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Keywords

Increasing empirical evidence [1, 2] indicates that the complex mental disorders that patients present 

so far [3–5
6]. Consequently, in 

the last years, research has turned more and more to long-term therapies (for example [7–9]). In a 
2] found evi-

-

group do not exist, so the question regarding the effectiveness of treatments for this disorder remains 
10 11] 

could be considered a paradigm for the effectiveness of long-term psychotherapies, as these treat-

internal validity through the use of experimental controls, the randomized allocation of diagnosti-
cally homogeneous groups, and the delivery of manualized therapies supported by tests of 

Chapter 3
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psychotherapies and cannot simply be applied to the study of long-term psychotherapies. 

12]). 
In order to obtain representative results relevant to health service research, more interest has been 

close to the conditions in psychotherapy practices. Research has thus returned to the ideal of 
effectiveness studies once again.

The Munich Psychotherapy Study (MPS) is a comparative process-outcome study of three 
therapeutic approaches: psychoanalytic, psychodynamic, and cognitive-behavioral. Using a 

13

approximate the demands for external validity by studying non-manualized and representative 
psychotherapies conducted by experienced psychotherapists under the conditions of day-to-day 

-
-

be examined in particular.

Method

This comparative process-outcome study is based on a prospective, partly randomized quasi-exper-

Department for Psychosomatic Medicine and Psychotherapy, Technische Universitaet Muenchen 

single, or recurrent, depression and for double depression [14

University Hospital of the Technische Universitaet Muenchen. To control for researcher allegiance 
-

implementing the study.1

32) or recurrent disorder (F 33) or of a double depression (F 32/F 33 and F 34.1). There could be no 
contraindication for one of the three treatments, no psychotherapeutic treatment for the last 2 years, 

severe somatic illness or somatic diseases of the brain, alcohol or substance dependence, acute sui-
cidal tendencies.

[AU1]
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3 Must All Have Prizes? The Munich Psychotherapy Study

Participants

allocated to the experimental groups. Seven of them did not contact the therapist, and 12 did not enter 

(35 of the psychoanalytic group, 31 of the psychodynamic group, and 34 of the cognitive-behavioral 
-

ment. During the course of therapy, no patient of the psychoanalytic group, one patient of the psycho-
dynamic group, and three patients of the cognitive-behavioral group dropped out of the study during 

-

15] 

Assessments and Procedures

See the procedural plan in Table 3.1

Table 3.1 Procedural plan of the study (see text for abbreviations of the instruments)

Pretreatment  
measurement

External investigator 1 and patient

randomized allotment
External investigator 1 and patient
Patient: self-report questionnaires: BDI, SCL-90-R, IIP, FKBS, F-SozU, FLZ
External investigator 1 and patient: assessment of individual goals (GAS)
Referral to therapist
Therapist: documentation of diagnosis, psychodynamic hypothesis, level of personality 

organization, treatment goals, prognosis, HAQ-T

Process measurement Audio-recording of every session
Patient, every 6 months: self-report questionnaires: BDI, SCL-90-R, IIP, GAS, and HAQ-P
Therapist: retro-report after every session; Periodical Rating Scale for psychoanalytic 

treatment and HAQ-T every 6 months

Post-treatment  
measurement

External investigator 2 and patient: post-treatment 

Patient: self-report questionnaires: BDI, SCL-90-R, IIP, FKBS, F-SozU, FLZ, GAS, 

Therapist: Periodical Rating Scale for psychoanalytic treatment and HAQ-T, assessment 
of termination of treatment

Follow-up measurement  
(1, 2, 3 years)

External investigator 2 and patient
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16, 17]. In the second session, the external inves-
tigator 1, a psychiatrist and experienced psychoanalytic psychotherapist or a clinical psychologist in 

[18]). The SPC is an expert-rating measure to assess the dispositions constituting the intrapsychic 
basis of interpersonal behavior and the psychological resources needed to achieve adaptive function-
ing and life satisfaction. Taken together, they comprise the degree of adaptive and maladaptive, 
stable personality integration, and functioning. The assessment is based on a 1-h clinical intake 

procedure an extensive manual is available. The application of the test requires a rater training to 

[19–24] proved independently the psychometric qualities of the instrument. Self-report question-

the external investigator 1 and the patient formulated and assessed the individual goals the patient 
25, 26

for the therapeutic modality during pretreatment measurement.

