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The status of psychodynamic psychotherapy as an empirically 
supported treatment for common mental disorders – an umbrella 
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To assess the current status of psychodynamic therapy (PDT) as an empirically supported treatment (EST), we carried out a pre-registered systematic um
brella review addressing the evidence for PDT in common mental disorders in adults, based on an updated model for ESTs. Following this model, we 
focused on meta-analyses of randomized controlled trials (RCTs) published in the past two years to assess efficacy. In addition, we reviewed the evidence 
on effectiveness, cost-effectiveness and mechanisms of change. Meta-analyses were evaluated by at least two raters using the proposed updated criteria, 
i.e. effect sizes, risk of bias, inconsistency, indirectness, imprecision, publication bias, treatment fidelity, and their quality as well as that of primary studies. 
To assess the quality of evidence we applied the GRADE system. A systematic search identified recent meta-analyses on the efficacy of PDT in depressive, 
anxiety, personality and somatic symptom disorders. High quality evidence in depressive and somatic symptom disorders and moderate quality evidence 
in anxiety and personality disorders showed that PDT is superior to (inactive and active) control conditions in reducing target symptoms with clinically 
meaningful effect sizes. Moderate quality evidence suggests that PDT is as efficacious as other active therapies in these disorders. The benefits of PDT out-
weigh its costs and harms. Furthermore, evidence was found for long-term effects, improving functioning, effectiveness, cost-effectiveness and mechanisms 
of change in the aforementioned disorders. Some limitations in specific research areas exist, such as risk of bias and imprecision, which are, however, 
comparable to those of other evidence-based psychotherapies. Thus, according to the updated EST model, PDT proved to be an empirically-supported 
treatment for common mental disorders. Of the three options for recommendation provided by the updated model (i.e., “very strong”, “strong” or “weak”), 
the new EST criteria suggest that a strong recommendation for treating the aforementioned mental disorders with PDT is the most appropriate option. In 
conclusion, PDT represents an evidence-based psychotherapy. This is clinically important since no single therapeutic approach fits all psychiatric patients, 
as shown by the limited success rates across all evidence-based treatments.
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More than 20 years ago, criteria for empirically supported psy-
chotherapeutic treatments (ESTs) were first proposed1,2. These 
criteria suggested that at least two randomized controlled trials 
(RCTs) from independent research groups were required to dem-
onstrate that a manual-guided treatment was superior to control 
conditions, or as efficacious as an already established treatment, 
in a specific mental disorder1.

However, concerns were raised about those criteria. They in-
cluded the exclusive focus on symptom improvement while ne-
glecting psychosocial functioning, the limited generalizability 
of results from research settings to clinical practice, the neglect 
of design flaws and researcher allegiance, and the fact that only 
two RCTs were required to demonstrate efficacy3. Furthermore, 
an independent empirical re-evaluation of the studies included in 
the American Psychological Association’s database of ESTs found 
replicability and power estimates to be low across almost all ESTs4. 
Some ESTs rated as having “strong” evidence according to the 
model failed to outperform their “modest” counterparts with re-
gard to efficacy4.

As a result, a new model for ESTs has been proposed, taking 
these concerns into account3. This model requires a focus on: a) 
systematic (quantitative) reviews (meta-analyses) rather than in-
dividual studies, b) study quality, c) clinical significance in addi-

tion to statistical significance, d) long-term outcomes in addition 
to short-term efficacy, e) functional or other health-related out-
comes in addition to symptom improvement, f) generalization 
to non-research settings, g) de-emphasizing categorical diagno-
ses and emphasizing syndromes and diagnostically complex pa-
tients, and h) mechanisms of psychopathology and therapeutic 
change3.

For candidate treatments, the new EST model suggests the use 
of the Grading of Recommendations Assessment, Development, 
and Evaluation (GRADE) system by an expert committee, to as-
sess the quality of evidence and the degree to which benefits 
exceed potential harms5-8. The original GRADE system allows to 
rate the evidence as “high quality”, “moderate quality”, “low qual-
ity” or “very low quality”5-9. If there are differences in ratings of ev-
idence between primary (critical) outcomes and other outcomes 
(e.g., side effects or costs), GRADE regards efficacy outcomes as 
the most important on most occasions, and suggests that guide-
line panels can base their rating of the quality of evidence exclu-
sively on data on efficacy7.

