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Abstract

Patients’ development across stages in long-term psychodynamic psychotherapy or psychoanalysis was studied in relation to
various parameters of their therapists’ training, or personal, therapies. The change variable was symptom distress, the
General Symptom Index, according to the Symptom Checklist-90. A series of latent class regression analyses revealed that
one class of therapists (16% of the sample) whose patients had the least change in treatment, and in fact had nonsignificant
deterioration, was significantly overrepresented by psychotherapists with long psychoanalyses for their training therapies.

Alternative interpretations of the findings are discussed.

Among so-called psychodynamic psychotherapists,
the therapists’ personal therapy' is considered of
primary importance in his or her professional train-
ing and development (Koepp & Vaeth-Szusdziara,
1996). In its bylaws, the European Federation for
Psychoanalytic Psychotherapy in Health and Related
Public Services (EFPP), among its minimal training
standards for qualification of psychoanalytic psy-
chotherapy practitioners in the public sector, pro-
poses “personal psychoanalysis or individual
psychoanalytic therapy of an intensity not less than
three times a week for four years, in sessions of at
least 45 minutes” (EFPP, 1995, p. 5). The standards
of the International Psychoanalytical Association for
the training analyses of its candidates are even more
demanding in terms of session frequency. Under-
lying such requirements is, of course, the assumption
that training therapy is essential for therapists to be
able to perform their task to the benefit of their
patients or that the therapists will be able to perform
their task more effectively with a training therapy
than without one. One would assume that this might
come about in at least five ways, all of which are
presumably essential in the training of any modality
of psychotherapy (Aponte, 1994; Macran & Shapiro,
1998; Simenauer, 1984). First, the training therapy
helps the becoming therapists to free themselves, as
far as possible, from such neurotic mechanisms that
otherwise would affect their handling of the treat-

ments in a negative way (the therapeutic function).
Second, it provides an opportunity for the becoming
therapists to internalize and identify with a fully
trained therapist’s technique and therapeutic atti-
tude (the modeling function). Third, it offers be-
coming therapists an opportunity to familiarize
themselves with the role and experience of being a
patient (the empathic function). Fourth, if success-
ful, it may strengthen the therapists’ conviction in
the validity of the approach (the persuasive func-
tion). Fifth, it offers becoming therapists, concretely
and in vivo, the manifestations of abstract concepts
that are introduced to them in theoretical seminars
(the theoretical function).

In contrast to the insistence on the importance,
even the necessity, of the training therapy in psycho-
analytically oriented training, many behavioral thera-
pists appear to view training therapy as not
necessary, unless, of course, the becoming therapist
needs it for personal reasons, as another patient
(Laireiter, 1998). Among psychiatrists, opinions
differ (Daly, 1998). In Sweden, psychiatric residents
protested against the inclusion of a training therapy
in the requirements for specialist status, and a
negative attitude change among psychiatric residents
has been noted in the United States (Weintraub,
Dixon, Kohlhepp, & Woolery, 1999).

Research on training therapy has been thoroughly
reviewed by Macran and Shapiro (1998) and
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A. Macaskill (1999).% The field has been dominated
by clinical accounts and surveys of the personal
needs for training therapy, its feasibility and pre-
valence, and therapists’ personal evaluations (Brady,
Guy, & Norcross, 1995; Bridges, 1993; Holzman,
Searight, & Hughes, 1996; N D. Macaskill &
Macaskill, 1992; Mackey & Mackey, 1993, 1994;
McEwan & Duncan, 1993; Norman & Rosvall,
1994; Patterson & Utesch, 1991; Trijsburg, 1996,
1998; Trijsburg, Duivenvoorden, Stronks, &
Schagen, 1994; Zwanikken, 1990).