Outcome Measurement

The data came from three different perspectives of observation (multimodal): self-rating by patients, 
and assessment by therapists and by researchers (= external investigator 1 and 2). They covered dif-
ferent change dimensions (multidimensional): symptoms, individual treatment goals, interpersonal 
problems, and intrapsychic structure. A test battery of outcome measures adapted to the core battery 

-

meeting commonly agreed upon standards of psychotherapy research (Table 3.1). A main goal of the 
-
-

turalization, defense mechanisms, and the capacity to attain individual goals. These are the changes 
27, 28].

-
naires: Symptom Check-List (SCL-90-R [29, 30]); Inventory of Interpersonal Problems, short ver-
sion (IIP-C [31]); scale Turning against Self (TAS) of the Questionnaire for Coping Strategies (FKBS 
[32 33]); Questionnaire of Social 
Support, short version (F-SozU-K-22 [34]).
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3 Must All Have Prizes? The Munich Psychotherapy Study

form of the German version of the HAQ [35]; Therapeutic Attitude Questionnaire (ThAt [36–38]); 
Documentation Form including psychodynamic diagnoses, main defenses, level of personality orga-
nization, motivation, main psychodynamic hypotheses, treatment goals, and prognosis.

advanced state of their psychoanalytic or cognitive-behavioral therapeutic training and already 

examined the patient’s depressive and non-depressive symptoms (e.g., anxieties, psychosomatic 

investigator 2 assessed the degree of structural change on a 7-point scale and explored the patient’s 
feelings about being involved in a research study. Applying the ICDL checklist, the external inves-

-

questionnaires as at pretreatment in addition to the retrospective, self-report Questionnaire of Change 
39]). The therapist evaluated initiative and causes for termina-

40

measurement.
-

tomatic level and the SPC on an intrapsychic level. Secondary outcome measures are: Global Severity 

Process Measurement

Periodical Rating Scale for Psychoanalytic Treatment [41

[42] seminal notion that the process can be described as a series of outcomes during the ongoing 

-
sion retro-report consisting of the dominant theme of the session, special events, and an evaluation 
of the quality of the session on a 5-point scale, and, in the case of psychoanalytic and psychodynamic 
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re-structuring. Statistical analyses of the process data are planned in the near future, so they cannot 
be reported here.

Therapists and Treatment

delivered psychoanalytic and psychodynamic therapy and seven therapists delivered cognitive-

Psychotherapeutic Guidelines [43] and the therapies could not be applied in a manualized form. 

-
ify or re-structure maladaptive relationship representations… that lie at the root of psychological 

44
timed interpretation of transference and resistance embedded in a sophisticated appreciation of the 

45 -
-

is based on the same principles of theory and technique but is more limited in the depth of the thera-

therapeutic modalities developed on the basis of a psychology of learning and of social psychology. 
-

cal processes. Behavior therapy requires the analyses of the conditions that cause and maintain the 
disease (analysis of behavior). It develops a corresponding model of the disturbance and a principal 

challenging, and modifying a patient’s dysfunctional beliefs (cognitive restructuring) [46], and pro-

-

[47
In the MPS, as expected, psychoanalytic therapy lasted the longest (39 month, range 3–91 months; 

234 sessions, range 17–370), psychodynamic therapy lasted 34 months (range 3–108 months) or 88 

2–78 months; 44 sessions, range 7–100). Duration and dose of the three therapeutic modalities in 
3.1.

