverse perspectives and skills, allowing partners to contribute at different stages as 

needed. The goal is to achieve better outcomes by placing the beneficiary at the 

centre of the process. 

This interview study was co-produced with a consumer consultant, Ingrid Ozols (a 

named author on this report), who has personal experience with LTPP for mood 

disorder and is an expert in co-production methodology, with demonstrated 
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expertise in the field (see Krysinska et al., 2023; Milton et al., 2024). IO contributed 

to formulating the research questions, refining the methodologies, developing and 

testing the semi-structured interview schedules, and preparing the ethics 

application. Her insights helped mitigate potential risks in the design and 

implementation of the consumer and carer interviews. With her guidance, we 

crafted sensitively worded questions that focused on the lived experience of 

psychotherapeutic processes, rather than the difficulties or past experiences that 

led participants—or cared-for individuals—to LTPP. 

Methods 

Participants 

A total of 24 participants completed a study interview, of which twelve were 

consumers, eight were LTPP providers and four were carers. The number for each 

participant group was decided through discussion with the research steering group, 

and was deemed adequate in size to capture a panoramic range of lived experience 

of LTPP whilst still weighting towards the consumer experience.  

Recruitment 

Participants were recruited via two primary channels: flyers advertised on the Royal 

Australian and New Zealand College of Psychiatrists (RANZCP) website and email 

newsletters distributed by the College. Interested individuals contacted the lead 

author (MM) via email to express their interest in participating. Providers and carers 

were screened through email correspondence. Interested consumers were sent a 

screening questionnaire to be completed on REDCap, a secure and encrypted web 

platform, to assess their eligibility. Those who met the eligibility criteria based on 

their questionnaire responses were subsequently invited to a brief telephone call. 

During this call, the nature and aims of the research project were explained to 

ensure that informed consent was thoroughly addressed. 

Inclusion / Exclusion criteria 

Inclusion criteria for participants included being aged 18 years or above and 

proficient in the English language.  Participants were required to have received, 

cared for someone who received, or delivered, long-term psychodynamic 

psychotherapy for mood disorder treatment in Australia and New Zealand/Aotearoa.  

Consumer inclusion criterion 

Must have been diagnosed with and treated for mood disorder with LTPP within the 

last five years. LTPP, for this study, was defined as a treatment that has lasted one 

year or more. Additionally, we define mood disorder here as referring to recurrent 

and chronic depression and acute depression, and depression which is comorbid with 

other mental illnesses or neurodevelopmental conditions.  
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Carer inclusion criterion  

Must have in the past five years cared for, or be currently caring for, a personal who 

has been diagnosed with mood disorder and has received or is receiving LTPP for 

mood disorder.  

Professional inclusion criterion:  

Must be a licensed mental health professional who currently provides LTPP for 

consumers with mood disorder. 

Exclusion criteria  

A primary substance use disorder, acute psychosis or current and ongoing suicidal 

ideations. 

Participants 

Six female and six male consumers were interviewed, nine from Australia and three 

from New Zealand/Aotearoa. At the time of the interviews, these consumers had 

received an average of 7.8 years of LTPP (SD = 5.10), with durations ranging from 

one year to over 20 years. All participants had a mood disorder diagnosis at the time 

of treatment commencement, with 100% experiencing depression, 33% comorbid 

with anxiety, 17% with PTSD, and 17% with a personality disorder6.  

Six female and two male LTPP providers were also interviewed, seven from Australia 

and one from New Zealand/Aotearoa. All met the study's criteria for providing LTPP. 

On average, the providers had 18.4 years of experience in LTPP (SD = 15.2), with 

experience ranging from six to 44 years.  

Additionally, four female carers were interviewed, all based in Australia. The 

consumers they cared for had received an average of 3.5 years of LTPP (SD = 1.9). 

The diagnoses of the consumers they were caring for included complex PTSD (50%), 

bipolar disorder (25%), and depression (25%). 

Interviews 

A semi-structured interview schedule for each of the three participant groups was 

co-created by the research team alongside and guided by advice from the steering 

group. 

Interviews were carried out in June and July 2024 over Microsoft Teams by MM 

(consumers and providers) and AB (carers). In accordance with the qualitative nature 

of the work, the flow of the conversation was prioritised in conducting the semi-

 
6 At recruitment, only mood disorders were screened. Additional diagnostic information was 
approximated based on self-reports during interviews. 
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structured interviews in order to better capture the range and variety of participant 

experiences.  

The average duration of an interview was 61.55 minutes (ranging from 27.23 to 96.92 

minutes). In total, provider interviews produced 561.88 minutes of recorded 

content, consumer interviews 719.8 minutes, and carer interviews 195.4 minutes.  

Automatic transcripts were generated by Microsoft Teams from the recorded calls, 

which were then checked for transcribing errors and where necessary corrected by 

researchers AB, MM and an additional research assistant (MF). All identifying 

information was removed. 

Thematic Analysis  

Interview transcripts were analysed using reflexive thematic analysis (Braun & 

Clarke, 2006, 2019, 2024), which was carried out by three researchers (AB, CC, and 

MM) and facilitated using NVivo software (Lumivero, 2023).  

We aimed to capture the face value meaning of participants’ answers and to this end 

we employed a realist, experiential framework together with an inductive-semantic 

orientation to the data. 

Following familiarisation with the material AB coded the 8 provider interviews and 

the twelve consumer interviews, and MF (a research assistant) coded the 4 carer 

interviews. A code is a label for a key basic concept within the interview material, 

and coding of the interview material forms the foundation of the thematic analysis. 

AB, MM and MF then went through each other’s coding noting potential additions, 

deletions and alterations which were brought together in a discussion which included 

CC. After a second round of coding incorporating the agreed changes, all three 

researchers again met to discuss the codes to the point of mutual agreement. This 

co-coding process was further developed by refining code names, clarifying 

meanings, merging similar codes, and removing superfluous ones. This process 

continued until consensus was reached that the coding process was complete. 

Codes were initially organised using mind-maps created by AB and MM, by grouping 

together relating codes. From presenting and discussing the mind-maps, sub-themes 

and themes were generated by AB and MM. A theme was understood to be an 

overarching concept capturing a recurring pattern in the data. Themes were 

conceptualised independently by each researcher based on the relationships 

between codes and abstraction from these groupings and presented to each other for 

discussion where the final themes and sub-themes were developed and refined. A 

table listing the themes, subthemes and codes used in this analysis is available in 

Appendix J. 

Ethics 
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Ethical approval for this research was obtained from three sites, reflecting the 

international nature of this research project: the Research Ethics Committee UCL 

London, United Kingdom (20129/006); St Vincent's Hospital Melbourne Human 

Research Ethics Committee, Australia (104455); and the University of Otago Human 

Ethics Committee, New Zealand (H24/025). 

Findings 

Thematic analysis was carried out individually for each of the participant groups: 

Providers, Consumers, and Carers. We will present the themes and subthemes for 

each of these analyses here separately. 

Consumers 

Six themes and 22 subthemes were developed in our thematic analysis of interviews 

with consumers of LTPP, summarised in figure 5. Each of the twelve consumers have 

been assigned a label, Con 1-12, in order to denote their contributions to the 

analysis. 

 

Figure 5 | Diagram showing the six themes identified from interviews with consumers 

 

 

Theme 1: The experience of other treatments 

Composed of four subthemes, this theme explores forms of treatment experienced 

by consumers other than LTPP. 

The first subtheme relating to other treatments concerns consumers’ experiences of 

other treatments before embarking on LTPP. This theme reflects the fact that many 

individuals with mood disorder have endured ongoing psychological distress for some 
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time and have thus received other forms of talking therapy and/or medication. Some 

consumers conveyed an often difficult process of having to try different approaches 

before finding the right sort of help, “I had three other forms of therapy beforehand, 

and I just didn't feel like this core component of what was going on in me was 

addressed in any of those therapies” [Con 5]. Consumers also described using 

methods such as diet and exercise to help manage their mood, “So exercise goes 

hand in hand with anything, everything” [Con 10]. Others described self-medicating 

with substances such as cannabis before finding an effective treatment, “I thought 

that maybe smoking a lot of weed would be a good treatment for me, and so I did 

that…. But I just kind of was stagnating and wasn't really going anywhere” [Con 5].  

A second subtheme relating to experiences of other treatments is that some 

consumers with mood disorder regarded other forms of psychological treatment as 

superficial and insufficient to the task of bringing about meaningful change. This was 

particularly the case with experiences of cognitive behavioural therapy (CBT): “how I 

experienced CBT was like, here are some practical things that you can do to manage 

the stuff that happens for you. Never mind trying to alter it in any way or really 

understand it beyond how they interrelate or interact at that level” [Con 1].   

One consumer described their frustration in relation to the dominance of CBT as a 

treatment option in Australia: “I wouldn't say it's not useful, but I do think it's very 

like overrated […] most Australians, psychotherapists, are specialised in CBT and 

preach CBT […] not a lot of them are specialised beyond that and I found that I hit 

sort of the brick wall with CBT quite early on and I've kind of learned that cycle of 

thoughts, feelings, and behaviours and how it all fed into each other and there was a 

[…] few years where I was still needing more, but I was only being given CBT, so I, I 

found that very frustrating” [Con 11].   

One consumer described a sense of being on autopilot in a skills-based therapeutic 

environment, partly as a result of not feeling that the treatment was sufficiently 

tailored to their needs: “like I'm on autopilot. I feel like with skills, sometimes I 

would sort of feel […] especially like group, I would just not be paying attention […] I 

could just completely zone out. And individual like, yes, but I would find sometimes 

that I'd just be sort of complying with the therapy rather than participating. Or I try 

to explain that that's not gonna work for me or whatever. And it just doesn't feel 

heard” [Con 3].  

A third subtheme relating to other treatments is the description of other treatments 

as iatrogenic. One consumer regarded CBT as actively unhelpful in managing their 

condition: “the solutions to that were just so concrete and superficial that they 

ended up creating more stress for me, because of how I needed to kind of enact all 

of these kind of interventions that were suggested by the therapist and it didn't 

help, but it kind of ended up making it worse, I think” [Con 5]. Some consumers 

describe their experience of being given medication as “horrible”, and 

dissatisfaction with being placed on the medical pathway: “I think it was because I 
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applied for some insurance. That's what it was. Stress. Anyway, stress-related 

insurance cover that I thought, oh, I'm paying for this. I may as well use it. And then 

I had to have go through all these things… anyway, so the medication was just dished 

out and then. There wasn't even any follow up to see how effective it was and what, 

how, what impacts it was having on me. It was horrible” [Con 10]. 

However, a fourth subtheme is the acknowledgement by some consumers that other 

treatments do have benefits. One consumer, for example, regarded taking 

medication alongside having therapy as being invaluable in making the therapy 

successful: “But I absolutely would say that going on to medication enabled me to 

interact with therapy much better, much more powerfully” [Con 9]. Another 

described CBT as useful in managing immediate anxiety symptoms between phases of 

engaging in psychodynamic psychotherapy: “I did seek out CBT cause my anxiety 

levels are up here […]  she gave me these techniques to use, which […] I think it 

helped a bit, but then you know, I went back to my therapist” [Con 2].  

Similarly, one consumer [Con 3], cited above as critical of elements of CBT, also 

recognised its place in helping manage affect regulation and impulsivity: “I think 

there’s definitely benefit in skills-based treatment and I think especially when I was 

very reactive and very impulsive, I found that really helpful” [Con 3]. One consumer 

recognised the importance of there being a range of treatment options available, 

acknowledging the potential value of, for example CBT, for some consumers: “I am a 

strong believer in those other forms of therapy nonetheless […] I would say explore, 

and if something doesn't work for you, that's OK because there's many other options 

there” [Con 5].  

Theme 2: The difficulty of engaging with psychodynamic therapy 

Composed of three subthemes, this theme captures the challenging and at times 

painful process of LTPP 

The first subtheme, frustration and scepticism with the process, highlights the 

challenges some consumers face with the non-directive, consumer-led aspects of 

LTPP, which can be particularly unsettling at the beginning of treatment.  Some 

consumers expressed frustration when adapting to the expectation that they lead 

sessions: “[I]n the early stages. When I was […] kinda getting used to that kind of 

process where I'm the one who has to speak and maybe feeling sometimes like I 

didn't have much to say or didn't want to say anything and then really more or less 

sitting in silence for the majority of the session was a bit of an adjustment. Maybe 

frustrating at times in the early stages.” [Con 12]. In addition to the challenge of 

leading sessions, some consumers found the lack of clear guidance and the absence 

of explicit expectations placed on them equally frustrating: “[T]he whole first year 

of my therapy was just basically like what does this guy fucking want from me? Like, 

what do you want me to do? Like what?” [Con 1]. Relatedly, some were sceptical 

that talking about their problems could have a therapeutic benefit: “I was extremely 
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hostile. Like I said to my therapist in the second or third session […] I sit here and 

talk to you about my problems, they get better? And he was like, yeah.” [Con 8]. 

A number of consumers found the non-directedness of the therapy to be particularly 

challenging, which often stemmed from either a lack of here and now skills-based 

offerings, or from a lack of clear answers or interpretations to their problems.  One 

consumer spoke about the difficulty with not feeling like they were given concrete 

tools to manage their distress: “[That] was difficult at first, just feeling, you know, 

give me some strategies or something like, you know, what am I supposed to do is 

tell me the answers.” [Con 12]. Another consumer found the lack of skills-based 

tools difficult in part they because they had expected to be given them following 

from their previous experiences of other treatments: “For quite a lot of time, I think 

I quite struggled with the style of therapy that I have, that it doesn't necessarily 

provide structures or exercises or you know… In the way that something like CBT 

might do, or DBT might do. I actually really struggled with that because I think that's 

what I expected was going to come from the therapy and that's not part of the style 

of it.” [Con 9]. 

Other consumers spoke about being irritated with the lack of clear answers being 

given to them by their therapist, with one consumer expressing that at times they 

found their therapist to be “frustratingly vague” [Con 8]. Another consumer was 

frustrated with a lack of advice, while acknowledging that there may be a 

therapeutic function in the therapist’s reluctance to offer it: “Sometimes I feel like I 

might have benefited from more actual advice. Which I understand and accept that 

that was not the role of my therapist. Maybe I'm just sort of speaking to those 

moments of frustration in the in the therapy. They were sort of maybe all necessary 

as a part of the process to, you know, like for me to seek advice is to not go to me, 

it's to go out. Accept that” [Con 1]. 

The second subtheme, sessions can be acutely difficult, refers to the emotional 

demands and challenges associated with psychodynamic treatment. A number of 

consumers spoke of the emotional burden and pain that can immediately accompany 

difficult sessions. One consumer described the acute pain following sessions as 

‘excruciating’ and shared their experience of ‘being doubled over in grief’ and 

‘dissociating’ following sessions that had focussed on past trauma. This consumer 

claimed that the pain they experienced was a result of the depth of exploration that 

long-term therapy had enabled: “But the pain, I don't think a lot of people are 

prepared for the pain like. But you know, it's it. I think it to do the deeper work 

requires a willingness I think often requires for things to get worse before they get 

better.” [Con 8]. 

Other consumers, despite continuing treatment, associated the painfulness of 

therapy with a desire to stop: “I would sum it up as emotional […]. [T]he burden of 

the emotions that therapy brings up and […] dealing with that work just felt like it 

was too much, in addition to sort of everything else that was going on in my life. […] 
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that would definitely be part of the reasons that I just wanted to stop. It was too 

hard. I just didn't want to deal with the things that were coming up in therapy.” [Con 

9]. Another consumer who described sessions at the beginning of their therapy as 

being ‘horrible’ and making them feel ‘so sad’ questioned whether the functional 

impact of emotional sessions is worth it: “You know, I'll do my sessions. My sessions 

are like in the morning and then I'm like, I don't know if I can afford to have two days 

a week where I'm completely like, written off because it was just such an emotional 

morning” [Con 3]. 

Consumers similarly recalled the significant challenge of facing themselves 

throughout the therapy process. One consumer noted that psychoanalysis is very 

confronting: “[Psychoanalysis] is very self-effacing like in every moment you have to 

look at what are you doing in the moment to impact others. And so you really have 

to work on yourself. And it's really hard. It's really hard to face the person that you 

are and the things you've done and said.” [Con 4]. Another echoed this sentiment, 

emphasising the discomfort and necessity of confronting one's own behaviour to 

facilitate change: “you've got to face the truth. And it's not always comfortable. And 

knowing how mistaken your thinking often is, you know that's not easy. And also 

there's a safety in hanging on to what you know. And that's why people, you know, 

over and over again go into terrible situations because that's what they know, and 

that's where they feel safe, even though it's diabolical. Yeah, it's much harder to 

actually face what's really going on and to and to work towards change.” [Con 2]. 

The third subtheme, perseverance is required, refers to the need for persistence, 

highlighted by consumers who felt unsure or sceptical about the effectiveness of 

therapy in its early stages. For some, it was not clear whether there were any 

noticeable benefits at the start, with one consumer admitting that they “think that 

would be true to say that that it was a bit mysterious at the start.” [Con 10]. 

Furthermore, a number of consumers admitted that they considered ending therapy 

because they were unsure of the benefit that it was having in the beginning: “I was 

sometimes questioning after a time whether it was paying any dividends, if it’s worth 

it. And I toyed with the idea of cancelling it. Partly because I wasn't quite sure what 

it was doing” [Con 7].  

However, persistence and the continuation of treatment in the face of uncertainty 

and ambivalence was highlighted as an important element in order to feel better: “I 

feel like I just have to keep going in like, I feel like I know, right now it doesn't feel 

great or right now I feel like it hasn't… You know, I feel like I haven't got a lot out of 

it or I feel like it's been really shallow, but, I know if I keep going it will get better or 

it will help me” [Con 3]. Similarly, a number of consumers noted that embarking on 

LTPP requires courage and a preparedness to accept that it may be difficult at times: 

“[Y]ou have to be open to it and you have to be prepared to work hard and you have 

to be prepared to look at parts of yourself that aren't so pretty to look at. Yeah, it 
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does. It does require bravery, courage, resilience […] And a certain openness, I think. 

An openness to the journey” [Con 4]. 

Several consumers shared an inarticulable, intuitive faith in the process, feeling a 

need to continue treatment despite uncertainty about its efficacy. As one consumer 

remarked: “I'm not exactly sure why I stuck with that because I know it's a lot of 

people probably would have just canned out of it at some point, but I think 

intuitively something in me just said like I really need to continue with this.” [Con 

7]. Another consumer described their experience as “not being something I can 

articulate like knowing I just need to keep going. But you know, not enough just 

going to keep going, but would have been very hard to say to you at the time this 

this is how it's helping me.” [Con 8]. 

Theme 3: Therapeutic relationship as central pillar of LTPP 

Composed of three subthemes, this theme considers a defining aspect of LTPP: the 

centrality of the therapeutic relationship. 

The first subtheme, therapeutic frame, focuses on the consumer’s experience of the 

psychodynamic framework as consistent, safe, and judgment-free. Consumers 

focussed on the experience of safety in the consulting room as an important 

antecedent to being able to disclose and process thoughts and feelings and make 

substantial therapeutic gains. Moreover, some consumers privileged this safety in the 

context of an outside world ordinarily experienced as invalidating, unsafe, or 

antagonistic. One consumer describes the therapeutic room as space that they were 

“able to feel safe in, and able to process things that were otherwise being 

invalidated a lot externally and… I think if I didn't have those spaces and that sort of 

psychodynamic outlet, I probably wouldn't have been able to last it to the point 

where I could then develop” [Con 11], and another consumer remarked “Yeah, I 

would say that having therapy available in those times was an immense support, an 

immense place for me to, I have a safe space for those feelings wherein you know 

the rest of my life wasn't necessarily built to provide that that space.” [Con 9].  

The sense of safety was closely tied to the absence of judgment from the therapist, 

which made consumers feel secure enough to speak openly about things they might 

not ordinarily disclose to others: “like I just feel like because it is a comfortable 

environment […] I've been able to be a bit more open or a bit more free with him 

than I have with other therapists beforehand […] whereas like, I feel like I've 

withheld a lot from other doctors […] I've actually been on to speak about stuff that 

I've never really been able to talk about with other doctors, from fear of, like 

judgement.” [Con 3]. 

Similarly, other consumers highlighted the importance of having a reliable space that 

was wholly dedicated to understanding their experience. One consumer argued that 

the most unique aspect of their therapy was the experience of their ‘subjectivity 

[being] privileged in that relationship’ [Con 1]. This was especially crucial for those 
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who didn't feel adequately supported outside of therapy or who worried that 

discussing their distress might overburden friends and family. As one consumer 

explained, “when I started long term therapy, I don't think I would have said that I 

had a close friend. Nor did I really have the capacity to kind of talk about my 

distress with family because, you know, family hasn't really been a strong support for 

me over my lifetime.” [Con 9]. Another consumer echoed this sentiment, saying, “It 

was really important to know that that every week there was someone I could go and 

talk to. I couldn't talk to other people about all this stuff, I mean, there's only so 

much you can talk to friends about.” [Con 10]. 

Consumers also spoke about the validating experience of simply having a space 

where they felt truly listened to, an experience described as transformative for 

some. Two consumers described this feeling of being heard as not only profound but 

also completely novel. As one consumer recalled “when I started going, I can 

remember never having had the experience of feeling listened to at all in my life and 

it was just, kind of, I would leave sessions feeling lighter. I would feel a sense of 

relief, a sense of kind of feeling, not alone.” [Con 5]. Similarly, another consumer 

spoke about their relationship with their therapist as being the first time they have 

truly been treated with respect, a feeling that was difficult to process: “I genuinely 

think this was the first time I'd ever been treated with respect, like with real respect 

and that was deeply shocking to me and really difficult to deal with” [Con 9]. 

The second subtheme, the development of trust, refers to the process of building a 

deep consumer-provider relationship, one that is enabled by a sense of genuine 

trust. For many, being able to trust their therapist was intrinsically related to the 

ability to derive benefit from the treatment, with one consumer remarking: “if you 

didn't trust the person, how could you possibly open up and benefit from the 

experience?” [Con 2]. Relatedly, another consumer notes how a deepening 

relationship with their therapist enabled them to speak openly without fear of 

offending or being misinterpreted: “The longer you do it, the more comfortable you 

become […] I can say something and it'll be interpreted in the way that I intend it, 

you know. You know things like, you know, knowing that sarcasm can be detected […] 

Yeah, I think that kind of greatly simplifies things […] I'm not going to say anything 

that's going to kind of, I don't know, offend or yeah, kind of be misinterpreted. As I 

said, I think that's, yeah, that really kind of just frees things up a lot.” [Con 12]. 

Many noted that it takes time for trust to develop and for the therapeutic 

relationship to deepen: “there's a real trust that has to be built there, and that's not 

gonna happen in one or two sessions. That'll take time.” [Con 7]. Consumers stressed 

that, just like any other interpersonal relationship, it takes the therapist some time 

to “build a picture of someone” and “what they’ve been through”. One consumer 

points out although the therapeutic relationship is quite particular, the time 

requirement is not unique to it: “But what's not unique about it is that like all 

relationships, it does actually take a really long time.” [Con 9]. 
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One consumer highlighted the difference between levels of trust, distinguishing 

between a basic level of trust, where a person feels secure enough to talk about 

themselves, and a deeper level of trust that allows access to profound emotional 

experiences: “You need to establish your trust and safety, which takes time. It's like 

[…] even when there's a sense of, ‘Oh, you know, I trust this person’, and can tell 

them everything, right from the start. […] I think cognitively we can be in that 

place. But I think […]  to get to some of those deeper levels of feeling […] you can't 

speed that up […] everyone's got their own timeline.” [Con 8]. Similarly, another 

consumer noted that they experienced a deepening of trust over time that far 

exceeded what they initially thought possible: “I felt like at 12 months I'd hit the 

limit of how much I could trust another person. And was, yeah, able to discover that 

that was actually just the beginning?” [Con 9]. 

However, the development of trust was a process that needed to be achieved and 

negotiated. One consumer described the difficulty of building trust with a new 

therapist who was the same gender and roughly the same age, after their previous 

therapist, who was older and of the opposite gender, retired. They spoke about the 

personal challenge they faced: “in relating someone who is kind of fairly similar to 

me, a male fairly similar age […] That was a difficult thing. And I guess, yeah, so that 

there's certain kind of trust there that I did not feel like I have to compete, have to 

somehow outwit him or something like that. That took a while actually. […] So that's 

a big achievement, having achieved that sort of trust that I don't have to have 

anything intelligent to say for instance […] To be there and talk.” [Con 6].  

Another consumer described how repeatedly experiencing the therapist as 

supportive, especially after broaching difficult or sensitive topics where they feared 

judgment, helped to strengthen their trust in the therapist. They explained, “other 

times I find myself a bit more reluctant or a bit hesitant because […] inherently 

people make judgments […] [W]hen there is a situation like that, that is hard to talk 

about with him and then he ends up, you know, obviously not judg[ing], or, you 

know, being supportive. I think then that sort of helps strengthen that relationship.” 

[Con 3].  

The third subtheme, the experience of a stable relationship, refers to the 

development of a deep therapeutic relationship that remains consistently stable over 

time. Often the stability of the relationship was conceptualised as an active 

therapeutic component that facilitated both resilience and internal change: “having 

that kind of consistent person over that length of time is what […]  has been 

necessary for me to kind of work through those challenges […] I will face challenges 

obviously going forward, but I think I now have the internal tools to deal with it as a 

result of the therapy that I've done.” [Con 5]. Similarly, another consumer speaks 

about how the openness they had scaffolded with their therapist has ‘cascaded’ 

outside of the consulting room: “And then because […] eventually […] it's a lot easier 
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now for me to talk to him about things […] it's like cascaded into then me opening up 

more and then I take that outside of therapy” [Con 3]. 

The experience of feeling a sense of familial closeness to their therapist was 

consistently emphasised as being an important aspect of their therapy. In particular, 

the description of the therapist as feeling like a parental or grandparental figure was 

common: “I guess my therapist has been like […] that mother, father, that kind of 

holding me. Keeping me on track so that I can keep things in perspective” [Con 2]. 

One consumer spoke about how their experience of their therapist as a mother 

translated into an important model for the way they then interacted with their 

child: “He kind of became like a mother to me in a way. I learnt sort of through the 

bond that I developed with him then how to be that person for the baby.” [Con 4] 

and “being able to go to see my psychiatrist five days a week I got to experience 

what a healthy mother maternal relationship would have felt like. I could rely on 

him. He was always the same. He, he, you know, my mother was never where I left 

her.” [Con 4]. 

Once a deep sense of trust and connectedness had been established, several 

consumers foregrounded the experience of feeling emotionally held by their 

therapist. One consumer described psychotherapy providing them “with a sense of 

security and stability and sense of holding.” [Con 8]. When recalling a time where 

psychotherapy had felt particularly helpful, another consumer remarked: “[It was] 

an experience of kind of being met with and allowing sort of a deep feeling of being 

held by another person” but noted that “It took a lot to get to that point of allowing 

myself to be held by my therapist, a lot, and that was a whole journey, well over a 

year to get to that point.” [Con 1]. 

Theme 4: Gaining a deeper insight into oneself  

Containing four subthemes, this theme encompasses the multifaceted learnings that 

take place along consumer’s LTPP journey.  

The first subtheme, connecting one’s past to the present, refers to the consumers’ 

experience of relating current functioning to past events and interpersonal 

dynamics. For some, forming these connections was described as particularly 

instructive in enabling a deeper understanding of their mental health: “I feel like it's 

looking at me […] holistically, in the sense that it's like past as well […] what I really 

appreciate about it is that it's like acknowledging past events and just the whole why 

do you feel that way? […] it feels really like, you are getting the full picture. You 

know, and identifying like sometimes identifying things that I may not have thought 

of to be significant. And then they are […] I feel like it's a deeper insight or a deeper 

understanding into my mental health from my practitioner, which I feel like then 

benefits me” [Con 3].  

Another consumer remarked on how psychodynamic inquiry with their therapist 

equipped them to extend this inquiry outside the consulting room, empowering them 
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to gain significant and profound insights between sessions: “it set me up with tools 

to […] keep inquiring and to ask […] myself questions when I need to. Because […] 

there was such huge benefits in having the weekly sessions and going away and, and 

between the sessions, having so many Aha moments and […] working, working stuff 

out at such a rapid rate in the in the in, it was quite a phenomenal, seem to be a 

phenomenal pace in the last couple of years there were lots of layers to unravel.” 

This consumer also described how enlivening it was to gain these new self-

understandings: “I didn't even know what anger was […] I'm just so suppressed. And 

yes, and so that the, the benefits and the uniqueness was that it was me doing the 

work, me working hard on myself and, and, and understanding stuff and, and as a 

consequence feeling stuff. And I hadn't been feeling stuff like everything was 

suppressed for all my adult life.” [Con 10]. 

Although consumers reported exploration of the past in general, early childhood 

experiences were experienced as particularly formative and informative in providing 

insight into current difficulties and patterns of feeling and behaviour. As one 

consumer remarked: “Definitely […] there were novel insights with regard to my 

early childhood. What actually happened there […] Significant insights with regard to 

kind of my relationship to other people, that's more at the level of this kind of 

reaction patterns rather than kind of understanding explicit is something that I could 

put in put in words.” [Con 6].  

Another consumer discussed how identifying early childhood patterns and connecting 

them to current feelings enabled a new way of understanding their distress: “There's 

been things that […] I've identified or things that we've identified in my childhood in 

my early life and those early relationships and seeing how you know my responses to 

certain situations. Yeah, kind of hark back to some of those earlier experiences […] I 

think it's definitely been helpful to kind of. Yeah, I guess put a label on some of 

those things and be able to make that connection when something comes up and sort 

of recognise. So yeah, that's what's happening inside me. That's why that's 

happening. […] Yeah, kind of diffuses things, I suppose.” [Con 12]. 

The second subtheme, early life difficulties play an important role in self-

understanding, focuses on the insight gleaned from a number of consumers who 

directly rooted the pathogenesis of their mental health difficulties to childhood 

adversity. As one consumer claims: “It was always clear to me that the problems that 

I had had their root in my childhood” [Con 6]. For some consumers, reflections on 

their childhood within therapy facilitated new understandings that contrasted with 

their previous assumptions: “Before therapy, I would say I had. I really. What's the 

word? I suppose I really inaccurate sense of what my childhood was like. It is very 

much only as a result of therapy that I have, what I suppose I feel now is a more 

accurate sense of it.” [Con 9]. 

For consumers who spoke about experiencing childhood abuse, these traumatic 

experiences were strongly linked to their understanding of why they faced mental 
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health challenges; as one consumer stated “I know that you're looking into clinical 

labels that might be […] depressed or suicidal, and I know […] I was. But it felt like it 

was as a result of what was done to me.” [Con 4]. Another consumer highlighted the 

benefits they derived from discussing their childhood in therapy, noting that LTPP 

was the only treatment that truly addressed their childhood trauma: “some of the 

other treatments that I've tried and some of the other treatments that I've heard 

others try don't sufficiently account for the impact of trauma on someone's life, 

especially kind of early childhood trauma. And I think that early childhood trauma is 

such a strong kind of risk factor for depression, and I just don't feel like discounting 

long-term psychodynamic therapy, which is like rooted in trying to understand the 

impact of trauma, really, is something that we should kind of continue to endorse. 

[…] We need more treatments that can work with early childhood trauma and long-

term psychodynamic psychotherapy is definitely one of them.” [Con 5]. 

One consumer has, since therapy, described learning that their abusive background 

had restricted their reflective capacity, which has since been being remediated by 

their LTPP treatment: “Well, think what it's done is it in the first instance because of 

my particular experience having emotions or expressing emotions wasn't really 

allowed. […] My particular childhood background was quite violent from my father, 

abusive, and he'll display extreme ranges of emotions you weren't allowed to have 

any emotions that match that. So everything was very fucking buttoned down. And 

so you kind of grew up in a very controlled environment […] When I look back in 

hindsight, I realised I didn't have that capacity or facility to even understand what 

the hell I was feeling. [...] But I think what this has done is it's enabled you to kind 

of take stock and go, OK I’m feeling that it's OK to feel that it's quite natural. It's not 

a bad thing. It's not necessary, good or bad. There's no judgement on it. That's how 

you deal with that.” [Con 7]. 

