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Randomized Controlled Trials (RCTs) are currently considered ‘gold stan-
dard’ for evaluating psychosocial interventions, including psychodynamic 
psychotherapies (PDTs). The aim of this review is to summarize all avail-
able RCTs involving PDTs. A thorough search yielded 298 studies published 
between 1967 and 2022. The number of studies has increased over time with 
123 (41.2%) published in the last 10 years. Most studies have been con-
ducted in western countries, evaluating PDTs of brief duration (<40 ses-
sions) for adults with mood (k = 67, 22.5%), psychosomatic (k = 38, 12.8%), 
anxiety (k = 35, 11.7%), or personality disorders (k = 29, 9.7%). The studies 
have utilized comparative (k = 233, 78.2%), additive (k = 33, 11.1%), para-
metric (k = 30, 10.1%) and dismantling designs (k = 2, 0.7%) and includes 
a total of 374 comparisons. Categorization of outcomes suggests that PDTs 
typically outperforms inactive controls, while comparisons with active treat-
ments, inclugding Cognitive-Behavior Therapy (CBT), typically indicate no 
statistical difference. While the evidence-base for PDTs is growing, there are 
still major limitations and many research questions yet to be addressed. 
There is a pressing need for disseminating the existing research for PDTs to 
policy makers and the general public, as well as integrating findings in 
psychodynamic training curriculums.

Keywords: psychodynamic psychotherapy; psychoanalysis; randomized 
controlled trial; outcome; review

Introduction
The efficacy of psychoanalysis and psychodynamic psychotherapies (PDTs)1 has 
been challenged and debated for more than 100 years and is still a significant 
concern for the future of the psychoanalytic tradition (Leuzinger-Bohleber et al.,  
2020). At the heart of the debate, critics have claimed that there exists little 
controlled outcome research in PDTs; alternatively, that when such research 
exists, it indicates that PDTs are less effective than other treatments in general 
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and Cognitive-Behavioral Therapy (CBT) in particular (e.g., Eysenck, 1952; 
Hofmann, 2016; Marcus et al., 2014; Salkovskis & Wolpert, 2012; Tolin,  
2010, 2014). In contrast, proponents of PDTs have argued that comparative 
trials and meta-analytic studies typically find that PDTs are more effective 
than controls and no less effective than other established treatments (e.g., 
Barber et al., 2021; Fonagy, 2015; Leichsenring & Klein, 2014; Leichsenring 
et al., 2013; Steinert et al., 2017).

While this debate may be regarded an expression of the current state of 
‘normal science’ (Kuhn, 1962) within psychotherapy research, its recursions 
have had a major impact on the field in recent decades. The growing influence 
of the Evidence-Based Medicine (EBM) movement has led to an increased focus 
on the critical evaluation of research findings and development of clinical 
practice guidelines to support health-care organizations, as well as individual 
treatment providers, in their every-day decision-making. Although the develop-
ment of such guidelines has improved medical practice and increased the use of 
effective and life-saving treatments in many areas (Djulbegovic & Guyatt,  
2017), the impact of EBM in the mental health field has been intensely debated, 
especially when it comes to the recommendation of different psychotherapies for 
specific disorders (Elliott, 1998; Norcross et al., 2006; Shedler, 2018; Wampold 
& Imel, 2015).

In several countries, PDTs have been given low priority, or even been 
omitted completely, in national treatment guidelines for common mental health 
problems (e.g., Abbass, Tasca, et al., 2020; Martindale, 2022; Okada, 2022; 
Plakun, 2020). While such omissions have been challenged as being based on 
biased views of PDT and its research base (e.g., Abbass et al., 2017; 
Leichsenring & Rabung, 2011; Leichsenring et al., 2022, 2023; McPherson 
et al., 2018; Tasca et al., 2018), efforts to change the notion that there is 
a lack of evidence for PDTs have so far had limited impact, and PDTs have 
generally become more and more marginalized in recent years (Yakeley, 2020,  
2021). This marginalization is not only a concern when it comes to the provision 
of PDTs in the public health sector but also affects future training opportunities 
and research funding. Thus, the notion that there exists little research to support 
PDTs may become a ‘master narrative’ that feeds a vicious circle, which over 
time diminishes the likelihood that such research will ever be conducted 
(Shedler, 2018).

The debate regarding the efficacy of PDTs is strongly related to the 
study design known as the Randomized Controlled Trial (RCT). While this 
design is at least as old as the critique of PDTs (Nezu & Nezu, 2008), it has 
taken center stage since the mid 1990s when it became considered the ‘gold 
standard’ for testing effects of psychosocial interventions and psychothera-
pies (Backmann, 2017; Boutron et al., 2008; Chambless & Hollon, 1998; 
Guyatt et al., 1995; Sackett et al., 1996). The logic behind the RCT is to 
use an experimental methodology to eliminate alternative explanations in 
order to establish a causal connection between the independent variable 
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(treatment) and dependent variable (outcome). A central feature is the 
random assignment of participants to treatment and control groups. 
Random assignment (when successful) ensures that differences that exists 
between participants before entering the treatment phase of the study are 
equally distributed between the groups. Thus, any observed differences 
between treatment and control at termination may logically be attributed 
to the therapy applied.

