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The first research report was
Fenichel´s summary of ten
years  of the Berlin´s Instittut
psychoanalytic Out-Patient
Facility

It reported on the relationship
of diagnosis, duration and
outcome .

quoted from Bergin (1971)

The beginnings



The first critical review on
outcome by Bergin (1971) in the

Handbook of Psychotherapy
and Behavior Change

1st. ed.  1971

2nd. ed. 1978

3rd. ed.  1986

4th. ed.  1994

5th. ed.  2004



Evaluation is ‚in‘
Was it the effect of the large scale
meta-analysis of Grawe et al, 1994

or is it the „Zeitgeist“

Still - keep in mind:

Absence of evidence does not
prove evidence of absence
Prof. Franz Porzsolt, Ulm

Veröffentlicht 1994



An European Sourcebook

In the preface Peter Fonagy writes:

„Psychoanalysis has not fared well in
the era of evidence-based
medicine....Evidence for the
effectiveness of psychoanalytic
therapy is lacking“

published 2004



The German Board on Professsional
Standards in Psychotherapy
demanded from the Psychoanalytic
Roof Organisation (DGPT) a

„Statement on the Evidence
of

Psychoanalytic Therapy“

Forum der Psychoanalyse

Vol. 20, issue 1 March 2004

English version on my homepage



We all agreed on the name:

„Psychoanalytic Therapy“

to cover the field
„This name refers to
psychoanalysis with its theories of
personality, of disorder, of
treatment. It seemed suitable to
cover all forms of application of
the principles of psychoanalytic
treatment theory “ .

Politically this was a
breakthrough

Like „behavior therapy“ covering
many methods and techniques

Thomä & Kächele ´s textbook on
Psychoanalytic Therapy in many languages



Following the logic of the Board (WBP) a procedure has various
forms of application (i.e. methods)

3.1 analytic individual psychotherapy

3.2 analytic group psychotherapy

3.3 psychodynamic individual psychotherapy

3.4 psychodynamic group psychotherapy

3.5 analytic couple and family psychotherapy

3.6 in-patient psychodynamic psychotherapy

3.7 analytic child- and  adolescent psychotherapy (individual
/group)

3.8 psychodynamic child- and  adolescent psychotherapy
(individual /group)

Thus we have become a large family





•Stage 0

•Clinical Case-Studies
Today the historically fertile
narrative procedure Freud´s is no
longer able to carry the
responsability for the existence of
psychoanalysis, even they still are
a major tool for didactic and
identity formation of the mebers
of the analytic community,
because case stories may be a
rich material means of
communication“ (Stuhr 2004)



Meyer AE (1994)

To hell with the novella as
representation of
psychoanalyse - long live  the
account of the interaction
Nieder mit der Novelle als
Psychoanalysedarstellung - Hoch lebe
die Interaktionsgeschichte.

Z Psychosom Med Psychoanal 40: 77-98

„Novellas as
psychoanalytic case
stories today are anti-
psychoanalytic and
unscientific “



Helmut Thomä

Comparative Psychoanalysis on the Basis of a New Form of
Treatment Report
International Psychoanalytic Congress New Orleans March 2004
A verbatim protocoll of the session 152 of the patient Amalia
X has been discussed by many analysts of various orientations

Thomä H, Kächele H (2007) Comparative psychoanalysis on the basis of a new form
of treatment report. Psychoanalytic Inquiry 27: 650-689



This book describes the origin and
changing function of case studies,
the  place of novellas as scientific
form of representation and
communication, and ist
examination.

It provides concrete empirical
research processes, especially by
way of comparative casuistic
(Jüttemann).

1993



The Ulm Clinical-Case-Archive
contains more than 900 final reports by candidates of
the German Psychoanalytic Association

Lang F U, Pokorny D & H Kächele (2009) Psychoanalytische Fallberichte:
Geschlechtskonstellationen und sich daraus ergebende Wechselwirkungen auf Diagnosen
im Zeitverlauf von 1969 bis 2006. Psyche – Z Psychoanal 63: 384-398



Stage I    Descriptive Studies
A. E. Glover`s ORIGINAL QUESTIONNAIRE

(issued July 8, 1932) (Q)

1. Interpretation

1. Form
Do you prefer:

(1) short compact interpretation, or
(2) longer explanatory interpretation, or
(3) summing up type: (a) trying to convince by

tracing development of a theme: (b) proving
(or amplifying) by external illustration.