Although the training therapy may serve several
important functions in the training of therapists, its
ultimate purpose is certainly to help improve the
treatment of their patients. The extent to which this
is fulfilled is an underresearched issue. N. D.
Macaskill (1988) was able to identify not more
than six studies on the association between training
therapy experiences and patient treatment outcome,
and Macran and Shapiro (1998) could add only one
or two. Macran and Shapiro concluded that “whilst
the majority of therapists feel that they have bene-
fited professionally from personal therapy there is
very little empirical evidence that it has any measur-
able effect on client outcome” (p. 13), and Macaskill
drew essentially the same conclusion. Thus, most
studies have reported nonsignificant associations
between various parameters of training therapy
experience and of therapist competence or treatment
results (Holt & Luborsky, 1958; Katz, Lorr, &
Rubenstein, 1958; McNair, Lorr, & Callahan,
1963; McNair, Lorr, Young, Roth, & Boyd, 1964;
Strupp, Fox, & Lessler, 1969). Only one (Greenspan
& Kulish, 1985) has reported a positive association
between therapists’ training therapy and retention of
patients, in contrast to the rather contrasting finding
of McNair et al. (1963). Also, on the positive side,
Kernberg (1973) mentioned training therapy as one
aspect of experience among the more successful
therapists in the Menninger Project. On the other
hand, one study has reported a negative association
with global improvement among the inconsistent
associations with different outcome measures in a
small sample (Garfield & Bergin, 1971). In a sample
suffering from heavy attrition, Wheeler (1991) found
a negative correlation between therapeutic alliance
ratings from therapist and client alike and training
therapy experience among counselors. It is in the
nature of things, however, that spuriousness and
confounding are more the rule than the exception,
because training therapy is a condition that is
difficult to manipulate on any randomization basis,
and most findings have emerged out of survey
designs. It is also noteworthy that all but a few of
the studies are more than 25 years old. Partly on the
basis of the lack of positive evidence of benefits to
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patients, A. Macaskill (1999) suggested that training
therapy should not be a training requirement.
Considering the inconsistency of findings, however,
it seems far too early to consider the case closed.

In a previous study within the Stockholm Out-
come of Psychotherapy and Psychoanalysis Project
(STOPPP) on the role of the level of experience of
psychotherapists, length of training therapy was
found to be negatively related to patient change
(Sandell, Carlsson, et al., 2002). The current study
aims to explore in further depth the associations
between the length and type of therapists’ training
therapies and the benefits of psychoanalytic therapy
for their patients. This was possible using data from
therapists and patients in a panel study of patients in
various phases of subsidized long-term psychother-
apeutic treatments in Sweden. For accounts of the
background of the project, readers are referred to
Blomberg, Lazar, and Sandell (2001) and Sandell,
Blomberg, and Lazar (1997).

Method
Design

The design has been extensively described by
Blomberg et al. (2001) and Sandell et al. (2000). It
was a quasi-experimental, partly cross-sectional,
partly longitudinal design based on a postal three-
wave panel survey on patients in psychotherapy or
psychoanalysis and a survey on their therapists.

Procedure

A sample of 756 persons in subsidized treatment or
on the waiting list for such subsidization was selected
to ensure that it consisted of people who had
terminated their treatments, people who were cur-
rently in treatment, and people who had not yet
started treatment.

A questionnaire, including a number of self-rating
scales, was distributed to these 756 persons in 1994
and again in 1995 and 1996 to all who had
responded the first year. The return rates of 78%,
86% and 89%, respectively, produced a panel of 445
persons (59%).

With three possible treatment states (pretreat-
ment, in treatment, posttreatment) and three panel
waves, it was possible to establish an ordinal scale
with nine successive steps, corresponding to stages in
treatment: three before treatment, three during
treatment, and three after treatment. We located
each patient in the panel each year on this scale,
referred to as the stage scale. Twelve patients never
commenced treatment. They were excluded from
further analyses, and this reduced the stage scale to
eight steps.
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In 1995 a questionnaire was distributed to the 294
therapists with patients in the sample. After four
reminders, 209 (71%) had returned their question-
naires. Given attrition among patients as well as
therapists, data from both the patient and the
therapist were available for 327 cases with 167
therapists. This was slightly more than would be
expected by chance (756 x0.59 x0.71 =317).

The basic model for our analyses was to use
nonparametric latent class (LC) analysis to cluster
the therapists on the basis of their patients’ repeated
self-ratings across the stage scale. Parameters of the
training therapies were then explored in relation to
the cluster variable.

Therapists

All therapists were licensed by the National Board of
Health and Social Welfare. Of the therapists who had
provided data and whose patients had provided data
as well, 127 (76%) were women and 40 (24%) were
men. Their mean age was 54.2 years (SD =6.4).
The majority were psychologists (77%), and 10%
were social workers. Therapist training was psycho-
analytic (6%), university degree (15%), various
equivalent private institutes with different orienta-
tions (71%), and child psychotherapeutic (9%).
Sixty percent had supervisory training. The mean
number of years working as a psychotherapist after
licensing was 10 (SD =4) and before licensing
(under supervision) 11 years (SD =4.5).

Of the therapists, 95% claimed to be “rather
strongly” or “strongly” oriented toward a psycho-
analytic or psychodynamic theoretical position; 16%
claimed (also) to share “strongly” or “rather
strongly” an eclectic position.