The view that the RCT-design is the ‘gold standard’ methodology for 
evaluating psychotherapies has also been questioned and debated intensely 
(e.g., Philips, 2020; Philips & Falkenström, 2021; Seligman, 1995; Shedler,  
2018; Westen et al., 2004). Among other issues, critics have highlighted 
how certain features of the design itself (such as the use of random assign-
ment, inclusion of DSM disorder homogenous patient samples, therapies of 
fixed duration, treatment manuals and adherence checks, etc.) limit the 
external validity of RCTs since such procedures are not part of everyday 
clinical practice. This debate has been central in nuancing exaggerated 
assertions about the value of RCTs, as well as highlighting the potential 
and importance of other research designs (Philips, 2020). Still, although the 
RCT methodology is far from ‘perfect’, most psychotherapy researchers of 
today would agree that it is the strongest design for establishing a causal 
link between treatment and outcome (Barber & Sharpless, 2015; Fonagy,  
2015; Leichsenring & Klein, 2014; Lilienfeld et al., 2018; Philips & 
Falkenström, 2021).

It is sometimes overlooked that besides testing the ‘absolute’ or ‘rela-
tive’ efficacy of a treatment by contrasting it with an inactive (e.g., waitlist) 
or active control condition (e.g., medication or other therapy), the RCT 
methodology may also be used for examining other important research 
questions (Nezu & Nezu, 2008). For example, in so-called ‘additive 
designs’, all patients receive the same treatment, but a randomized half of 
the sample also receive another intervention in addition to the first. Such 
studies can help bring light on questions such as if adding a particular form 
of psychotherapy to medication or to treatment-as-usual (TAU) may yield 
additional benefits. Further, in ‘parametric designs’, the same treatment is 
modified and contrasted on some key parameters of interest. For example, 
the researchers may be interested in contrasting individual vs. group format, 
or short-term vs. long-term treatment, possibly providing evidence for the 
superiority of one of the modalities of a particular treatment. Finally, in 
‘dismantling designs’, the researchers deliberately take away a specific 
component from a treatment that is thought to be responsible for change 
and test that version of the treatment against a ‘full package’ version. 
Results from dismantling studies may be considered an important first 
step towards establishing evidence-based mechanisms of change (Kazdin,  
2007).
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Aims
Since the RCT methodology is considered the strongest test of treatment efficacy 
and is central to EBM, there is a need to examine the available research for PDTs 
based on such methodology. Thus, the aim of this paper is to provide 
a comprehensive overview of all the available RCTs involving PDTs. 
Importantly, the aim here is not to statistically aggregate and meta-analyze 
results of studies, but rather provide a descriptive, ‘birds-eye’, perspective of 
the current state of the field. Such an overview may help address common 
misconceptions regarding the alleged lack of research on PDTs, as well as 
correct overstated claims of the available research in certain areas. An overview 
of the available RCTs may also assist the research community by identifying 
gaps and limitations in the existing research literature, as well as point out 
potential areas for future studies and meta-analyses. A comprehensive overview 
may also be helpful for psychodynamic clinicians, supervisors and educators 
wanting to integrate results from controlled research in their practice and 
teaching.

Materials and methods
Search strategy
This review is part of the author’s ongoing project to assemble all RCTs ever 
conducted on PDTs (for a current update see https://www.researchgate.net/publica 
tion/317335876_Comprehensive_compilation_of_randomized_controlled_trials_ 
RCTs_involving_psychodynamic_treatments_and_interventions). The project 
started in January 2014 and this review includes results of searches that were 
conducted until the end of December 2022.

In order to find all relevant studies, an additive search strategy has been 
used. The author started with extracting references to RCTs included in (or 
excluded from) meta-analyses of PDTs published before 2014. The original 
studies of these meta-analyses were then read and checked for references to 
additional studies. Since January 2014, the author has conducted recurrent 
manual searches in major data bases (e.g., PubMed, PsycINFO and 
Cochrane Library) using a combination of search terms such as ‘psychody-
namic’, ‘psychoanalytic’, ‘randomized’ and ‘trial’ to find additional and 
newly published studies. Further, newly published studies and meta-ana-
lyses have been read and checked for references to previously undetected 
studies. Finally, leading researchers within the PDT research community has 
been probed repeatedly for knowledge of any less well-known or unpub-
lished studies.