2. Timing
Query: favourite point of interpretation?

(1) early in session;
(2) middle or before end (allowing a space for elaboration);
(3) at and: "summing-up" fashion.

3. Amount
(1) General: as a rule do you talk much or little?
(2) Early stages: how long do you usually let patients run without
interference? How soon do you start systematic interpretation?
(3) Middle stages: is your interpretation on the whole continuous and
systematic, or do you return from time to time to the opening system of letting them
run?
(4) End stages: do you find your interpretative interference becomes

incessant?



Stage I    Descriptive Studies on
# Working Alliance f.e. Luborsky ´s helping alliance 1976

# Transference f.e. Luborsky´s CCRT 1977, Dahl´s FRAME 1988, Gill´s
PERT 1982

# Technique, f.e. Q-Sort of Jones 1990

# Mastery, fe. Weiss & Sampson´s plan analysis 1986, Dahlbender &
Grenyer 2004

# Analytic Process-Scales, f.e. Waldron 2004

# Countertransference, Bouchard et al. Scales 1995; Betan & Westen
2009



Stage I    Descriptive Studies
Methods to Measure Core Relations Patterns
1 Luborsky (1977) Core Conflictual Relationship Theme Method (CCRT)

2 Horowitz (1979) Configurational Analysis

3 Dahl (1988)  Frames Method

4 Gill & Hoffmann (1982) Patient’s Experience of the Relationship with
Therapist (PERT)

5 Strupp & Binder (1984) Dynamic Focus

6 Weiss & Sampson (1986) Plan Diagnosis

Critique of these methods is unevitable:
Dreher AU (2005) Conceptual research. In: Person ES, Cooper AM, Gabbard

GO (Eds) Textbook of Psychoanalysis. American Psychiatric Press,
Washington, DC - London, pp 361-372



Stage I    Descriptive Studies
How can we measure „structural change“
Scales of Psychological Capacities (Wallerstein 1991)

Heidelberg Change of Structure Scale (Rudolf et al. 2000)

Adult Attachment Interview (Main 1989)



Stage I    Descriptive Studies
How can we measure „structural change“
Scales of Psychological Capacities (Wallerstein 1991)

Wallerstein RS (1991) Assessment of structural change in psychoanalytic
therapy and research. In: Shapiro T (Es) The Concept of Structure in
Psychoanalysis. International Universities Press, Madison:

DeWitt KN, Hartley DE, Rosenberg SE, Zilberg NJ, Wallerstein RS (1991) Scales
of psychological capacities: Development of an assessment approach.
Psychoanal Contemp Thought 14: 343-361

Huber D, Klug G (2007) Scales of psychological capacities: the Munich
contribution to their psychometric qualities. In: Bucci W, Freedman N Eds) From
impression to inquiry: A tribute to the work of Robert Wallerstein. International
Psychoanalytical Association, London, pp 97-134



Stage I    Descriptive Studies
How can we measure „structural change“
Heidelberg Change of Structure Scale (Rudolf 2000; Rudolf et
al. 2002)

Based on OPD interview
Rudolf G, Grande T, Oberbracht C (2000) Die Heidelberger
Umstrukturierungsskala. Ein Modell der Veränderung in psychoanalytischen
Therapien und seine Operationalisierung in einer Schätzskala. Psychotherapeut
45: 237-246

Rudolf G, Grande T, Dilg R, Jakobsen T, Keller W, Oberbracht C, Pauli-Magnus
C, Stehle S, Wilke S (2002) Structural changes in psychoanalytic therapies - The
Heidelberg-Berlin study on long-term psychoanalytic therapies (PAL). In:
Leuzinger-Bohleber M, Target M (Hrsg) Outcomes of Psychoanalytic Treatment
ﾐ Perspectives for Therapists and Researchers. Whurr, London, pp 201-222.



Stage I    Descriptive Studies
How can we measure „structural change“
Adult Attachment Interview (Main 1989)

Main M, Kaplan N, Cassidy J (1985) Security in infancy, childhood, and
adulthood: A move to the level of representation. In: Bretherton I, Waters E (Eds)
Growing Points of Attachment Theory and Research, pp 66-104

Levy KN, Meehan KB, Kelly KM, Reynoso JS, Weber M, Clarkin JF,
Kernberg OF (2006) Change in attachment patterns and reflective
function in a randomized control trial of Transference-Focused
Psychotherapy for borderline personality disorder. J Con Clin Psychol
74: 1027-1040



Is attachment
over estimated ?