The third subtheme, the ability to recognise and understand patterns, highlights the 

identification of behavioural and emotional patterns, particularly those related to 

interpersonal relationships, that were facilitated by therapy. Consumers spoke about 

the therapeutic potential of identifying patterns of behaviour and feeling that had 

been hidden in plain sight, and how identifying these patterns enabled them to 

break free from them. As one consumer stated: “if I hadn't had the psychotherapy, I 

actually don't think I'd quite be in the place I was […] I probably would have followed 

some other relationships that wouldn't have worked out. I would have just been 

going back to the old the old modes of just jumping on the first thing that works, 

just to try and get some internal fulfilments. So it's enable me to just kind of take 

stock and think about the decisions I'm making” [Con 7]. 

Some consumers noted that their problematic interpersonal patterns were 

reenactments of early childhood dynamics. For one consumer, the psychodynamic 

space for reflection gave them the agency to address these issues at their root and 

make intentional changes in their life: “even understanding that the dynamics of a 
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romantic relationship were problematic and abusive were not things that I would 

have realised because they had just emulated relationship dynamics that I had 

experienced earlier in my life and without the space to kind of reflect on that and 

understand that I just would have continued to be beholden to them and stuck in 

them [Con 5]. Another consumer noted the benefit of realising these entrenched 

patterns of reenactment, but also the need for constant vigilance and persistence to 

avoid falling back into them: “I was a shocking pleaser in a sense […] And then I 

found that some of these people who became friends really only wanted me for what 

I could do for them. And then I would fall flat on my ass because I was so devastated 

that they dealt with me in such a way, and it was the same pattern with my mother. 

[…] And so I have to work all the time not to be with somebody because I need to 

please them. But they need to be with me as I am and I need to be with them as 

they are sort of thing.” [Con 2]. 

The fourth subtheme, the importance of another person bearing witness to your 

experience, highlights the significance of experiencing one’s own subjectivity 

through another lens, which can be both insightful and validating. For some, this 

enabled a greater sense of self-understanding and access to feelings locked around 

difficult experience: “it was helpful to have his outside-in kind of perspective to 

help me make sense of maybe why it was so traumatic for me individually. Like 

objectively the stuff that happened to a person are really difficult. But why it was 

so, cutting through to my core difficult for me, was helpful to have his, you know, 

very empathic and compassionate way of helping me understand that.” [Con 1]. 

Similarly, another consumer described how having someone reflect their thoughts 

back to them revealed that their perspective might not reflect reality, opening up 

other possibilities. “understanding that somebody who can reflect back at you, you 

know, in a way, just by twisting perspective a little bit, in a way that shows you that 

what you think is not really the truth” [Con 2]. 

Theme 5: The experience of internal change 

With five subthemes, this theme considers the changes that consumers describe as a 

result of engaging in LTPP. 

Our first subtheme was emerging affect regulation as central to the process of LT{{. 

One aspect of this was improved self-regulation and an increased capacity to 

tolerate interpersonal stressors: “obviously there’s little blips but the little blip I’m 

sort of able to recognise okay I think I had the blip because of this happened or this 

person said this or that […] then I can have the conversation and iron out the blip 

and then continue on so instead of these massive peaks and troughs of emotion” 

[Con 4]. The increased affect regulation was noted as translating into reduced 

behavioural reactivity: “I can recognise it for what it is, not feel ashamed about it 

and just go. OK, well, I'm just like, take a breather. Walk away for a bit, come back 

to it. So it's given me a lot more tools to be able to deal with situations in a more 
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adult manner. I guess a more rational manner rather than just reacting off an 

emotional base" [Con 7].  

In cyclical fashion, this capacity to respond with less intense behavioural responses 

was felt to reduce interpersonal conflict and distress: “sometimes when people say 

things, it's very easy to, often, often when people speak, there's a lot of ambiguity. 

And, and that's, that's just life. Well, I would often interpret things and, and possibly 

still do differently from other people. But […] I reflect on that now and can and 

think is that how […] she meant that? And I can see that perhaps […] maybe she 

didn't mean it like that. So, I can look at alternatives.” [Con 10].  

The reduced intensity of distress responses was described as underpinning the 

growth of resilience — some consumers reported that they still undergo difficult and 

challenge experiences, but they are managed with increased resilience: “I think the 

main impact is that I'm just much more stable as a person […] That's really the main 

achievement of the therapy for me, that I can withstand difficulties and I've seen a 

lot of difficulties in my life in recent years. Remarkably well. I just think that I think 

of myself before I started therapy. I just would not have managed the things that I've 

gone through […] Just the capacity to live through and withstand, have resilience, 

has made a huge difference to me.” [Con 6]. Several consumers reported the sense 

that they had internalised their therapist, and that their capacity for improved 

affect regulation and resilience derived from that internal presence: “'I’m now at 

the point where I can have a chat to him in my head and I actually know what he's 

gonna say. And that will then help me in the moment so it's like I have him now 

inside me and so I guess why I don't have to see him so often because the 

relationship is now inside me. His voice is now inside me. He's there” [Con 4]. 

These experiences of internal change were described by consumers as an 

empowering experience, which is the second subtheme, captured in this quotation: 

“I guess the first, when I started going, I can remember never having had the 

experience of feeling listened to at all in my life and it was just, kind of, I would 

leave sessions feeling lighter. I would feel a sense of relief, a sense of kind of 

feeling, not alone. And that, I think gave me kind of a growing sense of confidence in 

like making my own independent decisions in my life” [Con 5]. In particular, this 

sense of agency was related to interpersonal functioning, and the capacity to seek 

out and maintain more healthy relationships: “So like you know re-evaluating my 

relationship to the relationships I've chosen not to participate in, the relationships I 

do participate in. […] So I've cultivated some really good friendships. But yeah, I 

guess […] when we change our relationships change, right?” [Con 8].  

Others described this improved self-esteem and increased confidence and 

assertiveness in other domains such as work contexts as well as friendships and 

family relationships: “both in […] my personal relationships with my wife and family. 

But yeah, as I said, like a big thing was kind of getting that sense of self-esteem at 

work and […] self-value. That's obviously affected the way that I, I deal with people” 
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[Con 12]. The experience of change in therapy was at times described by consumers 

as making possible levels of fulfilment that would otherwise have been difficult to 

achieve: “What has been wonderful is through the work that I've done with my 

psychiatrist, especially, I've been able to now access those parts of myself. And so 

they're really fully coming alive now. So I feel like finally I'm the person that I was 

meant to be” [Con 4].   

Increased sense of agency and selfhood were also connected by some consumers 

with our third subtheme, a greater sense of connection to and compassion towards 

one’s inner self: “You know, like I always considered myself authentic, but actually, 

you know, in how I comported myself with others very honest. But actually […] I feel 

like I'm more essentially me now” [Con 1]. One consumer described how an 

increased ability to understand and tolerate their mental states enabled more 

thoughtful and less destructive responses: “But, as often, you'd be in situations 

where you might be in a bit of a confrontation situation. And you just kind of like 

you just kind of shut down. You don't know what to do. You just want to get out of 

that situation as fast as possible. Or you kind of lash out and get angry” [Con 7]. This 

improved sense of self was described by two participants in terms of increased 

freedom “I'm a lot more calm and present. Free, you might say […] I can still 

experience anxiety in relation to a feeling that the relationship might be in jeopardy, 

or something like that. We have children now, and the stakes are higher, but I'm 

much more able to sit with it without having to be reassured” [Con 1].  

Our fourth subtheme relating to inner change involves the benefit to others. Some 

consumers explained this as an outcome of improved capacity to communicate one’s 

thoughts and feelings:  “There was probably quite a shift, I suppose, in just in terms 

of me being able to like articulate the frustration […] maybe in the past [….] 

frustration might have kind of turned into something that I'd self-directed and you 

know, rather than expressing my annoyance. It's my anger. It's something that maybe 

just hold it in and then just kind of get really angry at myself. Like so being able to 

express things and being more open about things” [Con 12].  

Others described developing new and more positive relationships: “It’s not that my 

life has been sort of devoid or I would say, even minimally populated by others. I 

think it has been populated quite well. It was perhaps the quality of those people 

that was maybe not always the best choice” [Con 9]. Several consumers saw the 

benefits to the relationships as arising out of improved capacity for self-reflection — 

this stronger capacity to understand their own thoughts and feelings was identified 

as an important aspect of internal change driving improved relational functioning: “I 

have become a lot more aware of my emotions and maybe why I'm so reactive. I feel 

like I'm able to sort of have a bit more introspection. I don't know. Like when I am in 

a like heightened emotional state” [Con 3].  

A further way in which benefits to others were articulated was through the idea of 

breaking the intergenerational cycle of abusive relationships: “I mean, I just feel so 
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incredibly thankful that I've been able to do the work that I've done with my 

psychiatrist because it literally has saved my life and it's literally had such a great 

impact on all of those around me and I've broken generations of abuse through this 

work so I've saved future generations of expense, trauma, you know, so I think I think 

I know that's really hard to quantify” [Con 4].  

Our fifth subtheme relating to internal change was consumers’ description of 

symptomatic improvement, in terms of mood “hugely positive effect on my mood” 

[Con 10] and another reporting: “It's different because it enabled me to understand 

me, and be me and in doing so feel a whole lot less anxious, less overwhelmed by 

mood states” [Con 1]. One consumer described the process as transformative: “the 

therapy relationship has, like, changed my life. It's been really transformative” [Con 

8].  

Four consumers described LTPP as lifesaving in relation to symptoms of suicidality: 

“Yeah, it changed my life. I honestly, I actually think I'd be dead now. I think I would 

have killed myself for sure if I hadn't had the done the work” [Con 4], and “I would 

say that my life depended on it. Like I was absolutely in need of it, and it saved my 

life” [Con 5]. “Even when I found simply turning up very difficult that I turned up 

mattered and my therapist always turned up for me as well, and that mattered that 

she would always turn up when we were meant to turn up […] And when no one else 

is doing that in your life, or at least you can't perceive that that's happening, maybe 

it's not […] Like I wanted to keep going to therapy when I didn't really want anything 

else. Even to be alive” [Con 9]. 

Theme 6: Emotional and financial cost of long-term treatment 

The burden and barriers to treatment in LTPP was our final theme, made up of three 

subthemes. 

Our first subtheme in relation to the issue of the burden of long-term treatment is 

that the complexity of problems takes time and effort to address: “It probably took 

a couple of years to be honest. I'm just trying to think why that would be. I think 

what it was is that, it started to help me to unpick and understand why I was, what I 

was feeling, why I was feeling it. And starting to pin back the decisions that I've 

made in life and what I was going through and experiencing” [Con 7]. As well as 

requiring some time to address the issues considered in psychodynamic 

psychotherapy, some consumers also reported that it took some time for the value of 

treatment to be felt, particularly compared to the immediacy with which solutions 

and techniques are provided in other forms of treatment: “later I kind of realise the 

value in, you know, even just putting these things out there and. But yeah, at the 

time, that probably was difficult at first, just feeling, you know, give me some 

strategies or something like, you know, what am I supposed to do is tell me the 

answers” [Con 12].   
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One consumer, in describing how slow and painful the process of therapy was, raised 

the complex issue of whether continuing with such a drawn-out long-term process 

was associated with a tendency towards self-harm, while also finding the process 

ultimately helpful: “it was really slow […] But like it definitely really sucked at the 

start. But I'm also like one for self-harm, so like, I'm very like yep, this is great. Like 

I like doing this. I like feeling this shitty because I know it means I'm like processing 

and I'm dealing with it and you know, so I yeah, I don't know. I just was like, 

whatever. I'll just keep doing this. Like it didn't make me want to stop it” [Con 3].  

Several consumers described the experience of change as emerging quite subtly, 

rather than through a sudden epiphany: “Like it wasn't necessarily a kind of, sudden 

thing that happened, but yeah, it's just been a very kind of gradual, yes, strength-

building kind of thing in that regard” [Con 12]. One consumer described the 

unexpected, continuing and changing benefits of a very long-term therapeutic 

relationship: “Every year, the more that I trusted my therapist, the more I got closer 

to really talking about the things that I just thought I would never talk about with 

anyone. That I didn't want to talk about with myself, let alone another human being, 

and so it's hard to overstate how powerful the commitment of a longer period of 

time of engaging with this one person in this work.” [Con 9]. Another consumer 

commented that for individuals dealing with very entrenched distress and its 

consequences, the long-term nature of therapy can be seen as efficient: “There are 

kind of deep problems that prevent people from being happy. And those can have all 

kinds of consequences other than that, they just live […] unhappy lives. And for that 

sort of […]  general problem, I think this is the only way, and it is an efficient […] 

way.” [Con 6]. 

A point frequently made by the consumers we interviewed, in relation to the 

emotional and financial costs of long-term treatment, was that LTTP is challenging—

our second subtheme. Several consumers described painful and uncomfortable 

experiences in their psychotherapy: “So whilst it was a little bit painful and 

confrontational and I felt a bit grumpy coming out of some sessions and thinking well 

that was a fucking waste of time! Why am I doing this? In hindsight, I recognise that 

they were really important” [Con 7]. Some consumers, in retrospect, reported that 

going through these painful stages were an essential part of the process: “And when 

my therapy became acutely, acutely painful, which would have been about 2 1/2 

years and it started to get incredibly bad, we basically started to get properly into 

the trauma. And then there was, like, a year or two that had been like, 

excruciating” [Con 8].  

The same consumer also noted that the long-term nature of the treatment was 

associated with the most painful but rewarding aspects of therapy, as it may take 

some time in the therapeutic relationship to get to that stage: “I didn't really expect 

quite how much pain I really would have to experience. And it took years to get 

there, so it's both like that time commitment and then going through that” [Con 8].  
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Other consumers felt it important to communicate how hard treatment might be to 

other possible consumers: “I would say 100% do it 100%. But I would add addendums 

to that which would be: it is really hard, it asks a lot of you to participate in this 

therapy. And, I often felt like I didn't have what it took” [Con 9]. A particular 

characteristic of psychodynamic psychotherapy is its emphasis on working in the 

transference — it was this aspect of the work that some consumers identified as 

particularly challenging: “because, part of the way in which the treatment works is 

it also explores not only your past, but what's happening in the present and so 

there'll be situations that I'll be asked to recall, right? Talk about something that had 

happened and recall that experience and it might be a bit of a painful experience to 

recount. And then there'll be a kind of a dissection of why I've reacted that way. And 

that's kind of confronting because you kind of get defensive and you'll be, the way in 

which the therapist would kind of relay that back, you kind of feel like you’re under 

attack again” [Con 7].  

Some consumers related the experience of finding therapy unhelpful and difficult for 

as long as the first year or two, but that following these difficult phases, treatment 

was highly rewarding—a point particularly salient to understanding what some 

consumers found valuable about LTPP is its long-term nature, which meant there was 

time for difficult phases to be worked through: “These are things that I thought at 

the time were unhelpful, but were […] ultimately very helpful and necessary. Early 

in the course I found it, I experienced his curiosity of my  […] internal state as 

intrusive, and his sort of persistent, gentle, but persistent verbally and non-verbally 

about what was happening sort of in me for me in that moment that that I felt, was 

unhelpful at the time and what I thought that I was going there for was more like the 

verbal analytic, tell me what's wrong with me kind of stuff […] So yeah, like if I were 

to if you were asking me these questions in my first year of therapy that's what I 

would say to you, but in my seventh year of therapy I would say to you that that was 

vital to my process and healing journey ” [Con 1].  

As well as the commitment of long-term treatment, some consumers also 

emphasised the intensity of treatment frequency as highly valuable: “I was aware 

that I was diagnosed with a severe personality disorder by my psychiatrist […] I'm so 

appreciative that I was able to see him five days a week and do the five day a week 

work because and […] was partially funded for me by the government and it meant I 

could afford to do it. And I actually really believed that it was the five day a week, 

the intensity, 'cause I was able to build a really great attachment to my psychiatrist 

and then through that attachment do the work that we did. So I mean, I feel so I'm 

thankful. I’m so appreciative and so lucky.” [Con 4].  

In the context of the intensity and cost of LTPP, some consumers were aware that 

the demands of LTPP would make it unsuitable for some prospective consumers, but 

warmly recommended it to those who are interested: “It's not for everyone, I don't 
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think. At least not for everyone at the point at which they are at the time they might 

need it. But I actively encourage others to seek it out and to commit to it” [Con 1]. 

The cost—both in terms of personal finances, and state provision — was an important 

subtheme. Consumers were highly aware of the challenges of funding in healthcare 

systems: “This is really kind of the best thing ever that I invested some money over 

and extremely thankful for the Australian public health system that it is fairly 

generously supported as well” [Con 6]. Similarly, some consumers expressed a sense 

of gratitude that they were able to access Ltpp: “obviously it is really resource 

intensive and you know, I just feel really lucky that I'm at a point in my life where I 

am able to do it” [Con 3]. The prohibitive financial cost of LTPP for many was an 

issue that several consumers mentioned, with some consumers citing being unable to 

continue with the financial outlay as a factor in having to stop their treatment: “as a 

full-time student living out of home, I like went through all my savings and it just got 

to a point where I was like, I just can't” [Con 11].  

Others described accessing treatment through workplace based programmes: “I 

guess the pathway for that was through my work that we have a deployment 

assistance programme which enables people to have some counselling slash some 

type of psychotherapy sessions that are paid for by the employer” [Con 7], or the 

vital contribution of subsidised programmes in making access to LTPP possible: “It's 

difficult to describe how privileged I feel, particularly because of my ability to get it 

subsidised in Australia. We do a lot of silly things over here, but some things we do 

pretty good and that functionally saved my life” [Con 9]. In New Zealand, the 

difficulty of acquiring publicly funded LTPP was clearly articulated: “Like long-term 

public psychotherapy like paid, it's just not a thing. You know, generally people have 

to go privately” [Con 8].  
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Providers 

Five themes and 15 subthemes were conceptualised from the interviews with 

providers, summarised in Figure 6. Each of the eight providers were assigned a label, 

P1-8, to indicate their contributions. 

 

Figure 6 | Diagram showing the five themes identified from interviews with providers 

 

Theme 1: Building a deep relationship 

Composed of three subthemes, this theme brings together viewpoints detailing how 

the development and maintenance of a strong therapist-consumer relationship is a 

central pillar of LTPP.  

The first subtheme, trust needs to grow in the consumer, foregrounds trust as the 

foundation for building an effective therapeutic relationship: “it's a deep 

relationship and deep safety within the relationship with the therapist. It develops 

necessarily over a long time. For people to be able to actually feel safe enough and 

to be able to get to the deeper levels of personal experience that they need to 

explore. And they just can't do that in short-term work because it's work that needs 

to be done in really slow, safe steps.” [P6]. Another provider describes how 

individual differences can influence the speed of trust-building: “Often people, 

particularly men, are not comfortable talking […] and you have to be patient enough 

to sort of work with them until they're sufficiently trusting of the relationship that 

they can begin to talk” [P7]. 

Some providers emphasised the importance of the therapeutic framework, and the 

establishment of a safe, curious, and containing relationship that is characterised by 

respect, as an essential feature of establishing trust: “So I think in the therapeutic 

room, […]  something that I would use to contain people is that there would need to 

be respect. I guess the rule for me is that you're allowed to say anything that you 
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want, as long as it's done with respect. And I think that creates a safe environment 

where you could be exploring various materials.” [P2]. Judgement-free exploration 

is described as another aspect of building a safe, trusting relationship: “And the 

person has to feel connected and has to feel that you are in tune with them. That 

you understand where they're at, that you're non-judgmental, that you're very open 

to whatever it is they bring to the therapy.” [P7]. 

The fit between provider and consumer is identified as a crucial factor in mediating 

therapeutic effectiveness, with mismatches often exacerbated by inflexible 

therapeutic techniques: “Some people find it very difficult to understand, for 

example, let's say the analyst works in a very symbolic way and the patient doesn't 

understand symbolic thought very well.” [P8]. Likewise, relational difficulties can 

cause the therapeutic process to stall: “Sometimes the person might feel that 

they've kind of reached an impasse, like a relational difficulty with the therapist that 

they've just been having the same argument again and again.” [P1]. 

This same provider also describes how being rigidly neutral can be intimidating for 

some consumers, using an example from early in their career: “…the patient 

experienced the silence as really scary and at times invalidating, and I've reflected 

on that a lot since and I've changed that about my practise. But I do think that at the 

time the supervisor I had had encouraged the psychodynamic principle of being 

therapeutically so neutral that you don't ask things from the patient, you just let 

them come up with it. But I think for that particular patient, it was quite 

intolerable.” [P1]. 

The second subtheme, experiencing a close and stable relationship, speaks to the 

corrective experience of the therapeutic relationship: “for some people, their mood 

disorder will be very much based in developmental attachment trauma that 

happened. And for quite a lot of people that's the case, I would say. And actually, it's 

[…] a long-term, close psychodynamic therapeutic relationship that is going to help 

them create change in that.” [P6]. Another provider also describes LTPP as 

facilitating a corrective learning experience for those with early trauma histories: “it 

can offer them a real opportunity to learn things that they might not have 

automatically experienced, within that long-term therapeutic relationship of having 

a consistent other, who's there solely for their benefit, solely to help them discover 

themselves, and what makes them who they are...” [P3].  

The third subtheme, the timeframe can be long, elucidates why some 

psychodynamic treatments are necessarily protracted. For some consumers, the 

process of communicating and recognising their feelings can requires considerable 

time and effort to develop: “It takes a long time for patients who have limited 

vocabulary for their feelings. Impaired capacity to actually feel feelings. And feel as 

feelings […] as opposed to feeling emotions that get stuck in the body, somatising 

symptoms, or […] enactment symptoms.” [P5]. 
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One provider described the importance of having patience when trying to understand 

the consumer: “Patience is really important because not everybody just sits down 

and goes “blah!”, and often […] they don't know what they need. If they knew what 

they needed, they would have fixed themselves long ago. So you've got to be 

patient.” [P7] Another provider emphasises that the repeated practice of reflection 

and emotional curiosity in therapy is crucial for helping consumers internalise these 

processes, enabling them to continue this self-exploration independently over time: 

“even the habit of reflecting on the past or reflecting on what they are feeling […], 

kind of exploring their own feelings and being curious about their own feelings, 

which is what a therapist will do session after session. […] The patient will often 

over time, learn to ask these questions to themselves.” [P1].  

Some consumers with mood disorders are described as having complex, long-term 

problems that cannot be tackled in a short timeframe: “…people who present with 

mental health problems, particularly in that really big bucket that is called 

depression, have had life-long problems, things beginning very early in life 

sometimes, or often transgenerational issues have been passed through, and to kind 

of think that they can be assisted in six, 12, 18 sessions, I think it's a bit naïve…” 

[P4].  

One provider describes how it may take a long period of time in therapy before deep 

traumas can be overtly voiced by the consumer: “And for many patients, it can take 

a very long time to even be able to trust the therapist. […] it might take a person 

eight years to tell their therapist that they were sexually abused as a child. Even 

though the therapist might have some sense of that from what's being said, but it 

may take that long for them to actually acknowledge that reality.” [P5]. Another 

provider justifies the length of LTPP by framing mood disorders in the context of 

other long-term, chronic health conditions: “I don't think we should give up on 

people and if there's benefit in seeing them […] if someone is really in need, then 

you treat them. Just like you would with an asthmatic or a diabetic.” [P7]. 

Five providers refer to the idea that length and depth of treatment are correlated 

[P1,2,3,7,8], for example, “I think the commitment to a long-term relationship with 

the patient is something that you get from psychodynamic therapy that you don't 

necessarily get with other therapies. And, well, you get a much deeper and richer 

understanding of yourself in psychodynamic therapies” [P7].  

Providers also acknowledged that maintaining LTPP over an extended timeframe is 

not without practical challenges: “People might fall sick. They might move, the 

therapist might move. The therapist might retire. So these are things that make the 

longer therapies hard to maintain after a point” [P1].  

Theme 2: A high level of commitment is required from the consumer 

This theme is built from providers’ accounts of the commitment required from 

consumers to make progress in LTPP.  
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The first subtheme, full engagement from consumer is needed, details what is 

required from the consumer in order to make successful gains from LTPP, and 

conversely the attributes which can make a person less likely to benefit.  Providers 

spoke of the bravery and robustness required from consumers to engage in LTPP: “I 

think it does take quite a lot of courage, to have a look at your own inner workings 

and your own relationships with people and how you might be projecting onto 

others, or how you might be using your defence mechanisms.” [P2]. Another provider 

describes LTPP as “…big, emotional work. And again, that's why it's not for everyone, 

because some people just don't want to go there and that's to be respected.” [P6]. 

Providers describe the experience of emotional intensity as a necessary ingredient in 

the therapeutic process, which can be a highly difficult: “…it's kind of necessary for 

that personal kind of growth, so the person can step out of the patterns that they've 

been in with people in their lives up until that point, and get more comfortable with 

those difficult emotions so that they aren't quite so much at the mercy of them.” 

[P6]. Another provider describes how experiencing high emotional intensity is needed 

to work through some issues: “I think that justifies these very intense emotions that 

come up in the therapy, because intense emotions will come up in life, and at least 

in therapy they have me to be present with them while they're experiencing that.” 

[P1]. 

Providers discussed the need for consumers to have a baseline ability to engage with 

LTPP, and thus identified those who are highly defensive and unwilling as less likely 

to benefit: “I've done a lot of prison psychiatry [...] And most of the guys […] have 

had terrible childhoods. So they nearly all have had severe trauma in childhood. And 

a lot of them do not want to go there and do not want to talk to anybody about it. 

And that's the end of it. And that's a no-go zone.” [P7]. Active substance abuse issues 

were described as a particularly strong barrier, with consumers struggling with 

substance use problems as having particular difficulty in effectively engaging with 

LTPP [P4,7,8]. Several behaviours or states were given as contraindications to LTPP: 

self-harm, suicidality, acute psychosis, and acute mania. This arises from the danger 

of exacerbating an already unstable state: “is the patient in a stable enough position 

to actually embark on what might be destabilising work…?” [P5]. Four providers also 

mentioned ineffectiveness of LTPP for obsessive-compulsive presentations [P2,3,4,8]. 

The second subtheme, cost is a major challenge, speaks to the financial commitment 

which may be required from the consumer receiving long-term treatment. Five 

providers mentioned cost as the main potential barrier [P2,3,4,6,7]: “the money is 

the issue, really, long term for people.” [P6], and “financial considerations are 

definitely a challenge for most people” [P2].  The funding landscape in Australia and 

New Zealand was mentioned by four of the providers, noting that “…we're very 

fortunate in Australia because we've got a very generous Medicare system, so most 

people can afford psychotherapy” [P7], while “…New Zealand has ACC, which is the 

government agency that provides funding for people with various different claims, 
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but essentially one of the major ones is people with a history of sexual abuse and 

assault. […] it's a limited number of situations that are covered, whereas in Australia 

[…] there's no limitation on your reason for going for therapy” [P6]. 

Theme 3: Understanding deep causes 

Facilitating consumers in understanding the root causes of their mood disorder is a 

distinctive feature of LTPP, examined in this theme across two subthemes. 

The first subtheme, understanding one’s past, highlights how early adversity is a 

common factor that often critically underpins mood disorders, making it an essential 

focus in some therapies: “…the context of what there was for the person in their 

world growing up, and often a lack of provisions, usually due in my experience to 

transgenerational failures; abuse, neglect. How does that reverberate again inside 

the patient? It's repetition until the person can really experience their experience.” 

[P5]. Another provider describes how consumers usually bring their past into the 

therapy room: “…if the patient doesn't bring the past, you wouldn't be working with 

it, but, my experience is that patients do bring their past experiences, because that 

informs a lot of what they are dealing with now.” [P2].  

Conversely, some consumers may require time and encouragement in order to 

remember and verbalise their early memories: “Sometimes there’s a complete 

absence of memory. They may not be able to remember in a way that is helpful for 

them, […] but I might just encourage curiosity around who are the grown-ups? Were 

they around? Were you yelling out and no-one came to you? Then eventually over 

time they may come up with something in between sessions and go, actually, I 

remember this…”’ [P3]. Another provider describes how severe childhood trauma can 

lay at the base of some consumer’s mood disorders, and as described in Theme 1, 

necessitates time and patience to explore: “…severe childhood trauma, people don't 

really get over it. […] if, for example, you've been sexually abused as a child from 

the age of 7 to 10 by your grandfather. And you've kept that secret all your life. And 

you've never told anybody. And your family think you're a bit of a loser because you 

have so many problems, and you suck that up as well. That leaves tremendous scars 

and people don't just get over that.” [P7]. 

A useful element of understanding oneself can be to recognise how attachment style 

can continue to influence current relationships: “their attachment style, the way 

they're related to their spouse, the people around them. I think it oftentimes is quite 

helpful for them to know that they're not damaged; there's a reason behind whatever 

their current state is, and even that alone sometimes does help them shift” [P3]. 

This process of exploring one’s past is often challenging, and so a capacity for 

tolerance and resilience is required from the consumer: “I think it's about those that 

are capable of delving into the root causes. Whether those are initial, early 

experiences, whether those are interpersonal traumas. Whether those are 

malfunctioning self-defence mechanisms. And also people being able to tolerate 

understanding their own subconscious. I think a lot of people tend to repress and 
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distress or discomfort.” [P2]. Vulnerabilities may also be exposed during this process 

that can cause acute symptomatic worsening: “People sometimes get worse before 

they get better. For example, if somebody may come along and you can see from 

their history that there's a whole lot of grief that hasn't been dealt with, you can you 

can kind of predict that there's going to be a time when the grief will come out” 

[P8].  

The second subtheme, recognising patterns of behaviour, builds from the ability to 

better understand oneself. By learning how to recognise unhelpful behaviours, the 

consumer is better able to make more positive decisions and exhibit greater agency: 

“I can give people an opportunity to see that […] they repeat their stories over and 

over again, that they can either avoid that repetition, or stop it in its tracks. If they 

can see it, that that's a pretty big gain, because it means you're not forever doomed 

to go over the same old pattern again and again…” [P8]. A greater awareness of 

unhelpful behaviour patterns can prove particularly useful in facilitating better 

relationships with others: “they may have other patterns that they had repetitively 

done and they were maybe tempted to carry out if they didn't have that space to 

look at things...” [P3], and “the need for connection with others is so salient, and all 

of the interactions that happen, unearthing previous experiences and how that 

influences your current interactions and your current relationships I think is really 

important to explore and to understand.” [P2].  

Theme 4: Creating lasting change 

This theme centres around the processes and mechanisms by which LTPP is able to 

lead to lasting positive change for the consumer. Three subthemes describe how LTPP 

can be tailored to specific needs, how it empowers consumers to greater agency, and 

how it can eventually conclude. 

The first subtheme, matching the treatment to the consumer’s needs, collates 

descriptions from providers of how LTPP is amenable to adaptation to a consumer’s 

particular problems.  

The pace and intensity of LTPP can be adjusted to match the needs and capacities of 

the consumer at any given point: “I think that is really helpful in not pushing a 

patient too fast or, you know, them not being stimulated. So that's why I really enjoy 

this kind of work, because you allow the patient to guide you.” [P2]. Another 

provider describes sensing when intensity may need to be reduced: “…sometimes 

then have to step back […] to more supportive work […] you're not doing the big 

change type things because you are holding them, scaffolding them through that 

particular rough patch…” [P3].  

Alternative treatments and interventions can be coordinated around LTPP for 

consumers in acute distress: “I've worked with people who have a psychosis 

diagnosis, and it's been useful. Obviously, if somebody is currently completely 

psychotic and hallucinating, I'm not going to sit there and analyse their childhood. 
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Those are the times where you need to do something immediate, like medication, 

hospital care, whatever you've got to get settled...” [P7].  

Several providers spoke about integrating other treatments where necessary: “…it's a 

very expertly blended mix of what's appropriate for this particular person with this 

particular problem, in this particular situation, and so you're able to bring together 

all that you've learned from all these fields and hopefully you'll find it's like tailored 

therapy…” [P7]. Providers explained that medication and LTPP can work together, 

and were keen to stress that LTPP need not be used in isolation: “I don't think it has 

to be either or, you know. So I think actually people can have medicine alongside 

their therapy. I don't think they have to choose really.” [P6], and “…once they have 

[…] the pharmacological treatment as well they can understand the processes 

perhaps that underlie their levels of mood or anxiety, and provides a deep 

understanding of the symptomatology as more complex than just a biological process 

alone…” [P3]. 