Inclusion and exclusion criteria
All studies that used a randomized design and involved at least one inter-
vention described as being based on psychodynamic theory and treatment 
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principles have been included. Thus, the studied treatment may be some 
form of Short-Term Psychodynamic Psychotherapy (STPP), Long-Term 
Psychodynamic Psychotherapy (LTPP), psychoanalysis or other form of 
PDT and be delivered in individual, group or other format (e.g., couples 
therapy). Studies of eclectic or integrative treatments with a major psycho-
dynamic component, such as for example Brief Eclectic Psychotherapy 
(BEP; Gersons & Schnyder, 2013) and Emotional Awareness and 
Expression Therapy (EAET; Lumley & Schubiner, 2019), have also been 
included. However, studies of established treatments that overlap with PDTs 
to some extent but are typically not considered psychodynamic, such as 
Interpersonal Therapy (IPT; Markowitz et al., 1998), Eye Moment and 
Desensitization Reprocessing (EMDR; Shapiro & Laliotis, 2011), Schema- 
Focused Therapy (SFT; Arntz & Van Genderen, 2021), Compassion- 
Focused Therapy (CTF; Gilbert, 2014) or Cognitive-Analytic Therapy 
(CAT; Ryle & Kerr, 2020) have been excluded. No restrictions in terms of 
the targeted patient population or condition treated has been used.

Coding
All collected studies were retrieved, read in full text and coded by the author. 
For studies published in a language other than English (i.e., German, k = 1; 
Italian, k = 1; Spanish, k = 1; Russian, k = 1; Farsi, k = 13), only the English 
abstract was used. For the purpose of this review, information in the following 
domains was extracted and coded:

Study characteristics
Besides the year of publication and country of origin, the main design of 
each study was coded. The code ‘Comparative’ was used when PDT was 
tested against either an inactive control group (such as no treatment, wait-
list, etc., see below for details on coding of comparison groups) and/or an 
active treatment comparison (e.g., medication or CBT). ‘Additive’ was used 
for studies in which PDT was used as an add-on to treatment-as-usual 
(TAU) or medication, or if medication was added to PDT and tested against 
PDT alone. ‘Parametric’ was used for studies that compared two (or more) 
PDTs with contextual factors manipulated, such as for example treatment 
format (e.g., individual vs. group), length (e.g., LTPP vs. STPP), or mode 
(e.g., expressive vs. supportive). Studies that tested a full-package PDT 
versus PDT without a particular component (e.g., transference work) were 
coded as ‘Dismantling’. If elements from several designs were present in 
the same study (e.g., contrasting two variations of PDT in a parametric 
design, but also including a waitlist), the study was coded in accordance 
with the main research question stated by the authors.
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Sample characteristics
The total number of participants included for randomization was extracted 
as well as the mean age and percentage of female participants when avail-
able. The targeted age group of the study was also coded ‘Children’ (<12  
years), ‘Adolescents’ (12–18 years), ‘Adults’ (18–64 years), ‘Older adults’ 
(>65 years) or ‘Mixed age groups’ when participants could belong to sev-
eral categories. The primary targeted condition was coded in eight diagnos-
tic categories, i.e., ‘Mood disorders’, ‘Anxiety disorders’, ‘Personality 
disorders’, ‘Psychosomatic disorders’, ‘Eating disorders’, ‘Substance abuse 
disorders’, ‘Trauma/stress related disorders’ and ‘Psychotic disorders’, 
based on the definition used in each study. When studies included partici-
pants with different primary diagnoses, the category ‘Mixed diagnoses’ was 
used. For studies that did not target a particular diagnosis, the category 
‘Other defined problem’ was used. Studies were also coded if they reported 
using some version of DSM or ICD diagnostics as inclusion criteria for 
their sample.

Treatment characteristics
Based on the available information in each study, treatment format was coded 
‘individual’, ‘Group’, ‘Parent-infant’ or ‘Couple’. When the treatment interven-
tion included several formats (e.g., individual and group therapy), the code 
‘Multi-modal’ was used.

Treatment type was coded ‘STPP’ when 1) the treatment was less than 40 
sessions, 2) the study authors used terms such as ‘short-term’, ‘brief’, ‘time- 
limited’ or ‘focal’ to describe the treatment, and/or 3) there was a clear reference 
to well-known STPP literature. The code ‘LTPP’ was used for treatments that 
were not described as STPP (according to the above criteria) and involved more 
than 40 sessions. Treatments were coded ‘Psychoanalysis’ when authors used 
that term and the treatment involved 3–5 sessions a week with a couch setting. 
The code ‘Internet-based self-help’ was used for guided self-help programs 
based on PDT theory delivered via the Internet. Treatments were coded 
‘Integrative’ when authors described them as involving techniques derived 
from several theoretical orientations besides PDT. When a treatment could not 
be categorized in any of these categories, they were coded as ‘Other’. This 
category included, for example, multi-modal day clinic treatments, music- or 
movement-oriented treatments, psychoeducational programs for parents, work 
counseling, etc., that were described as being based psychodynamic theory and 
treatment principles.

