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ABSTRACT 

This paper reviews the outcomes of psychodynamic psychotherapy (PP) for children 

and adolescents reported in papers identified by a comprehensive review of the 

literature on treatment evaluations of psychological and medical interventions for 

mental disorders in pediatric populations. The review identified 48 reports based on 

33 studies. Reports were individually evaluated in terms of methodological rigor. 

Randomized trials, quasi-experimental and observational studies are considered 

separately. RCTs were independently rated on a 25-item scale of methodological 

strengths. Although a small number of studies with findings indicating beneficial 

effects of PP for pediatric mental disorder were identified, the review found no 

compelling evidence from RCT data supporting the use of PP as an individually 

delivered psychological therapy. In almost all the studies, when contrasted with 

family-based interventions, PP fares no better and appears to produce outcomes 

with some delay relative to family-based therapies. While the review shows PP to be 

an effective treatment, it is clearly understudied and its treatment principles may be 

most efficaciously delivered in non-traditional contexts such as parent–child or family 

therapy. Further rigorous evaluations are needed but evidence to date suggests that 

the context in which PP is delivered should be extended from the traditional context 

of individual therapy.  
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Introduction 

The requirement for rigorous professional standards and clear accountability for 

clinical decisions is widely recognized in all branches of healthcare, and increasingly 

in mental health1. To be guided by empirically substantiated intuition enhances 

professional accountability as well as the transparency of clinical judgment2. It has 

been robustly argued that evidence-based psychotherapies (EBPs) must replace 

treatment as usual (TAU) in everyday clinical caree.g.,3. Many – particularly those 

from a psychodynamic or systemic orientation – have raised significant objections to 

this4 5. Much of the debate focuses on the external validity of findings from 

randomized controlled trials (RCTs) because (1) the demographic and clinical 

characteristics of the patients included in trials differ in terms of severity and 

comorbidity; (2) the timing of dosage and concomitant treatments in trials correspond 

poorly to the treatment regimens normally available, even in relation to normal 

clinical application of EBPs; (3) the settings in which EBPs are administered in 

empirical studies tend to be more highly specialized and incorporate a superior level 

of care; and (4) the outcomes normally used are argued to be of limited relevance to 

ordinary clinical practice.  

At the heart of these questions on external validity is the issue recently raised 

eloquently by Cartwright and Munro6. These authors point to the increasing reliance 

in healthcare policy on RCTs. The basic logic of RCTs is that of John Stuart Mill’s 

“method of difference”7, which attempts to locate differences in the probability of a 

particular outcome with or without the treatment intervention in two groups with 
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identical characteristics in relation to factors associated with the likelihood of change. 

RCTs are placed at the top of the hierarchy from the point of view of the clarity of 

causal association between intervention and change8. Cartwright and Munro6 

question this assumption in relation to supporting policy decision making. They 

formulate their doubt about RCTs in relation to “stable capacities” (p. 262). This 

concept is introduced in place of the notion of external validity. External validity may 

indeed be too narrow to bear the burden of meaning in relation to the question 

decision makers are faced with. A successful RCT demonstrates that the 

intervention works somewhere, but “will it work for us?” (p. 265). This question points 

to the need for further research in relation to those treatments that appear to be 

effective in some contexts but not in others. Multisystemic Therapy, for example, can 

boast of successful trials in the United States and Norway, but failed replication in 

Sweden and Canada9-21.  

To extract ourselves from this quandary, further evidence is required in relation to 

understanding how a treatment achieves the desired outcome, and what conditions 

are necessary for these outcomes to be realistic. Evidence concerning moderating 

factors, as well as the impact of concurrent processes, for example, medication, 

must be available to judge the applicability of an RCT to a particular setting. Alan 

Kazdin, in his exploration of the gap in research concerning disease and therapeutic 

mechanisms, came to a similar conclusion22. In order for a treatment to be 

considered evidence-based, more than RCTs are required. 

This argument, however, has often been taken to imply that RCTs can be replaced 

by methods that do not comply with Mill’s “method of difference”. In particular, often 

those favoring a psychoanalytic model use arguments concerning the limitations of 

RCTs to argue for “practice-based evidence”, the replacement of causal arguments 
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with a correlational, observational approach. We accept that evidence from RCTs is 

not necessarily the only base for determining what constitutes EBP. The American 

Psychological Association’s Presidential Task Force on evidence-based practice 

(2006) explicitly proposed requiring evidence from clients’ values and preferences, 

and clinicians’ real-world observations, in addition to research evidence as a basis 

for establishing EBP. So, some argue that not only are RCTs for psychotherapy 

flawed (see above) but also that there are alternative ways of establishing 

psychotherapy as “evidence-based”. However, the denial of RCTs as a key part of 

establishing the validity of a therapeutic modality is misguided. The history of 

medicine is littered with interventions that did remarkable duty as therapies and yet 

when subjected to RCT methodology were shown to have no benefit over alternative 

treatments or, in fact, to prevent the patient from benefitting from a superior 

intervention, in terms of either effect size or speed. Perhaps the most dramatic 

example is the RCT that ended 100 years of radical mastectomies for breast 

carcinoma only 30 years ago. The study showed that half a million women, who had 

been subjected to disabling, horrendously mutilating operations performed with the 

best of intentions, on the basis of a fallacious theory about the way in which 

carcinoma spread, could have had equally good outcomes with lumpectomies23.  

RCTs are necessary but not sufficient. This is a problem because RCTs consume 

money, time and energy. Rawlins24 4012 reminds us that of 153 pharmaceutical RCTs 

performed between 2005 and 2006, the median cost was over £5 million, with the 

interquartile range stretching to £10.5 million. As we have pointed out before, RCTs 

are an imperfect tool; almost certainly their results are best seen as one part of a 

research cycle25 2885.  
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Empirical knowledge is multifaceted and complex, and in line with this, the practice 

of EBP requires sophistication in relation to the scrutiny of empirical data. 

Uncontrolled trials such as single case studies, open trials or time-series studies 

have a contribution to make to the knowledge base, particularly in relation to telling 

us about the feasibility of an intervention, its likely acceptance by a patient, and its 

potential for effectiveness. RCTs are the “gold standard”, but there are a number of 

issues to consider in evaluating RCT investigations, including the design, the size, 

the characteristics of the sample, the outcome measures used, the clinicians 

implementing the psychotherapy, data analyses, and qualitative assessment of 

unintended consequences, both positive and negative. For example, factors such as 

the quality of randomization are known to reflect outcome, but clinicians are 

generally not well situated to make judgments concerning technical details such as 

the exact timing of randomization. This is why critical reviews that summarize and 

synthesize a body of research are of great value. Sadly, for the field of 

psychotherapy research, the number of reviews in a range of areas exceeds the 

number of original studies, probably because of the expense of RCTs and the 

relatively low cost of reviewers’ time26. 

Further, narrative reviews have major limitations. They rely on the statistical 

significance of a study to determine the efficacy of an intervention, but statistical 

significance is determined in large part by sample size. Meta-analyses pool results 

from multiple studies and thus bypass the low statistical power that handicaps 

psychotherapy research. Because of the relationship between statistical significance 

and sample size, studies need to be evaluated in terms of observed effect sizes to 

determine whether they are likely to be of clinical significance. Effect sizes tend to be 

grouped, with those below an r of 0.15 (or d of 0.3) being considered small and those 
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above an r of 0.35 (or d of 0.75) considered large27. Meta-analyses aggregate effect 

sizes arithmetically, giving an indication of the size of the effect that one might 

expect if the RCTs upon which the analysis is based are representative. Such 

aggregation is possible if RCTs are sufficiently homogeneous in terms of the target 

population and the treatment method and outcome measures. Sadly, the literature 

on psychodynamic interventions for children does not include a sufficient number of 

studies evaluating the same treatment with the same or similar set of measures to 

permit valid and meaningful aggregation. In this review, therefore, we will 

compromise between providing a simple narrative review of findings and providing a 

systematic assessment of study quality and effect sizes on primary outcome 

measures. 

Aims of this review 

This review aimed to identify, describe and review studies evaluating the efficacy 

and/or effectiveness of psychodynamic treatment for children and adolescents with 

mental health problems. We also aimed to evaluate the quality of the studies 

identified by carrying out a qualitative review, and using the Randomized Controlled 

Trial Psychodynamic Quality Rating Scale (RCT-PQRS)28 for RCTs and quasi-

randomized studies. 

Method of this review  

We have attempted to ensure a systematic process by searching the literature on 

children and adolescents with most mental disorders, using an exhaustive algorithm 

to identify treatment trials. This was part of our comprehensive review of pediatric 

mental health outcome literature29, for which we have reviewed over 15,000 

references. In our computer search of all major databases (PubMed, Psychinfo, 
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Cochrane, Medline and Embase), we used 100 terms referring to different aspects of 

child and adolescent mental health and combined these with 11 terms describing 

psychotherapy1.  