The median number of rounds of training therapy
was 2. Mean total duration of training therapy was
10 years (SD=4), and mean total number of
sessions (dose) was 1,012 (SD =592). In terms of
duration of training therapy, 46% had psychoana-
lysis as their longest therapy, 40% individual psy-
chotherapy, and 6% group therapy. In terms of dose,
59% had psychoanalysis as their most extensive
therapy, 33% psychotherapy, and 4% group therapy.
The rest had been in other unspecified or unidentifi-
able kinds of therapy.

E3]

Patients

The typical patient in the 327 cases sample was a
woman (77%), single (58%) or divorced (20%), with
children (53%). The majority (78%) had at least
some university education and typically worked in
the health care, education, or social sector. The
mean age was 38.9 years (SD =8.3). Of the 327

patients, 264 were receiving psychotherapy, 53 were
receiving psychoanalysis, and 10 were receiving
“low-dose” therapies.

On the basis of the referrals, psychotherapy was
defined as once- or twice-weekly treatment with a
licensed psychotherapist and psychoanalysis as
three-to-five-times-a-week treatment with a fully
trained psychoanalyst, who was a member of either
of the two psychoanalytic societies in Sweden
belonging to the International Psychoanalytical As-
sociation. Both kinds were planned to be long term,
according to the referrals, and all were individual
treatments. Low-dose therapies were defined as
other treatments that fit neither of the previous
definitions (e.g., brief therapy, low-frequency sup-
portive therapy, family therapy, group therapy).
These treatments typically took place while the
patient was on a waiting list for the therapy to which
she or he was referred. The treatments were not
manualized or standardized with respect to duration,
session frequency, technique, and so on.

To simplify our analyses of interactions between
therapists’ and patients’ therapies, we excluded all
therapists with group therapy or unspecified thera-
pies as their main therapy and all patients with low-
dose therapies. The modalities tested were, thus,
patients’ and therapists’ psychoanalyses and indivi-
dual psychotherapies.

We also excluded 16 cases to make the patients’
main type of therapy constant for each therapist.
These cases were selected to minimize the loss of
cases. Because there was some overlap among the
exclusion criteria, eventually 264 cases with 143
therapists remained in our sample. The distribution
of the therapists and patients on modalities of
treatment is given in Table I.

Assessment procedures

The Well-Being Questionnaire was designed to
explore patients’ symptoms, social relations, and
morale. The following standard self-rating scales
were included: The Symptom Checklist-90 (SCL-
90; Derogatis, Lipman, Rickels, Uhlenhuth, & Covi,
1974), Social Adjustment Scale (SAS; Weissman &

Table I. Number of patients/number of therapists by modality of
patient’s therapy x modality of therapist’s training therapy.

Patient’s therapy

Therapist’s therapy = Psychotherapy Psychoanalysis N

Individual 109/65 9/4 118/69
psychotherapy

Psychoanalysis 113/56 33/18 146/74
N 222/121 42/22 264/143




Bothwell, 1976; Weissman, Prusoff, Thompson,
Harding, & Myers, 1978, in a revised version to
suit Swedish users in the 1990s), and Sense of
Coherence Scale (SOCS; Antonovsky, 1987). Prin-
cipal-components analyses of the three mean scores
across all items showed, in each wave, that a single
component accounted for at least 82% of the total
variance and that the so-called General Symptom
Index (GSI; the mean score across all 90 items) of
the SCL-90 had the largest loading: >.89. We
concluded that the GSI adequately reflected general
well-being and decided to present the results on the
GSI only. The internal consistency estimates for the
GSI in the three waves varied between .83 and .96.
The GSI was analyzed in its square root form
(GSIsqrt) to counteract its tendencies to curvilinear-
ity (Sandell, Blomberg, & Lazar, 2002).

Statistical analyses

Nonparametric LC regression modeling with re-
peated measures (Vermunt & van Dijk, 2001) was
used to analyze the GSIsqrt. Nonparametric LC
models are less subject to biases because of violations
of conventional assumptions about linearity, normal-
ity, homoscedasticity, independence, and homoge-
neity. An LC model introduces a latent nominal
variable for classes or clusters. This class variable
serves as a moderator in interaction with one or
several observed predictors. Typically, LC regression
analysis does four things simultaneously: (a) identi-
fies LCs; (b) estimates regression models for each
class; (c) tests covariates to predict class member-
ship; and (d) assigns cases to classes. When the
dependent variable is a repeated measure, LC
regression may be seen as a case of multilevel
modeling.