Treatment setting was coded ‘Outpatient’ or ‘Inpatient/day care’ and treat-
ment length was coded for the planned number of sessions of the intervention 
(e.g., <12, 12–40, or >40 sessions) in each study. Further, treatments were also 
coded for manual use: ‘Clear reference’ was used when there was a reference to 
a specific book on psychodynamic technique or a specific manual, ‘Unclear 
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reference’ when there were references to several books or manuals and ‘No 
manual’ when there was either no information or clear information that no 
particular manual was used.

Comparisons
In comparative designs, the control conditions were coded ‘No treatment’, 
‘Waitlist’, ‘Medical placebo’ or ‘TAU’ (e.g., treatment or care as usual) based 
on the study descriptions. Comparison conditions that included some active 
elements (e.g., psychoeducation, brief relaxation training, non-specific support, 
etc.) but were of shorter duration and with limited therapist contact compared to 
the treatment tested were coded as ‘Limited treatment’ controls. ‘Medication’ 
was used when the comparison condition involved medication that followed 
some protocol or regime. Comparative psychotherapies that were described as 
based on cognitive therapy, behavior therapy or a combination of cognitive and 
behavior components were all coded as ‘CBT’, while active treatments based on 
other theoretical foundations (e.g., systemic and humanistic) were coded as 
‘Other psychotherapies’. Comparisons that involved manualized supportive 
therapy of approximately equal duration as the main treatment tested were 
coded ‘Supportive Therapy’.

Studies with additive designs were coded so that the additive element 
compared to the group without the additive element (e.g., add PDT to TAU, 
add PDT to medication or add medication to PDT). Comparison groups in 
parametric designs were coded according to which parameter was tested (e.g., 
individual vs. group, outpatient vs. inpatient, etc.), while dismantling studies 
were coded based on the particular element dismantled (e.g., transference work 
vs. no transference work).

Main outcome
In order to provide a descriptive overview of results of PDTs in comparison 
to different control conditions, studies were also coded for their main 
outcome on the primary outcome measure of each study. If the study 
authors did not specify a particular measure as primary, a measure targeting 
the primary sample diagnostic (e.g., BDI for depression, LSWQ for social 
phobia, etc.) was selected by the author of this review. Results for compar-
isons with controls or alternative treatments were then coded ‘Favoring 
PDT’, ‘No statistical difference’ or ‘Favoring comparison’ based on the 
result of the statistical test used in each study. Only results directly at 
termination of treatments was coded. Same procedure was used for additive, 
parametric and dismantling designs. Thus, no effect sizes were calculated or 
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synthesized for this review since the aim was to provide an overall view of 
the literature rather than meta-analysis.

Results
A total of 298 independent studies were identified through the searches. The 
studies were published between 1967 and 2022 and there was evidence of an 
increase in publications over time (see Figure 1), with just over 40% of the 
studies (k = 123, 41.2%) published in the last decade.

The overall characteristics of the included studies are displayed in Table 1. 
Most studies were conducted in Europe (k = 166, 55.7%), followed by North 
America (k = 77, 25.8%) and Asia (k = 43, 14.4%). Only seven studies (2.3%) 
were conducted in South America, and no study of PDT has yet been conducted 
on the African continent. In terms of specific countries, most studies have been 
conducted in USA (k = 59, 19.8), followed by UK (k = 42, 14.1%) and Germany 
(k = 34, 11.4%). Of the total 298 studies, 233 (78.2%) used a comparative 
design, 33 (11.1%) an additive design and 30 (10.1%) a parametric design. 
Only two studies (0.7%) utilized a dismantling design.  

Sample and treatment characteristics are summarized in Table 2. Across all 
298 studies, the average sample size was 91.4 (SD = 83.6, range 8–570). The 
distribution was positively skewed with most studies (k = 206, 69.1%) having 
less than 100 participants. Median sample size was 68.5. In terms of gender 

Figure 1. Number of published studies per 5-year interval between 1967 and 2022.              
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Table 2. Sample characteristics (k = 298).

k % M SD

Sample Mean sample size 91.4 83.6
n < 50patients 106 35.5
n = 50–100 patients 100 33.6
n > 100patients 92 30.9

Gender Average % women 66.6
Studies of women only 47 15.8
Studies of men only 9 3.2

Age Mean sample age 34.1 12.3
Targeted age group Children (<12 y) 16 5.4

Adolescents (12–18 y) 16 5.4
Adults (18–65 y) 252 84.6
Older adults (>65 y) 4 1.3
Mixed age groups 7 2.3

Primary diagnosis Mood disorders 67 22.5
Anxiety disorders 35 11.7
Personality disorders 29 9.7
Psychosomatic conditions 38 12.8
Eating disorders 16 5.4
Substance abuse disorders 12 4.0
Trauma/stress related disorders 11 3.7
Psychotic disorders 9 3.0
Mixed diagnoses 23 7.7
Other defined problem 56 18.8

DSM/ICD use 184 76.0a

a= In studies focusing on a diagnostic sample (k = 242). 