The computer search identified 1212 abstracts, which were reviewed. A hand search 

of bibliographies, key journals and publicly available reports also identified 51 

abstracts. All 1263 references were screened and from this a corpus 48 papers 

reporting on 33 primary studies was identified. The search covered the period up to 

May 2012. See Figure 1. 

 To be included in the review, articles had to meet the criteria of relevance, outcome 

and design. 

Relevance: Studies that reported evaluations of psychodynamic interventions with 

children and/or adolescents (aged 0–18) with mental health problems. 

Outcome: Studies were selected only if they reported outcomes that were either 

directly related to a disorder (e.g., symptom reduction) or to intermediary variables. 

In the latter case, the reviewers had independent evidence of an impact on mental 

health associated with the outcome or an impact on mental health was plausible. 

Design: The review focused on studies with an experimental or quasi-experimental 

design. Observational studies such as cohort or case studies were also considered, 

but possible effects of bias are indicated throughout the paper. This was a necessary 

relaxation of exclusion criteria because a preliminary exploration of evidence 

suggested that excluding poorly controlled studies would severely limit the available 

evidence. We have reviewed all available evidence, highlighting in the review the 

                                                           
1
 The search algorithms are available on request from the authors. 
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methodological shortcomings and cautioning readers to interpret the results with 

appropriate care. 

Inclusion criteria were: 

1. A clear description was provided of the patient population in the study, in terms 

of either diagnosis or specific problems addressed in the treatment. 

2. Psychodynamic psychotherapy (PP) or a therapy sharing a substantial number 

of features with the psychodynamic approach was used as a treatment (see 

below for an elaboration of this point). 

3. Participants were children and adolescents. 

4. The study was reported in the English language. 

5. There was a systematic effort to measure the outcome, using a standardized 

measure, at least at pre- and post-test. 

While the review that this subsample draws from considered all mental health 

interventions for children and adolescents, here we were interested only in studies 

that included a therapy with a substantial psychodynamic component. We define 

‘psychodynamic’ following Fonagy and Target30 as a stance taken to human 

subjectivity that is comprehensive, and aimed at a comprehensive understanding of 

the interplay between aspects of the individual’s relationship with her or his 

environment, external and internal. Freud’s great discovery “where id was, there ego 

shall be”, 31 p.80, often misinterpreted, points to the power of the conscious mind 

radically to alter its position with respect to aspects of its own functions, including the 

capacity to end its own existence through killing the body. Psychodynamic, as 

elaborated by Fonagy and Target30, refers to this extraordinary potential for dynamic 

self-alteration and self-correction – seemingly totally outside the reach of nonhuman 
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species. We therefore define the ‘psychodynamic approach’ in terms of eight basic 

postulates which encapsulate this self-correcting process30: 1) the notion of 

psychological causation (mental disorder can be conveniently thought about as 

‘caused’ by the mental activity: viz. thoughts, feelings, wishes and the like); 2) there 

are limitations on consciousness and non-conscious mental states have influence; 3) 

the assumption of the internal representations of interpersonal relationships; 4) the 

ubiquity of psychological conflict as one of the drivers of psychopathology; 5) the 

assumption of psychic defenses to moderate experiences of distress; 6) the 

assumption of complex (multiple) psychological meanings of experience; 7) an 

emphasis on the therapeutic relationship in models of change; and 8) that a 

developmental perspective on both pathology and treatment is vital.   

Unlike many previous reviews, in this summary of the literature we will consider as 

psychodynamic treatments studies exploring the effectiveness of therapies that 

integrated significant psychodynamic components into a multimodal package. We 

feel justified in doing this because the boundary between what is and is not within a 

particular modality has been growing increasingly fuzzy over recent years. Thirty-five 

years ago psychoanalysis could be readily distinguished from behavior therapy in 

terms of its model of the mind, its theory of change, and its clinical methods32. In the 

21st century, changes in both cognitive behavioral approaches and psychodynamic 

theory and technique have led to an increasing convergence of both understanding 

and clinical method. The work of McCullough33, Ryle34, Weissman35, Young36, 

Safran37 and others has occupied a conceptual space in between psychodynamic 

and non-psychodynamic domains. It is justifiable to review some of the findings from 

this boundary domain as it bears on the validity of the psychodynamic approach. 
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Throughout the review we will consider traditional psychodynamic alongside 

integrative dynamic approaches.  

Quality Rating 

Whilst all persons may be created equal, the studies of psychotherapy they in turn 

create are certainly not. Similarly, standards for reviewing these studies are often not 

as transparent as they could be, giving rise to further heterogeneity. To meet this 

challenge, in this review the quality of the studies was judged using the Randomized 

Controlled Trial Psychotherapy Quality Rating Scale (RCT-PQRS)28. This scale, 

which was created by the the Ad Hoc Subcommittee for Evaluation of the Evidence 

Base for PP of the APA Committee on Research on Psychiatric Treatments to 

evaluate the quality of RCTs, consists of 24 items relating to study design, reporting 

and execution. The items cover the domains of description of subjects, definition and 

delivery of treatment, outcome measures, data analysis, treatment assignment, and 

overall quality of the study.  Each item is rated on a scale from 0–2, with 0 being a 

poor description, execution or justification, 1 being a brief description or either a 

good description or an appropriate criteria but not both, and 2 being a well-

described, executed and, where necessary, justified design element.  A 25th item is 

an omnibus rating on a scale ranging from 1 (exceptionally poor study) to 7 

(exceptionally good study). Two raters independently scored each paper and 

achieved high interrater reliability on the total scores across 13 studies (r=0.97). 

Where there was disagreement between the two raters, we aggregated the scores. 

We include the total RCT-PQRS rating with each RCT (please see Table 2) and 

draw attention to particular problems in relation to each study. 

Data Extraction 
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For all RCTs and quasi-randomized controlled trials, a quantitative analysis was 

carried out. Using data provided in the papers, between-group and pre-post effect 

sizes (r) on primary outcome measures were calculated.  

Review 

The best and most comprehensive review of outcome studies of psychodynamic 

approaches to child and adolescent mental health problems is the recent excellent 

paper by Midgley and Kennedy 38, which covers very similar ground to the current 

review, although perhaps arrives at slightly different conclusions. Other reviews in 

books and chapters by our group29 30 provide less systematic but helpful summaries. 

Overall, the literature is sparse. In comparison with other modalities, PP has been 

poorly served by empirical investigations. Scholarly and clinical reviews of 

psychosocial treatments reflect the cumulative impact of repeated statements of the 

mantra that “the absence of evidence does not indicate evidence for the absence of 

effectiveness”. Sadly, whereas 10–15 years ago reviews of evidence-based 

psychosocial treatments would have included psychodynamic treatments to ensure 

comprehensive coverage e.g.39 40, more recent compilations e.g.41 42 43 do not have 

any coverage of PP. Time may be running out for dynamic psychotherapy for 

children. 

There are relatively few randomized trials of PP and most of those that are available 

have, as we shall see, contrasted PP with another evidence-based treatment rather 

than provide comparison with a genuine control condition. We shall consider quasi-

randomized methods separately, as well as studies using matched cases, non-

matched control groups and open trials. Notwithstanding the shortcomings of RCTs, 

we will give most space in this review to studies where patients were randomized at 
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baseline and fidelity to treatment protocol could be examined in relation to an 

explicitly detailed manual. Table 1 summarizes each study.  

Randomized controlled trials 

Comparison with TAU 

Smyrnios and Kirkby44 carried out one of the first RCTs of PP (n=30) comparing 

time-limited psychotherapy, time-unlimited psychotherapy and a minimal contact 

group in Australia. Children were randomly divided into three groups of 10: one 

group received “time-unlimited” psychoanalytic therapy using a Kleinian model (on 

average 28 sessions, with a range from 3 to 62 sessions); one group received short-

term therapy (on average 10.5 sessions, with a range from 5 to 12 sessions); and 

one group was offered a three-session consultation.  Participants were 5–9-year-old 

children with a diagnosis of emotional disturbance specific to childhood. Assessment 

took place at baseline, at end of treatment and at 4-year follow-up. Measures 

included the Goal Attainment Scales, Target Complaint Scales, Van der Veen Family 

Concept Inventory and Bristol Social Adjustment Scale. All three groups showed 

significant improvements from pre-test to post-test on a number of individual and 

family ratings, but the effect size was greatest for the time-unlimited treatment. At 4-

year follow-up, the effect sizes for target complaints were no longer significantly 

different from the control group, who are likely to have had other treatments.  In line 

with this, the consultation group caught up with the treated groups and reported 

significant improvement relative to post-treatment on follow-up, severity of target 

problems and measures of family functioning. All groups improved significantly on 

therapist measures of goal attainment from pre-test to 4-year follow up, but only the 

minimal contact group reported significant improvements on severity of target 

problems and measures of family functioning. This study, admittedly with a very 
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small sample size, but with random allocation to the minimal contact, time-limited, 

and time-unlimited groups, appears to show a reverse dose-response effect, with 

those in treatment for longest and most intensively showing relatively less gain. 