The second subtheme, empowering consumers, speaks to the different ways that 

LTPP can build the consumer’s sense of agency.  This provider describes how LTPP 

humanises the challenges a consumer may be experiencing and provides them with a 

person-centred treatment: “I think psychoanalytic psychodynamic psychotherapy 

really is about meeting patients as people, bringing their human dilemmas and 

conflicts and emotional turbulences, looking for someone who can be with them and 

help them make sense of it. It's quite different, you know from the expert sort of 

doing or dispensing to a patient…” [P5]. Another provider describes how allowing the 

consumer to decide what to discuss during sessions assists in raising their awareness: 

“I think just by the act of allowing patients to bring whatever they want to bring to 

the session. It helps and supports patients in becoming more aware of their thought 

world and their consciousness.” [P2].  

Improved resilience is another important outcome, which this provider describes as 

being achieved through shifting the consumer’s relationship with themselves: 

“…hopefully helping them shift their relationship with themselves and their sense of 

inner traits and confidence and validity if you like, and who they are. That may then 

help them feel a bit more robust in tackling life…” [P3]. Lasting change is described 

in terms of internalising the therapist by two providers. This process of 

internalisation drives the emergence of a sense of more positive and active sense of 

self: “And then sometimes people with mood disorders, they can tend to be very be 

very self-critical and then having a therapist voice that is very self-compassionate 

become a part of their inner voice, this takes time to happen.” [P1], and “Where 

they can leave the therapy having internalised the way of being curious, thinking, 

dreaming, processing, feeling and relating to themselves.” [P5]. 

Providers describe how the lasting change brought about in consumers by LTPP can 

have wider benefits for society, as consumers increased sense of agency makes them 

better able to engage in life tasks: “They will improve in all sorts of different areas 
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of life […]. They will probably, if they weren't working they will start working. If they 

were working, they will do better, they will earn more money, they will give tax.” 

[P8]. The same provider goes on to compare the treatment cost to the longer-term 

benefits: “OK, it costs more money, but you're actually avoiding hospitalisations, 

visits to emergency rooms, time off work. Losing jobs.” [P8]. 

Another provider gives a similar view of the wider benefits to society, and suggests 

that this means LTPP is actually very cost-effective: “…they’re using hospital 

resources less, being admitted to psychiatric hospitals less, self-harming less. 

Getting into jobs and meaningful relationships, getting out of the benefits system. 

The cost savings are quite enormous as well.” [P4]. 

The third subtheme, successful therapy should end, follows on from ideas of 

consumer agency and lasting positive change. Ending is described as a vital aspect of 

a successful treatment: “And the ending, in a way, is a product of the success of the 

treatment as well. You know there can be, hopefully in a good-enough ending, there 

can be a securely internalised good object.” [P5]. Here the provider describes how 

they define recovery as the consumer reaching a level of agency in managing their 

condition: “…if the person feels like they're empowered to […] manage their 

symptoms and manage their disorder, and they've reached a stage where they 

understand what are the supports that they can access around it, understand what 

are the steps that they need to take if they were to become unwell. If they 

understand all of these things and they feel that they can manage with the level of 

symptoms that they have, then I would say that for most intents and purposes, that 

is a recovery.” [P1]. 

Another provider describes the importance of the consumer gaining independence in 

ending their treatment: “And they have to let go. I mean, they don't to jump in the 

deep end, but they have to let go. Because otherwise they don't ever really know 

what they can manage. How much they can they can do. And, you know, people can 

underestimate what their capability is.” [P8]. The same provider likens this 

experience to watching a child grow up and leave home: “…you can sort of imagine 

your parents being happy for you, that you were able to go out and flourish in the 

world.” [P8].  

Ending treatment was commonly described as being very individual and consumer-

led, again implying that the meaningful internalisation of a sense of agency can 

make it possible for the consumer to imagine embarking on life post-treatment: “I 

think it's a collaborative process you know in which the, I guess the idea of an 

ending. You know it arrives first as an idea that has to be sort of felt, and tried on to 

see if it fits…” [P5], “It's rare that I would recommend terminating treatment. I 

would leave that up to the client or patient.” [P2], and “I usually leave it to the 

patient. I think most of us do in this kind of work.” [P7]. 

Theme 5: The provider’s experience is rich but has its challenges 
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The first subtheme, the richness of providing LTPP, brings together commentary on 

the rewarding experiences of practicing LTPP. One provider describes the skill of 

listening psychoanalytically: “…you're hearing what the patient is saying, but also 

what they're not saying. How do they move from one topic to another topic, and 

what does it tell you about at an unconscious level, how they've linked those 

experiences?” [P5] and goes on to describe the satisfaction of seeing consumers gain 

awareness and agency over the course of their treatment: “Being with people 

coming alive, into new ways of being with themselves, feeling like they exist and are 

real three-dimensional feeling people in the world who have a voice, and capacity 

for love that develops, and trust. These are the joys of the work, but they're only 

possible through experiencing the hardships of the work too.” [P5]. 

The second subtheme, risks for therapists, describes the potential hazards of LTPP 

for providers, including its emotionally draining nature, experiencing hostility, 

boundary violations and breakdown of the therapeutic relationship. This therapist 

describes maintaining a fine balance of emotions in the consulting room “…you've got 

to be able to feel the pain that they're feeling but not be brought undone by it, 

because then you're no good to them and they'll lose faith in you.” [P7]. Likewise, 

another provider describes their emotional involvement as sometimes draining: 

“They get taken along on the ride. You know you're involved in this. You can't be just 

a neutral person. […] you're not a mirror. You're actually engaged in it and […] it's 

very emotionally demanding. It can be very draining.” [P8]. 

Projected anger is described by one provider as an unbearable barrage and a threat 

to maintaining the long-term therapeutic relationship: “Sometimes the projections 

are just too much for the therapist to be able to deal with. You know, this rage and 

so much hostility.”, and goes on to describe how this can result in a breakdown of 

the therapeutic relationship: “… if the connection fails, I mean the connection 

always fails in small ways, but if it fails in a bigger way then the patient can be 

lost.” [P8]. 

Situations where the provider feels that the boundaries of the therapeutic 

relationship have been violated are described as particularly dangerous: “There may 

be something quite powerful playing out and actually the therapy becomes 

dangerous for you. In many senses, that's thankfully quite rare, but you know you're 

being in a way persecuted psychologically…” [P4], and “…one wonders if things 

should continue if that has happened, or something irrevocable has happened in the 

therapeutic relationship and that means that you should not continue to be the 

person's therapist anymore.” [P1]. 

Within the third subtheme, supervision is necessary, all eight providers stressed the 

importance of supervision for mitigating risk and maintaining self-care and good 

practice. This provider describes supervision as crucial for the reflective space which 

it provides: “I think supervision is essential in terms of another reflective space for 

therapist practitioners to go and think with other people…” [P3]. Another provider 
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describes the stabilising experience of thinking alongside others through supervision: 

“…it really helps you to maintain your objectivity, because it's very easy to get lost in 

the subjectivity of the patient. And having other people sort of thinking […] kind of 

really helps you to stabilise yourself, be able to maintain that sort of objective 

position...” [P8]. 

Another provider describes how supervision can identify potential blind-spots: “…we 

are so much at risk of enacting things sometimes from the person's past. The 

patients we see are very vulnerable. Sometimes we might have difficulties from our 

own past and we might have our blind spots.” [P1]. Supervision may also be 

particularly useful for difficult points such as an impasse: “… you can always benefit 

from another person's mind sort of looking, thinking about what's going on and is this 

the approach that you stay with, or does something need to change?” [P5]. Gaining 

perspective through supervision can also help to identify when therapy is not 

working: “You know, it's not helping. It's not going anywhere. So that might be a time 

to say, well, I'm not the right person for you. And supervision is an important part of 

that...” [P4]. 

Relatedly, having their own therapy was described by this provider as necessary in 

order to develop the required capacity for containment: “…the work is emotionally 

challenging. You know, the therapist needs to have had enough of their own personal 

therapy or analysis to be able to develop the containers for really difficult feelings.” 

[P5]. Supervision and therapy are described by this provider as reassuring and 

validating: “I think it's more so in the therapy, but in supervision it helps to unpack 

that counter-transference. I guess more around the ‘how do I feel about this 

situation’, oftentimes it's reassuring to hear from other people that yes, it's 

stressful…” [P3]. 

The fourth subtheme, lack of understanding from professionals without LTPP 

training, discusses LTPP’s perceived reputation as a ‘last-resort’ and a somewhat 

outsider intervention by some within the mental health field. Moreover, providers 

discuss the need for a wider understanding of the ‘person-centred’ nature of the 

LTPP approach from the broader mental health and psychiatric community to 

achieve a rapprochement. 

Several providers describe how LTPP can sometimes be viewed as an option only 

when other treatments have been unsuccessful: “…usually the people who have 

come to me have tried all the other things they've tried everything” [P8], and “I 

think that there are a group of patients that sadly are only referred to 

psychodynamic psychotherapy when everything else has failed. And so they've had all 

the treatments under the sun, often had ECT, CBT, and IPT […] so there's lots of 

attempts being made, but you know the core pathology, if you want to use that 

word, it's never really been addressed.” [P4]. Another provider describes again how 

LTPP is often seen as a last resort: “…often patients are told they're ‘treatment 
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resistant’, but from a system where they've only had medication management or 

short-term therapy or non-psychodynamically-informed approach.” [P5].  

It was clear in some interviews that providers felt that LTPP as treatment has to be 

justified in a way that other treatments do not: “…there is some sort of uneven 

standard, applied particularly I think towards psychodynamic and psychoanalytic 

analysis, long-term therapy work now where you know there's a requirement, even 

that we're doing these studies to justify that there's an evidence base…” [P5]. 

Another provider describes how the overall value of LTPP is not appreciated when 

judging its cost: “But I think that hospital managers kind of go on 10 to 12 sessions of 

CBT thank you. That sounds much more affordable.” [P6]. 

Some providers pointed out the importance and utility of other treatment 

modalities, which they often integrate alongside LTPP during sessions: “I do use a bit 

of an eclectic-ish approach which does lend, I guess, from relational approaches. 

Some supportive modalities, some DBT elements, some sensorimotor somatic 

therapies. Attachment frameworks. Yeah, I think, I would draw with whichever skill 

set, is helpful at the time.”  and “…being a psychiatrist is unique, we can and I do 

prescribe and provide psychotherapeutic work.” [P3]. Another provider emphasised 

that “I don't think it's either/or. There's room for everyone here and I think 

psychodynamic therapy has an important role. It's the only therapy that really gets 

the human condition.” [P4]. 

This provider explains that they believe the treatment course of LTPP is as long as it 

needs to be, and is certainly not protracted by the desire of the provider to hold on 

to their consumers: “It's not like we're desperate for clients. We're not. There's a 

queue outside everybody's door. So yeah, if you can turn them over more quickly, you 

would.” [P7]. 

Carers 

Three themes and nine subthemes were conceptualised from the interviews with 

carers, which cover practical challenges, feelings of uncertainty and blame, and the 

effects of LTPP that carers have observed. Each of the four carers was assigned a 

label, Car1-4, to indicate their contributions. 

 

Figure 7 | Diagram showing the three themes identified from interviews with carers 
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Theme 1: Challenges for carers 

The first subtheme, LTPP can be difficult to access, describes the challenges carers 

faced in finding a suitable LTPP provider and funding the treatment. The carers 

interviewed in this study were all involved with finding a provider who would be a 

good fit for their cared-for consumer. Two carers described a lack of readily available 

information, making the decision all the harder: “There's a whole list and pages and 

pages of psychologists in the area. […] How are you supposed to know which one's 

good and which one's not?” [Car1], and “You cannot […] search for psychotherapists 

in Australia, with a psychiatry background, you get such a hybrid. It's a bit like life 

coaches. We have very unregulated fields that call themselves psychotherapists…” 

[Car2]. 

Accessibility can be particularly difficult when the consumer relies on receiving 

assistance with funding LTPP, and they may not be immediately aware of the 

financial assistance which could be available to them: “We did try the GP first to get 

assistance and you know, they sent us to the psychiatrist a few times, and the 

psychiatrist never called back. […] I'm just going back and forth back and forth […] 

and still not getting anywhere, and I kinda thought well, I’ll have to do it myself and 

I can't afford private. And I knew that with the domestic violence that we'd been 

through recently, that we all qualified for the victim services.” [Car1]. 

The second subtheme, cost is a burden, describes the immense financial 

commitment families make to pay for LTPP, and the ripple effects for the rest of the 

family: “…you've gotta have the financial means because it is very expensive. So, 

your private health insurance and out of pocket expenses as well […] that then puts 

a burden of responsibility or guilt or compromise back to the family…”, “It comes 

from your family, and how and what do you give up to be able to do that instead?” 

[Car2]. 

The long-term nature of the treatment also creates uncertainty about how long this 

financial commitment is for: “…when will it stop, is it just going to forever keep 

going? Because without being awful, I'm sure my [child] is getting a benefit, but it's 

also $250 to have that therapy. And perhaps it just goes forever, I don't know.” 

[Car4]. 
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The third subtheme, supporting someone receiving LTPP, describes the sometimes 

all-consuming nature of being a carer, and the profound impacts on carers’ own 

lives, especially regarding employment: “I remember those times of just having to 

reorder my world to get my [child] to therapy. […] I used up every single bit of sick 

leave, transferable leave, carers leave, special leave…” [Car3], and “...at times I 

just put a pause on working because you physically can't work because your role is to 

keep, on a good day, that person alive.” [Car2]. 

The fourth subtheme, dissatisfaction with professionals outside of LTPP, describes 

occasions when carers have been frustrated with unsatisfactory treatment outside of 

LTPP. One carer described not initially knowing where to turn to for treatment for 

their child, feeling as though they were not given adequate care or support from a 

mental health hospital following a crisis: “…he took himself to the hospital, which 

was huge, and they sent him home. He needed a stay in there. He was at crisis 

point, suicidal, and they sent him home.” [Car1]. 

Another carer describes their child as having “At least four years” of treatments 

which they believe were very counter-productive: “…a deep dive into the biomedical 

approach of trying to assist her, including psychotropics, ECT, very, very intrusive 

and, at times, coercive types of treatments and in fact, I just felt that it was 

compounding her sort of sense of safety and trauma.” [Car2]. The same carer goes 

on to describe how professionals without an existing relationship with their child did 

not have the background knowledge in order to provide the best treatment: “… it's 

just assumed that everything that that person is telling you is legitimate and real, 

and we know that her positive effects in her psychotic episodes, they're not… some 

of that stuff is just so not real and yet it's the [LTPP provider] that I've been 

mentioning, he'll call it. But others will go through the tick and flick and pro forma 

approach, the CBT, therapeutic alliance approach. And you know, 'cause they don't 

want to open up that can of worms.” [Car2]. 

Theme 2: Feelings of uncertainty 

This theme brings together comments on how the trust and confidentiality pivotal in 

LTPP can create uncertainty and consequently difficulty for carers. The first 

subtheme, not knowing, captures carers’ feelings of apprehension and exclusion 

about their cared-for person undertaking LTPP. 

This carer described the need for courage regarding what might emerge in therapy: 

“I think we did have to be […] appropriately brave, because I think when you allow 

your young person to be seen by clinician […] there are going to be so many 

skeletons that are in the closet, even the things you thought you knew or thought 

you discussed.” [Car3]. 

Another carer describes a lack of information and a need to trust the provider and 

the treatment: “…as a carer, you have no capacity to question these 

psychotherapists. You've got no capacity to sort of… you’re literally just a bystander 
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watching and hoping that it's going to be OK.” [Car4], and goes on to say: “I guess 

what you need to have as a carer is a lot of faith and trust in the therapy that you've 

secured for your person…” [Car4]. 

Similarly, another carer describes feeling excluded from the therapeutic 

relationship: “…he had no time for us as family because […] I get the sense [the 

provider thought] I can't hold that many relationships around that individual, like 

you're an extra headcount, workload, non-billable activity, and I can't fit that in.” 

[Car2]. The same carer goes on to explain that they did not feel respected in the 

context of the consumer’s treatment: “I think that there's this sort of permissiveness 

to just blame every early childhood event on absent parents. Disconnected 

parents.”, with blame possibly originating from “…the theory and literature and the 

education that's provided […] you become part of the extended problem, not treated 

respectfully, as people that have possibly been the ones that have kept this person 

alive for that many years…” [Car2]. 

The second subtheme, conflict between provider-consumer trust and carers, 

describes the difficulties carers face as a result of the confidentiality between 

provider and consumer. Carers explained that knowing more about the therapy 

sessions would have helped them to be more supportive: “I would have loved to have 

known if there's anything I could do to support him through things. And I did sort of 

try and initiate that but got the confidentiality law sort of thing.” [Car1]. Another 

carer explains how more involvement would have led to a better understanding and 

greater clarity in navigating difficult moments “…there were many years that the 

relationship with my [child] and myself and my husband was terrible. Because we 

were like the enemies. And I think if there had been more collaboration as a family, 

we probably would have survived those years, perhaps in a much better state.” 

[Car4]. 

The exclusion of carers from treatment is particularly difficult in situations where 

carers are funding LTPP, but know very little about what they are paying for: “So, we 

found out that this therapist, for example, was actually charging every single month, 

and [my child] was often not seeing her, and yet she continued to charge, which was 

a problem. And when that was addressed, she was quite cranky…” [Car4]. Another 

carer who also funds their child’s LTPP describes a desire to have a feedback system 

in order to improve accountability for something they feel excluded from: “It should 

be a fair and reasonable request to fill in a feedback form on your experience with 

that psychiatrist on how it helped you…”, and “…how does the psychiatrist actually 

know that they are performing quality psychodynamic psychotherapy? How would 

you know?” [Car2]. 

 

Theme 3: Noticeable improvements 
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The third theme shares carers’ perspectives on how their cared-for person reacted to 

LTPP. This includes the changes they noticed, the time taken to see those changes, 

and how they perceived the therapeutic relationship. 

The first subtheme, perceiving the therapeutic relationship, speaks to how the 

carers judged the relationship between the cared-for person and the provider. This 

carer describes the provider as having a highly effective connection with their child 

which facilitated open communication in a way that was not evident with other 

professionals: “[the provider was] more like someone's kooky uncle, you know, and 

that would be how I would sort of describe him. But that part of it is the part that 

had the link and the connection for my [child], because [they] had never built the 

same level of trusting relationships with traditional sort of psychiatrists…” [Car2]. 

This carer describes how having a relatable role model was the most important part 

of the therapeutic relationship: “Is it just meeting another person that he can 

connect with on a regular basis. I don't even think it's the fact that he was a 

psychiatrist or psychologist. I think it's just the fact that it was sort of like a role 

model, a male role model.” [Car1]. 

Another carer was initially involved in family sessions which they feel gave the 

provider more context: “Sometimes there's all sorts of things that get in the way of 

the young person feeling that way, so they worked that quite hard […] for the first 

session with the psychodynamic therapist. She did want to see the three of us 

because at that stage he still was that teenager.” [Car3]. 

The second subtheme, timeframe for improvements, indicates variability in how 

long it took for noticeable changes to occur after starting LTPP. For two carers 

noticeable changes came quickly: “It was immediately helpful. I noticed a change 

straight away. I think to be honest, being able to speak one-on-one with a male in 

particular that was totally disconnected from the situation.” [Car1], and “I think 

initially it was instant. He was really good, but then they had a really rocky time and 

he was not seeing her. And then it had to get reignited. So, I think they've had quite 

a bumpy journey.” [Car4]. However, for this carer obvious change took longer to 

emerge as the therapeutic relationship required several months to develop: “It felt 

like maybe there was that winning of trust over those first six months to really, to 

help him know, maybe it was sort of safe enough to speak. I think it took a while, I 

don’t think it was quick.” [Car3]. 

The third subtheme, noticing changes, describes how carers began to notice 

differences in their cared-for person. Carers described noticing healthier coping 

mechanisms developing: “Beforehand he was getting quite violent, physically 

violent. Not hitting me, but hitting walls and things like that in frustration, or hitting 

his head against the wall. He would hit his head on the wall a lot. So that gradually 

reduced over time as he saw the counsellor, and then it's pretty much […] non-
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existent now.” [Car1], and “And I think he began to use exercise as something that 

he would process strong feelings with.” [Car3]. 

This carer describes how their child’s mood improvements appeared to connect with 

improvements in relationships with others: “So there's the actual mood was lighter. 

[They] seemed to be sleeping better, have more energy, those sort of things. But also 

then the interaction with myself and other family members and friends also seemed 

to come back online as well.” [Car3]. Another carer describes how they believe LTPP 

helped their child to accept parental love which for many years was rejected due to 

a deep self-hatred: “I think that therapy has helped him let us love him. You know, 

we've always loved him and deeply. But I think that he feels that love now. And that 

there were many, many years […] he had so much self-loathing and hatred.” [Car4]. 

The same carer goes on to describe the benefits that they believe LTPP had for their 

family dynamic: “…being able to complain bitterly to the therapist about Mum and 

Dad, […] my hope is that she's been able to, not solve those problems, but calm 

those problems down before they became even bigger in our family dynamic.” 

[Car4].  

Cultural considerations 

We acknowledge that cultural factors influence participation in both LTPP and 

research studies like this one. As a team based in London, United Kingdom, we 

recognise our limited capacity to fully understand the cultural factors shaping 

participation in LTPP and broader research in Australia and New Zealand/Aotearoa. 

To mitigate this, we collaborated with providers and researchers from Australia and 

New Zealand/Aotearoa through our Steering Group to gain a better understanding of 

the local cultural landscape. In this section, we summarise the cultural 

considerations that emerged from our interviews. However, given our convenience 

sampling strategy, we were unable to ensure a culturally representative sample, 

either in terms of those providing and receiving LTPP or across Australia and New 

Zealand/Aotearoa as a whole. 

Some providers described how, as a result of the individualised nature of LTPP, 

cultural identity can be treated as highly personalised. This is accompanied by an 

awareness of the universality of the process of listening and bearing witness: 

“…there is something of a fundamental humanity in the way of listening that 

respects difference but also recognises shared humanity.” 

Two providers described the importance of having a good command of this same 

language in order to explore often complex ideas: “…it's important to look at 

nuances because you have to pick up on word choices or things that are said and not 

said, or cultural idioms…”, and if “you're not fluent in the same language you lower 

the complexity and you start talking very simple terms.”. The same provider also 

thought that using an interpreter would be too convoluted and time-consuming. 
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Half the providers were born outside of Australia, with one commenting that the 

experience of being a migrant in Australia is “very common”. A provider of South 

Asian heritage commented that “I am culturally diverse in Australia, so maybe 

patients are also drawn to that”.  

Another provider described how being of a different ethnic background to the 

consumer could potentially be helpful as they may feel less shame and judgement. 

Another provider commented on how not knowing about a consumer’s specific 

cultural history allows the consumer to tell their whole story which could be a useful 

part of their treatment. 

A number of consumers mentioned that their parents came as migrants to Australia. 

Of the participants with mixed ethnic backgrounds, there was a tendency to describe 

their Western / European heritage as aligning more easily with psychodynamic 

values. For example, a participant with a European Catholic background described 

their family as valuing “deep speaking”, and a consumer of mixed race who 

described aligning more with their European rather than Southeast Asian heritage, 

both generally and in the context of LTPP. 

One participant with lived experience of LTPP and with Aboriginal heritage described 

how colonisation had enormously impacted their family—particularly practices of 

child removal—and have become “embedded in the trauma”.  

Lastly, a consumer from New Zealand/Aotearoa touched on the differences to 

Australia, stating: “There's just so much more money in Australia, just for 

everything…”, and that the current limited funding for LTPP leads it to be “this very 

middle-class phenomenon [in New Zealand/Aotearoa]”.  

Overall, the breadth of comments on the relationship between culture and the 

experience of psychotherapy indicate the complexity of issues at stake, involving 

individual cultural differences, minoritization, colonial oppression, language, class 

and income. Our study’s findings provide only a partial exploration of these issues, 

and we recognize this as a significant shortcoming. More qualitative research from 

locally embedded research groups is needed to better understand the effect of 

cultural variation, as well as the barriers and facilitators to accessing LTPP 

treatments in Australia and New Zealand/Aotearoa. 
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Discussion 

This qualitative study sought to explore experiences of long-term psychodynamic 

psychotherapy for mood disorder from the perspectives of consumers, providers and 

carers. This enabled us to develop a rich and multifaceted perspective on the 

experience and impact of LTPP.  

In the course of our interviews with 12 consumers of LTPP, we obtained thoughtful 

descriptions of the challenges and benefits of long-term psychodynamic 

psychotherapy. Individuals with mood disorder tend to have endured long-lived 

difficulties with depression and felt its impact in many aspects of their life and 

social functioning. As a result, the majority of consumers had sought or encountered 

other forms of help before engaging in LTPP. Prior treatment histories tended to 

involve medication, short-term psychological interventions such as cognitive 

behavioural therapy, as well as lifestyle changes such as exercise and diet 

modification.   

This perspective on a range of help-seeking behaviours enabled us to learn from our 

participants what they felt was unique or particularly important about LTTP 

compared to other treatments. Inevitably experiences were mixed, for example 

some participants were negative about medication, whereas others recognised its 

value, and found it useful alongside psychotherapy. Similarly, some consumers felt 

that the approaches they learnt in CBT were valuable, for example in affect 

regulation, while others found it superficial and insufficiently tailored to their 

needs. There was often a recognition that the availability of a range of treatments 

was a good thing, and that LTPP might not be suitable for everyone.  

Related to this, many consumers were frank about the challenging and at times 

highly painful process of starting LTTP, which is our second theme. Some consumers 

commented that they found LTTP frustrating in its early stages as they adjusted to 

its non-directive approach and the absence of a focus on acquiring skills or strategies 

in managing symptoms. In this context, several consumers commented on the need 

for perseverance and something of a leap of faith. Many of our consumers reported 

the centrality of their relationship with the therapist as key to overcoming these 

initial challenges and frustrations, emphasising the role of the therapist in building 

trust, conveying empathy and warmth, and tolerating their distress. The value of a 

stable relationship providing a safe ongoing space was identified as a key part of the 

continuing therapeutic process, and the long-term nature of the relationship was 

particularly seen as a key benefit of the modality, noting that time was needed for 

the relationship to develop, for levels of trust to deepen, and for changes in the 

relation to be experienced and worked with over time.  

A further theme that we developed from the consumers’ interviews was the 

importance of gaining insight into oneself as a key part of the process of LTTP. This 

was described as involving a greater insight into one’s past and how past emotional 
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experiences and relational difficulties colour the present, and drive repetitions of 

unhealthy interpersonal experiences. Being able to mentalise oneself—i.e., to better 

understand one’s state of mind, thoughts, and feelings, was referenced as a part of 

this process. And linked with the previous theme—the importance of the therapeutic 

relationship—exploring one’s past and present in the context of a validating, stable 

and insightful therapeutic relationship was crucial in making painful and confronting 

processes possible and safe.   

The participants in this study also emphasised the experience of internal change—via 

the therapeutic relationship and as a result of greater self-insight—as the driver of 

improved wellbeing and symptom reduction. Increased affect regulation, a stronger 

sense of agentive selfhood and reduced behavioural reactivity were understood as 

making possible greater resilience in response to inevitable life stressors. These 

internal shifts in turn led to improved relationships and better social functioning, 

both in close and familial relationships, but also in work contexts. Consumers also 

described symptomatic change—perhaps the most striking element being the 

reduction in suicidal ideation, with four participants describing LTPP as lifesaving. 

Many participants, while able to describe how much they valued their experience of 

LTTP and its benefits, were also clear-sighted in their appreciation of both the 

emotional and financial cost of LTTP. Most participants felt that the complexity and 

entrenched nature of their distress meant that such longstanding treatment was 

required—justifying the need for considerable commitment in terms of time, money, 

and taxing emotional investment. They were aware that access to such intensive and 

long-term treatment was uneven, and many consumers expressed gratitude that they 

were able to engage in LTTP. 

The second population group we conducted semi-structured interviews with were 

professionals providing LTTP. We interviewed eight treatment providers and sought to 

explore their view of LTTP and its value—or weaknesses—as a treatment for mood 

disorders. The first theme we developed from these interviews was the importance 

of the therapeutic relationship, and the centrality of building a deep relationship. 

The importance of building trust and openness within the therapeutic framework was 

described, and professionals were candid about the challenges that arise in forming 

and maintaining relationships, often in the context of working with consumers who 

have complex and demanding needs. The significance of the long-term nature of the 

therapeutic relationship was described by several professionals, and the idea that 

length and depth of the therapeutic relationship was often correlated, and that the 

provision of such a stable care was often particularly indicated for those with mood 

disorder given the complexity and level of need often involved.  

Providers were also aware that LTTP demands a high level of commitment from the 

consumer, describing the bravery and fortitude shown by many consumers when 

engaging in LTTP. Some providers delineated some of the characteristics that make 
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LTTP a less suitable treatment option for some individuals, and were also acutely 

aware of the financial costs that make LTTP out of reach for many.  

The third theme we developed from our provider interviews was that of 

understanding deep causes. This depth of exploration and understanding was 

identified by several providers are a distinguishing feature of LTPP, based on a 

conceptualisation of mood disorders as frequently caused by early adversity, 

particularly in the context of early attachment relationships. Time and patience are 

identified as necessary in building a therapeutic relationship in which confronting 

such difficult experiences is made possible. A further aspect of this process of 

thinking about the past is working with consumers to help them develop the capacity 

to recognise how such processes inform current behaviour and relationships.  

A further theme we drew out in response to the provider interview transcripts 

related to how providers understand the processes that underpin lasting change. 

Some ideas here related to the therapist’s technique in terms of their capacity to 

tailor treatment intensity and pace to meet the consumer’s needs and abilities at 

that point in their treatment. Similarly, providers emphasised the importance of 

integrating LTPP with other treatments and interventions, again on the basis of their 

understanding of the consumer’s current needs and state of mind. In a parallel to our 

theme in the consumers’ section on the importance of a growing sense of agency and 

selfhood as a part of internal change, providers identified empowerment and agency 

as a vital element in generating lasting change. Again, in an echo of the consumers’ 

comments, providers described the internalisation of a more compassionate, 

forgiving and active self as key, particularly in relation to mood disorders, which are 

often characterised by a brutally self-critical and punishing inner voice. The question 

of ending treatment was also discussed as part of the process of developing agency 

and understanding and recognising with the consumer how recovery might be 

conceptualised,  

The final theme we developed from the providers’ interviews was around the 

challenges and rewards of practising LTPP. Our providers described the particular 

richness of experience of providing LTPP, describing how the intensive and long-term 

nature of the work provides unique opportunities for psychoanalytic listening and 

understanding. But providers were also forthcoming about the potential risks 

involved in LTPP arising from its emotionally intensive nature, and identified 

experiences of hostility, boundary violations, and the breakdown of the therapeutic 

relationship, as possible outcomes in treatment. The essential importance of good 

supervision, of one’s own therapeutic experiences, and not working in isolation were 

identified by providers. A final aspect of the experience of providers that we 

observed related to how LTPP practitioners experienced working with other 

professionals who do not practice LTPP. Some providers felt that they often 

encountered a lack of understanding from other professionals, perhaps characterised 

by concern about the necessity for and cost of long-term treatment.   
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The third group we interviewed were carers of individuals receiving LTPP for mood 

disorder. A key theme we drew from these interviews was the challenge in getting 

access to treatment—carers reported having to work hard as advocates in getting the 

right treatment, and reported finding it difficult to know where to start in finding 

the right therapists and knowing whether the fit was right for their cared-for 

consumer, poignantly describing the anxiety, fear and frustration at seeing their 

loved one undergo inappropriate or inadequate care before the right treatment is 

obtained. The difficulty of financial cost and navigating the bureaucracy around 

obtaining funding for help in getting treatment was also something we found across 

interviews with carers. 

Carers also described also described their experience of noticing improvements in 

the cared-for consumer—how this process was often quite subtle, and the time-

frame for change slow, requiring patience and faith on the part of the carer. Some 

carers also conveyed feelings of uncertainty around what might be happening for 

consumers in LTPP, with one carer communicating worries about being blamed for 

the consumer’s difficulties.  