Table 1. Study characteristics (k = 298).

k %

Continent Europe 166 55.7
North America 77 25.8
South America 7 2.3
Asia 43 14.4
Oceania 5 1.7

Countries (10 most common) USA 59 19.8
UK 42 14.1
Germany 34 11.4
Iran 30 10.1
Sweden 20 6.7
Canada 17 5.7
Netherlands 17 5.7
Italy 14 4.7
Denmark 10 3.4
Norway 9 3.0

Study design Comparative 233 78.2
Additive 33 11.1
Parametric 30 10.1
Dismantling 2 0.7
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distribution, the average study had 66.6% female participants and 47 studies 
(15.8%) had female participants only. The mean age of participants across all 
samples was 34.1 (SD = 12.3) years, and a clear majority of studies have targeted 
adults (k = 252, 84.6%).  

In terms of diagnostic categories, the most studied area is mood dis-
orders (k = 67, 22.5%), followed by psychosomatic conditions (k = 38, 
12.8%), anxiety disorders (k = 35, 11.7%), and personality disorders (k =  
29, 12.8%). A fairly large number of studies (k = 56, 18.8%) were categor-
ized as focusing on ‘other defined problem’, which included samples with 
psychological and interpersonal issues such as aggression, self-harm, alex-
ithymia, fear of intimacy, couple distress, etc., without patients necessarily 
fullfilling criteria for any specific psychiatric diagnosis. Of the studies that 
focused on a specific diagnostic sample, 184 (76.0%) reported using some 
version of DSM or ICD criteria for inclusion.

Table 3 summarizes treatment characteristics. Because some studies 
tested several variations of PDT, the total number of studied PDT interven-
tions was k = 314. Most commonly, treatment was delivered in individual 
format (k = 227, 72.2%), followed by group (k = 50, 15.9%) and multi- 
modal format (k = 26, 6.9%). There currently exist nine studies of parent- 
infant PDTs (2.4%), but only two studies of PDTs for couples (0.1%). In 
terms of treatment type, most studies tested some form of STPP (k = 229, 
70.0%), followed by LTPP (k = 40, 12.6%) and integrative treatments (k =  
14, 4.5%). There are currently nine RCTs (2.8%) of Internet-based self-help 
programs based on PDT principles, but only two studies of psychoanalysis 
proper (<0.1%). The treatments were typically delivered in an outpatient 
setting (k = 294, 93.6%) and involved 12–40 sessions (k = 198, 63.1%). 
About two-thirds of studies (k = 196, 62.4%) reference a specific manual 
or book describing the treatment used.  

Comparison conditions and categorization of the main outcomes are 
displayed in Table 4. The 298 studies involved a total of 374 comparisons 
across the different study designs. In comparative designs, the most com-
mon control condition was waitlist (k = 47), followed by TAU (k = 46), and 
limited treatment (k = 37). Only two studies have tested a PDT against 
a medical placebo. The most common active treatment comparator is CBT 
(k = 86), followed by other psychotherapy (k = 30). In terms of the categor-
izations of main outcomes in comparative designs, most studies suggest 
PDTs outperform no treatment (k = 20, 90.1%), waitlist (k = 39, 83.0%), 
TAU (k = 36, 78.3%), and limited treatment controls (k = 21, 56.8%). 
Studies comparing PDTs with CBT typically find no statistically significant 
differences (k = 59, 69.6%), but about one-fourth of comparisons suggest 
possible advantage for CBT at post treatment (k = 21, 24.4%). The most 
common result when PDTs are compared with medication (k = 9, 75.0%), 
other psychotherapies (k = 21, 70.0%) and manualized supportive therapy (k  
= 7, 58.3%) is also that of no statistical difference.  
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In additive designs, 23 comparisons were between adding PDT to TAU and 
TAU alone, 11 between adding PDT to medication and medication alone, and six 
involved adding medication to PDT and testing against PDT alone. 
Categorizations of the results suggest that adding PDT to TAU (k = 15, 65.2%) 
or medication (k = 8, 72.7%) may be associated with additional benefits, while 
the most common result of adding medication to PDT was no significant 
difference compared to PDT alone (k = 5, 83.3%).

The most common comparisons in parametric designs involved compar-
ing expressive and supportive modes of PDT (k = 12), LTPP vs STPP (k = 6) 
and comparing PDT in individual format vs group format (k = 5). 
Categorizations of outcomes suggest expressive modes of PDT may be 
favorable over supportive (k = 8, 66.6%). Half of the available comparisons 
suggest that LTPP may outperform STPP (k = 3, 50%), while most compar-
isons suggest no significant differences between PDTs in individual and 
group format (k = 4, 80%). Studies comparing PDTs with manual vs. PDT 
without manual suggest no significant differences in outcome (k = 3, 100%). 
Only two studies utilized a dismantling design and both involved comparing 
PDT, which included transference work with PDT that did not focus on the 
transference relationship. No significant difference was found at post treat-
ment in either of the studies.