For high quality evidence, the new EST model requires a wide 
range of studies with no major limitations, small heterogeneity 
and narrow confidence intervals (CIs)3. These recommendations 
differ considerably from the original approach of the GRADE 
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group, which considered “one or more well-designed RCTs yield-
ing consistent directly applicable results” as required for high 
quality evidence7. Moderate quality evidence is defined by the 
updated EST model as “a few” studies, of which some have limi-
tations, but no major flaws, with some variation between studies 
or a wide CI for the summary estimate3. Again, this recommen-
dation differs from the original approach of the GRADE group, 
which defined moderate quality evidence for RCTs in terms of 
“important” limitations7. Low quality evidence was originally 
restricted by the GRADE group as referring to observational stud-
ies and only occasionally to RCTs with multiple serious limita-
tions7, whereas the newly proposed EST criteria define low qual-
ity evidence as referring to “studies” (no specification if RCTs 
or observational studies) with major flaws, or where there are 
important variations between studies and very wide CIs for the 
summary estimate3.

In a next step, the original GRADE system results in “strong” or 
“weak” recommendations for a treatment5-7. In the new EST model, 
a third category was introduced, i.e. a “very strong” recommenda-
tion3. Additional contextual factors may increase or decrease the 
GRADE recommendations (e.g., comparative efficacy to other 
treatments, evidence for mechanisms of change, evidence for  
efficacy in minorities or across various patient sub-populations)3.

Based on the original EST criteria1, the empirical status of 
psychodynamic therapy (PDT) has been assessed in several 
reviews10-14. The revised EST criteria, however, have not yet been 
applied to studies available for PDT. Nevertheless, as pointed 
out by the Task Force on Promotion and Dissemination of Psy-
chological Procedures, it is critical to investigate whether PDT 
fulfills the updated criteria, “if this clinically verified treatment 
is to survive in today’s market”15. For this reason, we carried out 
an umbrella review of meta-analyses of PDT in common men-
tal disorders in adults applying the revised EST criteria.

METHODS

Details of the procedures were described in a study protocol16, 
which was also pre-registered (PROSPERO: CRD42022342350).

The authors of this review fulfil the criteria proposed by the 
new EST model3, that is: a) a broad range of documented exper-
tise, b) disclosure of actual and potential conflicts of interest (see  
supplementary information), c) maintaining a climate of openness,  
d) using clearly defined procedures and methods as described in 
the study protocol.

Definition of psychodynamic psychotherapy

PDT includes a family of psychotherapeutic approaches hav-
ing in common a focus on the identification of recurring patterns 
of relating to the self and others (including the therapeutic rela-
tionship) and of expression of emotion, the exploration of defen-
sive patterns, and the discussion of past experiences that have an 
impact on the person’s present experiences17.

PDT operates on a supportive-interpretive continuum17. The 
use of more interpretive or supportive interventions depends on 
the person’s needs and mental capacities17-19. While interpretive 
interventions enhance the person’s insight about repetitive con-
flicts sustaining his/her problems, supportive interventions aim 
to strengthen psychosocial abilities (“ego-functions”) that are cur-
rently not accessible to the person.

Similarity

The treatments included in a meta-analysis are required to show  
sufficient similarity20, a criterion adopted by the new EST model3. 
For many variants of PDT, the commonalities in techniques have 
been shown to outweigh the differences, allowing for the devel-
opment of unified protocols21-25. Unified psychodynamic proto-
cols focus on shared ingredients or mechanisms, representing a 
“mechanism-oriented approach”21-23. An analogous approach 
has been developed in the area of cognitive behavior therapy 
(CBT)26,27. Indeed, the updated EST model encourages a focus on 
core dimensions of pathology and treatments which may reduce 
“the EST movement’s reliance on a large number of treatment man
uals” and lead to a much simpler and “more practitioner-friendly 
system”3. For each mental disorder included in this umbrella re
view, we tested whether the applied PDT techniques showed suf-
ficient similarity.