There was substantial attrition from the trial and the last observed value carried 

forward analysis used is a poor technique for dealing with missing data points in an 

RCT.  With almost half of the participants missing for follow-up, the study was 

dramatically underpowered and there were no significant interaction effects between 

group and time – only differences between the patterns of significant differences 

across groups. The severity of presentations was mild, and in other studies the 

benefit of long-term intensive intervention was observed only for children with 

relatively severe emotional problems (multiple diagnoses with low level of 

functioning)45.  In brief, the study holds no implications for the ‘stable capacity’ of PP. 

Muratori et al.46 carried out a small random-allocation study (n=30) of children (age 

6–11) with “severe emotional disorders” (pure emotional disorders [ICD-10] n=17, 

mixed emotional disorders [ICD-10] n=13). While the study used an inadequate 

method of treatment allocation, based on treatment vacancies, there is no reason to 

assume that the allocation was not at least quasi-random. Fifteen children who 

underwent Brief Dynamic Psychotherapy (BDP) (11 sessions, child-only and parent–

child sessions) were compared with matched controls (n=15) who received other 

types of treatment in community services. Both groups were evaluated at baseline, 6 

months and 18 months using the Children’s Global Assessment Scale (CGAS) and 

Child Behavior Checklist (CBCL). There was a positive change in the experimental 

group (total problems). Both groups improved on the CGAS scale, but the BDP 

group did better at both 6- and 18-month follow-up. The authors also report better 

outcomes for children under 9 and for those with a diagnosis of “pure emotional 
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disorder”.  The conclusions we can draw from this study are limited by its small 

sample size, lack of random assignment and by the fact that children in the control 

group did not receive homogeneous treatment.  

Adding to the participants so that the study was adequately powered, the authors 

reported on a follow-up with a larger sample size47. In both reports, at end of 

treatment, the between-group effect sizes were small. Unusually for trials of 

psychotherapy, treatment effects increased during the 2-year follow-up period (the 

so-called “sleeper effect”), including a move into the nonclinical range for the 

average child with internalizing problems (in the psychodynamically treated group 

only)48. There were no significant differences between treatments on the CBCL at 

end of treatment. The experimental group showed greater improvement in the CGAS 

at end of treatment as well as at follow-up, with a medium between-group effect size 

reported at 6 and 12 months. Whilst the comparison group also showed 

improvement, at follow-up only the BDP group’s mean moved to the functional 

range. Between baseline and follow-up only the treatment group improved 

significantly on all three scales of the CBCL, but improvement was more marked on 

the emotional than the externalizing subscale. Pre-post effect sizes for the PP were 

generally large for the symptom scores but small for changes in social competence.  

At 2-year follow-up, 34% of the PDP treated group were in the clinical range on 

symptomatic measures, compared with 65% of the TAU controls. The conclusions 

from this trial are limited because of the small sample size and the lack of random 

allocation. However, it is encouraging that PP patients sought mental health services 

at a significantly lower rate than those in the TAU comparison condition over the 2-

year follow-up period and the study weakly confirms the stable capacity of PP.  
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Trowell et al.49 compared an individual and a psychoeducational group 

psychotherapy in terms of the outcomes for traumatized, sexually abused girls (age 

6–14). The girls were randomly assigned to 30 sessions of individual psychotherapy 

(n=35) or up to 18 sessions of group psychotherapy (n=36). Both treatments were 

manualized and both included parent work. Assessment took place prior to therapy, 

1 year, and 2 years after. The measures used included Orvaschel’s PTSD scale, the 

K-SADS and the K-GAS. These young people presented with a range of psychiatric 

problems, most commonly PTSD and depression. At baseline, the main DSM-IV 

diagnoses were mixed: PTSD (73%), MDD (57%), general anxiety disorder (GAD; 

37%) and separation anxiety disorder (58%). Both treatment groups showed a 

substantial reduction in psychopathology, and there were no differences between the 

two treatments on the K-GAS. Pre-post K-GAS effect sizes were very large (r>0.70) 

at all time points. Psychodynamic treatment was somewhat superior to 

psychoeducation but the difference was not as marked as might be expected. 

Superiority was particularly evident in relation to PTSD and GAD.  Depression, 

however, was relatively less likely to improve, as was separation anxiety. Individual 

therapy led to a greater improvement on measures of the manifestations of PTSD, 

particularly on the re-experience of traumatic event and persistent avoidance of 

stimuli dimensions of the PTSD scale. GAD was the most likely to remit; of the 26 

participants who had this disorder at baseline, 81% no longer had it at 1-year follow-

up. 69% of those with MDD and 50% of those with separation anxiety disorder no 

longer had these disorders at 1-year follow up.  A subsequent report underscored 

the importance of the mother’s support for the therapy as a predictor of improvement 

in the children and the benefit that the mothers gained in terms of their own mental 

health from the child’s treatment50. Thus, while there were some indications of the 
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superiority of individual treatment, the differences appear to be relatively small. Little 

support can be harnessed from this study for the psychodynamic approach in 

general, despite the very impressive effect size, because the psychoeducational 

group comparison probably had few features of the psychodynamic arm crucially 

lacking the individual interpretative therapeutic interventions. 

Kronmuller et al,51 carried out a prospective study in two stages: the first was an 

RCT examining the efficacy of short-term PP compared with a wait-list control, and 

the second was a naturalistic study to assess the effectiveness of long-term 

psychoanalysis with no control group. Seventy-one patients (aged 6–18 years) with 

externalizing and internalizing problems received an average of 82 therapy sessions. 

The therapies were carried out using a manual. In the context of this study 

instruments were developed or translated and psychometrically evaluated. 

Compared with the wait-list control, patients receiving short-term psychotherapy 

showed a significantly greater reduction in the PSCR total score. For longer term 

treatment, there were significant improvements on all of the PSCR subscales. Long-

term treatment effect sizes were higher than for short-term treatment. The study had 

a relatively small sample, which was heterogeneous, and the long-term treatment 

was carried out without a control. Nevertheless, the short-term treatment results 

indicates the benefits of psychodynamic for a mixed neurotic condition.  

A very small RCT (n=30) of adolescents showed a surprisingly strong statistically 

significant benefit from 10 sessions of PP in a school setting in India. The vast 

majority of young people improved in PP (over 90%, reported effect size 1.8)52.  

Notably, young people with externalizing problems were specifically excluded from 

this sample. Therapy outcome was independently, but not blindly, assessed by 

teachers. No implications can be drawn from this report for PP.  
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Active treatment comparisons 

In its traditional formulations a great deal of significance has been attached to the 1:1 

relationship between therapist and patient in the mechanisms of change in 

psychodynamic child therapy53 54. A number of studies have been performed to test 

the validity of this assumption by contrasting individual dynamic therapy with other 

models to a lesser or greater extent informed by psychoanalytic ideas.  

Szapoccznik et al.55 carried out an RCT (n=69) comparing Individual 

Psychodynamic Child Therapy (IPCT; n=26), Structural Family Therapy (SFT; n=26) 

and a Recreational control group (n=11) in a sample of Hispanic boys (age 6–12) 

with behavioral and emotional problems (32% oppositional defiant disorder [ODD], 

30% anxiety disorder, 16% conduct disorder [CD]). All subjects received weekly 

sessions of 50–90 minutes. Five types of measure were used: the Revised Child 

Behavior Checklist (RCBC), Revised Behavior Problem Checklist (BPC-R), Child 

Depression Inventory (CDI), Children’s Manifest Anxiety Scale, Psychodynamic 

Child Rating Scale (PCRS), and Structural Family Systems Ratings. Assessment 

took place at baseline, end of treatment and 1-year follow-up. Both treatments were 

found to be effective in reducing both behavioral and emotional problems relative to 

a no-treatment control group.  The improvements were maintained at 1-year follow-

up.  There was significantly greater attrition in the control group (43%) than in the 

SFT (16%) and the IPCT conditions (4%). Final data analyses were carried out only 

on subjects who had completed treatment. Four times as many families were lost 

from family therapy than individual therapy, but family functioning improved following 

family therapy and deteriorated following individual PP. It is not clear whether the 

uneven attrition might have contributed to the apparently greater deterioration of 
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family functioning in the individual psychotherapy group56.  The strongly supports the 

acceptability of PP but is equivocal in relation to its effectiveness. 

Trowell et al.57 carried out a multicenter experimental study to assess the 

effectiveness of individual PP (FIPP) and systemic family therapy (SIFT) in a sample 

of children and young adolescents aged between 9 and 15 years (mean 12 years) 

with moderate and severe depression. Participants were randomized to one of two 

active treatments, based on caseness (FIPP, n=35; SIFT, n=37). Treatment was 

carried out over nine months and participants received a mean of 11 90-minute 

sessions of family therapy or a mean of 25 50-minute sessions of individual therapy 

plus parallel sessions of therapy for parents. Assessment took place at baseline, end 

of therapy and at 6-month follow-up. At the end of treatment, 74.3% of the FIPP 

group and 75.7% of the SIFT group were no longer clinically depressed. At 6-month 

follow-up the rates of depression had decreased further; 100% of cases in the SIFT 

group and 81% of cases in the FIPP group were no longer clinically depressed, 

suggesting a ‘sleeper effect’ for family therapy as well as individual dynamic therapy.  