The nature of the therapeutic relationship and the importance of trust and 

confidentiality left carers feeling excluded and mentioned a lack of information 

about what therapy would involve or feedback about what is happening. However, 

carers also described observing changes and improvements in their cared-for 

consumer, noticing reduced impulsivity and greater interpersonal connection and 

capacity for loving relationships. Two consumers reported seeing change begin quite 

quickly, while another did not see any difference until at least six months into 

treatment. Some carers had interesting insights into how they viewed the 

therapeutic relationship from their position, with the provider’s ability to build a 

sense of connection with the cared-for person reported in two of our interviews. One 

carer initially attended family sessions with the provider and found that experience 

helped give a better understanding of the therapy context. 

Conclusion 

The findings from this qualitative, semi-structured interview-based study align quite 

closely with the results of our metasynthesis (see Part II). The initial stages of 

treatment are often characterised by anxiety and a sense of struggle, LTPP is a 

demanding and at times painful process, requiring persistence and a heavy 

investment, in terms of time, financially (given the limited availability of this 

treatment through public funding) and emotionally. Participants who have engaged 

in successful LTPP for mood disorder describe it as transformative and lifesaving. The 

importance of the therapeutic relationship and the strength of the therapeutic 

alliance is key to sustaining successful treatment. Common factors in successful 

treatment—as both identified by consumers and providers—include, as well as 

therapeutic alliance, mentalising and insight into the influence of the past on the 
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present, making it possible to generalise both intrapersonal and interpersonal 

experiences developed in therapy to the consumer’s wider environment.  

Limitations 

This qualitative study has some limitations. Participants were self-selecting. In 

relation to the consumers of LTPP, all participants appear to have found LTPP helpful 

and were thus likely to have been motivated, at least partly, to participate because 

they wished to communicate the value of LTPP. Given our interest in long-term 

treatment, it is less likely that consumers who were unhappy with their treatment 

would participate, as such consumers are more likely to terminate treatment before 

it meets the criterion for long-term. As such, these findings characterise what has 

worked in LTPP for individuals who have found it effective, and do not generalise to 

all people with mood disorder who have received psychodynamic treatment. To fully 

explore the effects of LTPP, more research with individuals who have had net 

negative experiences with this treatment modality is required. Moreover, more 

qualitative work focussed on comparative effects with samples that have received 

several forms of psychotherapy, including LTPP, may help to better understand the 

role of common and specific factors in this form of treatment. Similarly, all providers 

practised LTPP and might be motivated to take part in the interview study in order 

to protect and promote LTPP as a treatment option for mood disorder.  
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Integrative discussion of all report components 

This report brings together three interrelated investigations: a systematic review 

and meta-analysis of randomised controlled trials, a systematic review and meta-

aggregation of qualitative evidence, and a primary interview study involving 

consumers, providers and carers. These components address different but 

complementary questions. The quantitative evidence estimates LTPP’s comparative 

effects and the certainty with which these effects can be interpreted, while the 

qualitative evidence provides context concerning how treatment is experienced, 

which aspects of treatment and outcomes matter to stakeholders, and which 

processes, or treatment mechanisms, might contribute to improvement. We 

integrate these forms of evidence using an explanatory sequential design, in which 

aggregate treatment effects are contextualised by experiential findings that 

generate hypotheses for further investigation (Creswell et al., 2003; Ivankova et al., 

2006; Shorten & Smith, 2017). 

Figure 8 | Schematic representation of the explanatory sequential design methodology 

 

With respect to the reduction of depressive symptoms, LTPP produced a small 

benefit relative to all eligible comparators (g = 0.34, 95% CI [0.20 to 0.47]; high-

certainty evidence) and relative to other active treatments (g = 0.27, 95% CI [0.10 to 

0.45]; moderate-certainty evidence). Both point estimates exceeded the 

prespecified minimal important difference of g = 0.24. Under the updated criteria 

for empirically supported treatments, these findings support a Strong 

recommendation for LTPP across all eligible comparisons and relative to active 

treatments. The estimate relative to active control conditions was larger but 

substantially less precise (g = 0.61, 95% CI [−0.03 to 1.25]; low-certainty evidence), 

supporting only a Weak recommendation in this comparison. These findings establish 

LTPP as an empirically supported treatment option for reducing clinically significant 

depressive symptoms.  

Effects on depressive symptoms remained positive when aggregated across follow-up 

timepoints, with benefits evident at 3–6 and 12–18 months. However, fewer than half 
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of the eligible trials reported follow-up data and the estimate at 24–36 months was 

imprecise. As such, on the basis of our findings, firm conclusions about the long-term 

durability of LTPP’s effects  cannot yet be robustly drawn. 

The strength and precision of the evidence varied across outcomes and comparator 

conditions. Across all comparators, LTPP produced small reductions in anxiety 

symptoms and global distress, supported by moderate-certainty evidence. Subgroup 

comparisons with active controls and active treatments were considerably less 

precise and supported by low- or very-low-certainty evidence. Evidence concerning 

interpersonal functioning, quality of life, and clinical events was also limited 

because these outcomes were reported by relatively few trials.  

The qualitative findings extend this evidence by describing forms of change that 

were not adequately represented in the trial literature. Although consumers 

reported reductions in depression, anxiety and global distress, they frequently 

placed greater emphasis on changes in resilience, self-understanding, emotional 

regulation, work and social functioning, and the capacity to establish and sustain 

meaningful relationships. Across consumers, providers and carers, LTPP was 

characterised as a demanding and often non-linear treatment in which trust 

developed gradually, and change was understood to occur through the interaction 

between a stable therapeutic relationship, affective engagement, mentalizing and 

insight. Participants also described difficulties during initial engagement and 

termination, as well as substantial financial, emotional and practical demands. 

These accounts help identify patient-important outcomes and candidate mechanisms 

of change, but they should not be interpreted as independent confirmation of 

treatment efficacy. The qualitative samples were small and self-selected. 

Participants’ retrospective accounts cannot establish causal attribution and 

convergence between stakeholder reports does not demonstrate that the processes 

they identified are unique to LTPP or mediate its comparative effects. Rather, the 

qualitative findings provide an experiential model that can help to guide future 

longitudinal, process-outcome and treatment-matching research. 

Taken together, the evidence supports LTPP as a credible treatment option for 

depressive symptoms, including within clinically complex populations, while leaving 

several important questions unresolved. Current evidence cannot determine whether 

effectiveness varies according to patient characteristics, treatment model, duration, 

intensity or delivery format. Nor does it establish which patients are likely to benefit 

more from LTPP than from shorter-term or alternative treatments. The sections that 

follow therefore consider the experience and possible processes of LTPP, their 

implications for clinical practice and service provision, and the research required to 

determine when, how and for whom longer-term treatment is most appropriately 

provided. 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 145 

An integrated account of the experience of LTPP 

Across the qualitative meta-aggregation and primary interview study, accounts from 

consumers, providers and carers converged around several features that appear to 

characterise the experience of LTPP across different approaches and settings. 

Although individual treatment journeys varied considerably, this convergence 

provides a coherent experiential account of how LTPP is entered, sustained, and 

understood by those involved in it. 

First, beginning LTPP was frequently described as difficult. Some consumers 

experienced uncertainty about the purpose of treatment, the respective roles of 

consumer and provider, and what was expected within a relatively non-directive 

therapeutic process. The absence of an immediately apparent structure or clearly 

defined tasks could initially be experienced as confusing or anxiety-provoking. These 

difficulties often diminished as the therapeutic frame became more familiar and a 

sense of acceptance and trust developed. Nevertheless, the early phase appears to 

represent a potentially vulnerable period in which additional orientation and 

collaborative discussion of the treatment approach may help consumers make sense 

of the process and decide whether they are willing and able to engage with it. 

Second, the therapeutic relationship was consistently positioned at the centre of the 

treatment experience. Consumers emphasised the importance of reliability, 

emotional attunement, and feeling safe enough to disclose experiences and feeling 

states that had previously been difficult to communicate or understand. Providers 

similarly described the gradual development of trust as a prerequisite for more 

intensive emotional and interpretive work. For some consumers, particularly those 

with histories of relational adversity or difficulty trusting others, establishing this 

relationship was reported to require considerable time. These accounts suggest that 

the time required to develop a sufficiently secure and productive therapeutic 

relationship varies substantially between individuals. 

Third, LTPP was described as emotionally demanding and requiring sustained 

commitment from both consumers and providers. Change was rarely represented as 

a straightforward or linear progression. Consumers described periods of uncertainty, 

emotional intensification and setbacks, sometimes associated with relinquishing 

longstanding coping strategies or confronting painful aspects of their histories and 

relationships. Some understood these experiences retrospectively as part of a 

meaningful therapeutic process. However, emotional discomfort should not 

automatically be interpreted as evidence that treatment is working. The finding 

underscores the clinical importance of regular review and of distinguishing 

potentially productive therapeutic challenge from sustained deterioration or adverse 

effects. 
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Fourth, consumers and providers commonly described the experience of change in 

terms consistent with putative psychodynamic mechanisms, including reflective 

functioning, affective awareness, and insight. Consumers described becoming better 

able to recognise and represent their emotional states, consider alternative 

explanations for their own and others’ behaviour, and identify recurring 

interpersonal patterns. These changes were associated with greater self-compassion, 

emotional regulation, and a stronger sense of agency. Insight was often described as 

involving both cognitive understanding and emotional recognition, and new meanings 

became therapeutically significant when they were experienced affectively rather 

than understood only in abstract terms.  

Fifth, ending therapy was commonly described as an emotionally complex phase. 

Consumers reported sadness, anxiety and ambivalence about losing an important and 

longstanding relationship, alongside recognition that ending could represent 

evidence of increased autonomy. Some described continuing to draw upon an 

internalised representation of the provider or the perspectives developed in therapy 

after formal treatment had ended. These accounts reinforce the need for endings to 

be planned and reviewed carefully, while also generating hypotheses about how 

therapeutic gains may be maintained after treatment. 

Finally, the experience of LTPP was shaped by its wider service and financial 

context. Consumers described the practical and financial demands of sustaining long-

term treatment, while providers discussed the considerable time, emotional labour 

and organisational resources required to deliver it. Carers occupied an uncertain 

position, bearing substantial practical and emotional responsibilities while receiving 

little information about the treatment because of appropriate confidentiality 

boundaries. These findings demonstrate that the feasibility and acceptability of LTPP 

depend not only on its clinical effects but also on how it is funded, organised and 

communicated to consumers and those supporting them. 

The vast majority of consumers in our interview study, as well as in the broader 

published literature, were positive, albeit not unreservedly so, about their 

experience of LTPP. While reports of successful treatments are valuable for 

understanding the mechanisms that make LTPP effective, it is equally important for 

future mixed-methods and comparative research to closely examine cases and 

conditions where LTPP is less successful. By exploring both positive and negative 

outcomes, researchers will be better equipped to identify the factors that influence 

treatment success, gaining a clearer understanding of when and for whom LTPP is 

most beneficial. 

Taken together, these findings characterise LTPP as a relationally intensive, 

emotionally demanding and potentially lengthy treatment in which change is 

experienced as gradual, non-linear and extending beyond symptomatic 
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improvement. They also identify several practical challenges—including difficult 

beginnings, periods of increased distress, complex endings, financial burden and 

carer uncertainty—that should inform clinical delivery and service design. The 

following section considers the principal candidate processes through which 

consumers and providers understood therapeutic change, while maintaining a 

distinction between processes identified through experiential accounts and 

mechanisms demonstrated through empirical testing. 

Outcomes valued by consumers: symptoms, functioning and 

personal recovery 

Symptomatic improvement was an important aspect of how consumers understood 

the effects of LTPP. Many reported reductions in the frequency or intensity of 

depressive and anxiety symptoms, and somatic complaints, which they often 

attributed to their treatment. Providers and carers also described observing 

improvements in consumers’ mood and emotional stability. These accounts 

demonstrate that symptom relief formed a meaningful part of participants’ 

experience of LTPP and broadly correspond with the outcome domains examined in 

the quantitative review. 

However, symptomatic improvement represented only one subtheme within a much 

broader account of therapeutic change. Consumers frequently placed greater 

emphasis on improvements in resilience, self-esteem, emotional regulation, work 

and social functioning, and the capacity to establish and sustain meaningful 

relationships. Some described becoming more engaged family members, managing 

interpersonal difficulties more effectively or developing a more coherent and 

compassionate understanding of themselves. Carers similarly identified changes in 

confidence, independence and relational functioning that were not reflected in 

conventional symptom measures. 

These accounts resonate with contemporary conceptualisations of personal recovery. 

In contrast to definitions of clinical recovery based principally on symptom reduction 

or remission thresholds, personal recovery concerns the development of a 

meaningful and satisfying life, potentially alongside continuing symptoms or 

vulnerabilities (Anthony, 1993). The CHIME framework identifies five processes 

commonly associated with personal recovery: connectedness; hope and optimism; 

identity; meaning in life; and empowerment (Leamy et al., 2011). Several changes 

described by consumers in this report—including greater agency, more stable 

relationships, increased self-understanding and renewed engagement with work and 

family life—map closely onto these processes. Recovery-specific instruments such as 

the Questionnaire about the Process of Recovery include items addressing each of 

the CHIME domains and may provide one means of assessing these broader changes 

(Neil et al., 2009; Shanks et al., 2013). 
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This distinction is particularly important because the outcome architecture of 

existing LTPP trials remains dominated by measures of psychiatric symptoms. 

Interpersonal functioning was reported sufficiently often to permit quantitative 

synthesis, but the resulting effect was small and non-significant. Evidence 

concerning quality of life was more limited due to the small number of studies 

reporting it. Consequently, the outcomes most consistently prioritised in stakeholder 

accounts remain among those least adequately evaluated in controlled trials. This 

evidential gap also precluded a Very Strong recommendation under the updated 

Tolin criteria for empirically supported treatments, which require clinically 

meaningful evidence of functional as well as symptomatic improvement. 

These findings do not diminish the importance of validated symptom measures, 

which remain essential for establishing clinical effectiveness and enabling 

comparison across trials. Rather, they indicate that symptom measures should not be 

used in isolation. The limited measurement of functional and process outcomes is 

particularly notable given that psychodynamic approaches are intended to address 

difficulties extending beyond manifest symptoms, including disturbances in affect 

regulation, self-definition, interpersonal functioning, and the capacity to understand 

mental states (McWilliams, 2013).  

Future LTPP trials should assess symptomatic and functional change in parallel, 

including measurement of the target symptoms alongside measures of quality of life 

and psychosocial or interpersonal functioning. Measures of personal recovery may 

provide an additional means of capturing changes in agency, identity, relationships 

and meaningful participation that consumers emphasised in their accounts. 

Greater consistency in the measurement of these outcomes would allow future 

evidence syntheses to determine whether LTPP’s established effects on depressive 

symptoms extend to broader aspects of functioning and recovery. Outcome selection 

should nevertheless remain proportionate to minimise participant burden and 

protect retention and data quality. 

Outcome Architecture for Future LTPP Trials 

A more programmatic strategy between LTPP researchers is needed to ensure that 

future trials can optimally contribute to the data pool across a number of key 

domains to make evidence synthesis more reliable. Despite a number of influential 

recommendations and emerging collaborative efforts (Westen et al., 2004; 

Williamson et al., 2012, 2017), there remains a lack of agreement about what 

constitutes the core set of outcome measures for a particular condition. Adapting 

suggestions by Westen et al. (2004), the following outcome strategy might be 

recommended, which might constitute a minimally core outcome set, for future 

trials of LTPP: 
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(1) Primary outcome should be a symptomatic measure of the target diagnostic 

category that made up the inclusion criteria: e.g., the BDI, PHQ-9, or HDRS, 

for depression, or PAI-BOR, ZAN-BPD, or SCID-II for BPD. A combination of self-

report and observer-reported outcome measures is optimal. 

(2) Given the complexity inherent to many clinical presentations, secondary 

measurement of prominent comorbid conditions (e.g., depression in BPD 

trials, anxiety in depression trials) is recommended. Selection of comorbid 

targets should be guided by known epidemiological and clinical characteristics 

of the index disorder. 

(3) Trials should include global measures to capture broader outcomes beyond 

symptom reduction, particularly in relation to high end-state functioning. This 

should encompass both overall psychiatric symptomatology (e.g., GSI from the 

SCL-90-R) and psychosocial functioning (e.g., WSAS or SOFAS). 

(4) A parsimonious quality-of-life measure, such as the EQ-5D, should be routinely 

implemented to enable a more holistic evaluation of life satisfaction in the 

face of ongoing symptomatology, as well as to enable more cost-effectiveness 

analyses. Ideally, functional measures should be co-produced with consumers 

and map onto personal recovery processes. 

(5) At least one theoretically-grounded higher-order personality or process 

variable should be included to investigate mechanisms of therapeutic change. 

Measures must be psychometrically robust and justified by either the 

theoretical framework underpinning the intervention, or by well-established 

latent constructs within the target diagnostic population. For instance, 

measures of self-criticism may be prioritised in depression trials, while 

mentalization-based instruments would be more appropriate for BPD trials.  

(6) Psychotherapy trials should systematically monitor adverse events and clinical 

events to ensure balanced reporting of benefits and harms. Historically 

underreported, adverse events are now increasingly recognised as essential 

indicators of intervention acceptability. 

(7) To capture the durable effects of long-term treatment, trials should 

incorporate follow-up assessments at a minimum of 12 months post-

treatment. Retention strategies (e.g., regular check-ins, compensation) 

should be employed to minimise attrition. Given the difficulty of maintaining 

participant engagement over extended periods, follow-up assessments should 

prioritise the following: primary symptom outcome, quality of life, and at 

least one personality or process variable. This allows not only for tracking of 

enduring symptomatic and functional change, but also for linking these 

changes to underlying mechanisms. 

 

Common and specific factors 
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Across the qualitative components of this report, consumers and providers identified 

several candidate processes through which change may occur in LTPP. These included 

the therapeutic relationship and frame, the gradual development of trust, 

improvements in mentalizing and affective awareness, and the development of 

insight and self-understanding. These processes span the conventional distinction 

between common factors, such as therapeutic alliance, empathy and treatment 

expectations, and specific factors, such as transference interpretation and other 

techniques intended to facilitate psychodynamic insight. 

Although the common versus specific distinction is analytically useful, it should not 

be treated as a rigid division. Factors shared across psychotherapies may be 

experienced and used differently within different treatment models, while 

apparently modality-specific techniques may serve functions that overlap with 

interventions used elsewhere. For example, the therapeutic alliance is relevant 

across psychotherapies, but its role as a stable, containing or corrective relational 

experience may be particularly salient in LTPP. Conversely, transference 

interpretations and cognitive or schema-based interventions may both help 

consumers identify and reconsider recurrent patterns, despite doing so through 

different therapeutic methods. The relevant question is therefore not simply 

whether a process is common or specific, but how different relational and technical 

processes are configured, sequenced, and experienced within different modalities. 

The following sections examine the therapeutic relationship, mentalizing, affective 

engagement and insight as interdependent candidate processes, considering both 

how they may operate within LTPP and the extent to which current evidence 

supports claims about mediation or treatment specificity. 
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Figure 9 | Diagram summarising the relationships between findings from the meta-analysis, metasynthesis and thematic analysis 
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Common factors 

The therapeutic relationship, trust and therapeutic frame 

In our interview study and across published reports, consumers and providers 

highlighted the importance of the therapeutic alliance in the psychotherapeutic 

process. Among the putative common factors shared across psychotherapy schools, 

the therapeutic alliance is one of the most extensively researched (Cuijpers et al., 

2019; Horvath, 2018; Wampold, 2015). Bordin (1979) defines the therapeutic alliance 

as comprising three components: the bond between the provider and consumer, 

agreement about the goals of therapy, and agreement about the tasks of therapy 

(Bordin, 1979). A large meta-analysis found a consistent association between 

therapeutic alliance and treatment outcome across psychotherapy modalities, 

although this association does not, by itself, establish that alliance is a causal 

mechanism of change (Flückiger et al., 2018). 

We found strong indirect support for the importance of the bond, but less for 

explicit agreement on goals and tasks. This may reflect the consumer-led and 

comparatively open-ended nature of LTPP, which typically lacks the predefined, 

time-limited goals associated with cognitive-behavioural and third-wave therapies. 

Some interviewees described the relatively unstructured nature of LTPP, and the 

absence of clearly delineated treatment goals and tasks, as initially intimidating or 

frustrating. This suggests that, although the therapeutic alliance is a common factor 

across psychotherapies, differences in therapeutic emphasis may lead to systematic 

variation in how that alliance is experienced and described. Psychodynamic 

approaches place particular emphasis on the affective experience of the therapeutic 

relationship, exploration of the past and, in some approaches, working through 

patterns arising in the transference. Cognitive-behavioural and third-wave therapies 

are generally more structured and place greater emphasis on present-focused 

problem-solving, skills development and explicitly defined treatment goals. The 

alliance may therefore perform overlapping but not necessarily identical functions 

across modalities. 

Nevertheless, all consumers in our interview study emphasised the importance of 

forming a bond with their provider. They highlighted relational qualities common to 

effective psychotherapeutic relationships—such as feeling safe, validated and 

supported, and experiencing the provider as empathetic and warm—as crucial to 

fostering this connection. For many, the development of trust emerged as a central 

organising principle in forming a strong therapeutic relationship. Once sufficiently 

established, trust was reported to serve several therapeutic functions: it enabled 

consumers to broach sensitive and difficult topics more comfortably, allowed them 

to feel genuinely held and supported, and fostered confidence in new insights and 
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refinements to self-understanding and social cognition co-constructed in the 

consulting room. 

Notably, consumers and providers described the development of this level of trust as 

requiring a substantial investment of time, in some cases taking more than a year. 

This finding may be particularly relevant to consumers whose previous relationships 

have been characterised by instability, neglect, trauma or mistrust. However, these 

retrospective accounts should not be interpreted as establishing a minimum 

effective treatment duration or demonstrating that comparable trust could not 

develop within another form of psychotherapy. Rather, they suggest that there is 

variability in the rate at which trust develops across consumers. 

The therapeutic frame—including regularity, continuity, confidentiality and clear 

boundaries—was also described as important in establishing safety and predictability. 

For consumers whose previous relationships had been characterised by instability or 

mistrust, the provider’s continued reliability could represent a novel interpersonal 

experience. The relationship was therefore understood both as potentially 

therapeutic in its own right and as providing the conditions in which more 

challenging emotional and interpretive work could occur. 

Some consumers described gradually internalising aspects of their provider’s 

reflective and containing stance, enabling them to draw upon this perspective when 

managing difficulties outside therapy and after treatment had ended. This is 

consistent with theoretical accounts, and some basic process–outcome research, 

concerning the internalisation of a positive therapeutic relationship (Arnold et al., 

2003; Geller & Farber, 1993; Strupp, 1978). Internalisation may provide one possible 

link between the interpersonal experience of therapy and subsequent changes in 

self-regulation, self-understanding and relationships. Its role in sustaining benefits 

after treatment remains a hypothesis, however, and requires clear 

operationalisation and longitudinal investigation. 

These findings also expose possible limitations in conventional measurements of 

therapeutic alliance. Measures organised around bond, goals and tasks may not fully 

capture aspects of LTPP that consumers described as important, including 

continuity, containment, the toleration of dependency and vulnerability, and the 

experience of a genuine and stable relationship. Related constructs such as the real 

relationship, referring to the extent to which provider and consumer experience one 

another genuinely and realistically, may capture some of these relational dimensions 

more directly (Gelso, 2009; Gelso et al., 2018). This does not make the relationship 

unique to LTPP but suggests that relying on a single working alliance score could 

obscure clinically important differences in how therapeutic relationships function 

across modalities. 
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It is also important not to conceptualise alliance as a fixed patient or treatment 

characteristic. Recent research distinguishes between trait-like alliance, reflecting 

relatively stable interpersonal capacities that influence a person’s ability to engage 

in treatment, and state-like alliance, referring to changes in the therapeutic 

relationship within an individual over time (Constantino et al., 2020; Zilcha-Mano & 

Fisher, 2022). This distinction may be particularly relevant to consumers with 

attachment insecurity, personality pathology or longstanding interpersonal 

difficulties. These consumers may initially find it more difficult to establish an 

alliance, while also having greater scope to experience meaningful changes in trust 

and relational engagement during treatment. A weak alliance early in therapy may 

therefore reflect an important treatment target rather than simply a stable 

indication of poor suitability. 

The emerging concept of epistemic trust offers a related explanatory framework. 

Epistemic trust refers to the capacity to regard interpersonal communication as 

trustworthy, personally relevant and generalisable beyond the immediate interaction 

(Fonagy & Allison, 2014). From this perspective, participants’ descriptions of 

gradually “opening up”, becoming more receptive to their provider’s observations 

and applying new understandings outside therapy may reflect changes in their 

capacity for social learning. The consistent therapeutic frame and relationship may 

help reduce mistrust sufficiently for new perspectives to be considered and used. 

This remains an emerging theoretical interpretation rather than an established 

mechanism of LTPP, and the empirical relationships between epistemic trust, 

therapeutic alliance, and treatment outcome require further clarification. 

Overall, more research needs to assess alliance, trust and related relational 

processes repeatedly over treatment, rather than relying on a single early alliance 

score, and test whether changes in these processes precede changes in symptoms, 

functioning, and other putative change mechanisms. Comparative studies are also 

needed to determine which relational functions are shared across psychotherapies 

and which, if any, are especially prominent in LTPP. 

Mentalizing and Reflective Capacity 

Across the qualitative components, consumers described becoming more 

psychologically minded and better able to understand their own and others’ 

behaviour in terms of underlying thoughts, feelings, intentions and experiences. 

These capacities are commonly described as mentalizing. Consumers reported 

developing a language through which distressing internal states could be represented 

and examined rather than simply experienced or acted upon. Providers and carers 

similarly described consumers becoming better able to pause, reflect on 

interpersonal situations and consider alternative explanations for their own and 

others’ responses. 
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Participants linked these changes to improvements in emotional regulation, 

interpersonal functioning and resilience to stress. Greater reflective capacity was 

described as helping consumers recognise emotional and relational triggers, question 

rigid assumptions, and respond less automatically to difficult situations. For some, 

this involved moving from experiencing negative self-beliefs as self-evidently true 

towards recognising them as interpretations shaped by mood, relationships, and 

previous experience. Consumers also associated this greater flexibility with 

increased self-compassion, agency and confidence in managing future difficulties. 

Mentalizing was therefore described both as a valued outcome in itself and as a 

process potentially contributing to broader symptomatic and functional change. 

Although mentalizing occupies an important place in contemporary psychodynamic 

theory, it should not be assumed to be unique to psychodynamic treatment. The 

capacity to reflect on thoughts, emotions and interpersonal patterns is cultivated, 

either explicitly or implicitly, across multiple psychotherapy approaches. What may 

differ is how this capacity is developed and applied. Within LTPP, participants 

described mentalizing as emerging gradually through sustained examination of 

affective experience, past and present relationships, and interactions within the 

therapeutic relationship. Its potential specificity may therefore lie less in 

mentalizing itself than in the relational and interpretive context through which it is 

facilitated. 

Difficulties in mentalizing have been identified in depressive disorders (Fischer-Kern 

& Tmej, 2019), as well as in borderline personality disorder (Leichsenring et al., 

2024). In depression, these difficulties may be particularly evident in rigidly negative 

self-representations, self-critical interpretations and assumptions about others’ 

intentions.  

Evidence concerning the role that mentalizing plays in psychotherapy nevertheless 

remains mixed. Some studies suggest that baseline mentalizing capacity predicts 

therapeutic alliance or outcome, while others associate improvements in general or 

disorder-specific mentalizing capacities with subsequent symptomatic or process 

outcomes (Barber et al., 2020; De Meulemeester et al., 2018; Ekeblad et al., 2016; 

Fischer-Kern et al., 2015; Luyten et al., 2024). Findings vary across populations, 

settings and measures, and much of the evidence is correlational. It therefore 

remains unclear whether improved mentalizing contributes to symptomatic 

improvement, follows from it, or develops reciprocally alongside it. 

One hypothesis is that mentalizing functions partly as an enabling or “gateway” 

process (Luyten et al., 2024). The capacity to reflect on internal and interpersonal 

experience may help consumers make use of the therapeutic relationship, tolerate 

affective exploration and integrate new insights. Conversely, a stable and reflective 

therapeutic relationship may support improvements in mentalizing. This places 
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mentalizing within a reciprocal system of change rather than treating it as an 

isolated mechanism. However, this hypothesis has not been formally tested. 

Future studies should assess mentalizing repeatedly before, during, and after 

treatment, and examine whether changes precede improvements in symptoms and 

functioning after accounting for prior improvement. They should also investigate 

how mentalizing interacts over time with alliance, affective engagement and insight, 

and whether LTPP produces different forms or trajectories of reflective change from 

other psychotherapies. Until such evidence is available, mentalizing should be 

understood as a theoretically plausible and experientially salient process of change 

within LTPP. 

Specific factors 

In addition to the common factors discussed, both consumers and providers 

emphasised the therapeutic potential of the insight-oriented aspects unique to 

psychodynamic psychotherapy. The concept of ‘insight’ in psychotherapy research—

even within the psychodynamic community (Connolly Gibbons et al., 2007)—is not 

monolithic and its definition varies across fields and modalities; for instance, in CBT, 

‘insight’ may refer to recognising automatic negative thought patterns (Grosse 

Holtforth et al., 2007). However, consumers in our interview study and in the 

existing psychodynamic literature tended to view ‘insight’ as gaining an 

understanding, both cognitively and affectively, into how maladaptive relational 

patterns and past experiences contribute to current mental health. We refer to this 

kind of insight as ‘psychodynamic insight’.  

Consumers described such insight as an important source of internal change. 

Exploring the past helped them identify recurrent interpersonal patterns, defensive 

responses and assumptions about themselves and others. Recognising these patterns 

was perceived as creating opportunities to respond differently, while also supporting 

a more coherent understanding of patterns of distress. Insight was therefore valued 

not only for facilitating behavioural or relational change, but also for helping 

consumers revise how they understood themselves. 

Problematically, insight and mentalizing overlapped considerably in participants’ 

accounts, and it is often difficult to disentangle them. Mentalizing may be 

understood as the broader capacity to reflect on internal states and interpersonal 

experience (process), whereas insight refers to the particular understandings 

generated through that reflection (content). In practice, however, participants did 

not consistently distinguish between becoming more reflective, gaining new 

perspectives and understanding the influence of earlier experiences. These 

processes should therefore not be treated as entirely separate mechanisms. 

Quantifying ‘insight-oriented’ interventions and processes in psychotherapy research 

has been challenging, largely due to the difficulties in unifying a single definition of 
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‘insight’ (Connolly Gibbons et al., 2007). However, process-outcome research 

indicates that insight is linked to outcome in psychotherapy. A meta-analysis from 

Jennissen et al. (2018), synthesising 23 studies across modalities, found a moderate 

and robust association (r = .31) between patient insight, defined as understanding 

links between past and present experiences, relational patterns, and symptoms, and 

treatment outcome. However, as these data are correlational, causal inferences 

cannot be made, and the possibility of reverse causation—where symptomatic 

improvement leads to greater insight—cannot be ruled out At least four studies 

(Connolly Gibbons et al., 2009; Jennissen et al., 2021; Kallestad et al., 2010; 

Kivlighan Jr et al., 2000) that addressed temporal sequencing found that increases in 

insight preceded and predicted later symptom improvement in psychodynamic 

therapy. Notably, three of these studies (Gibbons et al., 2009; Jennissen et al., 

2021; Kallestad et al., 2010) also suggested that this relationship was specific to 

psychodynamic modalities, rather than a general feature of psychotherapy. 

 

More specific evidence comes from a dismantling randomised controlled trial 

comparing psychodynamic treatment with and without transference work. Secondary 

analyses suggested that, among patients with low quality of object relations—a 

marker of longstanding interpersonal difficulties—transference interpretations 

contributed to improvements in cognitive insight and affective awareness, which in 

turn were associated with later gains in interpersonal functioning (Høglend & 

Hagtvet, 2019; Johansson et al., 2010). Further to this, interpersonal improvement 

continued after treatment had ended, consistent with the possibility that insight-

related changes may unfold over time. These findings provide promising evidence for 

the interaction of transference work, insight and affective awareness, but arise from 

one trial and should cannot be generalised into firm treatment-selection 

recommendations. 