Conditions being studied

The following mental disorders in adults, defined according 
to the ICD or DSM, were eligible for inclusion in this umbrella 
review: depressive disorders, anxiety disorders, trauma- and 
stressor-related disorders, dissociative disorders, obsessive-
compulsive disorder, eating disorders, somatic symptom disor-
ders, attention-deficit/hyperactivity disorder, substance related 
disorders, personality disorders, bipolar disorder, schizophrenia 
spectrum disorders. In addition, complex mental disorders – 
defined as chronic disorders, highly comorbid disorders, and dis-
orders associated with personality disorders – were also included.

Inclusion criteria

Following the revised EST criteria3, when evaluating PDT effi-
cacy, we focused on meta-analyses of RCTs in common mental 
disorders in adults published in the past two years. Older reviews 
were only included if they provided data not available in more 
recent reviews, e.g. results on specific domains such as function-
ing.

Meta-analyses were included which tested PDT against a con-
trol condition (e.g., waiting list, treatment-as-usual, TAU; pill or psy-
chological placebo), or against pharmacotherapy or another form 
of psychotherapy3. Results were evaluated per comparison condi-
tion, divided into all controls, active controls (e.g., TAU, enhanced 
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TAU, low intensity therapy), and active therapies (e.g., pharma-
cotherapy or another form of psychotherapy). If several meta-
analyses for one disorder were available, we included the largest, 
that is the one encompassing most RCTs.

Furthermore, systematic reviews focusing on mechanisms of 
change of PDT were evaluated, including both RCTs and open 
studies if they showed all characteristics of RCTs (e.g., treatment 
manuals, valid assessment of disorder and outcome) with the ex-
ception of not including a control condition. In addition, as sug-
gested by the new EST model, effectiveness studies carried out 
under real-world conditions, as well as cost-effectiveness studies, 
were evaluated3. We included individual studies if no systematic 
reviews were available for a specific area of research, or if a recent 
study was not included in available systematic reviews.

Outcomes

As primary (critical) outcome, we used effect sizes in disorder-
specific target symptoms post-therapy assessed by validated 
scales. In addition to statistical significance, clinical significance of 
effect sizes was assessed. If presented by the authors of the includ-
ed meta-analyses, data of high-quality studies and data corrected 
for publication bias or outliers were preferably included. Through 
this paper, a negative effect size indicates superiority of PDT.

Secondary (important but not critical) outcomes assessed, 
if available, were adverse events, improvement in functioning, 
effectiveness under real-world conditions, cost-effectiveness, and 
impact on minorities.

Search for studies

We searched PubMed and PsycINFO and individual records of 
the Cochrane Library for systematic reviews, meta-analyses and in-
dividual RCTs on the efficacy of PDT in common mental disorders 
in adults published between 2012 and December 2022. We aimed 
to focus on meta-analyses published in the past two years, as re-
quired by the new EST criteria. However, we allowed inclusion of 
older reviews providing results not included in more recent ones.

Search terms were (meta-analy* or metaanaly*) and (“psy-
chodynamic therapy” or “dynamic therapy” or “psychoanalytic 
therapy” or “psychodynamic psychotherapy” or “dynamic psy-
chotherapy” or “psychoanalytic psychotherapy”). Additionally, a 
regularly updated comprehensive list containing RCTs of psycho-
dynamic treatments was consulted (resea​rchga​tenet/​publi​catio​n​
/31733​5876) and a hand search in journal papers and textbooks 
was carried out. Studies on face-to-face and Internet PDT were 
included, as well as studies on individual and group therapy.

Furthermore, we searched for systematic reviews and indi-
vidual studies on mechanisms of change in PDT, for effectiveness 
studies carried out under real-world conditions, and for studies on 
cost-effectiveness of PDT3. For these purposes, additional search 
terms were “mechanisms of change”, “curative factors”, “process-
outcome”, “cost-effectiveness”, and “health economic analysis”.