The FIPP was effective for major depressive disorder, dysthymia, and double 

depression, and there were no relapses in the follow-up period. There was also a 

reduction in comorbid conditions across the study58. The results are consistent with 

the suggestion that SIFT may achieve its results more quickly than FIPP but by 6 

months post-treatment there were no substantial differences between the groups. 

Methodologically, this is a relatively well-designed study, but is limited by the attrition 

at follow-up and particularly by the lack of a TAU or waiting-list comparison group.   It 

suggests that PP may be an effective intervention for depression but unlikely to be 

more effective than systemic family therapy. 
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In a pilot RCT, Gilboa-Schechtman and colleagues59 examined the efficacy and 

maintenance of developmentally adapted prolonged exposure therapy for 

adolescents (PE-A) compared with active controlled time-limited dynamic therapy 

(TLDP-A). Thirty-eight 12–18-year-olds with PTSD related to a single traumatic event 

were randomly assigned to one of the two treatment arms. Both groups reported 

decreases in PTSD symptoms and improvements in general functioning. However, 

the changes were greater for adolescents in the prolonged exposure therapy group. 

Participants in this arm reported larger mean decreases in posttraumatic symptom 

scores and depression scores, and greater increases in adaptation. At the end of 

treatment, 68.4% of the adolescents in the PE-A group and 36.8% of those in the 

TDLP-A group no longer met diagnostic criteria for PTSD. At 6-month and 17-month 

follow-up, treatment gains and group differences were maintained. In summary, 

exposure treatment was more effective than individual psychotherapy. However, the 

pre-post effect size in the TDLP-A group was substantial, although in the absence of 

a no-treatment control condition it is hard to assess whether this is due to a 

spontaneous process of recovery. Methodologically, the study is clearly of high 

quality , but limitations of sample size (only 19 per arm) of this pilot investigation 

preclude definitive conclusions in relation to PP. Further, there is considerable 

heterogeneity even in this small sample, notwithstanding the primary diagnosis of 

PTSD as an inclusion criterion. However, there is no support from this study to 

suggest that PP should be used in preference to exposure based therapies in the 

treatment of PTSD. 

RCTs of behavioral family systems therapy (BFST) aimed to contrast BFST with an 

‘inert’ treatment and they chose ego-oriented individual therapy, a specially designed 

treatment with a clear psychodynamic basis 60 61. In this small RCT, 37 adolescent 
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female patients (age 12–19) with anorexia (DSM-III) who received either BFST or 

Ego Oriented Individual Therapy (EOIT) were compared. Both groups received 

treatment for 12–18 months. BFST patients received weekly 72-minute therapy 

sessions, whereas EOIT patients met weekly for 45 minutes and bimonthly with 

parents for 54 minutes. Subjects were assessed on a variety of physical and 

psychological measures at baseline, post-treatment and 1-year follow-up. Each 

patient received 10–16 months of therapy and was assessed post therapy and 

followed up at 1, 2.5, and 4 years. Both treatments were effective; two-thirds of the 

girls reached their target weights by the end of treatment, and at 1-year follow-up 

80% of those receiving family therapy and 69% of those treated individually had 

reached their target weights (a difference that was not statistically significant). On 

BMI, both the BFST and EOIT groups improved, but the BFST group improved more 

(mean change = 4.7) than the EOIT group (mean change = 2.3). As is often found, 

the non-psychodynamic approach produced changes faster, but in this instance 

carried the cost of a somewhat higher rate of hospitalization. Both therapies 

produced equally large improvements in attitudes to eating and depressed affect and 

family functioning62. Robin and colleagues concluded that parental involvement was 

essential to the success of their interventions for younger adolescents with anorexia 

nervosa, but that family dynamics could still be influenced without requiring the 

adolescent and her parents to be in the room together for all therapy sessions. In 

other reports the difference between therapies (group vs. individual and family) were 

small, but therapy of whatever kind is clearly better than no treatment63.  These 

studies support the use of PP in the treatment of anorexia, albeit not in preference to 

family based interventions but perhaps to be offered to patients as alternative 

approaches as part of showing respect for treatment preference. 
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The comparability of the effectiveness of family and individual approaches in the 

above studies  contrasts with finding showing the long-term superiority of family 

therapy for a younger age group of anorexics when family therapy was compared to 

a psychodynamic approach64-68.  In these studies at the Maudsley hospital, 

individuals who were relatively older appeared to benefit more from individual 

treatment whilst younger individuals benefited more from family-based approaches.  

A follow-up of individuals treated with individual PP also showed the effectiveness of 

the psychodynamic approach with eating-disordered patients69.   

In an attempt to resolve these conflicting observations, Lock et al.70 contrasted 

individual therapy and family-based treatment (FBT) for individuals meeting criteria 

for anorexia nervosa. Adolescent focused therapy (AFT) assumes that adolescents 

confuse self-control with meeting biological needs. The treatment encourages 

separation-individuation and the enhancement of tolerance of negative affect. At the 

end of treatment, 23% of the AFT group and 42% of the FBT group had achieved full 

remission but the difference between the two groups was not significant. However, 

the difference was maintained and even increased in terms of the percentage of 

those who met criteria for full remission, showing FBT to be superior to AFT. 

Treatment effects were greater for the FBT group on a number of measures but the 

difference between the groups disappeared on the self-report measure of eating 

attitudes. This is a very good-quality study, perhaps the best in this body of RCTs. It 

suggests that family therapy may be the treatment of choice for anorexia when 

compared to PP but that PP achives good results with these patients. However, the 

absence of a TAU control group does not allow us to conclude that individual 

dynamic therapy is an effective treatment. It should be recognized that, given the 
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nature of the disorder and the current state of knowledge, anything other than an 

effective therapy comparison would be unethical for this diagnostic group. 

 

Integrative (non-traditional) applications of the psychodynamic model of therapy 

Whilst not strictly speaking individual PP, the approach proposed by Diamond to 

address suicidal behavior in adolescents is relatively close to PP in 

implementation71. Attachment-based family therapy focuses on strengthening the 

attachment bonds between the adolescent and parent to produce a protective and 

secure base from which the adolescent can develop. It is based on attachment 

theory, which is a psychoanalytic model in its origin and, in the view of many, in its 

current applications72.  An RCT in the United States compared this attachment-

based family therapy (n=35) with enhanced usual care (EUC; n=31) for suicidal 

adolescents aged 12–17 years71. Outcome measures were the suicidal ideation 

questionnaire (SIQ-JR)73, the Scale for Suicidal Ideation (SSI) 74 and the BDI-II75. 

The adolescents were assessed at baseline, 6 weeks, 12 weeks, and 24 weeks. 

Compared with EUC, the ABFT group showed a significantly greater rate of 

improvement on the SIQ-JR, SSI and BDI during the treatment period. On the SIQ-

JR at 6, 12 and 24 weeks, 69.7%, 87.1% and 70% of the ABFT group and 40.7%, 

51.7% and 34.6% of the EUC group, respectively, no longer reported suicidal 

ideation at clinical level.  The SSI demonstrated similar responses. In addition, 

58.1% of the ABFT group and 38.5% of the EUC group showed clinically meaningful 

change in depression scores. Drop-out was notably lower in the ABFT group.  This is 

an important study because suicidal ideation is a powerful predictor of suicide 

attempts and a reduction in suicidal ideation may be a key outcome76. Whilst we note 

that there was consistency across self-report, clinician ratings and depression 
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diagnosis, there was no objective assessment of outcome by blinded assessors. 

Effects could be observed at 24 weeks, but there is no evidence that these outcomes 

were maintained in the long term. Nevertheless, the study constitutes preliminary 

evidence for the value of PP implemented as a family intervention for this group of 

severely impaired young people. 

Another family intervention with children with emotional disorders was reported by 

Lieberman et al.77. Again, this was a treatment that is undoubtedly psychodynamic 

in its conception, but non-traditional in its implementation. In a hallmark RCT of 

dyadic therapy, Lieberman studied 75 dyads of mothers and preschool-aged children 

(39 females and 36 males; age M=4.06, SD=0.82). The selection criteria included 

high-risk status, embodied in exposure to marital violence but where the perpetrator 

was no longer in the home. They were randomized to either child–parent 

psychotherapy (CPP) or monthly case management plus referral to community 

services (which could include individual therapy). The therapy was relatively long 

term, with 50 1-hour sessions that focused on the mother’s own history and the way 

this interacted with her perception of her child.  Assessments were carried out at 

intake, post-therapy and 6-month follow-up.  The primary outcome was the CBCL 

and a structured interview covering emotional and behavioral problems and PTSD 

symptoms (DC:0-3). Children in the group assigned to CPP improved significantly 

more than those assigned to TAU; at the end of treatment they showed decreased 

behavioral problems and PTSD symptoms. The CPP children were also less likely to 

be diagnosed with PTSD after treatment. Mothers in the CPP group showed 

significantly less PTSD avoidance symptoms than those in the control group. On the 

whole, pre-post differences were significant for the child psychotherapy group, but 

not for the TAU condition. From point of view of the quality of the report, the study 
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was rated moderate-good. The limitations included a relatively small sample size, 

which was selected on a risk-experience rather than a presenting symptom or 

disorder, and the treatment fidelity not being comprehensively reported. Further, the 

TAU condition is poorly described. Nevertheless, it joins a group of therapies where 

PP is effectively implemented in the family context.   