Table 3. Treatment characteristics (k = 314).

k %

Treatment format Individual 227 72.2
Group 50 15.9
Multi-modal 26 8.3
Parent-infant 9 2.9
Couple 2 0.1

Treatment type STPP 220 70.0
LTPP 40 12.6
Psychoanalysis 2 0.1
Internet-based self-help 9 2.8
Integrative 14 4.5
Other 29 9.2

Treatment setting Outpatient 294 93.6
Inpatient/day care 20 6.4

Treatment length <12 sessions 69 22.0
12–40 sessions 198 63.1
>40 sessions 47 14.9

Manual use Clear reference 196 62.4
Unclear reference 49 15.6
No manual used 69 22.0

Note: STPP = Short-Term Psychodynamic Psychotherapy; LTPP = Long-Term Psychodynamic 
Psychotherapy. 
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Discussion
The aim of this review was to provide a comprehensive, descriptive overview of 
all existing randomized controlled trials of PDTs. Through an extensive search, 
almost 300 studies were identified. The publications span over 55 years and 
there was evidence of an increase over time. Interestingly, this contrasts with 
a recent study by Rief et al. (2022) who report that the number of psychody-
namic RCTs has decreased since 2010. The authors of that review found 53 
published studies between 2010 and 2019, while 117 studies from the same 
period were included here, i.e., more than twice as many. It is possible that this 
discrepancy is a consequence of differences in search strategies and inclusion 
criteria, which highlights the importance of conducting broad literature searches 
in order to avoid incorrect conclusions.

This review found that about 40% of the controlled outcome research in 
PDTs has been published in the last decade. Given the typically slow process of 
research dissemination, this suggests a fair number of studies on PDTs are likely 
not very well known in the community. Further, much of this research has not 
yet been included in meta-analyses or integrated in guideline recommendations. 
Thus, the psychodynamic community needs to continue to be attentive to future 
developments in the field and actively work towards a fair representation of the 
evidence-base for PDTs for policy makers, as well as the general public.

Clearly, with almost 300 published RCTs, the notion that ‘there is no 
controlled outcome research on PDTs’ is not valid. Still, compared to other 
active treatments in the mental health field (such as, for example, anti-depressive 
medication or CBT), the database is still quite small, and the results of this 
review point to several areas where there are important gaps and limitations to 
be addressed in future studies.

For example, the existing evidence-base is skewed towards adult patient 
populations, and there are relatively few studies of children and adolescents. 
While this in part may reflect general problems with funding and ethical 
complications when conducting research with underaged participants, the field 
of psychodynamic child and adolescent psychotherapy has also been slow in 
adopting to the demands of modern outcome research (Midgley et al., 2021). 
Thus, despite a rich theoretical and clinical tradition, there is a strong need for 
further evaluations of PDTs targeting children and adolescents. Also, older 
adults (e.g., >65 years) appears to be an understudied population considering 
PDTs may be particularly well-suited for this age group based on both theore-
tical and clinical notions (Choudhury et al., 2020).

In terms of diagnostic categories, most studies have targeted mood disorders 
(i.e., depression). Since bona-fide psychotherapies tend to have similar effects 
for mild-to-moderate depression (Cuijpers, 2017), researchers may consider 
focusing on more challenging patient presentations (e.g., chronic, treatment 
resistant or recurrent depression), as well as contrasting different modes, inten-
sities or treatment lengths to see what may augment effects for this population, 
in future studies of PDTs for mood disorders. Also, to the author’s knowledge, 
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no study has yet evaluated PDT for bipolar disorder or tested PDT as a relapse 
prevention intervention in depression.

Perhaps somewhat surprisingly, the second largest diagnostic category tar-
geted was psychosomatic conditions with 38 identified studies. While this area is 
complex and researchers are still in search of consensus regarding diagnostic 
classifications, meta-analytic findings suggest PDTs are effective for many 
patients with functional somatic symptoms (Abbass, Town, et al., 2020). Still, 
there is a need for larger, high-quality studies, as well as studies that examine 
treatment mechanisms in more detail. There has also been an increased interest 
in PDTs for anxiety disorders in recent years, and encouragingly this review 
found 35 studies in this area. Still, while the evidence-base is growing, there are 
few studies for certain anxiety diagnoses such as OCD or PTSD (Barber et al.,  
2021). Similarly, the evidence-base for PDTs in personality disorders is promis-
ing but currently limited to cluster C and borderline (Keefe et al., 2019). In other 
important areas, such as eating disorders, substance abuse disorders and psycho-
tic disorders, controlled studies of PDTs are still quite scarce. At this point, these 
areas may benefit from systematic reviews of the clinical and research literature 
(including results of non-RCTs and process research) in order to provide theo-
retical and empirical ground work for the future development and testing of 
PDTs.

