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I . ETTERS

Analyzing Effectiveness of Long-term
Psychodynamic Psychotherapy

To the Editor: Drs Leichsenring and Rabung' reported that
long-term psychodynamic psychotherapy (LTPP) is more
effective than shorter forms of psychotherapy for complex
mental disorders based on a between-group effect size of 1.8
from 7 comparative trials that they meta-analyzed. The au-
thors did not indicate that they were concerned about this
and other surprisingly large effect sizes they reported.

Between-group effect sizes can be presented as group dif-
ferences in terms of standard deviations or as point biserial
correlations between group (eg, LTPP vs shorter-term thera-
pies) and treatment effect. They are equivalent and con-
vertible using a formula or tables.? The authors, however,
apparently erroneously calculated within-group pre-post
effect sizes and point biserial correlations between group
and within-group effect sizes, which is altogether differ-
ent. It seems that they converted these correlations be-
tween group and within-group pre-post effect sizes to pro-
duce deviation-based effect sizes that do not appear
reasonable.

As aresult, although none of the 7 studies had an overall
effect size greater than 1.45, the authors reported a com-
bined effect size of 1.8, which is statistically impossible. In
aslightly larger set of 8 trials, the authors reported that LTPP
had a larger overall effect than shorter-term therapies (0.96
vs 0.47) but a point biserial correlation (0.60) equivalent
to a between-group effect size of 1.5. However, between-
group effect sizes must be smaller than within-group effect
sizes when both groups have positive effects. Similarly, these
methods generated an implausible between-group effect size
of 6.9 for personality functioning based on 3 trials,*” none
of which reported an effect size for personality functioning
larger than approximately 2.

In addition, we believe that this collection of studies was
not suitable for meta-analysis. Each reviewed study had 15
to 30 patients in the LTPP treatment group. It seems un-
likely that investigators would attempt to publish a nega-
tive study with so few patients (or that such a study would
be accepted for publication), which means that all pub-
lished studies would have an effect size of at least 0.50 to
0.75, the minimum for statistical significance. This is an ar-
tificial floor that guarantees a large effect when these stud-
ies are combined.

Brett D. Thombs, PhD
brett.thombs@mcgill.ca
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To the Editor: In their meta-analysis on the effectiveness
of LTPP, Drs Leichsenring and Rabung' reported evidence
that LTPP is an effective treatment for complex mental dis-
orders. Although the article addressed several limitations
of the findings, other limitations should be considered as
well.

First, Leichsenring and Rabung formulated an uncon-
ventionally broad research question. Systematic review ob-
jectives typically define the patient population, interven-
tion, control treatment, outcomes, and study designs of
interest.” These authors defined the patient population
broadly as a group of adults with mental disorders. The sole
criterion that outcomes should have fulfilled is that they were
reliable. Control treatments were not defined at all. Thus,
analyzed diagnoses, outcomes, and control groups showed
a very large clinical heterogeneity. Although the reviewers
tried to account for this through subgroup analyses, their
method of building clusters of heterogeneous disorders and
outcomes still allowed for considerable variation. Thus, it
is unclear for what disorder, for what outcome variables,
and in comparison with which control groups the evi-
dence was shown.

Second, the inclusion of randomized controlled trials
(RCTs) alone does not warrant internal validity of the find-
ings. The comparison of LTPP to other treatments was per-
formed by calculating point biserial correlations between
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the within-group effect sizes and type of treatment. This pro-
cedure considers treatment groups rather than studies as the
unit of analysis and thus nullifies the effect of randomiza-
tion, reducing findings to an observational level. Accord-
ingly, internal validity of the findings may be biased.

Third, although the reviewers did not find any sign of pub-
lication bias, the forest plot suggests a positive association
between effect size and meta-analytical study weight. De-
pending on how this weight was calculated (which was not
reported), the reasons for this association may have an im-
portant effect on the interpretation. Furthermore, for tests
of possible publication bias, the application of the standard
error of effect size rather than sample size is recom-
mended.’

We greatly appreciate the high-quality work of the au-
thors on this important issue but at the same time caution
against a conclusion that the overall effectiveness of LTPP
for treating mental disorders should now be considered as
definitely proven.
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To the Editor: In their meta-analysis of the effectiveness of
LTPP, Drs Leichsenring and Rabung' concluded that LTPP
was significantly superior to shorter-term methods of psy-
chotherapy with regard to overall outcome, target prob-
lems, and personality functioning. There are multiple prob-
lems with their meta-analysis that mitigate the scientific
credibility of this conclusion.

First, the designation of “shorter-term methods of psy-
chotherapy” included 5 treatments that did not constitute
formal psychotherapy as it is generally understood. These
treatments consisted of a waitlist control condition, nutri-
tional counseling, standard psychiatric care, low-contact rou-
tine treatment, and treatment as usual (TAU) in the com-
munity. Such “mixing apples and oranges” is problematic
in meta-analyses.