Ghosh-Ippen et al.78 grouped the sample from the Lieberman study according to the 

quantity of traumatic and stressful life events (TSEs) they experienced (low risk <4 

vs. high risk 4+). Among high-risk children, those in the CPP group showed 

significantly more improvement than children in the comparison group. High-risk 

CPP children also showed greater reductions in PTSD (5% vs. 53%) and 

depression, number of co-occurring diagnoses and behavioral problems. Among the 

low-risk children, the CPP group showed significant improvement in PTSD 

symptoms, whereas the comparison group did not. The authors also report that CPP 

may be especially efficacious for mothers of high-risk children; CPP mothers showed 

significant reductions in PTSD and depression, while comparison mothers did not 

show the same improvements. At follow-up, the high-risk group showed significant 

improvements in the children’s behavior and reductions in maternal depression, 

while the comparison group did not. This study needs replication but points in the 

direction of important potential moderators for dyadic implementation of PP for 

families with experience trauma. 

The model of dyadic intervention with young children turns out to be a powerful 

application of the psychodynamic model for early intervention. In a unique trial of PP 

designed to compare the efficacy of preventive dyadic interventions for maltreated 

children, Toth and colleagues79 have randomized 87 mothers and their preschoolers 

into three groups. Participants received preschooler–parent psychotherapy (PPP; 
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n=23), psychoeducational home visitation, which was a didactic model of intervention 

directed at parenting skills (PHV; n=34), or community standard intervention (CS; 

n=30).  A further group (NC; n=35) with no history of maltreatment was used as 

comparison. The PPP model consisted of 60 minutes a week dyadic interventions 

with a clinical psychologist, and was designed to provide the mother with “corrective 

emotional experience” in relation to her own experiences of deprivation and 

maltreatment. This toddler–parent psychotherapy has as its focus assisting the 

mother to change her behavior in relation to the child and modify the child’s 

expectations of the mothers’ behavior.  A narrative story-stem task was used to 

measure the effect of maltreatment in the internal representations. In the task, the 

chosen narratives depicted moral dilemmas or conflicts and emotionally charged 

events in the context of parent–child and family relationships. Assessment was made 

at baseline and 1 year after recruitment. PPP had a better pre-post effect size in 

each of the four items assessed (Maladaptive maternal representations, Negative 

Self-representations, Positive Self-representations, and Mother–child relationship 

expectations). There was no significant difference between the three other groups 

(PHV, CS and NC) in terms of change scores. There was a significant change in 

mother–child relationship expectations of PPP children.  Children became more 

positive over the course of the intervention in comparison with NC and PHV children. 

This attachment-theory-informed PP intervention appeared as more effective at 

improving representations of self and of caregivers than an intervention based on 

parenting skills which is often the recommended therapy for this age group. The 

study is of good methodological quality and provides evidence for recommending 

dyadic PP for children with maltreatment histories.  
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A similar study was designed to prevent the risk of insecure attachment in children of 

mothers with severe affective disorder. The development of insecure attachment 

relationships in the offspring of mothers with major depressive disorder (MDD) may 

initiate a negative trajectory leading to future psychopathology80. Toth and 

colleagues81 designed an attachment -theory-guided intervention to promote secure 

attachment in children of mothers who had experienced MDD since their child's birth. 

One hundred and thirty mothers were recruited and randomly assigned to toddler–

parent psychotherapy (DI – n=66) or to a control group (DC – n=64). There was a 

further comparison group of non-depressed mothers with no current or history of 

major mental disorder. Children from that group were also recruited to serve as a 

non-depressed comparison group (NC; n=68). The mean age of the children was 

20.34 months at the initial assessment. Insecure attachment was significantly higher 

in both clinical groups (DI and DC) at baseline compared with the group of children 

without maternal psychopathology. Postintervention assessment was at 3 years (36 

months). Insecure attachment remained high in the DC group but the rate of secure 

attachment had increased substantially in the DI group and was significantly higher 

than that for the DC group. It was also higher than for the NC group where there was 

little maternal psychopathology, although the group was demographically 

comparable to both the clinical groups. These results offer strong evidence to 

support the efficacy of toddler–parent psychotherapy in fostering secure attachment 

relationships in young children of depressed mothers. This is one of the best 

controlled studies of integrative dynamic therapy but, along with the study of 

maltreatment, it addresses an at-risk rather than a diagnosed population and 

therefore may not be included in many reviews where the presence of a clinical 

diagnosis represents an entry criterion for the review. 
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Cognitive analytic therapy (CAT) is another non-traditional implementation of 

psychodynamic ideas integrated with cognitive therapy.  In an RCT, Chanen et al.82 

compared the effectiveness of up to 24 sessions of CAT and manualized good 

clinical care (GCC) for outpatients who fulfilled between two and nine DSM-IV criteria 

for BPD, including self-harm. Eighty-six participants were randomized, and follow-up 

data were gathered for 41 participants in the CAT group and 37 in the GCC group. 

Primary outcomes were reduction in psychopathology (SCID-II, YSR), parasuicidal 

behavior (semistructured interview) and improvement in global functioning (Social 

and Occupational Functioning Assessment Scale). The median number of therapy 

sessions received was 13 for the CAT group and 11 for the GCC group. Both 

treatment groups demonstrated improvements over the 2-year period from baseline 

to final follow-up. There were no significant differences between the two conditions at 

post-treatment; both conditions showed substantial improvement. This study is 

important because self-harm, when accompanied by depression, is an important 

predictor of suicidal behavior in adolescence. A strong point of the study is that 

treatments were delivered as intended to be delivered in real-world services and 

there was a rigorous control condition. To control for therapist effects, the same 

therapists were used for both interventions; this could have caused a ‘leakage’ effect 

(being trained in one orientation impacts on the manner in which the other 

intervention is delivered), but adherence to the models was rated as excellent. The 

sample size was small to show a difference between two active treatments. Part of 

the reason why there may have been no difference observed is because the control 

condition was “rigorously implemented” in a well-structured design with many of the 

‘non-specific’ features of the experimental treatment. Nevertheless, no support for 

the use of PP in treatment of self-harm can be gained from the study. 
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Summary  

This review of RCTs have provided stronger support for the use of PP as 

implemented in a family context rather than as classically envisioned as an individual 

therapy. In comparison with other individual therapies there is little evidence to 

recommend PP perhaps with the exception of emotional disorders in younger 

children. Beyond this, older adolescents with anorexia have been shown to benefit. 

In other contexts, family interventions appear quicker and as or more effective. 

However, there is an accumulating body of evidence that a dyadic, parent-child, 

implementation fo PP may be quite efficacious in a range of contexts, particularly 

those involving maltreatment or family trauma. It should be noted also that in some 

studies retaining families in treatment and research appeared to be more difficult 

than in individual therapy. This was not the case for studies where family based-

dyadic treatment was offered to mothers and younger children.  

Quasi experimental and comparison group studies 

Although opportunities abound, few studies have appeared in the literature to show 

the effects of PP compared with an appropriate comparison population. The yield of 

such studies is primarily in providing practice-based evidence (to answer the “Will it 

work for me?” question after an RCT has demonstrated treatment effects due to the 

intervention). 

Comparison with TAU 

A naturalistic longitudinal study83 examined the effectiveness of individual 

psychotherapy for adolescents (age 12–18) with a range of severe mental illnesses 

diagnosed according to DSM-IV criteria.  Forty participants were offered 

psychoanalytic psychotherapy once or twice weekly for 4–12 months; 40 other 

participants were offered TAU. A variety of outcome measures were used: CBCL, 
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Youth Self Report (YSR), Family Assessment Device (FAD), Global Assessment of 

Functioning (GAF) and the Global Assessment of Relational Functioning (GARF). 

Assessment took place at baseline and 12 months. At 12 months, psychotherapy 

was associated with a greater reduction in depressive, social and attentional 

problems compared with TAU. Psychotherapy was associated with increases on the 

GAF and FAD. However, the greater effectiveness of the treatment depended on the 

level of psychopathology at baseline.  Almost half the participants offered PP did not 

engage (17 of 20) and there was a high rate of attrition in the TAU group at 1-year 

follow up (24 of 40 were not followed up).  Taking these considerations together, 

there is little in this study to support PP as an intervention for adolescents with 

severe mental disorder. 

A series of reports of the Tavistock Study of children in the care system84-87 

provided a systematic investigation of PP for children in care. The study aimed to 

assess whether these severely deprived children could benefit from psychotherapy. 