Using the Latent GOLD 3.0 software (Garson,
2001; Vermunt & Magidson, 2003), we analyzed the
GSIsqrt with therapists as the units of analysis.
Thus, all therapists were classified on the basis of
their patients’ repeated GSIsqrt scores across the
stage scale, and a regression model was estimated for
each class of therapists. Such a model for each class
condenses the development of the therapists’ pa-
tients in terms of a regression coefficient, represent-
ing these patients’ average rate of change across
stages, and an intercept, representing their mean
pretreatment state as measured by the GSIsqrt. We
then explored the associations between this classifi-
cation of the therapists and various parameters of
their training therapies in progressively more com-
plex interactions. All variables except the GSIsqrt
were treated as categorical ordinal variables.
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Hypothesis

The general hypothesis tested was that there is a
systematic heterogeneity among the therapists in
their patients’ development across the stage scale
and that this heterogeneity is partly accounted for by
parameters of the therapists’ training therapies,
possibly in interaction with the patients’ therapies.

Results
Preliminary tests of the design

The change rate of the GSIsqrt in the entire sample
of therapists was estimated as —0.046 (p <.001),
with an intercept of 0.99 (p <.001).

To be able to interpret the regression in terms of
patients’ change as a function of stages in treatment,
it is of vital importance that the stage scale was not
confounded with other variables. For instance, if for
some reason the distribution of therapists’ training
therapy (or any other therapist factor) is unequal
among cases in earlier and later stages of treatment,
different levels of the GSIsqrt for early and late
stages might as well be produced by that therapist
factor. Similarly, of course, a skewed distribution of
patient diagnoses or other patient characteristics
over the stages of treatment might easily produce
differences that would be erroneously taken as
treatment effects. Thus, the independence of the
stage scale in relation to other factors is a critical
assumption that should be tested as far as possible.
We, therefore, explored the associations between the
stage scale and a number of variables pertaining to
the therapists, the patients, and the treatments.
Testing more than 30 variables for their correlations
with the stage scale, we found only one with a near-
significant correlation: patients’ number of previous
treatments in psychiatric open care (r= —.10, p=
.055). We concluded that our stage scale was free of
obvious strong confounds.

Classification of therapists

In an initial run, LC models with increasing
numbers of classes were compared. The Bayesian
information criterion (BIC), based on the log-like-
lihood and considering the degrees of freedom, was
used to determine the number of classes. As seen in
Table II, the BIC was at its minimum with the five-
class model, and this model was, therefore, chosen
for further analysis. The classification accounted for
46% of the total variance. The differences between
the classes were significant both when the intercepts
and when the slopes were concerned (Wald’s W? =
1597.16, p <.001, and W?=76.82, p <.001, re-
spectively). The sizes and estimated f parameters
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Table II. Test results for therapist classes.

Regression LL BIC (LL) No. parameters R?
model

Class 1 —246.93 508.75 3 .05
Class 2 —174.54 383.81 7 .34
Class 3 —147.73 350.04 11 41
Class 4 —127.92 330.28 15 44
Class 5 —109.90 314.09 19 .46
Class 6 —102.62 319.38 23 A7

Note. N =143 therapists; 792 observations. LL =log-likelihood;
BIC =Bayesian information criterion based on log-likelihood.

for the five classes are given in Table III. The mean
self-ratings of the patients of these therapists across
the stages scale are displayed in Figure 1. Two
reference lines are shown, one representing the
mean in a normal group (Blomberg et al., 2001)
and the other indicating the case criterion suggested
by Derogatis and Lazarus (1994) to provide the best
split between likely clinical cases and noncases.
Regarding the intercepts, one of the classes of
therapists (Class 4) had patients starting from a very
high level of symptom distress, whereas the patients
of another class of therapists (Class 5) were well
beneath the mean in the normal group already when
they started treatment. The other three—and
larger—classes started their therapies around the
level of the caseness criterion, two (Classes 1 and 3)
somewhat above, and one (Class 2) slightly below.
The patients in three of the therapist classes
improved at a low to moderate rate across the stages,
whereas those in the largest class (Class 1) showed
considerable improvement. Especially interesting is
Class 3, with 16% of the therapists, whose patients
actually had a positive slope. This means that they
deteriorated from a rather high level of distress to
begin with (0.91) to even more distressed levels
as their treatments progressed. Although this dete-
rioration was not statistically significant (z=1.41,
p <.20, two-tailed), we focused our further analyses
on this particular class. Inspection of Figure 1 reveals
a more intriguing pattern of development among
these therapists’ patients than mere linear change.
There was a slight worsening as treatment began,

Table III. Size, R? and [ parameters for the five classes of therapists.

then respectable improvement during treatment, but
a striking deteriorating trend after termination.