Second, the selection of studies appears biased in favor
of LTPP. One study” supportive of LTPP had previously been
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classified in a meta-analysis by Leichsenring and Rabung’
as involving short-term psychodynamic psychotherapy
(STPP) but was reclassified in the present meta-analysis as
involving long-term psychodynamic psychotherapy. Also, the
exclusion of the study by Giesen-Bloo et al* that favored
schema-focused therapy over LTPP appears arbitrary. The
original article met the necessary criteria for inclusion since
it defined patients in treatment for 3 years as completers and
presented effect sizes on that basis.*

Third, the assertion of the superiority of LTPP was
based on 8 studies of poor methodological quality. Gener-
ally, they failed to control for multiple confounding factors
between treatment groups, such as therapist experience
and competence and frequency of sessions. At least one
comparison-control study did not involve random assign-
ment,” and except for one study,? none reported data on
treatment integrity. Consequently, it remains unclear
whether the outcomes reported in these studies were due
to the type of treatment or to the broad range of other
intergroup differences.

Fourth, in comparisons between LTPP and 2 control thera-
pies (STPP and family therapy), the effect sizes were actu-
ally larger for the control therapies. In 3 other compari-
sons, the results were mixed. Established therapies (cognitive
therapy, dialectical behavior therapy [DBT], and dynamic
supportive therapy) yielded larger pre-post effect sizes for
some outcomes, while LTPP yielded larger effect sizes for
others. An inference of superiority of LTPP over the estab-
lished shorter-term therapies is unsupported by the data.

Aaron T. Beck, MD
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To the Editor: The meta-analysis by Drs Leichsenring and
Rabung' concluded that LTPP is an effective treatment for
complex mental disorders. However, there are some criti-
cal aspects of this research that were not considered.
First, 2 studies categorized as RCTs in the meta-
analysis,”? representing more than half of the total patient
count in the RCT group, had no control condition other
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than LTPP. These 2 studies were not designed to answer
the question of whether LTTP is more effective than other
(shorter) psychotherapeutic treatments; thus the studies
provide no additional information compared with observa-
tional studies.

Second, TAU was included in the group of other psycho-
therapy methods, weakening the effect of these alternative
methods. Of these alternative methods, a large number were
based on psychodynamic theories.

Third, the studies of treatment of borderline personality
disorder indicate that manualized LTPP is superior to TAU.
However, in the active treatment comparison, a study with
unfavorable outcome for LTPP* was excluded. In that study,*
all treatments lasted 3 times longer and had a larger sample
size compared with the only other comparison study.’

Fourth, the numbers of patients reported for the pri-
mary study by Clarkin et al’ differed from those in the origi-
nal report (30 LTPP, 30 DBT, 30 dynamic supportive treat-
ment in the original study vs 30, 17, and 22, respectively,
in the meta-analysis).
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In Reply: In response to Dr Thombs and colleagues, be-
cause the number of controlled trials of LTPP was rela-
tively small, we assessed within-group effect sizes in all stud-
ies. In the controlled studies, we found significantly larger
within-group effect sizes in the LTPP conditions than in the
control conditions. To assess the extent of this difference,
we transformed the point biserial correlations used for tests
of significance into between-group effect sizes in the form
of a d statistic.

These between-group effect sizes are not identical to be-
tween-group effect sizes as commonly assessed by calculat-
ing the difference between 2 treatments for each study. The
between-group effect size we assessed may be larger than
the underlying within-group effect sizes because they refer

932 JAMA, March 4, 2009—Vol 301, No. 9 (Reprinted)

to different units. Our comparison of LTPP with other treat-
ments considers treatment group rather than patient as the
unit of analysis. A between-group effect size of 1.8 indi-
cates that in the studies of LTPP the mean within-group effect
size differed from the mean within-group effect size of the
control groups by 1.8 standard deviations. Our article should
have stated that patients in LTPP treatment groups with re-
sponses at or above the mean were better off (showed higher
treatment effects) than the mean patient in 96% of the com-
parison groups (rather than “96% of the patients in the com-
parison groups”).

To report the corresponding between-group effect size as-
sessed in the conventional way, we calculated the differ-
ence between 2 competing treatments for each study. For
overall outcome, this between-group effect size (Hedges d)
equals 0.65 (P=.03), implying that the mean patient treated
by LTPP was better off than 75% of the patients in the con-
trol groups.

In response to Dr Kriston and colleagues, considering treat-
ment groups rather than studies as the unit of analysis can
indeed reduce the effect of randomization. It may weaken
internal validity but does not necessarily imply serious bias.
Observational studies may not systematically overestimate
the effects of psychotherapy.? The between-group effect size
of 0.65 is not affected by this issue.