The research had a secondary aim to devise a methodology suitable for evaluating 

PP. In all, 38 children received PP (seven drop-outs).  The comparison group 

consisted of 13 cases where therapy was recommended but refused. Whilst the 

refusal was not necessarily based on the child but on circumstances beyond him or 

her, nevertheless, comparability between the groups would be hard to assume. At 

baseline there were few differences between the two groups.  At 2-year follow-up the 

majority showed improvement in their relationships with adults and with friends, 

changes in inner representations, and improvements in learning and thinking 

processes. Although improved self-image was seen, the change came slowly and 

not as easily as in other domains84-87. The study also produced interesting qualitative 

data on the therapists’ thoughts about therapy and its outcomes. The study did not 
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use established outcomes measures, making it hard to interpret the effect size of 

change. However, individual psychotherapy offered to these children was found to 

improve the objective indicators of the quality of life circumstances in which these 

children lived, namely, more permanent placements, less disruption of care.  The 

findings were supported by a further study with a single case experimental design88. 

In addition, the results mainly depended on the therapists’ assessments and could 

therefore be seen as low in objectivity. However, some of the ratings were done by 

blinded external raters. On the whole, there is indication here, that were RCTs 

available on the PP treatment of children in care, the likelihood is that the effects 

might generalize to ordinary clinical contexts (show stable capacity). 

There is a tradition of psychodynamic work with individuals with chronic physical 

conditions such as asthma and diabetes89.  Trial data are hard to come by, however. 

The work of George Moran with diabetic children is one of the only 

counterexamples. One small trial demonstrated psychoanalytic psychotherapy to be 

effective in reducing glycosylated hemoglobin levels relative to a comparison 

group90. The study compared the effects of psychoanalytic treatment plus routine 

care and routine care in 22 (aged 6–18) diabetic children and adolescents with 

grossly abnormal blood glucose profiles requiring repeated hospital admissions. 

Participants in the treatment group were offered psychoanalytic psychotherapy three 

to four times a week on the hospital ward; those in the control group received routine 

medical care and minimal psychological intervention. Assessment was conducted at 

baseline, 3 months and at 1 year. The treatment was highly effective in improving the 

diabetic control of children (measured by glycosylated hemoglobin concentration 

[Hb1Ac]) and this was maintained at 1-year follow-up. Hb1Ac concentration fell to a 

clinically acceptable range for diabetes in six of the treated subjects. None of the 
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untreated group showed such an improvement (p<.025).  At follow-up nine of the 

experimental group patients remained below their pre-admission average HbA1c 

levels, whereas only three of those in the comparison group did so. In a series of 

experimental single case studies, individual PP was found to improve several growth 

parameters probably associated with improvement of diabetic control91. An earlier 

study of day-to-day variations of diabetic control of a young girl in child analysis 

showed an association between the discussion of material in the analytic session 

and subsequent improvements in diabetic control92.  These studies deserve 

consideration because outcomes were measured not by psychological assessment, 

but by standard measures for diabetes control (M-value and HbA1c). Yet, as pointed 

out by the authors themselves, the small group size limits the conclusions that could 

be drawn. While this appeared to be a promising approach, particularly given the 

robust non-reactive measure of treatment outcome, it has sadly not been followed up 

by subsequent investigations of somatic problems and therefore it is not possible to 

recommend PP for somatic disorders on the basis of one poorly controlled study 

(however innovative). 

In a further small-scale study, Apter et al.93 reported on eight adolescents with 

obsessive-compulsive disorder (OCD)_who were inpatients in a psychiatric hospital 

in Israel. Four cases were allocated to intensive psychodynamically oriented 

psychotherapy and four to supportive educational therapy. Response to non-specific 

psychotherapy and milieu therapy was surprisingly good; seven of the eight patients 

were much improved within 3-4 months (in terms of checking, cleaning, ruminations, 

slowness symptoms) and four of eight were completely symptom-free. The study 

suggests that observational data of improvement alone may exaggerate the 
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apparent impact of PP for OCD. The conclusions of this study are limited by its small 

sample size and lack of randomization. 

Comparison with convenience sample 

Slonim and collegues94 reported a study of a group of adolescents (n=30, age 15–

18) with mixed diagnoses in outpatient clinics in Jerusalem, who were treated with 

psychoanalytic psychotherapy. The control group consisted of 42 participants with 

similar age and demographic background, studying in the same school as the 

treated patients. Assessment occurred at the beginning of treatment or school year, 

and after 12 months. Outcome was measured by the Youth Outcome Questionnaire 

Self-Report (Y-OQ-SR) and Target Complaint Scales (TCS).  The main goal of the 

study was to correlate rigidity (assessed with the Core Conflictual Relationship 

Theme [CCRT] method) with treatment outcome. The treatment group showed 

significant changes in rigidity over the course of a year of psychotherapy, while no 

such changes were detected in the community group. The results of the outcome 

measures indicate that the treatment group improved significantly more than the 

community group between baseline and end of treatment (ES=.27 for Y-OQ and .78 

for TCS), and that this improvement was significantly correlated with a decrease in 

symptoms within the treatment group. However, the comparison group does not 

protect from the bias of regression to the mean as the two groups differed 

substantially at baseline and greater changes would be expected from the group with 

higher initial mean scores. The evidence from this study cannot therefore be 

interpreted as supporting PP in the context of community mental health care. 

Deakin and colleagues95 examined the effectiveness of child psychoanalytic 

psychotherapy in a clinical outpatient sample of 55 children in Brazil aged 6–11 

years with mixed diagnoses. The Rorschach, Bender and WISC III were 
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administered to 23 children aged 6–11 years, and the CBCL was completed by the 

parents at baseline and after 12 months of intervention. The control group was a 

heterogeneous group of 22 matched children from a local school who did not receive 

any intervention. In the intervention group, the children showed significant reductions 

in behavioral and emotional problems. CBCL effect sizes between groups  at 12 

months were small on the internalizing scale, negligible on the externalizing scale 

and insignificant overall. This was a controlled observational study, carried out at a 

clinic with no research culture. There was a high drop-out rate (54%) and no manual 

was used for ICPP so it was not possible to ensure that the therapy was carried out 

as intended. While offering little solid basis for recommending PP, the greater impact 

on internalizing than externalizing problems of PP reflects other findings from 

correlational designs. 

Active treatment comparisons 

Scholte and colleagues96 carried out a quasi-experimental study (n=105) with 

adolescents (mean age 14.9 years) admitted to four different residential programs in 

the Netherlands aiming to treat severe behavioral and emotional difficulties. The 

following treatment methods were used: behavioral modification, psychodynamic 

treatment, structured community living, and adventurous learning. The treated 

children were also compared with a drop-out control group (n=22). Outcome 

measurement (with CBCL) and assessment took place 1 month into the treatment 

and at the end of treatment.  All programs produced positive outcomes on all three 

domains of the CBCL (internalizing, externalizing and total problems). The 

psychodynamically treated group’s pre-post effect size was large. This group 

showed greater improvement than the behavioral modification group, but not quite as 

large as the structured community living and adventurous learning groups. However, 
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only a small portion of patients moved to a non-clinical condition after one year, and 

thus treatment often had to be extended. The use of drop-outs as a control condition 

and the lack of randomization introduce a bias that has probably increased the 

apparent effect sizes of the treated groups precluding valid conclusions in relation to 

PP. Outcomes based entirely on CBCL scores may create concerns about the 

reactive nature of the assessment approach as the context of the therapy (individual 

versus community) may have moderated the way youths and/or informants 

completed the measures. 

A classic study, for many years one of the only studies that considered the issue of 

intensity of psychological therapy, focused on specific learning difficulties as a target 

of therapy97 98. In the first study, eight boys received psychoanalytic treatment; four 

received therapy once a week, and the others received therapy four times a week. At 

the end of treatment, the children seen four times a week showed greater 

improvement in adaptation compared with those receiving treatment once a week.  

This study had a small sample and used unvalidated measures. In the second study, 

12 boys (mean age 9 years) presenting with ADHD were split into three groups, 

which received different intensities of psychoanalytic psychotherapy. The treatments 

given to the groups were: once weekly psychoanalytic psychotherapy for the first 

year and then four times a week for the rest of the therapy (total duration 36 

months); once a week throughout the whole therapy (27 months); and four times a 

week throughout the whole therapy (28 months). All boys made improvements, but 

those seen more frequently (four times a week for 1 or 2 years) showed greater 

improvements in self-esteem, capacity for relationships, frustration tolerance, and 

flexible adaptation. The study is limited by its small sample size, but suggests that 

more frequent sessions trigger qualitative process variables, and that quantitative 
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measurement is not always enough to understand improvements after 

psychotherapy. Without an untreated control group it is not possible to say whether 

the improvement would not have occurred spontaneously, except that there was a 

dose-response relationship that became apparent over the 2 years post-treatment. 

The eight children who had received more intensive help (more sessions per week) 

showed increasing benefits in terms of self-esteem, the capacity to form 

relationships, and the capacity to work, including frustration tolerance.  