Insight-oriented interventions are also unlikely to operate independently of the 

therapeutic relationship. A sufficiently strong alliance may allow challenging 

interpretations and emotional experiences to be tolerated, while the development 

of shared understanding may itself strengthen the alliance. The effects of insight 

may therefore be reciprocal, cumulative and delayed rather than immediate or 

linear. This may be particularly relevant in LTPP, where interpretations can be 

revisited and integrated over an extended period, although current evidence does 

not establish that longer treatment is necessary for insight to occur or that insight is 

uniquely important to LTPP. 

Although these studies suggest that increased psychodynamic insight is an important 

mechanism of change for some patients, more studies utilising controlled designs are 

needed to clarify the current evidence. Identifying which patient characteristics 

predict the greatest benefit from insight-oriented interventions may also support the 

development of treatment-selection protocols. Future studies should define insight 

more consistently and distinguish cognitive understanding from affectively 
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integrated awareness. Furthermore, repeated measurement of insight, affective 

engagement, mentalizing and alliance would help determine their temporal 

relationships and whether changes in these processes precede symptomatic and 

functional improvement. Longer-term follow-up is also required to investigate 

potential sleeper effects, while comparative studies should establish whether the 

content, development or consequences of psychodynamic insight differ meaningfully 

from insight processes in other psychotherapies. 

As a final note, I share the concerns of Barber et al. (2021) who argue that the 

constructs of mentalization and insight require clearer differentiation. A telling 

indication of the conceptual overlap between insight and mentalization can be found 

in Auchincloss et al.'s (2018) Psychoanalytic Terms and Concepts, where the entry for 

insight simply redirects readers to the concept of mentalization. 

Lastly, consistent with the emphasis on affect in psychodynamic theory, participants 

in our study, as well as those in the broader literature, highlighted both the 

therapeutic benefits and the challenges of exploring emotions during treatment. This 

emphasis on affect as a therapeutic mechanism in LTPP aligns with comparative 

research by Wiser & Goldfried (1993), who found that while similar levels of 

emotional arousal were present in both psychodynamic and CBT sessions, PDT 

therapists considered higher levels of emotional experiencing as more critical to the 

change process, whereas CBT therapists favoured lower levels of emotional arousal.  

In our study, the experience of intense emotions—often triggered by confronting 

typically avoided and potentially intolerable aspects of oneself, relationships, and 

past events—was universally described as a challenging and painful process. Despite 

the experiential cost, the ability to access, experience, and tolerate these intense 

emotional states, particularly around core emotional vulnerabilities, was viewed as 

essential for achieving meaningful therapeutic benefits. These reports support 

correlational findings across psychotherapeutic modality that emotionally affecting 

experiences within psychotherapy sessions are associated with improved outcome 

(Aafjes-van Doorn & Barber, 2017; Diener et al., 2007). Perhaps more unique to LTPP, 

however, was the emphasis on emotional insight, referring to the emotional 

experience that accompanies the cognitive component of new psychodynamic 

insights, which both consumers and providers identified as essential for integrating 

new meanings generated from the psychodynamic process. 

Complexity, Treatment Selection, and Service Implications 

Clinical complexity was prominent across the report. Several included trials involved 

populations with chronic depression, personality pathology or substantial 

comorbidity, while consumers and providers frequently described developmental 

trauma, attachment disruption and longstanding interpersonal difficulties. Aggregate 

evidence supports LTPP as an empirically supported treatment option for depressive 
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symptoms, including in clinically complex populations, but cannot determine which 

individuals are likely to benefit more from LTPP than from shorter-term or 

alternative treatments. Given LTPP’s duration, cost and limited availability, 

treatment selection remains a central clinical and research priority. Candidate 

selection variables identified across the report include illness chronicity, previous 

treatment response, comorbid personality and interpersonal difficulties, 

developmental trauma, treatment preference, and consumers’ understanding of 

their difficulties. These require further investigation as potential predictors of 

differential benefit.  

Experiences of other treatments reinforce the practical importance of more 

effective selection and sequencing protocols. Many consumers had received several 

psychological or pharmacological interventions before accessing LTPP. Some were 

helpful for symptom management, skills development or enabling engagement with 

psychotherapy; others were experienced as failing to address the developmental or 

relational dimensions of their difficulties. LTPP was consequently sometimes 

described by consumers and providers as a “last resort”, and by some consumers as a 

unique lifeline discovered only after years of care. Carers also described finding it 

difficult to identify or access LTPP. These accounts identify a potential weakness in 

stepped-care pathways that cycle consumers through similar short-term or low-

intensity interventions. 

More efficient escalation protocols are needed to identify consumers who may 

benefit from higher-intensity treatment sooner. Services should establish predefined 

review points following persistent non-response, recurrent relapse or continuing 

functional impairment despite an adequately delivered treatment. At these reviews, 

previous treatment response, illness chronicity, comorbid personality or 

interpersonal difficulties, developmental trauma, treatment preference and the 

adequacy of the current formulation should be reconsidered. Where substantial need 

remain unaddressed, specialist assessment and possible escalation to a more 

intensive or longer-term psychotherapy should be considered. Escalation should not 

mean automatic referral to LTPP; it should simply widen the available options and 

replace repetitive treatment sequencing with renewed formulation and more 

purposeful (and ideally evidence-based) allocation. 

Emerging evidence supports moving beyond uniform stepped-care pathways towards 

prognosis-informed treatment allocation and personalised therapy. Observational 

findings suggest that patients with poorer prognoses may benefit from direct 

allocation to high-intensity psychotherapy (Delgadillo et al., 2017). Subsequently, a 

pragmatic cluster-randomised trial found that prognosis-informed stratified care 

produced modestly better depression outcomes than conventional stepped care 

(Delgadillo et al., 2022). However, high-intensity interventions in the current 

literature are relatively brief compared with the typical duration of LTPP. Whether 
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similar gains could be achieved through earlier allocation to LTPP therefore remains 

unknown. Individual-patient-data meta-analyses should first identify and validate 

candidate moderators across existing LTPP trials, followed by prospective studies 

comparing predefined allocation models with usual stepped care. 

Trauma 

Developmental trauma was a salient feature across accounts from consumers, 

providers and carers. Given the prominence of this finding, we considered its 

implications alongside the broader literature on developmental trauma and LTPP in 

greater depth. Owing to the length of this discussion, it is presented separately in 

Appendix K, to which interested readers are referred. 

Priorities for future research 

Future research must move beyond establishing whether LTPP is effective at the 

aggregate level and address for whom it is most appropriate, how its effects arise 

and whether its additional intensity represents a justified use of resources. This 

requires a coordinated research programme rather than continued reliance on small, 

heterogeneous trials. 

First, individual-patient-data meta-analyses should pool and harmonise data from 

existing trials to investigate candidate moderators of treatment response. Priority 

variables include baseline severity, illness chronicity, previous treatment response, 

developmental trauma, personality and interpersonal difficulties, treatment 

preference, and treatment duration and intensity. Stratified allocation trials should 

then test whether using patient characteristics to guide earlier referral to LTPP or 

other high-intensity treatments differentially improves outcomes, reduces time 

spent in ineffective care and represents a more efficient alternative to conventional 

stepped care. 

Second, future trials should adopt a parsimonious core outcome set to enable meta-

analysis across a broader range of outcomes (see Outcome Architecture for Future 

LTPP Trials section). At minimum, this should include target symptoms, psychosocial 

functioning, quality of life or personal recovery, relevant comorbid symptoms, 

clinical events, and one theoretically justified process measure. A coordinated 

minimum set would improve comparability while limiting participant burden. Longer-

term follow-up should prioritise a smaller subset of these outcomes and extend to at 

least 12 months after treatment where feasible. 

Finally, economic evaluation should be embedded within future comparative trials. 

Analyses should include treatment costs, healthcare and social-service use, 

occupational functioning and informal care, and should use follow-up periods 

sufficient to examine both the immediate costs and possible longer-term benefits of 
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LTPP. Economic analyses should also investigate heterogeneity, since average cost-

effectiveness estimates may obscure subgroups for whom longer-term treatment is 

either particularly valuable or unlikely to represent an efficient use of resources. 

Concluding Remarks 

Four principal conclusions can be drawn from this report. 

1. LTPP is an empirically supported treatment option for depressive 

symptoms. Comparative evidence indicates small, clinically meaningful 

benefits across all eligible comparators and relative to other active 

treatments, supporting Strong recommendations in these comparisons. 

Evidence relative to active controls is less precise and supports only a Weak 

recommendation. Evidence for other outcomes and the longer-term durability 

of effects remains more limited. 

2. The qualitative evidence elucidates how LTPP is experienced. Consumers, 

providers and carers described treatment as demanding and often non-linear, 

with change understood to develop through the therapeutic relationship and 

frame, trust, mentalizing, affective engagement and insight. These findings 

identify consumer-important experiences and generate candidate mechanisms 

and treatment-selection hypotheses, but do not establish causal mechanisms 

or indications. 

3. The outcomes valued by consumers extend beyond symptom reduction. 

Participants emphasised resilience, emotional regulation, self-understanding, 

work and social functioning, and the capacity to sustain meaningful 

relationships. These outcomes remain inadequately represented in the trial 

literature. Future studies should retain validated symptom measures while 

incorporating functional, quality-of-life and consumer-valued recovery 

outcomes. 

4. Treatment selection and service allocation remain the central unresolved 

clinical questions. Current evidence cannot determine which individuals are 

likely to benefit more from LTPP than from shorter-term or alternative 

treatments. Illness chronicity, previous treatment response, personality and 

interpersonal difficulties, developmental trauma and treatment preference 

are candidate selection variables that should be examined through individual-

patient-data analyses, with resulting allocation models tested prospectively. 

Taken together, the evidence supports recognising LTPP within clinical guidelines and 

service pathways, including for consideration in clinically complex depression. This 

should be accompanied by structured review and escalation processes while research 

determines when, for whom and at what cost longer-term treatment is most 

appropriately provided. The next phase of psychotherapy research should therefore 
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move beyond asking whether treatments work on average and examine the 

moderators and mechanisms underlying variation in individual outcomes. 
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Appendix A | Quantitative systematic review and meta-analysis: Characteristics of included studies 

 

Characteristics of included studies 

First author, date 
(country) 
total sample size 

Target disorder 

Interventions 
(setting, treatment format), 
number of patients, 

Mean session 

Characteristics of patients 
age in years (m SD), 
sex (n; %) 

Trial 
duration 
(months) 

Follow up 
available? 

Outcome measures, primary 
outcome domain 

PDT-arm Comparator(s) PDT-arm Comparator Outcome Domain 

Bateman, 1999 
(United Kingdom) 
N = 38 
BPD 

MBT 

(Partial 
hospitalisation, 
Individual and 
group) 
n = 19 

TAU 
(Outpatient, 
Individual) 
n = 19 

30.3 (5.86) 
Female (13; 68%) 
Male (6; 32%) 

33.3 (6.6) 
Female (9; 47%) 
Male (10; 53%) 

18 months Yes  BDI 
STAI-T 
STAI-S 
GSI (SCL-90) 
PST (SCL-90)  

 

Depression 
Anxiety 
Anxiety 
Global  
Global 

 

Clarkin, 2007 
(United States)  
N = 90 
BPD 
 

Transference-
Focused 
Psychotherapy 
(TFP) 
(Outpatient, 
individual) 

n = 31 

Dialectical behaviour 
therapy (DBT)  
n = 29 
 
 
 

 

30.9 (7.85) 
Female (83; 92.2%)  
Male (7; 7.8%) 
 
*Breakdown by 
treatment intervention 

not provided. 
 

 12 months 
 

No BDI  
GAF 
BSI Anxiety 

Depression 
Global 
Anxiety 

Supportive therapy 
(Outpatient, 
individual) 
n = 30 
 

Gregory, 2008 

(United States) 
N = 30 
BPD 
 

Dynamic 

deconstructive 
psychotherapy 
(Outpatient, 
individual) 
n = 15 
 

 

TAU 

(Outpatient, 
individual) 
n = 15 
 

28.3 (7.1) 

Female (13; 87%) 

Male (2; 13%) 
 

29 (8.6) 

Female (11; 73%) 

Male (4; 27%) 
 

12 months 

 

Yes 

 

BDI-I Depression 

Knekt, 2008 
(Finland) 
N = 326 
Depression and 
anxiety disorders 
 

 LTPP 
(Outpatient, 
individual) 
n = 128  
 

Short-Term 
Psychodynamic 
Psychotherapy  
(Outpatient, 
individual) 
n = 101 

31.6 (6.6) 
Female (100; 78.9%) 
Male (27; 21.1%) 

32.1 (7.0) 
Female (75; 74.3%) 
Male (26; 25.7%) 

36 months Yes BDI 
HDRS  
SCL-90 Anxiety 
HAMA 
SCL-90-GSI  

Depression 
Depression 
Anxiety 
Anxiety 
Global 

Solution-focused 
therapy  
Individual, Outpatient 
n = 97 

33.6 (7.2) 
Female (72; 74.2%) 
Male (25; 25.8%). 
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Characteristics of included studies 

First author, date 
(country) 
total sample size 
Target disorder 

Interventions 
(setting, treatment format), 
number of patients, 
Mean session 

Characteristics of patients 
age in years (m SD), 
sex (n; %) 

Trial 
duration 
(months) 

Follow up 
available? 

Outcome measures, primary 
outcome domain 

PDT-arm Comparator(s) PDT-arm Comparator Outcome Domain 

 

Bateman, 2009 

(United Kingdom) 
N = 134 
BPD 

MBT 

(Outpatient, 
Individual and 
group) 
n = 71 

Structured clinical 

management  
(Outpatient, Individual 
and group) 
n = 63 

31.3 (7.6) 

Female (57; 80.3%) 
Male (14; 19.7%) 

30.9 (7.9) 

Female (50; 79.4%) 
Male (13; 20.6%) 

18 months Yes BDI 

GSI (SCL-90)  
GAF  
 

Depression 

Global 
Global 

Bressi, 2010  

(Italy)  
N = 60 
Depression and 
anxiety disorders 

Brief Dynamic 

Psychotherapy  
(Outpatient, 
individual) 
n = 30 

TAU  

(Outpatient, 
individual) 
n = 30 

35.5 (9.75) 

Female (23; 76.7%) 
Male (7; 23.3%) 
 

38.7 (9.28) 

Female (23; 76.7%) 
Male (7; 23.3%) 
 

12 months 

 

No SCL-90-R 

depression 
GSI (SCL-90)  
CGI-I 
SCL-90 Anxiety 
SCL-90 Phobic 
anxiety 

 

Depression 

 
Global 
Global 
Anxiety 
 
Anxiety 

 
Doering, 2010 
(Germany and 
Austria) 
N = 104 
BPD 

TFP 

(Outpatient, 
individual) 
n = 52 
 

TAU (experienced 
community therapists) 
(Outpatient, 
individual) 
n = 52 

27.46 (6.8) 

Female (52; 100%) 

 

27.19 (7.5) 
Female (52; 100%) 

 

12 months 
 
 

No BDI-I 
GAF 
STAI-T 
STAI-S  
 

Depression 
Global 
Anxiety 
Anxiety 

Jorgensen, 2013 
(Denmark) 
N = 111 
BPD 
 

MBT 
(Outpatient, 
individual and 
group) 
n = 74 
 

Supportive group 
therapy (Outpatient, 
group) 
n = 37 
 

29.2 (6.1) 
Female (71; 96%) 
Male (3; 4%) 

29.0 (6.4) 
Female (35; 95) 
Male (2; 5%) 

24 months 
 

Yes BDI-II 
GSI (SCL-90) 
GAF-F 
GAF-S 
BAI 

Depression 
Global 
Global 
Global 
Anxiety 

Bastos, 2014 
(Brazil) 
N = 272 
Depression 

LTPP 
(Outpatient, 
individual) 
n = 90 
 

Fluoxetine 
n = 90 

29.82 (2.43) 
Female (55; 61 %) 
Male (35; 39%) 
 

29.55 (2.33) 
Female (57; 63%) 
Male (34; 37%) 

24 months 
 

No BDI-I Depression 

LTPP combined with 

fluoxetine 
(Outpatient, 
individual) 
n = 91 

29.55 (2.33) 

Female (55; 60%) 
Male (36; 40%) 
 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 191 

Characteristics of included studies 

First author, date 
(country) 
total sample size 
Target disorder 

Interventions 
(setting, treatment format), 
number of patients, 
Mean session 

Characteristics of patients 
age in years (m SD), 
sex (n; %) 

Trial 
duration 
(months) 

Follow up 
available? 

Outcome measures, primary 
outcome domain 

PDT-arm Comparator(s) PDT-arm Comparator Outcome Domain 

Fonagy, 2015 

(United Kingdom) 
N = 129 
Treatment-
resistant 
depression 
 

LLTPP plus TAU 

(Outpatient, 
individual) 
n = 67 

TAU 

(Outpatient, 
individual) 
n = 62 

42.7 (10.4) 

Female (44; 66.7%) 
Male (23; 34.3%) 
 

46.1 (9.9) 

Female (41; 66.1%) 
Male (21; 33.9%) 

18 months Yes HDRS-17  

BDI-II 
GAF 
CORE-OM 
 

Depression 

Depression 
Global 
Global 

Robinson, 2016 
(United Kingdom) 
N = 68 
Eating disorder 
and BPD 

MBT-ED 
(Outpatient, 
individual and 
group) 
n = 34 
 

Specialist supportive 
clinical management 
for eating disorders  
(Outpatient, 
individual) 
n = 34 
 

31.2 (9.8) 

Female (32; 94.1%) 

Make (2; 5.9%) 

 

30.8 (10.0) 

Female (31.; 91.2%) 

Make (3; 9.8%) 

12 months 
 
 

Yes DASS, depression 
subscale 
GAF 
DASS, stress 
subscale 
DASS, anxiety 
subscale 

 

Depression 
 
 
Global 
Global 
 
Anxiety 

Laurenssen, 2018 
(Netherlands) 
N = 95 
BPD 
 

MBT- Day Hospital 
(Day hospital, 
individual and 
group) 
n = 54 

 

Specialist-TAU 
(Mixed*, individual) 
n = 41 
 
*Only three 

participants had 
inpatient treatment 

34 (9.38) 
Female (42; 78%)  
Male (12; 22%) 

34 (10.62) 

Female (33; 81%)  
Male (8; 19%) 
 

18 months 
 
 
 

Yes 
 

BDI-I 
GSI (SCL-90) 

Depression 
Global 

Leuzinger-
Bohleber, 2019 
 (Germany) 
N = 88 
Chronic 

depression 
 
 

Psychoanalytic 
treatment 
(Outpatient, 
individual) 
 n = 47 

 

CBT 
(Outpatient, 
individual) 
n = 47 

N/A* 

 

 

N/A* 36 months 
 

No BDI-II 
QIDS-C 

Depression 
Depression 

Walton, 2020 
(Australia) 
N = 166 

BPD with recent 
suicidal and/or 
non-suicidal self-
injury 
 

Conversational 
Model 
(Outpatient, 

individual) 
n = 83 
 

DBT 
(Outpatient, 
individual) 

n = 83 
 

27.3 (8.1) 
Female (63; 78%) 
Male (20; 22%) 

 

25.8 (7.4) 
Female (62; 77%) 
Male (21; 23%) 

14 months 
 
 

No BDI-II 
DERS 
 

 

Depression 
Global 
Global 
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Characteristics of included studies 

First author, date 
(country) 
total sample size 
Target disorder 

Interventions 
(setting, treatment format), 
number of patients, 
Mean session 

Characteristics of patients 
age in years (m SD), 
sex (n; %) 

Trial 
duration 
(months) 

Follow up 
available? 

Outcome measures, primary 
outcome domain 

PDT-arm Comparator(s) PDT-arm Comparator Outcome Domain 

Majdara, 2021 

(Iran) 
N = 30 
BPD 
 

DDP 

(Outpatient, 
individual) 
n = 15 

Enhanced-TAU 

(Outpatient, Individual 
and group) 
n = 15 
 

28.1 (7.1) 

Female (10; 67%0 
Male (5; 33%) 

26.6 (6.9) 

Female (8; 53%) 
Male (8; 53%) 

12 months 

 
  

No PHQ-9 Depression 

Kool, 2024 

(Netherlands) 
N = 246 
Comorbid 
depression and  
personality 
disorder 

Short-term 

Psychodynamic 
Supportive 
Psychotherapy 
(Outpatient, 
individual) 
n = 54 

Short-term 

Psychodynamic 
Supportive 
Psychotherapy  
(25 sessions) 
(Outpatient, 
individual) 

n = 68 
Schema Therapy  
(Outpatient, 
individual) (50 
sessions) 
n = 60 
Schema Therapy 

(Outpatient, 
individual)  
(25 sessions) 
n = 64 

SPSP-50: 39.4 (11.0); 

Female 36 (67%); Male 
18 (33%). 

SPSP-25: 39.0 (12.0); 

Female 53 (78%); Male 
15 (22%). ST-50: 40.7 
(12.6); Female 42 
(70%); Male 18 (30%). 
ST-25: 39.8 (11.4); 
Female 40 (63%); Male 

24 (38%). 

12 months No BDI-II 

OQ 
EQ-5D 
General Happiness 

Depression 

Global 
Quality of life 
Quality of life 

Note. BDI/BDI-II = Beck Depression Inventory; STAI(-T/S) = State Trait Anxiety Inventory (Trait/State); GSI (SCL-90) = Global Symptom Inventory subscale of the Symptom Checklist; PST 

(SCL-90) = Positive Symptoms subscale of the Symptom Checklist; GAF(F/S) = Global Assessment of Functioning (Function/Symptoms); HDRS = Hamilton Depression Rating Scale; SCL-90 ANX 

= Anxiety subscale of the Symptom Checklist; HAMA = Hamilton Anxiety Rating Scale; QIDS-C = Quick Inventory of Depressive Symptoms; DASS = Depression Anxiety Stress Scales; BAI = Beck 

Anxiety Inventory; DERS = Difficulties in Emotion Regulation Scale; PHQ-9 = Patient Health Questionnaire;  CGI-I = The Clinical Global Impressions Scale; CORE-OM = Clinical Outcome in 

Routine Evaluation—Outcome Measure 
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Appendix B | Quantitative systematic review: Search strategy used to 

search electronic databases  

 

1 (Randomized Controlled Trial or Controlled Clinical Trial or Pragmatic 
Clinical Trial or Equivalence Trial or Clinical Trial, Phase III).pt. 

2 Randomized Controlled Trial/ 

3 exp Randomized Controlled Trials as Topic/ 

4 "Randomized Controlled Trial (topic)"/ 

5 Controlled Clinical Trial/ 

6 exp Controlled Clinical Trials as Topic/ 

7 "Controlled Clinical Trial (topic)"/ 

8 Randomization/ 

9 Random Allocation/ 

10 Double-Blind Method/ 

11 Double Blind Procedure/ 

12 Double-Blind Studies/ 

13 Single-Blind Method/ 

14 Single Blind Procedure/ 

15 Single-Blind Studies/ 

16 Placebos/ 

17 Placebo/ 

18 Control Groups/ 

19 Control Group/ 

20 (random* or sham or placebo*).ti,ab,hw,kf. 

21 ((singl* or doubl*) adj (blind* or dumm* or mask*)).ti,ab,hw,kf. 

22 ((tripl* or trebl*) adj (blind* or dumm* or mask*)).ti,ab,hw,kf. 

23 (control* adj3 (study or studies or trial* or group*)).ti,ab,kf. 
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24 (Nonrandom* or non random* or non-random* or quasi-random* or 
quasirandom*).ti,ab,hw,kf. 

25 allocated.ti,ab,hw. 

26 ((open label or open-label) adj5 (study or studies or trial*)).ti,ab,hw,kf. 

27 ((equivalence or superiority or non-inferiority or noninferiority) adj3 (study or 
studies or trial*)).ti,ab,hw,kf. 

28 (pragmatic study or pragmatic studies).ti,ab,hw,kf. 

29 ((pragmatic or practical) adj3 trial*).ti,ab,hw,kf. 

30 ((quasiexperimental or quasi-experimental) adj3 (study or studies or 
trial*)).ti,ab,hw,kf. 

31 (phase adj3 (III or "3") adj3 (study or studies or trial*)).ti,hw,kf. 

32 or/1-31 

33 (psychoanal* OR psychodynamic OR “dynamic psychotherapy” OR 
“dynamic therapy” OR mentali?ation-based OR transference-focused OR 
relational OR affect-focused OR “affect focused” OR “supportive 
expressive” OR eclectic OR “ego oriented” OR ego-oriented OR 
"transference focus*" OR "mentali?ation based" OR) .ti, ab 

34 (psychotherapy OR treatment OR therapy) .ti, ab 

35 (Depress* OR "Mood Disorder" OR "affect* disorder" or dysthymia or “Disruptive 
Mood Dysregulation” OR “personality disorder” OR “borderline PD” OR 
“narcissistic PD” OR “obsessive compulsive personality disorder” OR “histrionic 
PD” OR “antisocial PD” OR avoidant OR “avoidant PD”).ti, ab 

36 32 and 33 and 34 and 35 
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Appendix C | Meta-analysis: Effect size conversion 

Chi-squared statistics were converted to Hedges’s g values using the ‘esc’ package 

version 0.5.1 in R  (Lüdecke et al., 2019). Cohen’s d values were derived from 

Mann-Whitney U test results using the formula in Fritz et al. (2012) and from 

Pearson’s r and Fisher’s z statistics according to methods described by Borenstein 

et al. (2021). Proportions were transformed into log odds ratios and then to 

Cohen’s d, following the methods outlined by Harrer et al. (2021) and Borenstein 

et al. (2021). These Cohen’s d values were adjusted for small sample sizes and 

converted to Hedges’s g using the correction factor J (Hedges & Olkin, 2014). Also 

available in R file. 

 

Appendix D | Meta-analysis: Model specification 

Three-level multilevel models 

We developed random-effects CHE models to estimate the pooled effects for 

between-group differences at the end of treatment across primary and secondary 

outcome domains (refer to Table 3 and 4). To avoid misspecification of our models, 

cluster robust standard errors were calculated using robust variance estimation 

(RVE). This approach enabled us to account for the dependency structure and 

estimate the variance, 𝜏2, at the within-study (𝜏2
Level 2) and between-study 

(𝜏2
Level 3) level. Furthermore, it allowed us to model heterogeneity using 𝐼2  

statistic at both the within-study (𝐼2
Level 2) and between-study (𝐼2

Level 3) levels. 

This structured approach ensures a thorough analysis of the variance within and 

across the included studies. In all models, effect sizes were adjusted so that a 

positive effect size indicates a favourable outcome for LTPP compared to other 

treatments. For example, a positive effect size for reducing depression indicates 

that LTPP was more effective in reducing depression symptoms than the 

comparator treatments. Note that these positive effect sizes may originate from 

negative values, which were reverse-scored for consistent interpretation. 

To evaluate the appropriateness of our multilevel model specification, we 

conducted ANOVA tests to compare the fit of our random-effects models with that 

of mixed-effects models, in which the variance at the study level was set to zero. 

These ANOVA tests are essential for determining if the inclusion of random 

effects—permitting variance to differ from zero at various levels—significantly 

enhances the fit of the model compared to a more constrained model with fixed 

effects. Notable differences would suggest that random-effects models, which 

account for variability both within and between groups, more accurately represent 

the data. This supports their use over simpler models that presume uniformity 

across data points. To provide a comprehensive view of model performance, we 

reported the log-likelihood ratio test (LRT) and the differences in the Akaike 

Information Criteria (AIC) between both models. Models were considered 
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considerably different with a difference of the AIC values between 4 and 7, and 

essentially different when the difference exceeds 7 (Cavanaugh & Andrews, 2019) 

#153}. Even when LRT, AIC, and BIC, favour a restricted two-level solution, we have 

still selected the nested model but have concluded that the effects were largely 

homogeneous.  

Two level models 

All multilevel models were subjected to RVE using Satterthwaite adjusted degrees 

of freedom. Where Satterthwaite degrees of freedom for the model < 4, two-level 

models were specified and within-study effects were aggregated to calculate a 

single study-wide effect. When two-level models were favoured, we combined 

within-study effects using the aggregate function of the metafor package in R 

(Viechtbauer, 2010). To estimate the dependency structure of within-study effects, 

a correlation ρ of 0.8 was assumed for all within-study effects at the same 

timepoint. To estimate and model the dependency across timepoints, an 

autoregressive structure was assumed by setting an autocorrelation term of 0.9 to 

phi (𝜙). The correlation between two effects of the same outcome measure across 

different time points was modelled using 𝜙
|time𝑖𝑗𝑡−time𝑖𝑗𝑡′|

, where  |time𝑖𝑗𝑡 − time𝑖𝑗𝑡′| 

represents the absolute difference in time between the two measurements. 

Finally, the correlation between two effects of different outcomes at different 

timepoints was modelled as ρ × ϕ
|time𝑖𝑗𝑡−time𝑖𝑗𝑡′|

 (Viechtbauer, 2010). 

Publication bias 

The validity of pooled effects can be threatened by selective reporting that occurs 

when the availability of results are influenced by the statistical significance and 

magnitude of effect size (Dwan et al., 2013). This can occur at the between-study 

level, for instance when the decision or likelihood of a study being published 

hinges on the statistical significance of its findings—the so called ‘file-drawer 

problem’ (Scargle, 2000)—and at the within-study level where the decision to 

report only a subset of outcome data is made to increase publication chance. 

There are several techniques to examine the presence of publication bias however 

simulation studies have indicated the Egger Sandwich and three-parameter 

selection model (3PSM) likelihood ratio tests as the most appropriate for multilevel 

modelling (Rodgers & Pustejovsky, 2021). As such, to test for publication bias, we 

have decided to conduct the Egger Sandwich test and 3PSM likelihood ratio test for 

three-level models, and standard Egger test and 3PSM likelihood ratio tests for 

two-level models. Notably, before conducting 3PSM tests, effect sizes need to be 

aggregated by study and outcome level as recommended by Rodgers & Pustejovsky 

(2021). 