Associations with class membership

The LC variable in effect serves as a moderator that
influences the GSIsqgrt in interaction with the stage
variable (Magidson & Vermunt, 2002). We now
explore the extent to which parameters of the
therapists’ training analyses were associated with
the class variable. Our first test was of the main
effect of the modality of the therapists’ training
therapies: (individual) psychotherapy or psychoana-
lysis. The overall association was not significant
(W?=7.11, p=.13). However, when the y para-
meters were transformed to easy-to-understand
partial conditional probabilities (for a certain mod-
ality given a certain class), these parameter estimates
showed that the therapists in Class 3 were more than
three times as likely to have been in psychoanalysis as
in psychotherapy for their training therapies (.77 vs.
.23). These parameters were significant (z=|1.99|,
p <.05).

We proceeded to test whether the two-way inter-
action between the modalities of the training thera-
pies and the patients’ therapies might be associated
with class membership. The introduction of this
covariate organized the classification somewhat dif-
ferently than before (Table IV). The previous
Classes 3 and 4 remained essentially unchanged,
although the previous Class 3 had now become Class
4 (and the previous Class 4 had become Class 5).
Again, the Wald statistic failed to reach significance.
However, in Class 4, there was a .68 partial
conditional probability for a therapist to have been
in psychoanalysis and have patients in psychother-
apy. This was at least three times more likely than the
equally frequent combination of psychotherapy cases
with therapists who had had psychotherapy as their
main therapy. The probabilities for the combinations
of therapists’ and patients’ treatments, given a
certain class, are shown in Table IV.

To explore a still more complex three-way inter-
action, we then introduced the duration of the
training therapy in the analysis. Instead of measuring

Class
Variable 1 2 3 4 5
Class size 41% 26% 16% 9% 8%
R? 0.29 0.09 0.02 0.20 0.07
Intercept 1.16 0.78 0.91 1.37 0.41
Slope (by stages) —0.095%** —0.034%** 0.030 —0.034** —0.024

Note. N =143 therapists; 792 observations. All intercepts were significantly different from 0 (p <.001).

**p <.01.%*%*p <.001.
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Figure 1. Trajectories on the Symptom Checklist-90 General
Symptom Index square root (GSIsqrt) across stages of treatment
for cases in five classes of therapists. The reference lines refer to
the norm group mean and the caseness criterion (M+1.28 norm
group SD; Blomberg, Lazar & Sandell, 2001; Derogatis &
Lazarus, 1994).

duration in months, we decided to measure it in
terms of number of sessions (dose) because that
would better differentiate between therapists’ psy-
choanalyses and psychotherapies. Following routine
in regression analysis (Cohen & Cohen, 1983;
Jaccard, Turrisi, & Wan, 1990), we first generated
a three-way interaction term by multiplying the dose
variable with the combinations of therapists’ and
patients’ therapies, ordered from 1 to 4 the same
way as the two-way interaction combinations in
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Table IV. This produced 86 categories, and these
were reduced to five in a distribution as close to a
rectangular one as possible.

When this three-way interaction variable was
introduced as a covariate in an LC regression
analysis, the classes reorganized themselves essen-
tially in the original fashion (see Table V). Thus,
those 16% of the therapists with nonimproving
patients again formed Class 3 (W2 =8.20, p =.08).
The v coefficient linking the three-way interaction to
Class 3 membership was 0.0003 (z=2.51, p =.01,
two-tailed). This means that there was a significant
positive association between membership in Class 3
and high scores on the three-way interaction vari-
able. Table V presents the probabilities of a certain
score on the five-category interaction scale given a
certain class. Because the scores formed an almost
exactly rectangular distribution, the probabilities are
directly comparable. It is evident that, in Class 3, the
estimates increase in a curvilinear, positively accel-
erated order, from .08 to .36. Given a high-enough
dose, high scores may be obtained by any combina-
tion of Therapist x Patient Treatment but are most
likely with therapists with high-duration psycho-
analyses who are treating patients in psychotherapy.
To illustrate this, Figure 2 shows the mean
trajectories of the psychotherapy cases and the
psychoanalysis cases with therapists with different
experiences of training therapy: more or less than
10.5 years in individual psychotherapy or psycho-
analysis. The first stage, late before treatment, has
been deleted because of low frequencies. Note-
worthy is the similarity between the Class 3 trajec-
tory in Figure 1 and the trajectory among the
psychotherapy cases with therapists with long psy-
choanalyses as their training therapy.