A number of writers criticize the heterogeneity of treat-
ments, patients, measures, outcomes, and control condi-
tions in the included studies. However, the results were ro-
bust across diagnostic groups and research design. Moreover,
we studied 5 specific outcome domains to reduce hetero-
geneity. Among the controlled studies of LTPP, there was
no significant heterogeneity for pre-post effects.

Regarding possible publication or study selection bias,
we applied several methods to test for publication bias but
did not find any indication. Kriston et al suspect a positive
association between effect size and meta-analytical study
weight based on the forest plot. However, the size of the
squares represents the product of study weight and effect
size. Study weight and effect sizes were not significantly
correlated. Using sample sizes vs standard error to test for
publication bias leads to different results only if 2 treat-
ments are compared and if the sample sizes are substan-
tially different.”

In response to Drs Beck and Bhar, we did not include
waitlist groups in the control conditions. The control con-
ditions did include several TAU conditions, reducing the
mean effect size of the alternative treatments. However,
they also included long-term psychotherapy (eg, DBT),
which would increase the mean effect of the alternative
treatments. Because the average duration of therapy was
longer in the LTPP conditions, we used the alternative
treatments as an unspecific (mixed) control group includ-
ing TAU and different established treatments. Conse-
quently, we did not claim that LTPP is superior to any spe-
cific forms of established psychotherapy (eg, DBT) in
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complex mental disorders, but rather to predominantly
shorter forms of psychotherapeutic interventions in gen-
eral. Our comparison of LTPP with other treatments con-
trolled for the common factors of psychotherapy (eg,
attention, expectation for improvement, understanding).
Thus, it is “specific” as defined by Chambless and Hollon,*
allowing us to conclude that the superiority of LTPP is due
to specific factors of LTPP.

The study by Giesen-Bloo et al did not meet inclusion cri-
teria because the majority of patients were still in treat-
ment (precluding pre-post or follow-up assessments). The
psychodynamic treatment studied by Svartberg et al met our
definition of LTPP because treatment duration was at least
1 year, although labeled as short-term. Beck and Bhar criti-
cize the methodological quality of the controlled studies.
However, all of the controlled studies of complex mental
disorders used treatment manuals and ensured treatment
integrity by supervision, video recordings of sessions, and
ratings of adherence and competence.

Beck and Bhar list selective results of individual studies
in which the effect sizes of the control groups were larger
than those of LTPP or in which LTPP yielded larger effect
sizes for some measures while the control treatments yielded
larger effect sizes for others. However, the role of meta-
analysis is to synthesize often disparate results across indi-
vidual studies to arrive at more general conclusions.

In response to Drs Roepke and Renneberg, in the RCTs
by Hoglend et al and Vinnars et al different forms of LTPP
were compared. We therefore did not include these studies
in the comparisons of LTPP with alternative treatments
but treated them as observational studies. For the study by
Clarkin et al, we listed the smaller sample sizes for DBT
and supportive therapy because these were the subsamples
on which the authors based their results. For LTPP, this
number of patients was 23, but we listed the intention-to-
treat sample size. Wherever possible, calculations of effect
sizes were based on intention-to-treat samples for all treat-
ment conditions.
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Ultrasound-Based Diagnostic Strategies
for Deep Vein Thrombosis

To the Editor: In their randomized controlled trial, Dr Ber-
nardi and colleagues® found equivalent safety for 2 ultra-
sound-based diagnostic strategies for managing outpa-
tients with suspected deep vein thrombosis (DVT). The
results of the study deserve some comments.

First, for the 2-point strategy the prevalence of proxi-
mal DVT detection on the second ultrasound test was
5.5% (14/256). This is much higher than has been previ-
ously reported. For example, in the study by Cogo et al,?
which included more than 1700 patients with suspected
DVT, this rate was less than 1%.? It has been suggested
that the second ultrasound test is of limited added value,
and strategies have been proposed using a single proxi-
mal venous examination, which proved to have an
acceptable 3-month thromboembolic rate.> However, the
use of a single proximal vein ultrasonography might be
criticized if the prevalence of proximal DVT detected at
the second ultrasound test is as high as 5.5%. The high
prevalence of cancer in this study (30%) may account for
the high rate of proximal extension, indicating a need for
particular care when choosing a diagnostic strategy for
cancer patients.

Second, the study by Bernardi et al might help estimate
the frequency of early proximal extension of distal DVT,
which differs considerably among studies (from 0%-
40%*). With the 2-point strategy, 14 early proximal exten-
sions were identified on the 7-day follow-up. Assuming that
the 2 groups were balanced by the randomization, the fre-
quency of early extension of distal DVT might be as high as
22% (14/65). Although speculative, this estimate would sup-
port anticoagulant treatment for distal DVT, a highly con-
tentious subject that should be addressed in future studies.
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To the Editor: Dr Bernardi and colleagues® compared the
safety of excluding DVT by serial 2-point ultrasonography
to whole-leg color-coded Doppler ultrasonography. Of par-
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