# Attachment theory provides a
testable model for the construct
of re-staging in the therapeutic
process
# A desirable increase in
attachment security is a curative
and protective factor in psychic
disorder working by change of
procedural memories systems

(Bowlby 1988)



Change and attachment
•Attachment repraesentation and attachment style
•Corrective emotional experience
•Is the therapist an attachment figure?
•Therapeutic alliance is not identical with attachment
•
•  Fonagy P, Leigh T, Steele H, Kennedy R, Mattoon G, Target M, Gerber A (1996)
The relation of attachment status, psychiatric classification and response to
psychotherapy. J Con clin Psychol 64: 22-31

•Many open questions !!!!!!!!!!



Attachment and the
Psychotherapy Setting

The neurobiology of attachment might help:

Attachment and mentalization are two opposing forces



Stage II   Experimental Analog Studies
This methodology is not our strength

There are many good reasons for this

Exemption: Studies on Free Association



An Experimental Study on
Free Association

Bordin ES (1966) Free association: An experimental analogue to
the psychoanalytic situation. In: Gottschalk LA, Auerbach AH
(Eds) Methods of research in psychotherapy. Appleton-Century-
Crofts, New York, pp 189-208

Hölzer M, Heckmann H, Robben H, Kächele H (1988)

Die freie Assoziation als Funktion der Habituellen Ängstlichkeit
und anderer Variablen.

Zsch Klinische Psychologie 17: 148-161



An Experimental Study on
Free Association

Take 16 students of the same sex

Measure State-Trait Inventory of Spielberger: high and low trat
anxiety

Make two groups:

Ptz the students on a couch and face-to-face

Measure the degree of free association



•Stage III  Randomized-Controlled Studies
RCT provide findings for the efficacy of treatments under
experimental conditions :

# selection of  patients (exclusion of co-morbidity, 10%  of the real
world samples are in such studies)

# manualisation of procedure

# Training of therapists

# limitation of treatment length

# standardized instruments

goal: high internal validity - price: low external validity

CAVE test tube research



Duration of Experimental Studies

Cognitive-Behavioral Therapies
–   429 Studies, average 11,2 sessisons
–   434 Studies, average 7, 9 weeks
Humanistic Therapies
–    70 Studies, average 16,1 sessions
–    76 Studies, average 11, 6 weeks
 Psychodynamic Therapies
–    82 Studies, average 27,6 sessions
–    80 Studies, average 30,7 weeks

Based on meta-analysis of  Grawe et al. 1994: Kächele, Eckert, Schulte Hillecke, in Vorb



Proves of efficacy of psychoanalytic therapies in
RCTs (Leichsenring 2004)
# depression (ICD-10 F3)

# anxiety disorders (ICD-10 F40-42)

# stress reactions (ICD-10 F43)

# Dissociative, conversion- and somatoform disorders

 (ICD-10 F44, F45, F48)

# eatings disorders (ICD-10 F50)

# psychic and social factors with somatid diseases (ICD-10 F54)

# personality- and behavioral disorders (ICD-10 F6)

# dependency and abuse (ICD-10 F1,F55



More RCT Evidence
Gerber et al. Am J. Psychiatry 2011:1974–2010 have
meta-analyzed 94 RCT:
psychodynamic treatment was usually more effective or
as effective as the compared treatment.

Shedler J (2010) The efficacy of psychodynamic
psychotherapy. Am Psychol 65: 98-109
Leichsenring et al. Lancet 2011: Psychodynamic
treatment of borderline personality disorder (MBT and
TFP) as effective as cognitive therapy and more
effective as TAU



Local Heroes



128 LPP
99 Received allocated intervention
26 Did not receive allocated

intervention
             (15 objections to type of therapy, 5
did
             not co-operate, 6 life situation or
other)
      3 Treatment ongoing

101 SPP
98 Received allocated intervention

3 Did not receive allocated
intervention

(3 objections to type of therapy)

97 SFT
93  Received allocated intervention

4 Did not receive allocated
intervention

              (2 objections to type of therapy,
               2 did not co-operate)

459 Assessed eligible

133 Refused to participate
12 Study design

7 Started other
treatment

21 Symptoms had
changed

14 Life situation
79 No reason given

326 Randomly assigned to treatment

Psychotherapy

47 Assessed eligible

6 Refused to participate
   2 Study design
   1 Symptoms had changed
   1 Other reason
   2 No reason given

Psychoanalysis

41 PA
40 Received allocated intervention

1 Did not receive allocated
intervention
(life situation )

2 Lost to follow-up
11 Discontinued treatment
       (7 patient’s life situation,
       4 disappointed with treatment)

1 Lost to follow-up
10 Discontinued treatment
       (4 therapist’s life situation, 2 patient’s
       life situation, 4 disappointed with
treatment)