Table IV. Size, R?, and § parameters for the five classes of therapists and probability-transformed y parameters for combinations of

modalities of therapists’ and patients’ treatments.

Class
Variable 1 2 3 4 5
Class size 31% 30% 16% 15% 9%
R? 0.33 0.18 0.12 0.02 0.20
f parameters
Intercept 1.23 0.92 0.64 0.89 1.37
Slope (by stages) —0.105*** —0.055*** —0.045*** 0.036 —0.034**
Partial conditional ps
Tpst x Ppst 0.54 0.39 0.65 0.21 0.42
Tpst x Ppsa 0.09 0.00 0.00 0.00 0.00
Tpsa x Ppsa 0.00 0.23 0.21 0.11 0.08
Tpsa x Ppst 0.36 0.38 0.14 0.68 0.50

Note. N =143 therapists; 792 observations. All intercepts were significantly different from 0 (p <.001). Tpst =therapists’ psychotherapy;
Ppst =patients’ psychotherapy; Tpsa =therapists’ psychoanalysis; Ppsa =patients’ psychoanalysis.

**p <.01. ***p <.001.
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Table V. Size, R?, and p parameters for the five classes of therapists and probability-transformed y parameters for the three-way interaction.

Class
Variable 1 2 3 4 5
Class size 40% 28% 16% 9% 8%
R? 0.321 0.09 0.02 0.19 0.06
f parameters
Intercept 1.18 0.80 0.91 1.37 0.40
Slope (by stages) —0.100*** —0.035*** 0.031 —0.032* —0.023
TTx xPTx x Duration of Training Therapy
Partial conditional ps
1 0.33 0.15 0.08 0.20 0.47
2 0.21 0.23 0.12 0.24 0.18
3 0.22 0.23 0.18 0.28 0.24
4 0.13 0.19 0.26 0.14 0.02
5 0.10 0.21 0.36 0.15 0.09

Note. N =143 therapists; 792 observations. All intercepts were significantly different from 0 (p <.001). TTx =therapist treatment; PTx =

patient treatment.
*p <.05. ***p <.001.

Discussion

The analyses did not show that shorter training
therapies are better for the patients than longer
training therapies. In fact, a post hoc series of
analyses in overlapping 2-year groups of training
therapy durations (e.g., 3-4, 4-5, 5-6 vyears)
showed that rate of patient change on the GSlIsqrt
was at its highest (or best) among the 38 cases with
training therapies of 7 or 8 years of duration
(b= —0.081) and at its lowest (or worst) among
the 37 cases with durations of 13 or 14 years (b=
0.009). (For 10 cases with training therapy durations
of 3 or 4 years b= —0.036. Thus, the relation
between training therapy duration and patient out-
come seems to have been curvilinear.)

Before interpreting the substantial findings, some
methodological issues should be discussed. One is
the extent to which the length of therapists’ therapies
was confounded with their professional experience.
In fact, length of therapists’ therapies accounted for
less than 5% of the variance in therapists’ age or
various parameters of length of experience in the
profession and was negatively correlated with all but
two (range = —.207-.023). The small share of
common variance makes any confounding unlikely.
Note also, in contrast to therapists’ therapies, that
these experience variables were positively related to
patient change (Sandell, Carlsson, et al., 2002).

Regarding generalizations, the sample of therapists
was not representative for the therapist population in
Sweden. Psychoanalysts were overrepresented and
behavioral therapists underrepresented, as reflected
by the generally long training therapies in this study.
The overrepresentation of psychoanalysts primarily
reflected an agreement made with the health care

authorities to allot 50% of the subsidies to psycho-
analytic cases. It is important to realize that the
results cannot readily be generalized to therapies and
therapists outside the blurry boundaries of psycho-
dynamic treatments. The psychodynamic therapist
population is large in Sweden, however. In our
national sample of therapists, 82% rated their
psychoanalytic orientation as strong or rather strong.

The logic of our analysis was to take a main effect,
of the modality of training therapy, as our departure
and then test progressively more complex interac-
tions. It is true that repeated such tests increase the
Type I error risk, however. However, the three-
way interaction (Therapists’ Treatments x Patients’
Treatments X Duration of Training Therapy) was
consistent with the two-way interactions and also
revealed exactly the same pattern on the SOCS and
the SAS as on the GSIsqrt. Therefore, we are
inclined to accept it as nonrandom. Besides the
constant possibility of Type I errors, the interaction
is open to alternative interpretations.