Summary 

Surprisingly, quasy  experimental studies have not been as productive in the field of 

PP testing as in the case of other psychotherapy investigations. Notwithstanding the 

problems of interpretation that can bedevil these studies, they potentially provide 

evidence in relation to the replicability of size of effects observed in RCTs. The 

studies reviewed in this section have not provided conclusive data in relation to the 

value of PP for outpatient or institutional treatment contexts.  

Observational studies 

Controlled trials teach us a great deal about a therapy, but we can learn much from 

follow-along or observational studies too. The learning in these instances is less from 

the size of the improvement of the group overall, but rather from comparisons within 

the sample potentially identifying the subgroups who benefit most from a treatment.  

Clinic-based studies  

In a series of papers, Baruch and colleagues99-101 report the evaluation of a 

community-based psychoanalytic psychotherapy service for young people between 

12 and 25 years old. In the initial report99, 106 participants with multiple difficulties 

are described. They were assessed at intake, at 3 months, 6 months, 1 year, and 
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annually thereafter. The median number of weeks in treatment was 17. The 

adolescents and young adults in the sample had a median number of three 

diagnoses and four significant psychosocial stressors. After 3 months, there was 

significant improvement (p<.01) in Internalizing Problem scores and Total Problem 

scores on the YSR. The authors report that externalizing problems appeared more 

difficult to treat with PP. Twice as many participants improved if they had 

internalizing disorders, which was a statistically significant difference. Comorbidity 

with emotional problems increased the likelihood of externalizing problems 

responding to psychodynamic treatment, as did more frequent treatment. Detailed 

analysis revealed that participants who improved for externalizing problems also 

improved for internalizing problems. The majority of subjects who reported 

deterioration for externalizing problems did not deteriorate for internalizing problems. 

Similar conclusions emerged  from a report of follow-up of 61 participants from the 

same study100.  

Baruch and Fearon102 reported a 1-year follow1up of 151 participants from the 

same service. According to self-report data, participants showed an improvement in 

mean scores on the YSR, fewer participants were in the clinical range, and the 

participants demonstrated significant reliable change in level of adaptation. Rate of 

improvement did, however, drop significantly over time. The sample of young people 

who were reached on follow-up, however, appeared to be unrepresentative of the 

overall population who received therapy from the service. In a further study101, the 

focus was on the difficulty in collection of observational data, with levels of attrition at 

12-month follow up for self, significant other and therapist reports being 19.4%, 

10.3% and 16.0%, respectively. 
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The Anna Freud Centre (AFC) retrospective study provided information concerning 

the relative benefits obtained from psychodynamic treatments of varying intensity for 

a number of diagnostic groups. Using data from this study, Target and Fonagy103 

examined the efficacy of psychoanalysis for children with emotional disorders. They 

compared 254 children and adolescents who underwent full psychoanalysis (4–5 

times a week) with 98 children and adolescents treated with psychoanalytic 

psychotherapy (1–3 times a week) for an average of 2 years. Treatment outcome 

was assessed with CGAS at referral and termination. There was only very 

preliminary evidence that PP may be effective in the treatment of anxiety disorders45.  

In this chart review study, children with anxiety disorders (with or without 

comorbidity) showed greater improvements than those with other conditions, and 

greater improvements than would have been expected on the basis of studies of 

untreated outcome. Over 85% of 299 children with anxiety and depressive disorders 

no longer suffered any diagnosable emotional disorder after an average of 2 years of 

treatment. Looking in more detail at specific diagnostic groups, it was found that 

phobias (n=48), separation anxiety disorders (n=58) and overanxious disorder 

(n=145) were resolved in around 86% of cases. OCD was more resistant, ceasing to 

meet diagnostic criteria in only 70% of cases. There are serious limitations to a 

retrospective study, and there was no control group or follow-up.  However, these 

rates of improvement appear to be above the level expected from longitudinal 

studies. For emotional disorder diagnoses, less severe principal diagnosis, better 

initial adaptation and younger age were significant predictors of good outcome. A 

further finding was that children with severe or pervasive symptomatology, such as 

GAD, or multiple comorbid disorders, required more frequent therapy sessions, 
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whereas more circumscribed symptoms, such as phobias – even if quite severe – 

improved comparably with once-weekly sessions.  

The AFC chart review study104 included 65 children and adolescents with dysthymia 

and/or major depression, who had been treated for an average of 2 years. By the 

end of therapy, over 75% showed reliable improvement in functioning and no 

depressive symptoms. However, the episodic course of depression means that these 

pre-post findings with no control group or follow-up cannot be taken as evidence of 

efficacy. A clearer finding was that children and adolescents with depressive 

disorders appeared to benefit more from intensive (4–5 sessions per week) than 

from non-intensive (1–2 sessions per week) therapy, after controlling for length of 

treatment and level of impairment at referral. This is of some interest given that the 

depressed cases were mostly adolescents, who generally did not gain additional 

benefit from frequent sessions. 

In the AFC retrospective study105, although children and young people treated for 

major depression were likely to improve even if they remained in the dysfunctional 

range after treatment, diagnoses related to conduct problems (CD and ODD) 

appeared particularly resistant to PP.  Children with ODD benefited more than those 

with CD. The difference was mostly explained by premature termination of treatment. 

Children and young people with disruptive disorder who also had an anxiety disorder 

diagnosis were more likely to benefit105. As noted above, individual child 

psychotherapy is now rarely carried out in practice without family work. In the AFC 

retrospective study, concurrent work with parents was a predictor of good outcome45.   

In a smaller sample from the AFC long-term follow-up, Schachter and Target106 

examined the outcomes of child psychotherapy in adulthood. Thirty-four former child 



39 
 

patients treated at the AFC between 1952 and 1991 participated. The subjects took 

part in a comprehensive interview process comprising three or four sessions, each 

lasting between 2 and 2 hours. The results of five different measures were 

synthesized into a single index, the Adult Functioning Index (AFI). Overall, 

participants treated as children were not characterized by severe impairment or poor 

functioning in adulthood. Most reported that they had at least one significant support 

figure, had experienced relatively low levels of adversity during their adult lives, had 

few severe life events in recent years, had good health, and had made minimal use 

of medical services. There was a strong association between positive adult outcome 

and secure attachment status. Correlation and regression analyses between 

assessment (pretreatment), termination (conclusion of treatment) and adult outcome 

showed that the best predictor of adult outcome was the child’s overall level of 

functioning, assessed on the Hampstead Child Adaptation Measure (HCAM score,107 

before receiving treatment. While this is a unique study, there is little expectation on 

the part of the authors of representativeness. Clearly, in the case of long-term follow-

up, those with least difficulty in their current lives may indeed be those who are most 

readily reached. 

Midgley and Target108 109 looked at the outcome of child psychoanalysis from the 

perspective of the patient. This study was also part of the AFC long-term follow-up 

study. The authors examined the memories of adults who received psychoanalysis 

as children. Two-thirds of those who took part felt that the therapy had been helpful 

to them at the time, despite difficulty in assessing how their lives might have been 

different if they had not received it. There was a range of different ways, both 

positive and negative, in which the participants felt that psychotherapy had impacted 

their lives. In both papers the authors report that many participants emphasized the 



40 
 

value of being able to talk and being listened to. The authors report that those who 

remembered psychoanalysis in a positive way tended to be in treatment as quite 

young children109. There was an emphasis on being accepted and listened to. About 

a quarter of patients remembered child therapy predominantly in relation to their lack 

of engagement with the process. The study’s length of follow-up is unique and it 

produced an interview protocol for the assessment of long follow-ups. 

Case series studies 

Vilsvik and Vaglum110 carried out a small naturalistic study, following the outcome 

of 17 adolescents (age 13–17) with anorexia nervosa who participated in an 

outpatient program of individual psychotherapy for 1–9 years (mean 4 years). The 

average duration of treatment was 11 months, with weekly sessions. Outcome was 

measured by weight gain, menstrual status and analysis of case notes. The authors 

report that at follow-up all patients had improved significantly medically and socially; 

nine had recovered fully and six had minor anorectic symptoms. However, the 

conclusions are limited by the small sample size, the lack of a control group and by 

the fact that referring agencies may have selected an unrepresentative sample. The 

authors also recognize that the younger age and stable family situation of the 

subjects may have helped produce the positive outcome. 

Non-directive play is often used to promote communication skills in children with 

autism111. Although such interventions have common components, they are not 

specifically psychodynamic. The Tavistock Clinic has developed a specialized 

psychodynamic approach to the treatment of individuals with autism112.  The 

approach has some similarities with the intensive emotional support-oriented 

approach taken by Stanley Greenspan and colleagues in the United States113, and 

the Mifne method in Israel114.  These approaches aim to strengthen non-autistic 
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aspects of the child’s functioning, working in a family context as much as possible. 