 

6 Lost to follow-up
21 Discontinued treatment
       (13 patient’s life situation,
       8 disappointed with treatment)

0 Lost to follow-up
5 Discontinued treatment

       (3 patient’s life situation,
       2 disappointed with treatment)

97 Included in intention-to-treat analysis
Participation in measurement points:
       89  1-year
       71  2-year
       76  3-year
       63  4-year
       78  5-year

101 Included in intention-to-treat analysis
Participation in measurement points:
       91  1-year
       83  2-year
       83  3-year
       76  4-year
       79  5-year

128 Included in intention-to-treat analysis
Participation in measurement points:

115 1-year
102 2-year
107 3-year
102 4-year
106 5-year

41 Included in intention-to-treat analysis
Participation in measurement points:
       40  1-year
       40  2-year
       39  3-year
       35  4-year
       39  5-year

41 Selected for treatment

Figure 1. Number of eligible patients who were assigned to study group and completed the protocol.



2A. Remission 2B. Remission and no auxiliary treatment

Figure 2. Remission from depressive symptoms (BDI) among patients with BDI ≥ 10 at baseline
(N = 312).

SPP

LPP
PA

Statistically significant difference (p < 0.05) in comparison with PA.



Figure 3. Remission from work disability (WA) among patients with WA ≤ 36 at baseline (N =
235).

3A. Remission 3B. Remission and no auxiliary treatment

SPP

LPP
PA

Statistically significant difference (p < 0.05) in comparison with PA.



4A. SPS score 0-3: Mostly good
values in suitability measures
(79%)

4B. SPS score 4-6: Mostly  poor
values in suitability measures (19%)

4C. SPS score 7: All values poor
(2%)

              Short-term therapy
(SPP+SFT)

                            Long-term therapy (LPP)

     

Figure 4. Changes in psychiatric symptoms (SCL-90-GSI) according to the SPS score.

Follow-up time (month) Follow-up time (month)Follow-up time (month)

Suggested cut-of value for remission from psychiatric symptoms.

Statistically significant difference (p < 0.05) between short- and long-term therapy .



5A. Lower in intense temperament 5B. Higher in intense temperament

Follow-up time (month)Follow-up time (month)

Erkki
Heinonen

Figure 5. Changes in psychiatric symptoms (SCL-90-GSI) according to the therapist’s
temperament.

Suggested cut-off value for remission from psychiatric symptoms.
Statistically significant difference (p < 0.05) between short- and long-term
therapy.

                     Short-term therapy
(SPP+SFT)

                                Long-term therapy (LPP)

     



Tobias

A rare but not impossible study  - a randomized, controlled out-
patient study, performed on behalf of a group of practicing
psychoanalysts with two research psychoanalysts

Commentary by Peter Fonagy: extremely promissing study



Symptoms: SCL-90: a much loved and hated
measure

Symptomatic burden changes
linearly during treatment;

The TRANS-OP Study of the
Stuttgart Center for
Psychotherapy - an
effectiveness study - shows the
same results



PA: 3 x a week; PT 1 x week; VT once x week



Stage IV Naturalistic Studies
Quite a number of good studies

Classic studies

 like the Menninger-Studie: PI Robert Wallerstein

               like the Berlin I Studie: PI Annemarie Dührssen

 like the Penn-Studie: PI Lester Luborsky

                like the Heidelberg I Studie: PI Michael von Rad

  like the Berlin II Studie: PI Gerd Rudolf



Stage IV Naturalistic Studies

Ongoing Top-Studies

  like the Stockholm Study: PI Rolf Sandell

  like the DPV Follow-up Study: PI Marianne Leuzinger-
Bohleber

  like the Göttingen Study: PI Falk Leichsenring

  like the Heidelberg Study: PI Gerd Rudolf

  like the Stuttgart TRANS-OP study PI Kordy



Stage IV  Naturalistic Studies

In-Patient Psychotherapy-Studies

like the Stuttgart Studie: PI Volker Tschuschk like the nation-wide
group-therapy-Study: PI Bernhard Strauss

like the TR-EAT Study: PI Horst Kächele



Requirements for a Naturalistic Study

repraesentative sample

standardized instruments

separation of clinicians and
researchers

a lot of money and a lot of
time
Kächele H, Kordy H, Richard M &
TR-EAT (2001) Therapy amount and
outcome of inpatient psychodynamic
treatment of eating disorders in
Germany: Date from a multicenter
study.