The Egger test assesses publication bias of small-study effects in meta-analyses by 

regressing effect size on effect size precision. Given that smaller studies tend to 

have larger standard errors, asymmetry in this regression (a significant non-zero 
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intercept) suggests that smaller studies with non-significant or negative results are 

less likely to be published, indicating potential systematic publication bias (Egger 

et al., 1997). In multi-level models, cluster robust effect sizes computed using RVE 

are regressed onto effect size variation in a variant of the Egger test known as the 

Egger Sandwich test (Rodgers & Pustejovsky, 2021). Similarly, the 3PSM model 

accounts for publication bias by jointly estimating the true effect size, between-

study variance, and a selection function that models the likelihood of study 

inclusion based on p-values, thereby adjusting the effect size estimate to mitigate 

the influence of selective publication. If the 3PSM model significantly fits the data 

better than the null model, indicated by a significant likelihood ratio test, this 

suggests the presence of selective publication of signiciant results (McShane et al., 

2016)
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Assessment of Small-Study Effects Using Egger Regression Across All Trials 

Outcome Model Test b t p 95% CI 

Severity of depression End of treatment Egger Sandwich Test 0.11 0.44 .68 -0.55, 0.76 

Severity of depression End of treatment (high RoB removed)a Egger Sandwich Test 0.18 0.80 .47 -0.48, 0.84 

Severity of depression 3–6 months Standard Egger Regression 0.83 -0.58 .62 -2.64, 4.29 

Severity of depression 12–18 months Standard Egger Regression 0.22 0.39 .72 -0.39, 0.83 

Severity of depression 24–36 months Standard Egger Regression 0.38 -0.01 1.00 -11.84, 12.60 

Severity of depression All time points Egger Sandwich Test 0.11 0.53 .62 -0.45, 0.68 

Severity of depression All time points (high RoB removed) a Egger Sandwich Test 0.15 0.72 .51 -0.45, 0.76 

Severity of anxiety End of treatment Egger Sandwich Test 0.44 2.04 .22 -0.91, 1.79 

Severity of anxiety End of treatment (high RoB removed) a Standard Egger Regression 0.55 -1.22 .35 -0.30, 1.40 

Severity of anxiety All time points Standard Egger Regression 0.44 -1.35 .25 -0.30, 1.19 

Severity of anxiety All time points (high RoB removed) a Standard Egger Regression 0.48 -1.06 .40 -0.67, 1.63 

Global End of treatment Egger Sandwich Test 0.34 1.56 .22 -0.37, 1.04 

Global End of treatment (high RoB removed) a Egger Sandwich Test 0.35 1.39 .28 -0.58, 1.29 

Global 3–6 months Standard Egger Regression 0.63 -0.65 .63 -3.99, 5.24 

Global 12–18 months Standard Egger Regression 0.51 -0.44 .73 -2.99, 4.01 

Global All time points Egger Sandwich Test 0.31 2.32 .10 -0.11, 0.73 

Global All time points (high RoB removed) a Egger Sandwich Test 0.32 2.18 .12 -0.17, 0.82 

Interpersonal End of treatment Egger Sandwich Test 0.72 2.58 .13 -0.51, 1.96 

Interpersonal End of treatment (high RoB removed) a Egger Sandwich Test 0.70 2.17 .17 -0.77, 2.17 
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Outcome Model Test b t p 95% CI 

Interpersonal All time points Egger Sandwich Test 0.17 0.39 .73 -1.26, 1.60 

Interpersonal All time points (high RoB removed) a Egger Sandwich Test 0.14 0.27 .80 -1.49, 1.77 

Quality of life End of treatment Standard Egger Regression 0.37 -0.65 .56 -0.64, 1.38 

Quality of life End of treatment (high RoB removed) a Standard Egger Regression 0.37 -0.65 .56 -0.64, 1.38 

Quality of life All time points Standard Egger Regression 0.30 -0.47 .67 -0.82, 1.42 

Quality of life All time points (high RoB removed) a Standard Egger Regression 0.30 -0.47 .67 -0.82, 1.42 

Clinical Events End of treatment Standard Egger Regression 0.19 0.27 .83 -6.91, 7.30 

Clinical Events All time points Standard Egger Regression 0.32 0.01 .99 -5.21, 5.85 

Note. Egger tests were conducted to examine small-study effects for each outcome and timepoint. Where robust variance estimation was used in the primary meta-
analysis, the Egger sandwich test was applied; otherwise, the standard Egger regression test was used. The coefficient b represents the intercept from the regression of 
the standardized effect size on its standard error; a statistically significant intercept indicates potential funnel plot asymmetry. Tests were repeated following removal of 
studies rated as high risk of bias (high RoB) where indicated. Confidence intervals are reported at the 95% level. Results should be interpreted cautiously in models with a 
small number of studies, as power to detect asymmetry is limited. 

  



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 200 

Three-Parameter Selection Model (3PSM) Analyses Across All Trials 

Outcome Timepoint Bias Adjustment α k (p ≤ α) δ LRT p 

Severity of depression End of treatment  0.025 4 0.62 0.21 .64 

Severity of depression End of treatment High RoB removed 0.025 4 0.72 0.11 .74 

Severity of depression End of treatment  0.05 4 0.38 1.16 .28 

Severity of depression End of treatment High RoB removed 0.05 4 0.36 1.22 .27 

Severity of depression 3–6 months  0.025 2 0.17 1.24 .27 

Severity of depression 3–6 months  0.05 2 0.51 0.20 .65 

Severity of depression 12–18 months  0.025 0 99.96 5.20 .02 

Severity of depression 12–18 months  0.05 0 5.79 1.10 .29 

Severity of depression 24–36 months  0.025 2 0.45 0.16 .69 

Severity of depression 24–36 months  0.05 2 1.21 0.01 .93 

Severity of depression All time points  0.025 4 0.43 0.73 .39 

Severity of depression All time points High RoB removed 0.025 4 0.47 0.57 .45 

Severity of depression All time points  0.05 4 0.59 0.29 .59 

Severity of depression All time points High RoB removed 0.05 4 0.57 0.35 .55 

Severity of Anxiety End of treatment  0.025 1 0.54 0.15 .70 

Severity of Anxiety End of treatment High RoB removed 0.025 1 1.52 0.06 .81 

Severity of Anxiety End of treatment  0.05 1 0.18 1.52 .22 

Severity of Anxiety End of treatment High RoB removed 0.05 1 0.32 0.56 .45 

Severity of Anxiety All time points  0.025 1 0.29 0.57 .45 
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Outcome Timepoint Bias Adjustment α k (p ≤ α) δ LRT p 

Severity of Anxiety All time points High RoB removed 0.025 1 0.53 0.13 .72 

Severity of Anxiety All time points  0.05 1 0.10 2.71 .10 

Severity of Anxiety All time points High RoB removed 0.05 1 0.11 1.88 .17 

Global distress End of treatment  0.025 4 0.60 0.23 .64 

Global distress End of treatment High RoB removed 0.025 4 0.41 0.58 .45 

Global distress End of treatment  0.05 4 1.75 0.29 .59 

Global distress End of treatment High RoB removed 0.05 4 1.14 0.01 .91 

Global distress 3–6 months  0.025 1 1.45 0.04 .85 

Global distress 3–6 months  0.05 1 4.18 0.54 .46 

Global distress 12–18 months  0.025 2 0.52 0.13 .72 

Global distress 12–18 months  0.05 2 1.28 0.02 .89 

Global distress All time points  0.025 4 0.65 0.17 .68 

Global distress All time points High RoB removed 0.025 4 0.44 0.49 .48 

Global distress All time points  0.05 4 0.63 0.20 .66 

Global distress All time points High RoB removed 0.05 4 0.30 1.02 .31 

Clinical events End of treatment  0.025 1 1.37 0.02 .88 

Clinical events End of treatment  0.05 1 3.53 0.39 .53 

Clinical events All time points  0.025 1 45.05 0.97 .32 

Clinical events All time points  0.05 1 100.00 2.19 .14 

Interpersonal functioning End of treatment  0.025 3 0.41 0.49 .48 

Interpersonal functioning End of treatment High RoB removed 0.025 3 0.35 0.58 .45 
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Outcome Timepoint Bias Adjustment α k (p ≤ α) δ LRT p 

Interpersonal functioning End of treatment  0.05 3 0.88 0.01 .92 

Interpersonal functioning End of treatment High RoB removed 0.05 3 0.74 0.05 .83 

Interpersonal functioning 12–18 months  0.025 1 0.37 0.24 .62 

Interpersonal functioning 12–18 months  0.05 1 1.09 0.00 .96 

Interpersonal functioning All time points  0.025 2 1.30 0.04 .84 

Interpersonal functioning All time points High RoB removed 0.025 2 1.30 0.03 .85 

Interpersonal functioning All time points  0.05 2 2.68 0.56 .45 

Interpersonal functioning All time points High RoB removed 0.05 2 2.59 0.47 .49 

Quality of life End of treatment  0.025 1 0.86 0.01 .93 

Quality of life End of treatment  0.05 1 0.23 0.98 .32 

Quality of life 12–18 months  0.025 0 100.00 1.10 .29 

Quality of life 12–18 months  0.05 0 0.06 1.75 .19 

Quality of life All time points  0.025 1 0.74 0.03 .86 

Quality of life All time points  0.05 1 0.16 1.41 .23 

Note. Results from three-parameter selection models (3PSM) using step-function weight functions with cut-points at α = .025 and α = .05. k (p ≤ α) denotes the number of 
effects within the lower significance interval. δ represents the estimated relative weight (selection parameter) for effects in the higher p-value interval relative to the 
lowest interval. LRT denotes the likelihood ratio test comparing the selection model with the no-selection model. “High RoB removed” indicates models re-estimated after 
excluding studies rated at high risk of bias. 
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Assessment of Small-Study Effects Using Egger Regression by Comparator Subgroup (Active Control vs Active Treatment) 

Outcome Model Test Type b t p 95% CI 

Severity of depression (Active control) End of treatment Egger Sandwich Test -0.57 -0.89 .453 -2.95, 1.80 

Severity of depression (Active control) High RoB studies removed Standard Egger Regression -0.01 1.71 .230 -1.46, 1.43 

Severity of depression (Active control) All time-points Egger Sandwich Test -0.56 -0.86 .464 -2.83, 1.71 

Severity of depression (Active control) High RoB studies removed Standard Egger Regression 0.12 1.41 .294 -1.28, 1.51 

Severity of anxiety (Active control) End of treatment Standard Egger Regression -1.24 2.41 .251 -9.03, 6.56 

Severity of anxiety (Active control) All time-points Standard Egger Regression 0.01 0.03 .983 -20.18, 20.21 

Global (Active control) End of treatment Standard Egger Regression 0.20 0.30 .790 -2.63, 3.03 

Global (Active control) All time-points Standard Egger Regression 0.97 -0.65 .582 -3.96, 5.91 

Severity of depression (Active 
treatment) 

End of treatment Egger Sandwich Test 0.52 3.70 .076 -0.14, 1.18 

Severity of depression (Active 
treatment) 

High RoB studies removed Egger Sandwich Test 0.56 4.00 .084 -0.23, 1.34 

Severity of depression (Active 
treatment) 

All time-points Egger Sandwich Test 0.39 2.05 .176 -0.42, 1.20 

Severity of depression (Active 
treatment) 

High RoB studies removed Standard Egger Regression 0.38 -0.81 .453 -0.10, 0.86 

Severity of anxiety (Active treatment) End of treatment Standard Egger Regression 0.65 -2.27 .151 -0.19, 1.48 

Severity of anxiety (Active treatment) High RoB studies removed Standard Egger Regression 0.60 -1.61 .353 -1.96, 3.17 

Severity of anxiety (Active treatment) All time-points Standard Egger Regression 0.55 -2.28 .150 -0.23, 1.34 

Severity of anxiety (Active treatment) High RoB studies removed Standard Egger Regression 0.53 -1.78 .326 -1.90, 2.95 

Global (Active treatment) End of treatment Egger Sandwich Test 0.43 2.04 .182 -0.51, 1.37 

Global (Active treatment) High RoB studies removed Egger Sandwich Test 0.42 2.07 .196 -0.61, 1.45 
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Outcome Model Test Type b t p 95% CI 

Global (Active treatment) All time-points Egger Sandwich Test 0.36 2.28 .128 -0.22, 0.93 

Global (Active treatment) High RoB studies removed Egger Sandwich Test 0.35 2.19 .142 -0.25, 0.94 

Note. Egger tests were conducted to examine small-study effects for each outcome and timepoint. Where robust variance estimation was used in the primary meta-
analysis, the Egger sandwich test was applied; otherwise, the standard Egger regression test was used. The coefficient b represents the intercept from the regression of 
the standardized effect size on its standard error; a statistically significant intercept indicates potential funnel plot asymmetry. Tests were repeated following removal of 
studies rated as high risk of bias (high RoB) where indicated. Confidence intervals are reported at the 95% level. Results should be interpreted cautiously in models with a 
small number of studies, as power to detect asymmetry is limited. 
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Three-Parameter Selection Model (3PSM) Analyses by Comparator Subgroup (Active Control vs Active Treatment) 

Comparator Outcome Timepoint Bias Adjustment α k (p ≤ α) δ LRT p 

Versus active control Severity of depression All time points  0.025 4 0.13 2.02 .16 

Versus active control Severity of depression All time points High RoB removed 0.025 3 0.10 2.36 .12 

Versus active control Severity of depression All time points  0.05 4 0.34 0.63 .43 

Versus active control Severity of depression All time points High RoB removed 0.05 3 0.26 0.88 .35 

Versus active control Severity of depression End of treatment  0.025 3 1.87 0.21 .64 

Versus active control Severity of depression End of treatment High RoB removed 0.025 2 0.74 0.02 .88 

Versus active control Severity of depression End of treatment  0.05 4 0.55 0.20 .66 

Versus active control Severity of depression End of treatment High RoB removed 0.05 3 0.18 1.29 .26 

Versus active control Severity of anxiety Insufficient clusters to perform 3PSM test.  (k = 2) 

Versus active control Global distress All time points  0.025 2 0.12 1.42 .23 

Versus active control Global distress All time points  0.05 2 0.31 0.49 .48 

Versus active control Global distress End of treatment  0.025 2 0.43 0.26 .61 

Versus active control Global distress End of treatment  0.05 2 1.43 0.05 .82 

Versus active treatment Severity of depression All time points  0.025 1 3.51 0.81 .37 

Versus active treatment Severity of depression All time points High RoB removed 0.025 1 2.71 0.47 .49 

Versus active treatment Severity of depression All time points  0.05 2 1.88 0.27 .60 

Versus active treatment Severity of depression All time points High RoB removed 0.05 2 1.29 0.04 .84 

Versus active treatment Severity of depression End of treatment  0.025 2 1.38 0.07 .79 

Versus active treatment Severity of depression End of treatment High RoB removed 0.025 2 1.03 0.00 .98 

Versus active treatment Severity of depression End of treatment  0.05 3 1.06 0.00 .96 
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Comparator Outcome Timepoint Bias Adjustment α k (p ≤ α) δ LRT p 

Versus active treatment Severity of depression End of treatment High RoB removed 0.05 3 0.69 0.09 .76 

Versus active treatment Severity of anxiety All time points  0.025 1 0.09 1.64 .20 

Versus active treatment Severity of anxiety All time points High RoB removed 0.025 1 0.12 1.20 .27 

Versus active treatment Severity of anxiety All time points  0.05 1 0.23 0.67 .41 

Versus active treatment Severity of anxiety All time points High RoB removed 0.05 1 0.34 0.32 .57 

Versus active treatment Severity of anxiety End of treatment  0.025 1 0.22 0.64 .42 

Versus active treatment Severity of anxiety End of treatment High RoB removed 0.025 1 0.39 0.22 .64 

Versus active treatment Severity of anxiety End of treatment  0.05 1 0.61 0.04 .84 

Versus active treatment Severity of anxiety End of treatment High RoB removed 0.05 1 1.19 0.01 .93 

Versus active treatment Global distress All time points  0.025 2 1.08 0.00 .95 

Versus active treatment Global distress All time points High RoB removed 0.025 2 0.88 0.01 .93 

Versus active treatment Global distress All time points  0.05 3 0.60 0.17 .68 

Versus active treatment Global distress All time points High RoB removed 0.05 3 0.37 0.54 .46 

Versus active treatment Global distress End of treatment  0.025 2 1.05 0.00 .97 

Versus active treatment Global distress End of treatment High RoB removed 0.025 2 0.85 0.01 .91 

Versus active treatment Global distress End of treatment  0.05 2 2.96 0.70 .40 

Versus active treatment Global distress End of treatment High RoB removed 0.05 2 2.33 0.37 .54 

Note. Results from three-parameter selection models (3PSM) using step-function weight functions with cut-points at α = .025 and α = .05. k (p ≤ α) denotes the number of 

effects within the lower significance interval. δ represents the estimated relative weight (selection parameter) for effects in the higher p-value interval relative to the 

lowest interval. LRT denotes the likelihood ratio test comparing the selection model with the no-selection model. “High RoB removed” indicates models re-estimated after 

excluding studies rated at high risk of bias.
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Appendix E | Meta-analysis: Discrepant treatment lengths and three-

armed trials 

The duration of treatment differed significantly between psychodynamic therapy 

(PDT) and non-PDT treatments in two key studies (Knekt et al., 2008; Leuzinger-

Bohleber et al., 2019). In the Knekt et al. (2008) trial, patients in the long-term 

psychodynamic psychotherapy (LTPP) arm received treatment for up to 36 months, 

with an average duration of 31.5 months. Conversely, patients in the short-term 

psychodynamic psychotherapy (STPP) and solution-focused therapy (SFT) arms 

were treated for averages of 5.7 and 7.5 months, respectively. Similarly, in the 

study by Leuzinger-Bohleber et al. (2019), patients undergoing psychoanalytic 

treatment (PAT) were offered treatment for up to 36 months, while those in the 

cognitive behavioural therapy (CBT) arm received treatment for up to 15 months.  

The alignment of data collection time-points with the end of treatment varied, 

particularly for the shorter treatments. In the Knekt et al. (2008) study, outcomes 

were assessed at 7, 9, and 36 months post-treatment commencement. Leuzinger-

Bohleber et al. (2019) conducted measurements at one, two, and three years after 

treatment began. This discrepancy in treatment length and data collection 

schedules presents challenges in comparing efficacy across different therapeutic 

approaches. 

Discrepant treatment lengths within studies pose significant challenges, requiring 

reviewers to determine what constitutes the ‘end of treatment’ for each arm, 

often necessitating different end points for each treatment within the same study. 

In this meta-analysis, we defined 'end of treatment' as the closest available 

timepoint after all participants in the group had completed their treatment, or in 

the case of the Knekt et al. (2008) study, when treatment had ended on average. 

For the Knekt trial, the 7 and 9-month timepoints were designated as the end of 

treatment for the STPP and SFT arms, respectively, with the 36-month timepoint 

serving as the end for the LTPP arm. According to Leichsenring & Rabung (2011), 

this approach introduces no bias as the effects observed between the 7 and 9-

month evaluations are nearly identical. In the Leuzinger-Bohleber et al. (2019) 

study, even though the CBT treatment lasted a maximum of 15 months, the two-

year mark was selected to represent the end of treatment for the CBT group. To 

confirm this decision did not introduce bias, a t-test was performed comparing the 

data at one and two years, showing no significant difference (t = 1.3716;  p = .17). 

Opting for different end-of-treatment timepoints for each group ensures that the 

evaluations reflect the most recent completion of treatment by all or most 

participants in the group. This is crucial, as data from ongoing treatments or 

follow-up timepoints do not reliably reflect treatment outcomes. Unfortunately, 

for the Doering et al. (2010) trial, it was not feasible to apply this method as the 

majority of patients in the PDT arm were still undergoing treatment at the final 

timepoint of measurement. 
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Three-armed trials 

Because three-level models were not always possible due to an insufficient number 

of clusters, two-level models were specified and within-study effects were 

aggregated to calculate single study-wide effects. To avoid double-counting 

participants in studies that compared more than two groups, descriptive statistics 

(mean, standard deviation, and sample size) of the multiple two PDT (Clarkin et 

al., 2007); Huber et al., 2012) or control (Knekt et al., 2008; Kool et al., 2024) 

groups were pooled to create a single experimental or control group, respectively 

(Higgins et al., 2019).
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Appendix F | Qualitative review: Search strategy used to search electronic 

databases 

 

1 (psychoanal* or psychodynamic or "dynamic psychotherapy" or "dynamic 

therapy" or “mentali?ation-based” or “transference-focused” or relational 

or affect-focused or "affect focused" or "supportive expressive" or eclectic 

or "ego oriented" or ego-oriented or "transference focus*" or "mentali?ation 

based" or interpersonal or eclectic or "long-term psychotherapy").ti, ab. 

2 (psychotherapy or treatment or therapist or practitioner or psychotherapist 

or carer or "caring ADJ for" or "care ADJ for").ti, ab. 

3 (Depress* or "Mood ADJ Disorder" or "affect* disorder" or dysthymia or 

"Disruptive Mood Dysregulation" or "personality disorder").ti, ab. 

4  (psychotherapy or treatment or therapist or practitioner or psychotherapist 

or carer or "caring ADJ for" or "care ADJ for").ti, ab. 

5 (Narrative or Ethno* or Interpretative or Interview* or "Mixed method*" or 

Qualitative or Thematic or Theme*).ti, ab. 

6 1 AND 2 AND 3 AND 4 AND 5 
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Appendix G | Qualitative review: PRISMA flow diagram illustrating study selection process 
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Appendix H | Qualitative review: Characteristics of included studies 
 

    

Study 

Finding 

referenc

e 

numbers 

Treatment Condition Methodology 
Phenomena of 

interest 
Participants Location 

Barnicot 

2022 

1 to 6 MBT Group 

and Individual 

Personality 

disorder 

Qualitative 

interview and 

thematic 

analysis 

Consumer 

experiences of 

therapy for 

personality 

disorders 

Consumers: 

56 females, 

17 males, 

Mean age 

30.0 years 

(SD 12.6)  

United 

Kingdom 

Duarte 

2017 

7 to 15 Long-term 

psychodynami

c 

psychotherapy 

Borderline 

personality 

disorder 

Single-case 

design with 

qualitative 

semi-structured 

follow-up 

interviews and 

Discovery- 

Oriented 

Biographical 

Analysis 

The subjective 

construction of 

psychotherapeu

tic change by a 

consumer and 

her therapist 

Consumers: 

1 female, 0 

males, Age 

29 years; 

Therapist: 1 

female, Age 

45 years  

Chile 

Dyson 2016 16 to 21 MBT Group 

and Individual 

Borderline 

personality 

disorder 

Open-ended 

interviews, 

analysed with 

Inductive 

Interpretative 

Phenomenologic

al Analysis (IPA) 

(Smith & 

Osborn, 2008). 

Consumer 

experiences of 

mentalization 

based 

treatment for 

BPD 

Consumers: 

6 females, 0 

males, Mean 

age 31.7 

years (SD 

8.3) 

United 

Kingdom 

Foye 2022 22 various Complex 

emotional 

needs 

(predomin

antly BPD) 

Qualitative 

interviews; 

focus group and 

individual. 

Analysed via 

thematic 

analysis. 

Clinician views 

on best practice 

community care 

for people with 

complex 

emotional needs 

Mental 

health 

professionals 

in a variety 

of roles: 27 

females, 23 

males. 

United 

Kingdom 

Gardner 

2020 

23 to 25 MBT Group  Borderline 

personality 

disorder 

Semi-structured 

interviews, 

analysed using 

interpretative 

phenomenologic

al 

analysis (IPA) 

(Smith et al. 

2009). 

Consumer 

experiences of 

mentalizisation 

based 

treatment for 

BPD 

Consumers: 

8 females, 0 

males, Mean 

age 41.9 (SD 

15.0) 

United 

Kingdom 
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Gardner 

2022 

26 to 32 MBT Group  Borderline 

personality 

disorder 

One-to-one 

semi-structured 

interviews or 

focus groups, 

analysed using 

interpretative 

phenomenologic

al analysis (IPA) 

(Smith et al. 

2009). 

Therapist 

experiences of 

mentalizisation 

based 

treatment for 

BPD 

MBT 

therapists; 9 

females, 5 

males, Mean 

age 45.1 (SD 

10.41) 

United 

Kingdom 

Haskayne 

2014 

33 to 41 Long-term 

psychodynami

c 

psychotherapy 

Depression Individual semi-

structured 

interviews, 

analysed using 

interpretative 

phenomenologic

al analysis (IPA) 

(Smith et al. 

2009). 

Consumer and 

therapist 

experiences of 

therapeutic 

rupture and 

repair within 

LTPP 

Consumers: 

4, 

Therapists: 

4; overall 6 

females, 2 

males, Age 

range 20-50 

years 

United 

Kingdom 

Johnson 

2016 

42 to 52 MBT Group 

and Individual 

Borderline 

personality 

disorder 

Lived 

experience 

explored 

through use of 

timelines, 

repeated cycles 

of audio-

recorded focus 

groups and 

inductive 

thematic 

analysis. 

Consumer 

mentalizising 

skills and social 

inclusion 

activity 

immediately 

after 

completing an 

intensive MBT 

program 

Lived 

experience 

researchers 

(LERs): 3 

females, 0 

males 

United 

Kingdom 

Lonargáin 

2016 

53 to 61 MBT Group 

and Individual 

Borderline 

personality 

disorder 

Individual semi-

structured 

interviews, 

analysed using 

interpretative 

phenomenologic

al analysis (IPA) 

(Smith et al. 

2009). 

Consumer 

experiences of 

mentalizisation 

based 

treatment for 

BPD 

Consumers: 

5 females, 2 

males, Mean 

age 39.9 (SD 

8.2) 

United 

Kingdom 

Morken 

2019 

62 to 68 MBT Group 

and Individual 

Pesonality 

disorder 

with 

comorbid 

substance 

abuse 

disorder 

(SUD) 

Qualitative 

interviews with 

open-ended 

questions. 

Thematic 

analyses within 

a hermeneutic-

phenomenologic

al 

epistemology 

were performed 

(Laverty, 2003; 

Binder et al., 

2012) 

Consumer 

experiences of 

mentalizisation 

based 

treatment for 

BPD 

Consumers: 

13 females, 

0 males, 

Mean age 28 

years (SD 

6.52) 

Norway 
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Tercelli 

2024 

69 to 73 Psychodynami

c couple 

therapy 

Depression Individual 

telephone 

interviews with 

open-ended 

questions, 

analysed by 

thematic 

analysis (Braun 

& Clarke, 2013) 

Experiences of 

working-age 

adults with 

depression of 

psychodynamic 

couple therapy 

Consumers: 

3 females, 2 

males, Mean 

age 45.6 (SD 

9.6) 

United 

Kingdom 

Valkonen 

2011 

74 to 76 Long-term 

psychodynami

c 

psychotherapy 

Depression Individual semi-

structured 

interviews 

conducted pre- 

and post-

therapy. 

Resulting data 

was coded and 

"inner 

narratives" were 

identified and 

analysed. 

Consumer 

perspectives on 

the outcomes of 

psychotherapy 

Consumers: 

[LTPP arm 

only] 4 

females, 3 

males 

Finland 
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Appendix I | Qualitative review: Findings extracted from the twelve included studies and used in the 

metasynthesis 

 

Finding 

reference 

number 

Rating Study Finding (short 

form) 

Finding (full) Illustration Theme in 

original study 

1 Unequivocal Barnicot 2022 "…very helpful to be 

able to share their 

experiences and 

feelings with other 

patients, especially if 

others had had similar 

experiences (p. 218)" 

Both MBT and DBT patients described finding it very 

helpful to be able to share their experiences and 

feelings with other patients, especially if others 

had had similar experiences. This helped them to 

feel understood and to feel less alone. However, 

the accounts of MBT patients—more so than DBT 

patients –were also characterizised by a sense of 

learning and changing through interactions with 

others. 

When I felt under attack by psychiatrist, social 

services and by my mum, it’s been really helpful 

to come to the groups and get another 

perspective on it–it helped me to see maybe they 

were just being realistic. It’s been good to have 

other people’s feedback, even if it’s a bit 

uncomfortable at times 

Feeling understood 

and gaining 

alternative 

perspectives from 

other group 

members 

2 Unequivocal Barnicot 2022 "…take time to reflect 

on whether there 

could be a different 

way of seeing the 

situation" (p. 220) 

Across both DBT and MBT, patients spoke about first 

becoming aware that they were feeling a strong 

emotion or an urge to react impulsively, and then 

being able to pause before following through with 

their urge, and take time to reflect on whether 

there could be a different way of seeing the 

situation or a more effective way to react. They 

said this strategy helped them to reduce 

interpersonal conflict and communicate more 

effectively, and helped to prevent impulsive self-

damaging behaviour. 

Having a pause before I react on something or say 

something.... Not to be afraid to say “Can you 

give me a minute?” and just compose myself, and 

stop and think. 

Not reacting 

impulsively 
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Finding 

reference 

number 

Rating Study Finding (short 

form) 

Finding (full) Illustration Theme in 

original study 

3 Unequivocal Barnicot 2022 "…learning not to 

suppress their 

emotions, and instead 

to deliberately pay 

attention to them" (p. 

220) 

Across both treatments, patients spoke about 

learning not to suppress their emotions, and 

instead to deliberately pay attention to them, 

acknowledging and accepting them, naming and 

describing them, and trying to understand what had 

triggered them and why. Patients also spoke about 

learning to understand and recognizise their 

automatic thought patterns. 

They get you to pay attention to what feelings 

you have, getting you to slow down your thoughts 

and behaviour–if you start to understand where a 

feeling starts, it’s easier to understand it and 

hence to change it 

Becoming more self-

aware 

4 Unequivocal Barnicot 2022 "…learning to 

communicate in ways 

that were 

constructive" (p. 221) 

Both DBT and MBT patients spoke about the value 

of learning to be more open with others about their 

own thoughts, feelings, and motives. They 

described learning to communicate in ways that 

were constructive and did not damage 

relationships, such as staying calm and thinking 

carefully about what to say. 

It’s helping me with my daughter. I shout less, I 

ask about her feelings more—I think more clearly 

about it before I talk to her. 

Communicating 

more effectively 

5 Unequivocal Barnicot 2022 "Feeling upset by 

group members’ 

behaviour" (p. 222) 

Feeling upset by group members’ behaviour was 

also more common amongst MBT patients. Some 

found others in the group very vocal and dominant, 

which made it harder to find an opening to speak 

about themselves. Some found it upsetting and 

frightening to witness conflict between other group 

members, or felt frightened and angry when others 

in the group appeared aggressive or critical. 

I felt overwhelmed with hearing other people’s 

situations. I feel as though my situation is not as 

bad as I think it is, or certain situations they are 

going through that I wouldn’t be able to handle–it 

makes me think that my situation is not that 

serious. It can make me feel worse as I feel that 

I’m not strong enough....I tend to shut down and 

end up not saying anything at all. 

Difficulties 

interacting with 

other group 

members 
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6 Unequivocal Barnicot 2022 "…embarrassed and 

under pressure to 

speak" (p. 222) 

Both DBT and MBT patients said that at times it was 

hard to share their experiences and emotions with 

other group members. They felt embarrassed and 

under pressure to speak, and worried about the 

other group members judging or misunderstanding 

them. 

I felt overwhelmed with hearing other people’s 

situations. I feel as though my situation is not as 

bad as I think it is, or certain situations they are 

going through that I wouldn’t be able to handle–it 

makes me think that my situation is not that 

serious. It can make me feel worse as I feel that 

I’m not strong enough....I tend to shut down and 

end up not saying anything at all. 

Difficulties 

interacting with 

other group 

members 

7 Unequivocal Duarte 2017 "…one change in the 

therapy is the the 

patient’s ability to 

self-regulate negative 

affects" (p. 453) 

The patient and the therapist mention that one 

change in the therapy is the patient’s ability to 

self-regulate negative affects, not denying them 

but rather reflecting on them. 

I think they made me realizise that I couldn’t 

change things, that they were the way they were 

and that I couldn’t keep looking for explanations 

where there weren’t any. So realizising that this 

was not going to happen and that I had to find a 

way to move on without that answer that I 

wanted so much (…) I kept looking for the answer, 

but she made me understand that the answer 

wasn’t there. 

 

 

“I Couldn’t Change 

the Past”: The 

Working-Through of 

the Traumatic 

Experience 

8 Unequivocal Duarte 2017 "…realizising that it 

was not possible to 

erase the traumatic 

events of her past" (p. 

453) 

The patient mentions that a relevant 

transformation of her change expectations involved 

realizising that it was not possible to erase the 

traumatic events of her past—she understood that 

the answer to her problems was not there. 

I think they made me realizise that I couldn’t 

change things, that they were the way they were 

and that I couldn’t keep looking for explanations 

where there weren’t any. So realizing that this 

was not going to happen and that I had to find a 

way to move on without that answer that I 

wanted so much (…) I kept looking for the answer, 

but she made me understand that the answer 

wasn’t there. 

“I Couldn’t Change 

the Past”: The 

Working-Through of 

the Traumatic 

Experience 
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9 Unequivocal Duarte 2017 "Her willingness to 

work […] on the 

current manifestations 

of her past conflicts" 

(p. 453) 

The therapist mentions that a change in the 

patient’s change expectations concerned her 

willingness to work, in the present, on the current 

manifestations of her past conflicts. 

This was part of the working-through process, you 

see? To be able to give the traumatic theme its 

own place, which was in the past, and not see it 

as something that was always present. It was 

present for her the whole time and I think that 

through a more interpretive work that theme 

could be placed in the past, so it wouldn’t be 

here and now all the time. 

“I Couldn’t Change 

the Past”: The 

Working-Through of 

the Traumatic 

Experience 

10 Unequivocal Duarte 2017 "…the therapeutic 

relationship 

constituted an intense 

and positive emotional 

experience" (p. 454) 

The patient and the therapist both mention that an 

important facilitator of the patient’s change was 

that the therapeutic relationship constituted an 

intense and positive emotional experience. 

You know, compared with other patients I treated 

at the hospital in all my years there, this patient 

was stronger. Perhaps because I wasn’t working in 

the [psychiatric] hospital anymore [as a 

psychotherapist] …it was a special situation for 

her and for me. So I thought: “she is the only 

patient I have visited when she was having a 

baby. Why?” Well partly because hospitalization 

had never been so traumatic for any other 

patient. I mean, I felt it was a therapeutic need. 