Vorgraft115 demonstrated significant improvement in 23 children carefully diagnosed 

as suffering from autistic disorder and treated at the Mifne Institute. They found a 

modest but statistically significant change at 6-month follow-up of an intensive 3-

week treatment. Despite these findings, outcome data are rather sparse in this area, 

and the retrospective chart review study at the AFC indicated that psychoanalysis 

was not helpful with this diagnosis116.  However, follow-up of these 

psychoanalytically treated individuals into adulthood identified some individuals with 

symptoms of pervasive developmental disorder, generally Asperger syndrome, who 

showed a surprisingly high level of functioning in adulthood117.  

Pynoos and colleagues have developed a program for adolescents who 

experienced or witnessed violence118. The UCLA School-Based Trauma/Grief 

Intervention Program for children and adolescents includes a systematic method for 

screening students, a manualized 16–20-week group psychotherapy protocol, which 

addresses current stresses and conflicts not limited to the trauma exposure, and 

adjunctive individual and family therapy. As a package, the protocol is a skills-based 

cognitive behavioral therapy (CBT) program and is very far from a prototypical 

unfocused insight-oriented group psychotherapy, but the attention to developmental 

considerations and the model of traumatic stress within which the treatment is 

rooted119 make the intervention deserving of consideration under a general 

psychodynamic heading. Two uncontrolled studies of this approach120 121 found that 

participation was associated with improvements in trauma-related symptoms and in 

academic performance. The same group assessed a modification of this protocol for 

55 war-traumatized Bosnian adolescents. There was an observed reduction in 
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psychological distress and positive associations between distress reduction and 

improved psychosocial adaptation. 

Heede et al.’s122 prospective uncontrolled study examined the effect of three 

psychodynamic milieu therapeutic institutions for children aged 6–15 years of age 

suffering from severe trauma or early deprivation. Over 4 years, 24 Danish-speaking 

children were included in the research project.  Measurement points were baseline 

and after 2 years of treatment. The study’s objective was to give a qualified 

estimation of whether the child’s personality structure had changed during the course 

of psychodynamic milieu therapy. The authors reported improvements in the 

children’s cognitive and emotional functioning, self-confidence, and capacities for 

self-reflection, based on the WISC (Wechsler, 1991) and psychometric tests 

(Rorschach ad modum, (Exner 2003) and Thematic Aperception Test (scored by 

systems developed by Western (1990) and Cramer (1991)). The therapy was not as 

effective in terms of the children’s interpersonal relations. However, the lack of a 

control group limits the conclusions that can be drawn from these results in relation 

to the potential of PP. Further, we do not know whether the measure chosen was 

sensitive to therapeutic change. 

Eresund and colleagues123 report on a study carried out in Sweden examining a 

long-term supportive expressive play psychotherapy for children and parents. The 

participants were nine boys aged 6–10 years with disruptive behavior disorder, and 

their parents. All the boys had a DSM-IV diagnosis of ODD, and some had comorbid 

ODD, CD and DAMP (dysfunction of attention, motor control and perception). The 

boys received therapy for their problems twice weekly initially; this was reduced to 

once a week after 1.5 to 2 years. Parents had sessions of their own with the child’s 

therapist every second week (sometimes every week). Treatment lasted between 2 
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and 5 years, with a median of 2.5 years. At the end of treatment, only one boy still 

fulfilled DSM-IV ODD criteria. Parents (CBCL) and teachers (TRF) reported better 

social function after therapy. Improvements were less marked in boys who, in 

addition to initial diagnoses of ODD or CD, had ADHD. At 1-year follow-up, parent-

reported improvements were maintained.  This study had a very small sample and 

no control group. However, this study is important in underscoring the potential of 

long-term PP in helping children with conduct problems. 

Odhammar et al.124 report on an observational study, which was part of the Erica 

Process and Outcome Study (EPOS). The EPOS evaluates goal-formulated, time-

limited psychotherapy in conjunction with parallel work with parents. The study 

aimed to investigate whether children’s global functioning improves after PP. Thirty-

three children (age 5–10) with mixed diagnoses (29 children had at least one DSM-

IV diagnosis and 15 children had comorbid conditions) underwent PP once or twice a 

week, with parallel work with parents, for 6 months to 2.5 years. Subjects were 

assessed with the CGAS and HCAM pre- and post-treatment.  A significant 

difference was found between CGAS pre- and post-treatment (p<.001), which had a 

large effect size. A similar result was found for the HCAM. The four subscales of the 

HCAM that showed the largest changes were: general mood, and variability of mood; 

ability to tolerate frustration and control impulses; development of confidence and 

self-esteem; and ability to cope with very stressful events. The authors also 

undertook qualitative analyses of two patients, which highlighted the difficulty of 

capturing and understanding change processes using quantitative measures. The 

clear limitation of the study design, which compromises conclusions in relation to PP, 

is that psychotherapists themselves rated the children’s global functioning with the 

CGAS.  
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Carlberg et al.125 explored children’s expectations and experiences of PP in a small 

subsample of participants from the EPOS study. The participants were children aged 

between 6 and 10 years who had at least one DSM-IV diagnosis at the start of 

psychotherapy; the most common was ADHD (n=6). Seven of the children had more 

than one diagnosis. The children’s attitudes were assessed at the start and end of 

treatment through semistructured interviews using self-rating instruments, drawing 

materials and toys. According to the self-ratings, the children showed a moderate 

degree of improvement in their problems. The children were able to communicate 

their expectations and experiences, and most were positive about in their 

expectations and their experiences of therapy after termination. 

Limitations and Conclusions 

While we aimed at exhaustive coverage, key contributions may have been missed 

for a range of administrative and practical reasons. Studies not published in the 

English language were not accessible to review. Anecdotal case reports, which 

represent a large proportion of the psychodynamic literature, were not included. We 

did not aggregate the studies using meta-analytic methods; there are too few studies 

using genuinely comparable treatment procedures for aggregation to be justified. 

The body of rigorous research supporting psychodynamic therapies for adults for 

most disorders remains limited, particularly relative to research supporting 

pharmaceutical treatments and even other psychosocial approaches such as CBT126-

129. There are both practical and theoretical difficulties in mounting trials of dynamic 

therapies, which go some way to explaining the lack of evidence (e.g., the bias 

against research by many practitioners of psychodynamic therapies and their 

epistemological problems with accepting the canons of modern scientific studies, the 
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reluctance of funding bodies to invest in research on clinical problems considered to 

be “solved” by a combination of drug and cognitive behavioral treatments, the 

expense of mounting trials sufficiently powered to yield information on what 

treatments are appropriate for which disorder, the failure to tightly manualize 

psychodynamic treatments, etc.).  

Currently there is some evidence to support the use of PP for children whose 

problems are either internalizing or mixed but with an element of anxiety and 

emotional disorder. There is also evidence that the support and inclusion of parents 

is an important aspect of this treatment. There is some evidence that effects tend to 

increase following the end of treatment. There is evidence that behavioral problems 

are more resistant at least to a classical, insight-oriented psychodynamic approach. 

The distinction between family approaches and individual psychodynamic 

approaches is narrowing.  This is particularly clear in the treatment of young children 

and adolescents with eating disorders, where it seems that combinations of these 

two approaches are as effective as any other kind of treatment. In line with the 

grouping together of family and individual approaches, the evidence is stronger for 

younger children, where parents are almost always included in treatment, and where 

a dyadic therapeutic model exploring the dynamics of the parent–child relationship 

may be especially helpful. In our view, it is probably an error to confound the mode of 

treatment delivery (individual long-term insight-oriented psychotherapy) with the 

psychological ideas that underpin formulations of pathology and cure which have 

their origin in that approach. It is, in our view, more than possible that PP has not yet 

found the best setting and the most efficacious mode of delivering its therapeutic 

aims. Much of what we had noted as non-traditional applications of psychoanalytic 
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therapy may actually end up as the most commonly used methods for delivering 

these therapeutic ideas. And why not? 

On a separate note, a group of studies where non-reactive measures of outcome 

were used (cognitive ability, physiological indications of compliance with medical 

treatment) yielded surprisingly large effect sizes, which suggests that researchers of 

PP need to be willing to look beyond the field of psychological symptoms for the 

effects of treatment. Those who argue (correctly in our view) for continued 

investment in this approach point to the limitations of the evidence base supporting 

CBT e.g. 130 or pharmacological approaches e.g. 131. Notwithstanding the general 

weakness of the evidence base of mental health treatments for children, this 

weakness is particularly pronounced for psychodynamic treatments, and the 

shortage of research studies needs to be addressed urgently. In the light of the 

limitations of CBT in severe disorders. in comparison with medication132-134, it 

behoves us to investigate the effectiveness of alternative treatment approaches. 

Ultimately, however, such a negative case cannot persuade policy makers and 

funders, and, without intense research on the effectiveness of the method deeply 

rooted in and shaped by psychological models of pathology, the long-term survival of 

this orientation is not assured8.  This is not to say that the techniques that have 

evolved as part of this approach will not survive (they are effective, and clinicians, 

being pragmatic people, will continue to discover and use them), but they will be 

increasingly absorbed into alternative models, and the unique approach pioneered 

by Freud and outlined in this volume might then not continue. 
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