The most direct interpretation implies the view of
training therapy as having a sort of indirect effect on
the patient, with the therapist as a mediator. Thus,
therapists’ training therapy, when it has been a long
psychoanalysis, is not very productive for their
patients in psychotherapy. This might possibly be
the case with therapists’ cases at the time of their
training therapy and might then be regarded as a
kind of carry-over process, but it should be more
unlikely when the training therapy is long past. The
only way to control for this interpretation is to
randomize type and duration of training therapies
on therapists, certainly not a practicable procedure.

Another approach to interpretation is to focus on
patients’ selection of therapists and therapists’ selec-
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Figure 2. Trajectories on the Symptom Checklist-90 General
Symptom Index square root (GSIsqrt) across stages of treatment
for cases in psychotherapy (upper panel) and psychoanalysis
(lower panel) with therapists with different training therapy
experiences. Training therapy durations were dichotomized at
their median (10.5 years). Psychoanalysis cases with Pst (lower
panel) are not shown because of too few observations (1; <25).
(Pst =individual psychotherapy; Psa =psychoanalysis.)

tion of patients. Thus, particularly difficult patients
and therapists with particularly long training thera-
pies might select each other. Although it certainly
does not appear that the patients with less change in
this study were more distressed from the start of
therapy, in terms of symptoms, they may, of course,
have offered other and more serious difficulties to
their therapists. Thus, for instance, therapists who
have been in particularly long and intensive training
therapies might believe that, just because of that,
they would be able to manage patients whom other
therapists, with less extensive training therapies,
would consider too difficult to manage and, there-
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fore, avoid. Alternatively, they may feel obliged to
take on more difficult cases. This interpretation,
however wunlikely it may appear, could not be
rejected without random assignment of patients to
therapists. This was not feasible given the back-
ground of this study.

As a third speculative interpretation of our find-
ings, therapists who feel themselves doing not well
with their patients may try to cope with this by
having more training therapy. This would not seem
to help much, however, especially if they themselves
have chosen psychoanalysis for their personal treat-
ment and especially if they are doing psychotherapy.
A less flattering speculation somewhat along the
same line, reflecting on the therapeutic function of
the training therapy, is that these therapists them-
selves have personal problems that psychoanalysis,
however long, will not help much to resolve. How-
ever, why would this influence their doing psy-
chotherapy but not psychoanalysis?

A complementary interpretation focuses on the
therapist’s selection of training therapy and its
modeling function. On the basis of therapists’ long
experience with their psychoanalyst’s approach, the
therapist may identify with it and unwittingly adopt
it in working with his or her own patients in
psychotherapy. In learning theory terms, this would
produce a negative transfer because of the differ-
ences between psychoanalysis and psychotherapy.
For instance, Grant and Sandell (2004; Sandell
et al., 2000) have reported findings suggesting that
therapists with classically psychoanalytic attitudes
(in terms of, e.g., neutrality and abstinence) are
doing worse with their patients in psychotherapy
than are therapists with more eclectic therapeutic
attitudes. They attributed the inferior results to the
therapists’ more or less intentional attempts to do
“as-if” analyses (i.e., applying psychoanalytic tech-
nique under nonpsychoanalytical conditions).

The longer the therapists’ psychoanalysis, the
stronger is the identification with the psychoanalyst’s
approach and, if Grant and Sandell are correct, the
stronger the negative transfer. Thus, having psycho-
analysis as one’s training therapy and adopting the
classical psychoanalytic attitude of one’s analyst—
maybe in a nonauthentic and misinterpreted version
at that—is suboptimal when oneself is doing psy-
chotherapy. In connection with the previous inter-
pretation, one might speculate that therapists’
personal or professional problems might make
transfer even more negative in their own psychother-
apeutic work when they have selected psychoanalysis
for their own treatment.

Fancher (1990) is among the few who have
considered the distinction between psychoanalysis
and psychoanalytic psychotherapy to be important in
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connection with training therapies, and Rawn (1991)
seems to be one of the few to formulate the question
of whether psychoanalysis is actually the treatment
of choice for psychoanalytic psychotherapists. He
concluded, however, without much empirical sup-
port, that there is no substitute for “a full, thorough
training analysis” (p. 57) for psychoanalytic and
psychotherapeutic candidates alike. On the basis of
the current findings, this appears to be an over-
statement. A few other thinkers have questioned the
value of extensive training therapy (A. Macaskill,
1999; N. D. Macaskill, 1988; Seligman, 1995;
Thom4&, 1991a, 1991b, 1992, 1993; Wheeler,
1991). Whereas the current results may support
such doubts, they do not show that training therapy
as such is unnecessary or even counterproductive for
psychoanalytically oriented therapists. Also, one
should certainly respect the opinions of many
clinicians that their training therapies have been
important and valuable to them both personally and
professionally (Mahoney, 1997). It is difficult to see
how therapists-to-be would otherwise learn how a
person might feel being a patient, how experienced
therapists “do it,” and how theoretical concepts
manifest themselves.