Psychotherapy Research 11: 239-257



Two Examples

Kächele H, Kordy H, Richard M, Studiengruppe MZ-ESS (2001)
Therapy amount and outcome of inpatient psychodynamic
psychotherapy of eating disorders. Results of a multi center study
across Germany. Psychother Res 11: 239-257

Puschner B, Kraft S, Kächele H, Kordy H (2007) Course of
improvement over 2 years in psychoanalytic and psychodynamic
outpatient psychotherapy. Psychol Psychother 80: 51-68



Attrition Rates in the TRANS-
OP Study



Stage V

Patient-focused studies
Using hierarchical-linear modeling the course of individual
treatment may be predicted and the factual course compared
with the prediction
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992010
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IPTAR Study of the Effectiveness of
Psychoanalytic Psychotherapy
New York

Goals

1. What is the impact of duration on outcome
2. What is the impact of frequency on outcomne
3. What is the impact of duration and frequency on 

the evolving treatment relationship
4. Is there an interaction of clinical syndrom, duration,

frequency and outcome



IPTAR
duration and outcome



IPTAR
frequency and outcome



IPTAR- Study
 Interactions of syndrom, frequency and

duration

Effect by Factor Frequency Duration
Overall r=.29*** r=.28***
1. Eating disorders r=.51* r=.09
2. Anxiety r=.57** r=.14
3. Depression r=.25 r=.22
4. Family disorganization r=.17 r=.44
5. Stress r=.07 r=.49**



Berlin Jung Study duration and  satisfaction
 (Globale Besserung als Kompositum dreier Einzelskalen)



The German
Psychoanalytic
Associations
Follow- up study
The first large scale follow
up study



Differences between Psychoanalyses and long term
Psychotherapies

# Both forms of treatment lead to long
time stable results in the majority of
patients, if the indication was
# self reflection and the internalization of
the analyst were more comprehensive in
analytic patients , the evaluation of
achieved outcomes more differentiated,
and the development of creative
ressouirces more innovative
Leuzinger-Bohleber M, Target M (Hrsg)
(2002) Outcomes of Psychoanalytic
Treatment Perspectives for Therapists and
Researchers. Whurr Publishers,, London
and Philadelphia,



Clinical Prototype-Formation

Capacity for relationship

Capacity to work - Creativity

Self reflection

Leuzinger-Bohleber & Rüger
(2002, S.130)



The eight clinical prototypes
Type 1: „well done... The really good ones“

Type 2: succesful, but why,?..the unreflecting successful ones

Type 3: with success and little capicity for reflection, but socially well
integrated...“

Type 4: the tragic ones, that were able to accept their lot „

Type 5: „..professionally successful and creativ, but still alone...“

Type 6: „successful within limits in their creativity and capacity to work but
with clear limits...“

Type 7: „...therapy didn´ t do any good.. “

Type 8: „ the severly traumatized people“



Clusteranalytic Identification of

Sub-groups
Sub-group 1: the therapeutically successful with focus on satisfaction with health, but

with a common suffering from sexuality

Sub-group 2: the therapeutically successful with focus on diffuse satisfaction

Sub-group 3: tze still suffering, that are only satisfied on the average

Sub-group 4: the therapeutically successful with focus on financal satisfaction

Sub-group 5: the totally satisfied

Sub-group 6: the still suffering unsatisfied

Sub-group 7: the extrem group of less successful of all

Stuhr et al.(2002, S.154)



Stockholm Outcome of Psychotherapy
and Psychoanalysis (STOPP) Study

             Treatment Groups

N =  700 persons at various  stages of
        treatment (before, ongoing, or after):-
n1 = 60, subsidised for psychoanalysis
        1990-1992 or 1991-1993
n2 = 140, subsidised for long-term
        psychotherapy 1990-1992 or
        1991-1993
n3 = 500 on waiting-list for subsidy in 1994

Comparison Groups

N =  650 persons:-
n4 = 400 in community
         random sample
n5 = 250 university
         students



STOPP SCL-90 Global Severity
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STOPP Studie Therapists Factors
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future tasks of a psychoanalytic treatment
research
Prospective Patient Profiling

Interaction of frequency and duration

Interaction of technique and setting

Disorder-oriented, but comorbidity-sensitive studies

Comparative Case Studies

Last but not least:

Detailled  studies of tape-recorded   psychoanalytic processes



Never give up