(…) It was beautiful…I also talked a lot with the 

patient’s partner, I met her mother, I got to see 

the baby, somehow, I felt like I was part of this 

family. 

 

 

“The Baby”: The 

Therapeutic 

Relationship as an 

Emotional 

Experience 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 218 

Finding 

reference 

number 

Rating Study Finding (short 

form) 

Finding (full) Illustration Theme in 

original study 

11 Unequivocal Duarte 2017 "…mutual trust […] as 

a relevant 

characteristic of their 

relationship" (p. 454) 

The patient and the therapist both mention their 

mutual trust (that of the patient in the therapist’s 

genuineness and that of the therapist in the 

patient’s resources) as a relevant characteristic of 

their relationship. 

You know, compared with other patients I treated 

at the hospital in all my years there, this patient 

was stronger. Perhaps because I wasn’t working in 

the [psychiatric] hospital anymore [as a 

psychotherapist] …it was a special situation for 

her and for me. So I thought: “she is the only 

patient I have visited when she was having a 

baby. Why?” Well partly because hospitalization 

had never been so traumatic for any other 

patient. I mean, I felt it was a therapeutic need. 

(…) It was beautiful…I also talked a lot with the 

patient’s partner, I met her mother, I got to see 

the baby, somehow, I felt like I was part of this 

family. 

“The Baby”: The 

Therapeutic 

Relationship as an 

Emotional 

Experience 

12 Unequivocal Duarte 2017 "…construction of a 

positive bond" (p. 454) 

The therapist mentions that, in her opinion, her 

spontaneity and closeness with the patient was an 

aspect that facilitated her change process, because 

it contributed to the construction of a positive 

bond and helped her convey her affection to the 

patient. 

You know, compared with other patients I treated 

at the hospital in all my years there, this patient 

was stronger. Perhaps because I wasn’t working in 

the [psychiatric] hospital anymore [as a 

psychotherapist] …it was a special situation for 

her and for me. So I thought: “she is the only 

patient I have visited when she was having a 

baby. Why?” Well partly because hospitalization 

had never been so traumatic for any other 

patient. I mean, I felt it was a therapeutic need. 

(…) It was beautiful…I also talked a lot with the 

patient’s partner, I met her mother, I got to see 

the baby, somehow, I felt like I was part of this 

family. 

 

“The Baby”: The 

Therapeutic 

Relationship as an 

Emotional 

Experience 
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13 Equivocal Duarte 2017 "…the feeling of well-

being and satisfaction 

[…] was indicative of 

her therapeutic 

change" (p. 456) 

The patient mentions that the feeling of well-being 

and satisfaction with herself was indicative of her 

therapeutic change. 

…she found a very good job, and she suspended 

the therapy because of this job, because our 

schedule was no longer suitable for her. We had 

talked about the discharge, but perhaps there 

wasn’t enough time to work it through. So I think 

that her clinginess, the necessity to call me, 

suggests a premature discharge (…) [but the idea 

of ending the process was introduced] because 

she started feeling well, thinking by herself. 

[Therapist] 

“WhatsApp”: The 

Continuity of the 

Relationship 

14 Equivocal Duarte 2017 "…the patient’s ability 

to go on without the 

therapist’s aid" (p. 

456) 

The patient and the therapist mention that the 

reasons for terminating the therapy were varied 

and concerned both practical issues and others 

involving the patient’s ability to go on without the 

therapist’s aid. 

…she found a very good job, and she suspended 

the therapy because of this job, because our 

schedule was no longer suitable for her. We had 

talked about the discharge, but perhaps there 

wasn’t enough time to work it through. So I think 

that her clinginess, the necessity to call me, 

suggests a premature discharge (…) [but the idea 

of ending the process was introduced] because 

she started feeling well, thinking by herself 

[Therapist] 

“WhatsApp”: The 

Continuity of the 

Relationship 

15 Equivocal Duarte 2017 "...put into 

perspective the 

patient’s 

achievements […] 

along with the issues 

that they did not 

manage to fully solve" 

(p. 456) 

The patient and the therapist regard the 

termination process as a time when they were able 

to put into perspective the patient’s achievements 

and changes, along with the issues that they did 

not manage to fully solve. 

…she found a very good job, and she suspended 

the therapy because of this job, because our 

schedule was no longer suitable for her. We had 

talked about the discharge, but perhaps there 

wasn’t enough time to work it through. So I think 

that her clinginess, the necessity to call me, 

suggests a premature discharge (…) [but the idea 

of ending the process was introduced] because 

she started feeling well, thinking by herself 

[Therapist] 

“WhatsApp”: The 

Continuity of the 

Relationship 
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16 Unequivocal Dyson 2016 "...a sense that 

willingness was 

essential for a positive 

outcome from 

therapy" (p. 590) 

[…] a sense that willingness was essential for a 

positive outcome from therapy. Willingness implied 

a sense of personal choice. 

You need to be prepared to force yourself into 

engaging with it very much...If you’re not ready 

to sort of engage with therapy I guess, you know, 

it’s a bit pointless. 

"You’ve got to be 

ready for therapy… 

You’ve got to be 

able to change." 

17 Unequivocal Dyson 2016  "...MBT is not the 

'whole package'" (p. 

590) 

Hetty’s reflection that MBT is not the “whole 

package” seemingly provides a sense of sadness 

that her hopes for a cure were not met. However, 

she (nor any of the other participants) appears 

unable to criticize the approach for not curing her. 

Especially because I still feel just as bad a lot of 

the time. Sometimes I feel worse than before 

doing MBT because I’m sitting with the feelings 

instead of reacting to them in ways that would 

like numb them or like make them go away 

somehow. So… because I feel the same or worse, 

it’s harder for me to see my progress. 

"I’m much better 

now [Laughs]. 

Hopefully" 

18 Equivocal Dyson 2016 "...their felt 

experience of the 

everyday had actually 

worsened" (p. 590) 

Indeed, several of the participants’ acknowledged 

that their felt experience of the everyday had 

actually worsened as a result of MBT. 

[MBT] could make more of a difference in my 

quality of life for a longer time because the way I 

react to things won’t be as disruptive and. . .but 

day-to-day I guess I’m still struggling with like a 

lot of really difficult feelings. I still feel like my 

emotions are like really strong and really hard to 

manage. 

"I’m much better 

now [Laughs]. 

Hopefully" 

19 Unequivocal Dyson 2016 "... a sense the 

individual was lost" (p. 

591) 

The expression “We are One (but not Together)” is 

used as a metaphor to provide a sense that 

although the shared experience of being in a 

therapeutic group exclusively comprised of 

individuals diagnosed with BPD was particularly 

helpful, providing a sense of connection, there was 

also a sense the individual was lost and 

individuality discouraged, increasing this felt sense 

of isolation and sadness. 

I felt like if I didn’t fit in with the group and who 

I was, don’t fit in with the group, it was harder to 

be...be myself in group. Erm, like with the 

gender stuff. Like I’d explained the gender stuff 

cos I’m gender queer to them. I explained it to 

them and like just no one really got it. 

"We are one (but 

not together)" 
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20 Unequivocal Dyson 2016 "Endings seemingly 

intensified this felt 

sense of aloneness and 

sadness..." (p. 592) 

Endings seemingly intensified this felt sense of 

aloneness and sadness, apparently related to the 

felt loss of connection from therapy. This sense of 

aloneness possibly fed into the belief that overly 

intense connections are inherently wrong and 

attributable to the inner BPD “badness” that 

although they are there as a group of people 

working toward the same goal, they are alone in 

their journey. 

I really, really struggled with the ending of 

particularly the individual, but also the group and 

was really grieving and found erm that really 

tough…. Society’s a bit much more easier 

accepting the grief around somebody dying rather 

than grief of an end of relationships. I felt I 

couldn’t really share that with friends or other 

people in my life 

"We are one (but 

not together)" 

21 Equivocal Dyson 2016 "This complicated 

dance between 

oneness and 

separateness…" (p. 

593) 

This complicated dance between oneness and 

separateness appears saturated with sadness as 

participants negotiate between their desire for 

attachment and implicit sense that their desire for 

connection cannot last. 

I’m still getting used to not having it to be 

honest...Like...I don’t think  it’s  really  sunk  in  

yet.  It’s too soon  to...it’s  just  yeah.  It’s weird.  

I  was  really  upset  about...I’m  still  really  

upset  about  not seeing my one-to-one therapist 

anymore. Erm, I think that was the hardest thing. 

(Tabitha) 

 

"We are one (but 

not together)" 

22 Unequivocal Foye 2022 "...a lack of resources 

and demands to hit 

targets..." (p. 7) 

Participants suggested that such avoidant and risk 

averse behaviours were exacerbated by staff 

feeling overworked and by a lack of resources and 

demands to hit targets rather than provide the 

most effective care for the individual. 

“When you’ve got a caseload of 50, you’d only 

need to have 5 people with emotional difficulties 

on your caseload and your focus is then drawn to 

them because of the way that they present at 

services. It would then have a knock-on effect on 

the outcomes for the other people that were on 

that person’s caseload, you know, and you’ve got 

a manager saying, “Well, they’ve done a 12-week 

DBT programme. Discharge them off now.” Well, 

that’s not going to work for this person, but 

you’re stuck by the constraints of the service that 

you work for and their delivery targets, their 

KPIs.” (ID19, female, Social Worker working in 

generic services). 

Provider fear of the 

risks associated with 

complex emotional 

needs 
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23 Unequivocal Gardner 2020 "...the power of 

shared experiences" 

(p. 577) 

All participants’ narratives emphasized the utility 

of the group in terms of the power of shared 

experiences and/or learning gained from being with 

other borderline women. 

"...nobody else thinks like you...it’s the weirdness 

of having a bunch of other minds like yours in the 

room which I can feel quite distinctly." 

Being in the group 

24 Unequivocal Gardner 2020 "the group as […] a 

‘necessary evil’" (p. 

577) 

Sally’s view of the group as being a ‘necessary evil’ 

was inherent within all participants’ narratives, but 

was not always explicitly stated. 

...the group therapy was absolutely 

horrendous...I just came out of there in bits, we 

all did.’  

Being in the group 

25 Unequivocal Gardner 2020 "...half of the 

participants explicitly 

described how their 

changes transferred 

outside of the 

therapeutic setting" 

(p. 579) 

Whilst experiences of symptom reduction and 

improved relationships were prominent, half of the 

participants explicitly described how their changes 

transferred outside of the therapeutic setting to 

relationships and other aspects of the real world. 

For these participants, the learning and application 

of MBT skills to other relationships and life 

challenges was obvious. 

In spite of this, Amy still separated some of her 

learning from the outside world (‘. . . can’t really 

function in society as a, a normal person . . .’ p. 

42). This sense of separation was made explicit 

by Belinda, whose reference to ‘. . . the outside 

world . . .’ focused on the fact that people have 

‘. . . their own agenda . . .’ 

Being on a journey 

26 Unequivocal Gardner 2022 "...the ‘massive 

impact’ that illicit 

substances […] can 

have " (p. 110) 

Alongside the common and expected traits of BPD, 

some therapists mentioned the ‘massive impact’ 

that illicit substances (a contraindication to 

therapy) can have on service users' mentalising […] 

‘I try and put an emphasis on them…to reduce 

and potentially stop using substances actually so 

that it becomes part of their therapy. But not to 

expect that as a realistic.’ 

Experiencing the 

challenges and 

complexities of 

being with service 

users during MBT 
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27 Unequivocal Gardner 2022 "They also attempted 

to make sense of the 

complex histories, 

clinical complexity, 

repeated cycles of 

‘interpersonal crisis’, 

and relational 

difficulties that 

service users 

presented with." (p. 

110) 

They also attempted to make sense of the complex 

histories, clinical complexity, repeated cycles of 

‘interpersonal crisis’, and relational difficulties 

that service users presented with. 

‘my expectation setting with any of my service 

users in whatever model always feels a bit 

fudged…they’ve…been round the system for 

years.’ 

Experiencing the 

challenges and 

complexities of 

being with service 

users during MBT 

28 Unequivocal Gardner 2022 "...therapist 

commitment in MBT to 

sticking with service 

users through the 

therapy" (p. 111) 

Therapists described how their service users 

expressed feeling with a general sense of mistrust 

in other people and expressed a desire to stop MBT 

because they felt it was not working. Despite this, 

the narratives suggest that the therapist 

commitment in MBT to sticking with service users 

through the therapy was clear. 

‘…she comes in, she says this isn't good, it's not 

working, not bothered, I want to stop, what I 

haven't done is stop. I've said look I still want to 

work with you…I think it's sometimes we can be 

too passive in MBT and I think you should be 

active, you should be managing intensity but still 

keeping curiosity. So it is quite a subtle dance to 

learn.’ 

Experiencing the 

challenges and 

complexities of 

being with service 

users during MBT 

29 Unequivocal Gardner 2022 "...new self-insight" 

(p. 112) 

MBT was reported amongst some therapists to 

create a new self-insight into their own 

interpersonal stances, as well as the potential for 

iatrogenic harm through interactions. 

‘…acknowledging that part of why BPD has looked 

like a lifelong condition is because actually it's 

not but effectively professionals have been 

egging people on to stay borderline [laughing] 

and that was quite a crushing blow to us, I'd been 

part of that and it took quite a moment to sort of 

recover from my god what have I been doing.’ 

Being an MBT 

therapist: A new 

way of working and 

developing a new 

therapeutic identity 
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30 Unequivocal Gardner 2022 "...there is no uniform 

pattern to the point at 

which service users 

change" (p. 112) 

Some therapists acknowledged the variation in 

service user experience and how there is no 

uniform pattern to the point at which service users 

change: 

‘…my experience has been that it varies 

massively…you could be 10 or 11 months in 

before you see a change, but others you might 

see a change even within the intro group’ 

 

Being on a journey 

of discovery and 

change 

31 Unequivocal Gardner 2022 "...they felt that MBT 

had been idealised by 

therapists" (p. 113) 

[…] they felt that MBT had been idealised by 

therapists […] 

‘a fantasy of the new therapy…people love to go 

on training, inspirational trainers…you then start 

it and actually the key isn't necessarily setting it 

up, it's sustaining it…Because actually none of the 

therapies are a cure …’ 

Being an MBT 

therapist: A new 

way of working and 

developing a new 

therapeutic identity 

32 Unequivocal Gardner 2022 "frustration […] with 

the speed to see 

therapeutic benefits 

of MBT" (p. 113) 

Some frustration was reported with the speed to 

see therapeutic benefits of MBT. 

‘it is theoretically so dense as a model… I guess I 

feel I could have provided her with a richer 

experience or perhaps moved things more 

quickly’ 

Being an MBT 

therapist: A new 

way of working and 

developing a new 

therapeutic identity 

33 Unequivocal Haskayne 

2014 

"...the fear of 

changing this barrier 

to emotion" (p. 75) 

Ashley also spoke about the fear of changing this 

barrier to emotion and described the idea of 

collapsing and being overwhelmed by emotions. 

In opening the cupboard and dealing with 

everything it was like, can I actually do this? Can 

I actually function with the cupboard open or will 

I collapse in a little heap and give up? It was very 

scary dealing with it because I'd spent so much 

time and energy not dealing with it. 

Negative Emotions 

As Dangerous 

34 Unequivocal Haskayne 

2014 

"For many clients, 

therapy was described 

as a painful, 

emotionally 

exhausting process, 

which made them feel 

worse at times." (p. 

76) 

For many clients, therapy was described as a 

painful, emotionally exhausting process, which 

made them feel worse at times. 

If someone gives you a root canal, the next day 

you are going to be a bit sore. If you are digging 

at bits that are not very nice and quite painful, 

it's going to take its toll. [Therapy] was very 

difficult and it was emotionally completely 

exhausting. 

The Therapeutic 

Discovery 



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 225 

Finding 

reference 

number 

Rating Study Finding (short 

form) 

Finding (full) Illustration Theme in 

original study 

35 Unequivocal Haskayne 

2014 

"There was a shared 

experience of therapy 

being hard work for 

both clients and 

therapists." (p. 76) 

There was a shared experience of therapy being 

hard work for both clients and therapists. 

My mum does crosswords … She often she does 

half of it and then there is one she's stuck on so 

she will leave it and lets it chunter away at the 

back of her brain then will come back to it and 

she'll be like ah I know what that is and fill it in. 

And therapy is a bit like that … it kick-starts 

everything and it does chunter. It sort of works 

away … I would go back the next week and be 

like I have been thinking about this. I don't think I 

was prepared for that … I thought it was kinda a 

nice hour a week and it would be fine. 

The Therapeutic 

Discovery 

36 Unequivocal Haskayne 

2014 

"...the emotional pain 

of therapy was often a 

two-way process" (p. 

76) 

[…] the emotional pain of therapy was often a two-

way process: 

I felt quite tearful when [the client] left some 

sessions, I think they left me with a lot of 

unexpressed emotion. 

The Therapeutic 

Discovery 

37 Unequivocal Haskayne 

2014 

"Some clients found 

the use of silence very 

difficult to tolerate 

and this led them to 

hypothesize what the 

therapist was thinking 

about them" (p. 77) 

Some clients found the use of silence very difficult 

to tolerate and this led them to hypothesize what 

the therapist was thinking about them: 

I never knew what [the therapist] was thinking, I 

never knew whether [the therapist] was thinking 

pull yourself together, what am I having for 

dinner, I mean, because you know [the therapist] 

didn’t speak . . . I don’t know what is going on in 

your head whether you think I’m a silly little 

person or whether you think ok right this is a 

problem we can deal with this as such. 

The Struggle 
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38 Unequivocal Haskayne 

2014 

"As opposed to a 

steady linear 

therapeutic discovery, 

some participants 

described it as a 

cyclical, changing 

process" (p. 77) 

As opposed to a steady linear therapeutic discovery, 

some participants described it as a cyclical, 

changing process: 

I would go through a period where it was ok for a 

few weeks and every session was pretty good and 

useful and then a few weeks of it being annoying 

… so it was changeable between the two. 

The Therapeutic 

Discovery 

39 Equivocal Haskayne 

2014 

"Some clients 

struggled with the 

position of being 

looked after by their 

therapist." (p. 78) 

This sub-theme encompassed a range of struggles in 

the therapeutic relationship in relation to the 

experience of control and power between the dyad. 

As part of the struggle, there seemed to be an 

experience within the dyad of negotiating their 

roles and responsibilities during therapy. Some 

clients struggled with the position of being looked 

after by their therapist. 

[The therapist] was like a teacher. Like a bit 

patronizing … that doesn't mean [the therapist] 

was mean or bad or anything … [the therapist] 

would relate to me being a little child … it would 

start to make me feel a bit patronized and 

spoken down to. 

The Struggle 

40 Unequivocal Haskayne 

2014 

"Emotional sensitivity 

encapsulates a 

number of ideas […] 

including being 

emotionally in tune, 

setting an optimal 

pace in therapy and 

the therapist 

providing care and 

containment." (p. 79) 

Emotional sensitivity encapsulates a number of 

ideas described within the participants’ narratives, 

including being emotionally in tune, setting an 

optimal pace in therapy and the therapist providing 

care and containment. 

There were times when we had the emotion in 

the room and I felt, it felt really helpful, even 

though I was obviously upset and hurting at the 

time, it felt [the therapist] was there and 

understanding … so I suppose there was a peak in 

the middle of talking about these really 

emotional things and feeling a better connection 

with [the therapist]. 

Positive Connection 
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41 Unequivocal Haskayne 

2014 

"...the idea of 

therapeutic discovery 

being hard work and a 

gradual process" (p. 

80) 

The description of a cat and mouse suggested a 

tiring process in which the therapist is trying to 

make sense of the client’s experience. As Charlie 

shone a light, it seemed the client might accept it 

or run away from it. This theme linked to the idea 

of therapeutic discovery being hard work and a 

gradual process for the dyads. 

I pointed it out as it was going on … [the client] 

wasn't conscious of being like that … but with 

enough, you know enough light shone on that by 

me and probably some sort of cat and mouse you 

know well, you said this, you said this … I helped 

[the client] to become conscious of it because I 

pointed it out. 

Positive Connection 

42 Unequivocal Johnson 2016 "The LERs found it 

very painful to reflect 

that at the time these 

self-soothing methods, 

while so clearly 

destructive, actually 

felt better than trying 

to relate to others." 

(p. 47) 

The LERs found it very painful to reflect that at the 

time these self-soothing methods, while so clearly 

destructive, actually felt better than trying to 

relate to others. 

“It’s not that it was all about me, as in a “me” 

me, it was a constant state of panic as though 

everyone was going to get me. It was feeling 

excluded all the time.” In this isolated state, the 

only way of escaping distress and depression was 

either through thrill seeking, sanctuary in food, 

substance misuse or obsessive tidying and self-

harm. 

Pre-MBT 

43 Unequivocal Johnson 2016 "...experimenting in a 

safe space, checking 

out others perceptions 

or intentions, allowed 

more freedom" (p. 47) 

LERs reported that experimenting in a safe space, 

checking out others perceptions or intentions, 

allowed more freedom […]  

“It was a shock in therapy how often my 

assumptions were wrong about other people.” 

End of MBT 

44 Unequivocal Johnson 2016 "There were anxieties 

about losing the 

program and feeling 

“rudderless,” yet all 

could see 

improvements" (p. 47) 

There were anxieties about losing the program and 

feeling “rudderless,” yet all could see 

improvements, particularly in how the background 

noise of self-hatred had died down for the first 

time. 

“I still had some self-hatred […] but next day I 

can go I was angry at myself but it was because 

of this or that […],” meaning, there was a 

context and not all problems are caused by 

feeling like a bad person. “I now stop and think, 

this is mine, and this is not mine […] other people 

can be wrong too.” 

End of MBT 
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reference 

number 

Rating Study Finding (short 

form) 

Finding (full) Illustration Theme in 

original study 

45 Unequivocal Johnson 2016 "...a more nuanced 

view of the social 

world available to 

them" (p. 48) 

"...a more nuanced view of the social world 

available to them" (p. 48) 

“[…] not assuming everyone sees you as a bad 

person.” 

End of MBT 

46 Unequivocal Johnson 2016 "Experimentation 

gradually generalized 

from within the MBT 

program to life 

outside […]" (p. 48) 

Experimentation gradually generalized from within 

the MBT program to life outside […] 

“Starting to take those little risks in therapy a bit 

more out of therapy, in the outside world. It 

transfers over […]” 

End of MBT 

47 Unequivocal Johnson 2016 "...push oneself out of 

[one's] comfort zone" 

(p. 48) 

All agreed there was a need post-MBT to push 

oneself out of comfort zone to increase the range 

of social contacts. This involved trying out new 

social situations and deliberately reducing social 

contact through being in a service user role by 

taking on responsible positions. 

While undertaking these challenges LERs needed 

to actively focus on their mentalizing: “I made 

sure I checked on the uncomfortable question: 

am I jumping to conclusions? I could sort of allow 

myself to be vulnerable, as in open, without 

always anticipating an attack. I constantly have 

to check it out, but it all builds my previous 

mentalizing, on what else have I got wrong about 

people.” 

At the point of the 

timeline 

48 Unequivocal Johnson 2016 "The sense of loss for 

old ways of coping 

was surprising to 

people " (p. 48) 

The sense of loss for old ways of coping was 

surprising to people […] 

"Mentalizing robbed me […] you’re used to 

dealing with things the way you have it was weird 

[…] not smashing things up or self-harming" 

At the point of the 

timeline 
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49 Unequivocal Johnson 2016 "...increased self-

awareness meant 

there were many 

painful feelings of 

vulnerability" (p. 48) 

There was also a period between leaving old, less 

helpful social contacts and building more nurturing 

networks for the first time. This was no instant 

process and increased self-awareness meant there 

were many painful feelings of vulnerability to be 

coped with. At times this period could felt like 

being caught between a rock and hard place: 

I think those going in to MBT need to be aware of 

the sadness that comes with really seeing 

yourself for the first time. Prior to MBT I felt 

quite sure that everything and everyone were 

hostile, so my inner reasoning for staying away 

from people was justifiable to myself, I could 

reason with myself that “aloneness” was a small 

price to pay for “self preservation” because my 

sense was the world and its content were out to 

get me. When I drank or did drugs excessively, it 

was easy to ignore this feeling, now I am sober in 

every respect, I find that isolation bothers me 

more than anything. 

 

At the point of the 

timeline 

50 Unequivocal Johnson 2016 "Key to supporting 

such experimentation 

was a constant mental 

referencing back to 

memories of being 

around people who 

understood the 

difficulties being 

experienced." (p. 48) 

Key to supporting such experimentation was a 

constant mental referencing back to memories of 

being around people who understood the 

difficulties being experienced. 

“I could see myself in the group or with (my 

individual therapist) and think what would they 

say about this situation.” 

At the point of the 

timeline 

51 Unequivocal Johnson 2016 "Meeting others who 

both understood the 

difficulties yet who 

themselves were 

taking on new roles 

was invaluable as a 

stepping stone from 

MBT." (p. 49) 

Meeting others who both understood the difficulties 

yet who themselves were taking on new roles was 

invaluable as a stepping stone from MBT. 

“That back up was not about beating on about 

the diagnosis, it’s the camaraderie […] like when 

you hit ResearchNet […] it’s being understood.” 

At the point of the 

timeline 
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52 Unequivocal Johnson 2016 "The most important 

aspect of that 

connected feeling 

through mentalizing 

was a sense of a social 

and moral life-

purpose." (p. 50) 

The most important aspect of that connected 

feeling through mentalizing was a sense of a social 

and moral life-purpose. 

“I realise what I would like to do is use my voice 

to help others find theirs (group agree, speaker is 

very moved at saying it) the emotional places I’ve 

been, I don’t want anyone to go there, especially 

as I now know you don’t need to go there.” 

At the point of the 

timeline 

53 Equivocal Lonargáin 

2016 

"All but one person 

[…] described joining 

the group as difficult 

thus taking them time 

to settle" (p. 19) 

 

All but one person (Laura) described joining the 

group as difficult thus taking them time to settle 

“At first I […] felt a bit distant […] bearing in 

mind that there were people already in the group 

[…] And it took me about two months to engage 

[…]” (Kevin) 

Experiencing group 

MBT as 

unpredictable and 

challenging 

54 Unequivocal Lonargáin 

2016 

"Despite initially 

feeling uncertain 

about their individual 

therapists participants 

seemed to quickly 

build trust with 

them." (p. 20) 

Despite initially feeling uncertain about their 

individual therapists participants seemed to quickly 

build trust with them.  

Sarah and Jo described their individual therapist 

as “caring” and Laura became “unbelievably 

comfortable” with her therapist after the first 

few sessions which enabled her to open up and 

discuss personal difficulties. 

Building trust: a 

gradual but 

necessary process 

during MBT 

55 Unequivocal Lonargáin 

2016 

"The group appeared 

to be an unpredictable 

and uncomfortable 

place..." (p. 20) 

The group appeared to be an unpredictable and 

uncomfortable 

place that could present participants with various 

challenges that seemed to relate to a perceived 

lack of safety. 

Sarah recalled finding it “difficult and scary” 

when she thought another group member was 

criticising her. 

Experiencing group 

MBT as 

unpredictable and 

challenging 

56 Unequivocal Lonargáin 

2016 

"...'hard hitting' 

topics" (p. 20) 

"...'hard hitting' topics" Other challenges were more overt. Ruth reported 

that during her first group session she struggled 

with “hard hitting” topics such as suicide... 

Experiencing group 

MBT as 

unpredictable and 

challenging 
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57 Unequivocal Lonargáin 

2016 

"All participants found 

individual therapy to 

be a very helpful 

therapeutic 

experience and 

considered it to be 

the core component of 

MBT" (p. 21) 

All participants found individual therapy to be a 

very helpful therapeutic experience and considered 

it to be the core component of MBT 

“that is where it all comes together”  Putting the pieces 

together: making 

sense of the overall 

MBT structure 

58 Unequivocal Lonargáin 

2016 

"The majority of 

participants also 

seemed to view group 

sessions as an 

important part of MBT, 

their main value being 

the opportunity they 

provided to reflect on 

them during individual 

sessions." (p.21) 

The majority of participants also seemed to view 

group sessions as an important part of MBT, their 

main value being the opportunity they provided to 

reflect on them during individual sessions. This had 

added value for Jo as her individual therapist was 

also present in group sessions 

“[…] the group sessions often seem […] kind of 

extra […] difficult […] But, they’re […] kind of 

more like […] real life […] that’s potentially 

useful […] because […] Jane, who’s my individual 

therapist, she sort of sees me in real life type 

situations […]”. 

Putting the pieces 

together: making 

sense of the overall 

MBT structure 

59 Unequivocal Lonargáin 

2016 

"All participants 

described 

experiencing positive 

change through MBT 

and understood this as 

an ability to see the 

world in a different 

way." (p. 22) 

All participants described experiencing positive 

change through MBT and understood this as an 

ability to see the world in a different way. 

“So it’s been interesting, you know [...] to be 

made aware of something that you didn’t think 

was happening. And then after the fact to go 

back and to actually think on that”. 

Seeing the world 

differently due to 

MBT: a positive shift 

in experience 

60 Unequivocal Lonargáin 

2016 

"Developing a more 

positive outlook about 

others and oneself" (p. 

22) 

Developing a more positive outlook about others 

and oneself 

“Supportive and positive interactions with group 

members assisted Kevin to see that not everyone 

is “void, callous and cold”, which he had 

previously believed following an abusive past.” 

Seeing the world 

differently due to 

MBT: a positive shift 

in experience 
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61 Unequivocal Lonargáin 

2016 

"Perceiving 

challenging incidents 

in a new way" (p. 22) 

Perceiving challenging incidents in a new way (p. 

22) 

““It’s a solution I can put to a problem [...] when 

I’ve had times of distress [...] And it does make 

those times [...] a lot less stressful [...] I don’t 

end up [...] self-harming or [...] thinking about 

suicide as much [...] it just makes it a lot shorter 

and a lot more bearable”. 

Seeing the world 

differently due to 

MBT: a positive shift 

in experience 

62 Unequivocal Morken 2019 "...participants’ 

discovery of the 

existence of other 

perspectives than 

their own" (p. 5) 

...participants’ discovery of the existence of other 

perspectives than their own, and in addition, the 

surprising experience was that this broader mindset 

could actually help with calming them down in 

situations where their emotions were high. 

“…they turned it around and viewed it from 

another angle, this has helped me immensely, 

and with time it made me able to think like that 

myself, to be able to calm myself down.” 

Taking Blinders Off 

63 Unequivocal Morken 2019 "...a safe base for 

them while exploring 

difficult aspects of 

themselves…" (p. 6) 

The women seemed to bond with each other and 

feel like a community of equals, and this provided a 

safe base for them while exploring difficult aspects 

of themselves in therapy. 

"...someone else has said what I wanted to say, 

and then it just sounded very good or logical, but 

when I thought it inside me I couldn’t say it you 

know, but I got confirmation that it wasn’t 

completely off what I was thinking." 

I Am Not Alone 

64 Unequivocal Morken 2019 "The ability to 

experience other 

minds as different 

from their own paved 

way for accepting and 

respecting others and 

themselves in a new 

way." (p. 6) 

The ability to experience other minds as different 

from their own paved way for accepting and 

respecting others and themselves in a new way. 

"I had to swallow it and listen, and I had to 

realize that for this person it was important, and 

I had to accept and respect that." 

Taking Blinders Off 
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65 Equivocal Morken 2019 "…when therapists 

failed to address clear 

“elephants” in the 

room, participants 

were disappointed and 

at unease" (p. 7) 

…when therapists failed to address clear 

“elephants” in the room, participants were 

disappointed and at unease 

"I could see that she was very influenced by all 

this talk about drugs and alcohol, it was not 

good, that they did not strike down on it 

immediately, that can be devastating." 

Just Say It! 

66 Unequivocal Morken 2019 "...they moved from a 

position of being alone 

in the world with an 

identity that is 

abnormal and 

extreme, to a position 

where they are not 

alone and not that 

bad" (p. 7) 

It is a process where they moved from a position of 

being alone in the world with an identity that is 

abnormal and extreme, to a position where they 

are not alone and not that bad. 