We plan to measure adherence by an expert rating of audio-recorded sessions or by evaluating 
48
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provisional measure, the psychoanalytic/psychodynamic differentiation score, to approach treatment 

German psychotherapeutic guidelines [43

upright position, insight-oriented versus supportive technique, and strength of transference neurosis. 
Transference neurosis is characterized, according to Akhtar [49], by the coalescence of the patient’s 

t-test revealed a sig-

mean = 5.06; SD = 1.569; psychodynamic: mean = 1.58; SD = 1.206; t = 9.26; df = 55; p < .001).

Fig. 3.1 PA psychoanalytic therapy, PD psycho-
dynamic therapy, CBT cognitive-behavioral therapy
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Statistical Analysis

-

50] by dividing pre-/post-

p
51]. Data 

52]. 

Results

Patient Characteristics

-

-

-

percent of the patients suffered from a comorbid personality disorder.

in sociodemographic, nor in clinical characteristics.
3.2a– . We submitted a manuscript describing 

53]. 

Results of the symptomatic measures, BDI and the GSI of the SCL-90-R, are presented in Table 3.2a, b. 

problems, measuring beyond symptoms, are provided in Table 3.2c–e
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Table 3.2
three treatment groups psychoanalytic (PA), psychodynamic (PD), and cognitive-behavioral therapy (CBT). N sample 
size, M mean, StD standard deviation, ES effect size (d), CS (%) ANOVA analysis of variance, 
ANCOVA analyses of covariance.
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t2.3

t2.4
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-

Results of the interpersonal dimension, IIP and F-SozU, are reported in Table 3.2f, g. Both mea-

-
-

nitive-behavioral group (for the IIP, see [53]).
Tables 3.2h -

tion = A and behavioral reaction = B) of the FKBS. According to tendency, psychoanalytic therapy 
-

treatments in the SPC and to the cognitive-behavioral condition in the TAS A of the FKBS.
-
-

-

Discussion

Discussion of Design

[13], and the method paper of the Wissenschaftlichen Beirat Psychotherapie (Research Council 
Psychotherapy), version 2.7 [54].
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Crits-Christoph and Barber [55

[1] and Leichsenring and Rabung’s meta-analysis [22] demonstrated. Psychoanalysts in particular 
resisted the empirical investigation of their long-term psychotherapies because they considered 
empirical research methodology inadequate to grasp the process and outcome; for a critical and bal-
anced discussion of the topic, see Thomae and Kaechele [56]. We shared Crits-Christoph and 
Barber’s [55] optimism and tried to investigate empirically long-term psychotherapies.

-
-

internal validity of the study. The central claim to empirical comparative psychotherapy research 
methodology is the randomized allocation to therapy or control conditions to maximize the likeli-

variable. The allocation to the three treatment branches could not be done simultaneously, as 
patients for cognitive-behavior therapy could only be recruited 3 years after study onset. Although 

from the perspective of external validity, randomized controlled designs have been criticized for not 
57]) 

and on empirical ground [58

59] demonstrated that patients’ treatment preferences seem 

-

absolutely necessary in order to perform correctly the many process measurements, the audio-taping 
of every session, the completion of retro-reports after every session, the half-yearly process rating 
scales, and the very intimate questionnaire about therapeutic socialization, therapeutic style, beliefs 

missing data on the one hand and becoming too involved in the therapies on the other hand and thus 
making them less generalizable [60]. In order to avoid the latter problem as a threat to external valid-

[AU2]
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constraints of a manual. On the other hand, and in favor of internal validity, the therapies investigated 
are daily routine for therapists, and there are long detailed descriptions in the earlier mentioned German 
Psychotherapeutic Guidelines serving as a basis for education and training of institute candidates. In 

beyond the cut-off points in the pathological range.

multidimensional and multimodal according to standards in psychotherapy research [60]. We have 
-

sible. In order to measure the construct of interest of each therapeutic modality – the so-called mode-

not to give any clues (e.g., session frequency, position) revealing the therapeutic modality applied. 
-
-

vening variables and of drop-outs is a threat to internal validity, of course. Lambert and Ogles [61], 
discussing the preference of one treatment to another, noted investigator’s allegiance as one of the 
most common artifacts leading to the conclusion that one treatment is superior to another. Researcher’s 

62, 63
63] laconically stated, and so 

it is a distortion of the results in comparative psychotherapy research. We tried to minimize this 

and collection, management, and processing of the data.