When it comes to treatment characteristics, it is important to acknowledge 
that the majority of studies evaluate short-term versions of PDT (i.e., STPPs), 
while the evidence-base for LTPP is more limited and psychoanalysis proper has 
rarely been subjected to controlled outcome research at all. This probably 
reflects a number of practical and ethical issues associated with testing longer 
therapies in RCT designs (e.g., Seligman, 1995). It is also true that even though 
many patients with personality disorders or other complex psychiatric conditions 
likely need longer treatments, controlled studies of long-term therapies (includ-
ing long-term CBT) are scarce in general (Leichsenring et al., 2013). The 
categorization of results from parametric designs in Table 4 suggests that 
when LTPP and STPP have been compared directly, half of the studies find 
LTPP superior. Thus, LTPP may be preferable in some patient populations, and 
there is a need to continue to identify factors that predict poorer outcome in 
short-term treatments and evaluate LTPP as a possible alternative. Since RCTs 
are very expensive and complicated to conduct (although evidently not impos-
sible) for longer treatments, panel data/cohort designs with repeated measure-
ments may be a more pragmatic alternative to consider (Philips & Falkenström,  
2021).

One area that has gained a lot of research attention in the last decade is that 
of therapist-guided self-help interventions delivered through the Internet 
(Andersson et al., 2019). While there are now hundreds of trials of Internet- 
based Cognitive-Behavior Therapy (ICBT), research on Internet-based 
Psychodynamic Therapy (IPDT) has also gained some momentum (nine studies 
were included here) and the results appear quite promising (Lindegaard et al.,  
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2020). This type of intervention may challenge the psychodynamic community 
since the here-and-now therapeutic relationship may seem less important in such 
treatments. However, newly conducted qualitative research (e.g., Lindqvist et al.,  
2022; Mortimer et al., 2022) indicates that patients value the therapeutic rela-
tionship highly in IPDT and clinical experience suggests psychodynamic treat-
ment principles and interventions may be both useful and important in this 
context (Maroti et al., 2023). IPDTs should be evaluated further, and one 
prospect would be to compare IPDT with face-to-face PDT in order to examine 
possible differences in efficacy, as well as examine the impact of different 
treatment processes in each format.

The aim of this review was to provide a descriptive overview rather than to 
aggregate and meta-analyze effect sizes from primary studies. Thus, the cate-
gorization of outcomes in Table 4 should be interpreted with caution. In parti-
cular, studies finding ‘no significant difference’ between PDT and comparators 
may simply reflect lack of statistical power in some of the individual studies. 
Still, the simple categorization of outcomes was included in this review in order 
to consider some tentative implications.

Overall, the categorizations are in line with a number of systematic reviews 
and meta-analyses finding that PDTs outperform inactive controls and generally 
show small or no differences with other active treatments (e.g., Abbass, Tasca, 
et al., 2020; Barber et al., 2021; Leichsenring & Klein, 2014; Steinert et al.,  
2017). Still, it should be recognized that PDTs do not invariably outperform 
inactive comparison conditions, not even no treatment or waitlist controls. 
Further, only two studies have compared PDT with a medical placebo and 
show conflicting results. While some ‘false negatives’ are to be expected simply 
due to chance, studies with unexpected results should be examined closely in 
order to identify factors in treatment delivery and/or study context that may help 
explain the lack of effects.

This review found 86 direct comparisons between some form of PDT and 
some form of CBT and the typical finding was that of no statistical difference. 
Still, given the recurrent debate concerning PDTs relative efficacy to CBT, the 
fact that about a quarter of the comparisons indicated advantage for CBT warrant 
some further elaboration. First, this finding may help explain conflicting results 
of meta-analyses if authors selectively examine only a portion of the available 
research (Wampold et al., 2017). Further, among the studies that show advantage 
for CBT, some may be considered controversial and have been criticized for 
misrepresenting PDTs (e.g., Leichsenring & Leibing, 2007; Shedler, 2018; 
Wittmann et al., 2011; Yeomans, 2007). It should also be kept in mind that 
results were only coded at termination for this review, and several studies 
suggest that significant advantage for CBT at termination may disappear at 
follow-up (e.g., Leichsenring et al., 2014; Svensson et al., 2020).

Still, these caveats aside, there are also well-executed trials that point to 
possible advantages for CBT. Rather than ignoring, discarding or ‘forgetting’ 
such results, the psychodynamic community should study and learn from the 
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studies since they may inform future development of PDTs. For example, 
consider PDT for bulimia for which Poulsen et al. (2013) found a clear advan-
tage of CBT compared to a long-term psychoanalytic therapy (42% remission 
rate compared to 15%). However, in another study, Stefini et al. (2017) found no 
significant differences in remission rates for CBT and PDT for bulimia (33% vs. 
31%, respectively). In the second study, an STPP manual that specifically 
targeted bulimia was used, while to the first study tested, a more ‘generic’ 
LTPP approach. Thus, in terms of treating patients with specific disorders, 
PDTs may be enhanced by developing approaches that target specific symptoms 
or problem areas (e.g., Busch, 2021). Such results may be very informative for 
clinical practice and should be discussed and integrated in psychodynamic 
trainings.