"I remember I got help by listening to others in 

the group, things that I thought was completely 

abnormal was normal after all" 

I Am Not Alone 

67 Unequivocal Morken 2019 "Diana felt very safe 

with her therapist, 

and at the same time, 

she disliked when they 

talked about whether 

she trusted him" (p. 8) 

Diana felt very safe with her therapist, and at the 

same time, she disliked when they talked about 

whether she trusted him: 

“it was stupid, because he knew that I trusted 

him, so it was really unnecessary to ask.” 

The Paradox of Trust 

68 Unequivocal Morken 2019 "...a middle way 

between professional 

distance and familiar 

closeness." (p. 9) 

…a dichotomy between being professional and 

caring where the patients experience that the good 

therapists find a middle way between professional 

distance and familiar closeness. 

"…so that instead of earlier psychologists who like 

really wanted to talk about it, why did you feel 

this way or that way, and did you start crying 

because you talked about it, that made it hard to 

talk about, here it was more like, do you want 

me to look away?" 

Please Follow Me 

Closely 
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69 Unequivocal Tercelli 2024 "...participants 

stressed the 

importance of 

empathy in 

encouraging a sense of 

connection with the 

couple." (p. 181) 

[…] participants stressed the importance of 

empathy in encouraging a sense of connection with 

the couple.  

Paul explained that he experienced the therapist 

as empathic through the ‘expression of the face 

or even the body language’. 

Fostering 

Connections 

Between the Couple 

and the Therapist 

70 Unequivocal Tercelli 2024 "...she felt that her 

partner benefitted 

from making links with 

the past, which shed 

light on difficulties 

during his upbringing." 

(p. 182) 

Emma explained that she felt that her partner 

benefitted from making links with the past, which 

shed light on difficulties during his upbringing.  

Emma noted that even though they have spoken 

about this before, ‘hearing it from that outsider 

was really important and stimulating for him’ 

Exploring the Past 

Enabled New 

Perspectives and 

Communication 

71 Unequivocal Tercelli 2024 "...the exploration 

and understanding of 

attachment 

difficulties 

experienced by the 

couple's families 

during the war […] 

opened up new 

perspectives..." (p. 

182) 

Paul explained how the exploration and 

understanding of attachment difficulties 

experienced by the couple's families during the war 

(a previous conflict in Europe) opened up new 

perspectives and made him aware of the 

importance of taking these into account in his 

relationship with his daughter. 

The therapist told me that it takes three 

generations to overcome war issues. I realised 

about this even with my father, because (during 

the war) he did not belong to the ‘right side’ that 

didn’t have an easy way to overcome this and to 

live in this society (…) They were living as 

refugees abroad and this was all his youth (…) So 

when I was asking him, did you talk about it with 

your friends? How could you have avoided that? 

He said that: ‘We just avoided it’ (…) I’m sure a 

lot of these kind of unsolved conflicts or 

behaviours are transmitted somehow. I try to be 

conscious of it. As a father, I do my best in using 

my understanding on these attachment patterns. 

Exploring the Past 

Enabled New 

Perspectives and 

Communication 
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72 Unequivocal Tercelli 2024 "...sadness over losing 

a space for them to 

discuss difficulties, 

which also reflects 

mourning for the 

breakdown of the 

relationship." (p. 183) 

Some participants felt sadness over losing a space 

for them to discuss difficulties, which also reflects 

mourning for the breakdown of the relationship. 

I found the end of therapy a bit sad. It was so 

comfortable for me, so positive that I would have 

liked to continue. I think if I was still living in 

London, I probably would have liked to continue 

(…) I think my partner and I are still so different, 

we still are not able to talk properly, as I would 

like to. The therapy space was a safe space for 

these conversations (Paul) 

Endings: Facing the 

Future Without a 

Safe Space 

73 Unequivocal Tercelli 2024 "...therapy ‘unlocked 

the communication’ 

and enabled the 

couple to understand 

their ‘new reality’." 

(p. 186) 

[…] therapy ‘unlocked the communication’ and 

enabled the couple to understand their ‘new 

reality’. 

Therapy was a positive experience because it 

unlocked communication, we would go deeply in 

the conversation, we discovered and we 

confirmed through therapy that we were very 

different people in terms of aims and ways to 

look at life. I think through therapy we 

understood this concept of a new reality. It was a 

matter of time, conversations or words said, but 

absolutely it was therapy that unlocked this 

(Paul). 

Holding onto the 

Learning from 

Therapy and Moving 

Forward as a Couple 

74 Unequivocal Valkonen 

2011 

"Psychotherapy helped 

her to organize her 

somehow fragmented 

inner narrative with 

an increased 

understanding of her 

life history, which in 

her case led also to 

increased autonomy 

and agency." (p. 235) 

Psychotherapy helped her to organize her somehow 

fragmented inner narrative with an increased 

understanding of her life history, which in her case 

led also to increased autonomy and agency. 

So the feelings of inferiority had disappeared and 

then being myself . . . I think such a thing has 

come more forward. [Psychotherapy] has brought 

such a new perspective to almost everything, one 

is seeing things more realistically than before. 

Progressing Inner 

Narrative 
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75 Unequivocal Valkonen 

2011 

"Satisfied with her 

psychotherapy and 

with her therapist and 

that is why she felt a 

bit ambivalent about 

ending her treatment. 

Now she felt that she 

did not want to leave 

her agency to the 

therapy" (p. 235) 

Satisfied with her psychotherapy and with her 

therapist and that is why she felt a bit ambivalent 

about ending her treatment. Now she felt that she 

did not want to leave her agency to the therapy 

On the other hand, I thought sometimes that it’s 

good that it [psychotherapy] ended. You couldn’t 

continue it forever (. . .) you want to cope by 

yourself in the end. 

Progressing Inner 

Narrative 

76 Unequivocal Valkonen 

2011 

"The therapist’s 

behavior was quite 

confusing to Sari and 

she was not aware of 

the aims of 

psychotherapy" (p. 

237) 

 

The therapist’s behavior was quite confusing to Sari 

and she was not aware of the aims of 

psychotherapy 

At the beginning, I didn’t like it at all. It was 

somehow terribly . . . somehow it felt quite 

stupid in my opinion. I had to even ask from him 

[therapist] what was the meaning of it, what 

should I do there. 

Changing Inner 

Narrative 
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Appendix J | Interview study into lived experiences of LTPP: Themes, 

subthemes and codes used in the thematic analysis  

 

Consumer Interviews 

 

Theme Subtheme Code 

Experience of other 
treatments 

Other treatments before LTPP Long timeframe to getting LTPP 

  
  Other treatments before LTPP 

  
  Self-medication 

      

  

Other forms of psychological 

treatment as superficial 

Skills based interventions as 'cookie-cutter' 

    
Skills based interventions can be done on 
autopilot 

    
Skills-based and group sessions disengaging 

    
Superficial solutions—other treatments 

      

  Other treatments iatrogenic 
Other therapies made condition worse 

    
Medication and side effects 

    
Other treatments did not help 

    
Other therapies made condition worse 

    
Other treatments caused harm 

      

  
Other treatments do have 
benefits 

Medication and therapy 

    
Skills based practices are helpful 

    
There is a place for other treatments 

    
Treatments working together successfully 

    
DBT helped with coping mechanisms 

    
Integrating other treatments successfully 

      

Difficulty engaging 
with psychodynamic 
therapy 

Frustration and scepticism of the 
process 

Frustrating at times 

    
Non-directiveness is difficult 

    
Not knowing what to do 

    
Frustrated at not being given skills 

      

  Sessions can be acutely difficult 
Finding sessions difficult 

    
Can't function for rest of the day 

    
Facing the truth is hard 
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Theme Subtheme Code 

      

  Perseverance is required 
Perseverance needed 

    
Wanting to stop but persevering 

    
Unsure of benefits at first 

    

Unsure of benefits at first\unclear if useful 
at the beginning 

    
Endings are considered 

    
Prioritised therapy 

    Full engagement is needed 

    
Achievement to commit to LTPP 

    
Courage needed to have therapy 

    
Full engagement needed 

    
Readiness to undertake treatment 

      

Therapeutic 
relationship as 
central pillar of 
LTPP 

Therapeutic frame Judgement-free 

    
Safe environment 

    
Balance and patience from therapist 

    
Collaborative work 

    
Mutual curiosity 

    
Non-directedness unique 

    
Being heard 

    
A space wholly dedicated to the patient 

    
Validating 

    
Respect from therapist 

      

  The development of trust 
Trust in therapist 

    
Building a deep relationship with therapist 

    
Finding the right fit 

    
Defences needed to be lowered 

      

  
The experience of a stable 
relationship 

Experiencing a stable relationship 

  
  Feels like family 

    
Supportive relationship with therapist 

    
Being held 

      
Gaining a deeper 
insight of oneself 

Connecting one's past to the 
present 

Understanding one's past 

    
Verbalising feelings and experiences 

    
Processing feelings and events 
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Theme Subtheme Code 

    
Understanding root causes 

    

Connecting past and present to understand 
problems 

    

Symptoms have essential meanings that may 
be important 

      

  

Early life difficulties play an 
important role in self-

understanding 

Early life trauma 

    
Anger triggered by exploration of past 

    
Attachment problems addressed 

    
Transgenerational trauma 

    
Corrective experience 

      

  
The ability to recognise and 
understand patterns 

Recognising and understanding behaviour 
patterns 

    
Self-awareness improved 

    
Understanding one's self 

      

  

The importance of another person 
bearing witness to your 
experience 

Another perspective is illuminating 

    
New perspectives 

      
The experience of 
internal change 

Emerging affect regulation Internal change 

    
Improved self-regulation 

    
Less reactive behaviour 

    
Functioning improved 

    
Resilience built 

    
Internalising the therapist 

      

  Empowering experience 
Agency 

    
Self-esteem, empowerment 

    
Transformative experience 

    
Fulfilment 

      

  
Connection to and compassion 
towards one's inner-self 

Connected to inner self 

    Enlivening 

    
Accessing emotions 

    
Compassion for oneself 

    
Feeling freer 
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Theme Subtheme Code 

      

  The benefit to others 
Improved communication 

    
Improved relationships 

    
Mentalising skills help relationships 

    
Improved social connections 

    
Wider benefits to family and society 

    
Breaking cycle of abuse 

      

  Symptomatic improvement 
Positive effect on mood 

    
Feel better after sessions 

      
Emotional and 
financial cost of 

long-term 
treatment 

Complexity of problems takes 
time and effort to address 

Complexity of problems takes time and 
effort to address 

    
Takes time to realise the value 

    
Timeframe for improvement 

  
  Longer course than expected 

    
Efficiency of treatment given the task 

      

  LTPP is challenging 
Painful phase necessary 

    
Transference challenging but necessary 

    
Difficult phase was necessary in treatment 

    
Intensity was required 

    
Investment was worth it 

      

  
The cost Commitment of time and money 

    
Financial commitment 

    
Subsidy was vital 

    
Workplace based programme 

    
Feeling grateful to be able to engage in LTPP 

    
Government support 

    
New Zealand ACC System 

  



   

 

Mood Disorders Psychodynamic Psychotherapy Evidence Review 241 

Provider Interviews 

 

Theme Subtheme Code 

Building a deep 
relationship 

Trust needs to grow in the 
consumer 

Fostering a safe environment 

    Containment provided 

    High therapeutic alliance is important 

    Judgement-free exploration 

      

  Experiencing a close and stable 
relationship 

Development of a secure attachment 
relationship 

    Holding hope for the patient 

    Corrective experience 

      

  The timeframe can be long Complexity of problems requires long 
timeframe to tackle 

    Oversimplification of depression is a 
disservice to consumers 

    Patience is needed 

    Mood disorders as ongoing health conditions 
requiring long-term treatment 

    Changing circumstances are a challenge in 
LT treatments 

    Length and depth of treatment are 

correlated 
      

A high level of 
commitment is 
required from the 
consumer 

Full engagement from consumer is 
needed 

Courage is needed from consumer 

    Robustness needed from consumer 

    Baseline ability to engage 

    Tolerating discomfort 

    Hard, painful work 

    Intensity may be needed to work through an 
issue 

    LTPP inappropriate for some 

    Substance abuse is a problem 

    Contraindications for LTPP  

    OCD treatment refractory to LTPP 

      

  Cost is a major challenge Financial commitment 

    Government assistance 
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Theme Subtheme Code 

Understanding deep 
causes 

Understanding one's past Early life trauma can be addressed 

    Attachment styles 

    Maladaptive pattern stemming from early 
adversity 

      

  Recognising patterns of behaviour Verbalising feelings and memories 

    Relationships with others is important 
element to explore 

      

Creating lasting 
change 

Matching the treatment to the 
consumer's needs 

Judging pace and intensity sensitively 

    Integrating other treatments can be 
necessary 

    Multiple approaches can work together 

    LTPP seen as a "last resort" 

    Support network of consumer is helpful 

      

  Empowering consumers Holding but not actively facilitating change 

    Empowering consumer to manage 
themselves 

    Improving resilience 

    Person-centred treatment 

    Led by the consumer 

    Internalising the therapist 

    Raising self-awareness 

    Self-acceptance as an important outcome 

    Structural change 

    Symbolisation and restoration of mentalizing 

    Wider benefits to society 

      

  Successful therapy should end Judgement of recovery 

    Ending involves joint discussions 

    Ending is led by consumer 

    Endings are highly individual and must be 
sensed 

      

An LTPP provider's 
experience is rich 
but has its 
challenges 

Richness of providing LTPP Listening psychoanalytically 

    Unhelpful to be too rigid / analytic 
neutrality 

      

  Risks for therapists Emotionally demanding for the therapist 
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Theme Subtheme Code 

    Difficult counter-transferences 

    Impasse or stuckness 

    Projections of consumers 

    Boundary violation 

    Breakdown of therapeutic relationship 

    
  

  

  Supervision is necessary Supervision can be reassuring 

    Own lived experience of therapy 

    Enables good practice and improves 
resilience 

      

  Lack of understanding from 
professionals without LTPP 
training 

LTPP indicated for severe cases 

    Option when other treatments have failed 

    Other therapies have not solved problems 

    Practice other therapies too 

    Qualitative nature of improvements 

    Queue outside every door 
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 Carer Interviews 

 

Theme Subtheme Codes 

LTPP comes with 
challenges for carers 

LTPP can be difficult to access Hard to get LTPP in Australia 

    Complex route to getting help 

      

  Cost is a burden Difficulty with funding, services not joined 
up 

    Difficult to find the right provider 

    Sacrifices made 

      

  Supporting someone receiving 
LTPP 

Burden on carer 

    Difficult effects on family 

    Fitting LTPP around life 

      

  Dissatisfaction with professionals 
outside of LTPP 

Other treatments did not help 

    Superficial relationships with other 
professionals not helpful 

      

Feelings of 
uncertainty 

Not knowing Wondering what was talked about 

    Feedback for families would be appreciated 

    Bystander 

    Parental blame—feeling judged 

      

  Conflict between provider-
consumer trust and carers 

Carers often at arm's length 

    Family was excluded 

    More involvement could have helped them 
support person better 

      

Noticeable 
improvements 

Perceiving the therapeutic 
relationship 

Connection with consumer 

    Role model 

      

  Timeframe for improvements Immediate 

    Trust takes time 

      

  Noticing changes Coping mechanisms changing 

    Making better decisions 
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Theme Subtheme Codes 

    Impact of therapy on relationships 

    Functional improvements noticeable 

    Family has benefitted 
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Appendix K | LTPP and trauma 

Consistent with the sample characteristics of the trials included in our meta-

analysis (e.g., Bateman & Fonagy, 1999; Bateman & Fonagy, 2009; Fonagy et al., 

2015; Leuzinger-Bohleber et al., 2019), a considerable subset of consumers—and 

carers on their behalf—reported direct experiences of traumatic childhood and 

adolescent adversity, as well as experiences of chronic maltreatment. For these 

individuals, as well as for providers, reflecting on and engaging with intense and 

previously unbearable emotional states associated with childhood adversity and 

early attachment experiences in such a way that they could be understood and 

coherently autobiographically reintegrated, was experienced as a critical 

facilitator of change.  

Psychodynamic theories of trauma pathogenesis have profoundly influenced not 

only current psychodynamic practice but also broader conceptions of the nature 

and treatment of trauma-related psychopathology (Brewin & Holmes, 2003). 

Despite this, there have been remarkably few controlled trials on the efficacy of 

psychodynamic therapy specifically targeted at the treatment of “trauma” in the 

form of post-traumatic stress disorder (PTSD) (Allen et al., 2012; Schottenbauer et 

al., 2008), and the comparative efficacy of psychodynamic approaches against 

dominant first-line treatments—such as trauma-focused CBT, cognitive processing 

therapy, and eye movement desensitization and reprocessing—remains unclear 

(Bisson et al., 2007; Bradley et al., 2005; Keefe et al., 2024; Paintain & Cassidy, 

2018).  

Interestingly, there are great convergences between the CBT and PDT approaches 

to treating classical trauma symptomatology (e.g., hyperarousal, intrusive 

memories, and dissociation), both of which emphasise the importance of emotional 

engagement with traumatic memories through exposure and the creation of a 

coherent trauma narrative. As pointed out by Allen and Fonagy, the pre-eminence 

of the cognitive behavioural approaches to trauma is somewhat ironic given that it 

involves a focus on addressing and dismantling defensive strategies (e.g., 

avoidance and dissociation) that serve to evade painful emotions, which has been a 

cornerstone of psychodynamic therapy since its creation (Allen & Fonagy, 2017). So 

far, however, the adjunctive role of techniques specific to psychodynamic 

therapies for trauma, such as addressing attachment dynamics and re-enactments 

within the therapeutic relationship, in PTSD treatment are not well understood. 

Only through randomised trials utilising manualised psychodynamic treatments, 

such as the forthcoming multisite trial from Leichsenring and colleagues, will 

greater understanding be possible (Leichsenring et al., 2020). 

The presence of childhood trauma is both a significant risk factor for depression 

and highly prevalent in clinical and community samples of individuals with the 

disorder (Negele et al., 2015; Rost et al., 2024). Furthermore, comorbid PTSD and 

depression complicates the treatment of both conditions (Hovens et al., 2012; 
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Nanni et al., 2012; Semmlinger et al., 2024). As such, limiting the examination of 

treatments designed specifically for PTSD may overlook the potential benefits in 

addressing trauma-related aspects of other disorders, such as depression and BPD. 

Currently, however, more research is needed to disentangle the moderating role of 

trauma in depression treatment and to determine whether childhood trauma 

serves as a predictive indicator for the success of particular treatment modalities. 

In our study, the use of trauma-related interventions that explored how current 

difficulties could be understood as necessary adaptations to experiences of 

childhood adversity was experienced as “getting to the root cause” of pathology. 

Providers and consumers alike emphasised the “containing” function within 

psychotherapy, echoing the idea originally associated with Wilfred Bion (Bion & 

Hinshelwood, 1962; Bion, 2018) referring to the process of managing intense 

thoughts and emotions, allowing them to be tolerated and symbolized. The 

“containing” function involves the patient experiencing the therapist acting as a 

container for their mental states, demonstrating the possibility of facing past 

difficulties and reinterpreting them. When successful, new co-constructed 

meanings can form the foundation for healthier internalizations, facilitating the 

resolution of past conflicts. 

This process of containment was considered a distinctive feature of the 

psychodynamic approach, setting it apart from treatments like CBT or medication 

that focus on symptom relief without addressing underlying causes. This finding 

replicates those from Nilsson and colleagues, who showed that patients satisfied 

with psychodynamic therapy described change as resulting from “piecing things 

together” and developing a “more coherent life story,” in contrast to patients 

satisfied with their CBT treatments, who reported that symptomatic changes were 

linked to adopting new behaviours and achieving present-focused goals (Nilsson et 

al., 2007).  

The metaphors of “holding another” and “feeling held”—referring to the 

intersubjective process of sharing painful experiences in a supportive and benign 

environment—were also repeatedly discussed in our interviews with both providers 

and consumers of LTPP. “Holding,” in the psychodynamic sense, refers to the co-

creation of a physically and emotionally supportive environment (Winnicott, 2018), 

where patients feel safe to explore overwhelming aspects of their experience. In 

this space, even the most intolerable thoughts and feelings can be shared with an 

empathetic therapist. This holding environment, which overlaps with concepts like 

the therapeutic alliance and “secure base,” is built through repeated interactions 

involving synchrony, marked mirroring, and rupture-and-repair, fostering trust over 

time (Atzil-Slonim et al., 2023; Cornelius-White et al., 2018; Eubanks et al., 2018; 

Koole & Tschacher, 2016). This sense of having one’s subjectivity held in the mind 

of another was especially beneficial for patients without a history of close 
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attachment relationships, some of whom reported this experience as being 

completely novel. 

Importantly, the timeframe to establish a sufficiently robust holding environment 

appears highly variable, with some consumers and providers explaining that it can 

take over a year for the consumer to feel sufficiently trusting and capable of 

engaging more openly in the psychodynamic process. As is often the case in 

depression comorbid with BPD features—where traumatic experiences may have 

led to entrenched hypervigilance following the shattering of basic assumptions 

about the reliability, goodness, and trustworthiness of the self and others (Bowlby, 

1969; Ehlers & Clark, 2000; Janoff-Bulman, 2010; Schore, 2015)—developing a 

holding environment may require considerable time (Grilo et al., 2005; Söderholm 

et al., 2022). Furthermore, in cases of complex trauma, where classical post-

traumatic stress symptoms are complicated by disruptions in self-organisational 

capacities, shorter-term and time-limited treatments may not be sufficient to 

establish the necessary holding environment to engage in symbolic work and 

address broader trauma-related personality and interpersonal problems. 

Finally, focusing on recurring relational dynamics within the therapeutic 

relationship may be crucial to recognise and interrupt attempts to externalize past 

trauma, which often drive re-enactment patterns prevalent in trauma-related 

pathology. Among these patterns, revictimization—seeking out relationships 

characterized by previous maltreatment—is the most common, with its prevalence 

in childhood sexual abuse victims estimated at approximately 50% (Walker et al., 

2019). Unlike other treatments, psychodynamic therapy likely plays a unique role 

in understanding how patients inadvertently seek out or re-enact past 

mistreatment. For consumers in our study, the risk and experience of 

revictimization emerged as a considerable concern. Many emphasized that only 

through psychotherapy did they become aware of the dysfunctional nature of their 

interpersonal relationships, which often mirrored problematic attachment 

dynamics from earlier in life. It has been suggested that attachment style and 

early maladaptive schemas play an important role in revictimization, however this 

has not been clearly borne out in the empirical literature due to a lack of studies 

(Fereidooni et al., 2024). More longitudinal research is needed to understand how 

putative mechanisms, such as emotion dysregulation, attachment style, and early 

maladaptive schemas, interact to increase risk of revictimization. Furthermore, 

there is currently very little empirical research on psychotherapy’s effect on 

revictimization and more studies are needed to clarify the extent to which 

psychological treatments may be capable of ameliorating revictimization. 

Overall, whether the presence of childhood trauma plays a moderating role on 

outcomes in controlled trials of LTPP for depression is unclear and understudied, 

however promising evidence is emerging. To our knowledge, there are only two 

studies investigating this. One group has found that early family unhappiness and 
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parental issues predicted faster or greater improvement in patients allocated to 

psychodynamic therapy compared to those receiving solution-focused therapy. 

Similarly, a recent study (Krakau et al., 2024) showed that patients with a history 

of childhood trauma experienced greater long-term improvement in psychoanalytic 

treatment compared to CBT. Both were secondary analyses of trials included in our 

meta-analysis. Without more data, these findings are difficult to interpret. One 

possible explanation for the differential benefits of LTPP observed in these studies 

might relate to its person-centred and developmental focus, where experiences of 

past adversity are directly explored within the consultation room. This approach 

facilitates opportunities to discuss and manage the impact of trauma in ways that 

may not be sufficiently addressed by cognitive-behavioural and solution-focused 

treatments, which primarily focus on the alleviation of symptoms. 

Little is known about the predictive factors for individuals with depression who 

have experienced childhood trauma. For instance, prior research has found that 

patients who had suffered childhood maltreatment who causally attribute 

symptoms to life narratives were more likely to benefit from a psychodynamic 

approach compared to solution-focused therapy (Hardt & Rutter, 2004). This 

suggests that the conscious recognition of unresolved conflicts related to childhood 

trauma, along with a willingness to address them, may be a predictive indicator of 

better outcomes in LTPP treatments. Reports from some consumers in our study 

who stated that they had always known that their problems stemmed from 

difficulties in childhood are further suggestive of this possibility. 

Despite the subjective importance placed on understanding trauma in our 

interview study, the paucity of current evidence prevents any definitive 

conclusions about the unique contribution of LTPP as a treatment for trauma-

related psychopathology per se. However, given that the presence of childhood 

maltreatment and trauma may be the rule rather than the exception in naturalistic 

samples of chronic depression, more studies are needed to examine and 

understand the unique effects of psychodynamic interventions and other specific 

factors in the treatment of depression for individuals who have survived childhood 

traumatic experiences. This could be achieved by comparing treatment 

trajectories between individuals with and without childhood trauma in future RCTs 

for depression treatments. 

Lastly, more research should investigate the role that LTPP may play in the 

treatment of complex post-traumatic stress disorder (CPTSD), where trauma-

related symptomatology is complicated by disruptions to self-organisation, marked 

by difficulties in emotion regulation, interpersonal functioning, and the 

development of a profoundly negative self-concept (Maercker et al., 2022). Given 

the demonstrated effectiveness of psychodynamic therapies in treating 

personality-related issues, future controlled trials distinguishing CPTSD from PTSD 

could help clarify the extent to which psychodynamic interventions may be 
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uniquely positioned to address the more complex emotional and relational 

difficulties seen in CPTSD (e.g., see the forthcoming trial from (Leichsenring et al., 

2020) (Smits et al., 2024) 

 

 

 


	Executive summary
	Background
	The role of psychotherapy in the treatment of mood disorder
	The commissioned report
	Part I: A quantitative systematic review and meta-analysis of randomised controlled trials for LTPP in the treatment of mood disorder
	Executive Summary Table 1 | Brief characteristics of included randomised controlled trials
	Executive Summary Table 2 | Summary estimates and GRADE certainty ratings for primary clinical outcomes at end of treatment

	Part II: Qualitative evidence review and interview study
	Part II a) A qualitative systematic review and meta-aggregation of evidence in relation to the treatment of mood disorders from the perspective of consumers, treatment providers, and carers for consumers.
	Part II b) A qualitative semi-structured interview study in relation to the treatment of mood disorders from the perspective of consumers, treatment providers and carers for consumers based in Australia and New Zealand/Aotearoa.


	Introduction
	The epidemiology and clinical characteristics of depression
	Treatment for Depression and the Psychodynamic Approach

	Part I: Quantitative systematic review and meta-analysis
	Introduction
	Methods
	Selection Criteria
	Search strategy
	Data Analysis
	Data extraction and risk-of-bias assessment
	Outcomes
	Statistical analysis
	Model specification
	Publication bias

	Certainty rating of evidence

	Results
	Search results
	Clinical populations and intervention delivery

	Risk of bias
	Meta-analytic models

	Primary Outcome: Depressive Symptom Severity at Treatment Completion
	Between-group Effects Across All Trials
	Sensitivity Analyses
	Subgroup comparisons

	Follow-Up Effects on Depressive Symptoms Severity
	Across all trials
	Subgroup effects


	Between-Group Effects on Secondary Clinical Outcome and Psychosocial Functioning
	Across all trials
	Subgroup Comparisons.
	Psychosocial Functioning
	Within-group effects
	Publication bias
	GRADE Assessment and EST Criteria
	Across all trials
	Active-control subgroup
	Active-treatment subgroup

	Discussion
	Limitations and Future Directions

	Conclusion
	References for All Included Trials

	Part II: Qualitative investigations into the lived experiences of LTPP
	The importance of qualitative evidence
	Positionality statement


	Part II a: Lived experience of the long-term psychodynamic psychotherapy for mood disorders: A metasynthesis of qualitative studies using meta-aggregation
	Introduction
	Methods
	Search strategy and selection criteria
	Quality appraisal
	Data extraction
	Data synthesis

	Results
	Study characteristics
	Methodological quality
	Synthesised Findings
	Synthesised finding 1: Starting is difficult, but is eased by acceptance and trust
	Challenges in starting
	Building trust is a key process

	Synthesised finding 2: The process of change can be a bumpy road
	Understanding one’s past
	The process of change
	Changing coping methods
	It can get worse before it gets better

	Synthesised finding 3: Group MBT is challenging but an important transition to "real life" practice
	Group therapy has its own particular challenges
	An important opportunity for practice

	Synthesised finding 4: A key outcome is gaining new perspectives
	Challenging one’s own assumptions
	An open outlook improves communication and relationships

	Synthesised finding 5: Providing long-term psychotherapy requires time, effort and resources
	Challenges for providers
	Negative opinions about MBT

	Synthesised finding 6: Ending therapy can be difficult and can come with a mix of emotions
	Sadness
	Ambivalence
	Transferring new perspectives to the real world
	Ongoing processes after treatment ends



	Discussion
	Clinical implications
	Limitations
	Conclusion
	References for All Included Trials

	PART II b: The lived experiences of consumers, providers and carers in relation to long-term psychodynamic psychotherapy for mood disorders in Australia and New Zealand: A semi-structured interview study
	Introduction
	Co-production
	Methods
	Participants
	Recruitment
	Inclusion / Exclusion criteria
	Participants
	Interviews
	Thematic Analysis
	Ethics

	Findings
	Consumers
	Figure 5 | Diagram showing the six themes identified from interviews with consumers
	Theme 1: The experience of other treatments
	Theme 2: The difficulty of engaging with psychodynamic therapy
	Theme 3: Therapeutic relationship as central pillar of LTPP
	Theme 4: Gaining a deeper insight into oneself
	Theme 5: The experience of internal change
	Theme 6: Emotional and financial cost of long-term treatment

	Providers
	Figure 6 | Diagram showing the five themes identified from interviews with providers
	Theme 1: Building a deep relationship
	Theme 2: A high level of commitment is required from the consumer
	Theme 3: Understanding deep causes
	Theme 4: Creating lasting change
	Theme 5: The provider’s experience is rich but has its challenges

	Carers
	Figure 7 | Diagram showing the three themes identified from interviews with carers
	Theme 1: Challenges for carers
	Theme 2: Feelings of uncertainty
	Theme 3: Noticeable improvements


	Cultural considerations
	Discussion
	Conclusion
	Limitations
	Acknowledgements

	Integrative discussion of all report components
	An integrated account of the experience of LTPP
	Outcomes valued by consumers: symptoms, functioning and personal recovery
	Outcome Architecture for Future LTPP Trials
	Common and specific factors
	Common factors
	The therapeutic relationship, trust and therapeutic frame
	Mentalizing and Reflective Capacity
	Specific factors

	Complexity, Treatment Selection, and Service Implications
	Trauma
	Priorities for future research
	Concluding Remarks

	References
	Appendices
	Appendix A | Quantitative systematic review and meta-analysis: Characteristics of included studies
	Appendix B | Quantitative systematic review: Search strategy used to search electronic databases
	Appendix C | Meta-analysis: Effect size conversion
	Appendix D | Meta-analysis: Model specification
	Three-level multilevel models
	Two level models
	Publication bias

	Appendix E | Meta-analysis: Discrepant treatment lengths and three-armed trials
	Three-armed trials

	Appendix F | Qualitative review: Search strategy used to search electronic databases
	Appendix G | Qualitative review: PRISMA flow diagram illustrating study selection process
	Appendix H | Qualitative review: Characteristics of included studies
	Appendix I | Qualitative review: Findings extracted from the twelve included studies and used in the metasynthesis
	Appendix J | Interview study into lived experiences of LTPP: Themes, subthemes and codes used in the thematic analysis
	Consumer Interviews
	Provider Interviews
	Carer Interviews

	Appendix K | LTPP and trauma



    𝜏 2


      𝜏 2  Level   2


      𝜏 2  Level   3


    I 2


      I 2  Level   2


      I 2  Level   3


  𝜙


    𝜙   |   time  i j t −   time  i j   t ′ |


     |   time  i j t −   time  i j   t ′ |


  ρ ×  ϕ   |   time  i j t −   time  i j   t ′ |