Discussion of Outcome

The effect sizes of the symptomatic
benchmarks [50]. In Leichsenring and Rabung’s meta-analysis [2

1
psychodynamic therapy for symptomatic measures. Comparing the three treatments in pairs, as a 

-

cognitive-behavioral therapy. Scrutinizing the total scores of the BDI and the GSI of the SCL-90-R 
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condition continue to have a mild depressive disorder [64–66]. These residual symptoms have 

research suggests that they predispose for relapse and recurrence (e.g. [67, 68]). The observer-rated 

the patients in the cognitive-behavioral group still or again have the diagnosis of a depressive epi-

demonstrate that for psychotherapy of eclectic orientation, more than 50 sessions are necessary for 
61]. In our study, only 

13 of 34 patients in the cognitive-behavioral group received more than 50 sessions (compared to 33 
of 35 patients in the psychoanalytic and 20 of 31 patients in the psychodynamic group), evidently 

-
tive-behavioral therapy supports this argument, suggesting an increase in treatment dose and the 

69] because residual symptoms are common after the 
treatment of the acute symptomatology [70] and they predispose patients to relapse and recurrence, 
as already mentioned. In an outpatient study of long-term psychotherapy, psychoanalytic therapy 
needed 17 months (approximately 170 sessions), and psychodynamic therapy 18 months (approximately 
60 sessions) for the patients to leave the severely impaired range of the GSI of the SCL-90-R [71].

least one of their individual goals on an interpersonal level), because they can be conceived of as a 
-

are the focus of measurement. The earlier-mentioned trend becomes even more evident on the inter-
personal level tapped by the IIP and the F-SozU. In both measures, psychoanalytic therapy is supe-
rior to cognitive-behavioral therapy at both measurement points and is superior to psychodynamic 

72] have already demonstrated, improve-
ment in the interpersonal domain lags behind symptomatic recovery and requires more sessions. Our 
results suggest that the dose (in terms of sessions) of cognitive-behavioral therapy is not high enough 

produce long-lasting effects.

concept of structural change, are outcome measures on an intrapsychic level, measuring beyond 

observation [73]. In the SPC, our primary intrapsychic outcome variable, all treatments are effective 

-
cantly superior to cognitive-behavioral therapy and to psychodynamic therapy in the SPC. In psy-

“their poignancy is reduced; they are not only reduced in intensity, but are lifted into more conscious 

74]. Relapses and symptom persistency are 
an adequate, clinical operationalization of underlying structural change, and our data support this 

compared to both psychodynamic and cognitive-behavioral therapy. Cognitive-behavioral theory 
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68 75
in the trait constructs of the IIP and only a small overall reduction of psychosocial dysfunction [68] 
after cognitive-behavioral therapy. They concluded that it may be necessary to increase frequency of 
sessions, change the focus of cognitive-behavioral therapy, or increase treatment duration [70]. One 

-

effect relationship may be misleading here because it assumes different treatments to have the same 
curative ingredients given in different doses, an assumption Kiesler [76] called a uniformity myth, 

[77]. Therapy sessions are not like pills, consisting of the same curative ingredients given in differ-

different and cannot be compared to a psychoanalytic therapy. Moreover, in the quasi-experimental 

free to take as much time as he/she considered appropriate for the treatment modality applied.

cognitive-behavioral therapies are very effective in the treatment of unipolar depression and double 
depression. Comparisons of pairs reveal that psychoanalytic therapy is superior to psychodynamic 

most other measures. These results support empirically the proposition [55 -

psychotherapy in order to effect change beyond symptoms and to be effective in preventing relapses 
and chronicity. Taking into consideration the natural course of the disease, these results need cor-

-

-
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