Results from parametric and dismantling studies may also be informative 
for clinical practice since they help clarify under what conditions PDTs are 
effective and evaluate important treatment components. Still, there are few 
such studies of PDTs, and while there is some indication that expressive modes 
of PDTs may outperform more supportive modes, results are mostly incon-
clusive. This points to the need of further high-quality studies that evaluate 
theoretically derived mechanisms of change in PDTs. However, using para-
metric or dismantling RCT designs may not be the most fruitful way forward 
since such studies do not provide direct support for a mediator or mechanism 
(Kazdin, 2007). What is needed is larger RCTs in specific areas that include 
repeated measurements of both outcome and well-defined process variables 
enabling the use of state-of-the-art statistical methods in order to illuminate the 
complex interactions leading to outcome (Philips & Falkenström, 2021; 
Zilcha-Mano, 2019).

Turning to some implications for training, the present-day evidence-base for 
PDTs should be actively taught and integrated in psychodynamic training pro-
grams (Aafjes van Doorn & Prout, 2022; Busch et al., 2009; Pretsky, 2020). In 
addition to skills in critical evaluation of studies, future psychodynamic practi-
tioners should have sound knowledge of this body of research, including its 
current limitations. Further, specific STPP and LTPP models that have been 
subjected to controlled research, such as for example Supportive-Expressive 
Therapy (SET; Luborsky, 1984), Intensive Short-Term Dynamic Psychotherapy 
(ISTDP; Abbass, 2015), Panic-Focused Psychodynamic Psychotherapy (PFPP; 
Milrod et al., 1997); Dynamic-Interpersonal Therapy (DIT; Lemma et al., 2011), 
Transference-Focused Psychotherapy (TFP; Clarkin & Kernberg, 2015) and 
Mentalization-Based Treatment (MBT; Bateman & Fonagy, 2006), should be 
introduced and integrated with teaching in general psychodynamic concepts and 
treatment principles. This puts pressure on psychodynamic teachers and super-
visors who, in addition to having deep knowledge in the rich theoretical and 
clinical literature, needs to keep updated with the growing body of research in 
PDTs; still, if the aim of the community is to truly become ‘evidence-based’, this 
is the way forward.
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Limitations
There are several limitations with this overview that should be kept in mind. 
First, although a very thorough search strategy was used, there may still exist 
undetected studies. In particular, there may be trials published in other languages 
than English as well as unpublished studies not included here. Second, all coding 
was done by the author alone which increases the risk of bias and error. Some 
studies were difficult to code due to limited data in the original article, and it is 
possible that a group of coders would have reached other categorizations in 
some cases; however, it seems unlikely that the overall picture of this overview 
would change. Future meta-analyses focusing on more specific research ques-
tions should use multiple coders to assess inclusion and exclusion criteria as well 
as the extraction of data from primary studies.

Also, the quality of the studies was not assessed. In a previous review, 
Thoma et al. (2012) found that RCTs of PDTs had similar average quality 
compared to RCTs of CBT for depression. Their review included 94 RCTs of 
PDTs published up till 2010, and the authors found a significant increase in 
study quality over time; however, it is not clear if this increase has continued 
beyond 2010. Likewise, the authors’ allegiance was not coded for this review. 
Allegiance has been found to have a robust moderate association with study 
outcome (Munder et al., 2013) and considering the demands of conducting 
RCTs, it is likely that most studies testing PDTs have been done by researches 
with allegiance to that type of treatment. Thus, future meta-analyses focusing on 
outcomes for PDTs in particular areas should assess and consider both study 
quality and author allegiance as co-variates in analyses.

Lastly, as already mentioned above, the aim of this review was descriptive, 
and I did not calculate study effect sizes or conduct formal meta-analyses. Thus, 
the categorizations of outcomes should be interpreted cautiously and only be 
viewed as general indicators. Future meta-analyses should examine outcomes in 
more detail and also extract data for several measures and assessment points in 
order to evaluate the effects of PDTs in specific areas.

Conclusion
PDTs have been around for more than 100 years and are still widely practiced 
around the world. This review suggests that there is a growing body of con-
trolled outcome research in PDTs that generally indicate that these are effective 
treatments. However, there are still significant limitations and areas that need to 
be investigated further. Thus, the debate over the efficacy of PDTs is not likely 
to settle any time soon, and there is a risk of further marginalization of PDTs 
unless the evidence-base continues to be expanded and disseminated to policy 
makers and the general public. There is also a need to assimilate research 
findings in psychodynamic training, clinical practice and academic settings in 
order to continue to develop and evaluate PDTs for the future.
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Note
1. The term ‘psychodynamic psychotherapies’ (PDTs) will be used in this article to 

describe all psychological interventions based on principles derived from the broad 
psychoanalytic tradition. More specific terms, such as Long-Term Psychodynamic 
psychotherapy (LTPP), Short-Term Psychodynamic Psychotherapy (STPP) and psy-
choanalysis, will be used when discussing specific treatment formats and models.
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