Notes

! For reasons of convenience of expression, psychoanalysis and
psychotherapy are referred to as therapy, and psychoanalysts
and psychotherapists as therapists, unless a particular distinc-
tion is intended. Likewise, personal therapy and training
analysis are called training therapy.

2 A forthcoming publication (Geller, Norcross, & Orlinsky, in
press) was not available to the authors.
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Zusammenfassung

Die Therapien der Therapeuten: Die Beziehung
zwischen Therapeutentraining und der
Verinderungen der Patienten bei
Langzeitpsychotherapie und Psychoanalyse

Entwicklung der Patienten in verschiedenen Stadien von
Langzeittherapie oder Psychoanalyse wurde in Beziehung
gesetzt zu verschiedenen Parametern der Ausbildung ihrer
Therapeuten bzw. deren personlicher Therapien. Die
Verdnderungsvariable war der Symptomstress entspre-
chend dem allgemeinen Symptomindex nach der Symp-
tomcheckliste-90. Eine Reihe von Regression Analysen mit
latenten Klassen zeigte eine Klasse von Therapeuten auf
(16% der Stichprobe), deren Patienten die geringsten
Verinderungen aber auch keine Verschlechterung aufwie-
sen. In dieser Klasse waren Psychotherapeuten mit langen
Lehranalysen tiberreprisentiert. Es werden auch alterna-
tive Interpretationen dieser Ergebnisse diskutiert.
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Résumé

Les thérapies des thérapeutes : la relation entre la
thérapie didactique et le changement chez le
patient dans la psychothérapie et psychanalyse

de longue durée

Le développement des patients a travers les phases de
psychothérapies psychodynamiques ou de psychanalyses
de longue durée était étudié en relation a divers parametres
de la thérapie personnelle ou didactique de leurs thér-
apeutes. La variable de changement était la détresse
symptomatique, le General Symptom Index selon la
Symptom Checklist-90. Une série d’analyses par la régres-
sion par classe latente a révélé qu’une classe de thérapeutes
(16% de I’échantillon) dont les patients avaient changé le
moins voire se détérioraient de facon non significative était
surreprésentée de facon significative par des psychothér-
apeutes ayant eu de longues psychanalyses comme théra-
pies didactiques. Des interprétations alternatives des
résultats sont discutées.

Resumen

Terapia de terapeutas. La relacion entre el
tratamiento didactico y el cambio del paciente
en psicoterapia y psicoanalisis a largo plazo

Se estudi6 el desarrollo de los pacientes a través de etapas
en psicoterapia psicodinamica o psicoanalisis a largo plazo,
en relacion con diversos parametros del entrenamiento de
sus terapeutas o terapias personales. LLa variable de cambio
fue un sintoma de distrés, del indice General de Sintomas,
de acuerdo con el Symptom Checklist-90. Una serie de
analisis de regresion de clase latente revel6 que una clase
de terapeutas (16% de la muestra), cuyos pacientes habian

experimentado el cambio menor en el tratamiento y que,
de hecho, no tuvieron deterioro significativo, estuvo
significativamente sobrerrepresentada por psicoterapias
con psicoanalisis largos en sus terapias didacticas. Se
debate sobre interpretaciones alternativas de los hallazgos.

Resumo

As terapias dos terapéutas: A relacio entre
terapia de treino e a mudanca do paciente
em psicoterapia de longo prazo e psicanalise

Foi estudada a relacdo entre o desenvolvimento dos
pacientes ao longo dos estadios da psicoterapia psicodina-
mica de longo prazo ou psicanalise e os varios parametros
da terapia, de treino ou pessoal, dos seus terapeutas. A
variavel de mudanga foi a sintomatologia psicopatologica,
o Indice de Perturbacdo Geral da Lista de Sintomas de
Derrogatis (SCL-90). Uma série de analises de regressao
(La Lent Class Regression) revelou que um grupo de
terapeutas (16% da amostra), cujos pacientes tiveram as
menores mudancas no tratamento e sem deterioracdo
significativa, estava significativamente sobre-representados
por psicoterapeutas com longa experiéncia de psicanalise
para as suas terapias de treino. Serdo discutidas inter-
pretacdes alternativas para os resultados.
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