At least two reviewers independently screened the results of 
the database search for relevant meta-analyses and individual 
studies. If the title and abstract of a paper contained sufficient 
information to determine that it did not meet the inclusion cri-
teria specified above, the paper was excluded. In a next step, full 
texts of all studies possibly relevant for inclusion were retrieved. 
Disagreements about the inclusion of a meta-analysis or study 
were solved by consensus or by consulting a third expert. The 
search results for meta-analyses were documented in a PRISMA 
flow chart (see Figure 1).

Data extraction

A data extraction form was used to retrieve details of included 
meta-analyses. A similar form was used for individual studies. At 
least two authors independently extracted the results: type of dis
order, number of included RCTs, number of participants, risk of 
bias, effect sizes, 95% CI, heterogeneity, and adverse events. Dis-
crepancies were solved by consensus. These procedures were ap
plied to all ratings, including assessment of risk of bias, treatment 
fidelity, quality of meta-analyses and GRADE. We contacted the 
authors of the included meta-analyses for additional information.

Quality of meta-analyses and primary studies

For rating the quality of included meta-analyses, we applied 
the Joanna Briggs Institute Critical Appraisal Checklist for Sys-
tematic Reviews and Research Syntheses28. We used the first 
nine items which refer to quality, complemented by item 12 of 
AMSTAR 2 (“Was the impact of risk of bias in individual studies 
on results of the meta-analysis taken into account?”)29 and an 
additional item addressing whether the meta-analysis was pre-
registered.

If data on risk of bias were not reported in the included meta-
analyses, we rated this risk for the included studies using the four 
criteria of the Cochrane Risk of Bias Tool30 (adequate random 
sequence generation, allocation concealment, blinding of asses-
sors and/or use of self-report measures only, and use of intent-to-
treat analysis).

As to the quality of primary studies, we used ratings based on 
the Randomized Controlled Trial Psychotherapy Quality Rating 
Scale (RCT-PQRS)31. Treatment fidelity was assessed following cri-
teria proposed by the new EST model3 (i.e., use of treatment man-
uals, experienced/qualified therapists, monitoring of treatment 
during the trial, and empirical assessment of treatment integrity). 
The quality of studies on mechanisms of change was evaluated as 
proposed by Crits-Christoph and Connolly Gibbons32.

Data synthesis

We used the criteria of the new EST model3 to evaluate the 
empirical status of PDT in each of the mental disorders. Following 
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GRADE, we first identified critical (primary) and important (sec-
ondary) outcomes33. As critical outcomes, we defined disorder-
specific symptom severity at treatment termination in comparison 
to control conditions or to active therapies. As important outcomes, 
we defined treatment effects at follow-ups, improvements in func-
tioning, costs, frequency of adverse events, and data on mecha-
nisms of change.

In a second step, following GRADE, we rated the quality of evi-
dence for each outcome, taking risk of bias, inconsistency, impre-
cision, indirectness and publication bias into account7. As to 
inconsistency, we regarded I2 values of 25%, 50% and 75% as indi-
cating low, moderate or high heterogeneity34, and took low and 
moderate heterogeneity as indicating no serious inconsistency. 
Indirectness encompassed deviations in patients, outcomes or 
treatments from those of interest, as well as indirect comparisons 
(e.g., comparing A and B with placebo without directly compar-
ing A and B)7,35. As to risk of bias, a GRADE rating of high quality 
evidence could only be achieved if more than 50% of the studies 
were at low risk with regard to random sequence generation, allo-
cation concealment, blinding of assessors (or use of self-report 

instruments only) and completeness of data (intention-to-treat 
analysis)35. For imprecision, we followed the GRADE guidelines, 
which suggest that the effect size needs to be statistically signifi-
cant and the total sample size has to exceed the “optimal infor-
mation size” (OIS), that is the sample size required to detect a 
clinically meaningful effect size with a power of 0.80 at α=0.0536,37. 
We also tested whether the recommendations would differ if the 
upper or lower boundaries of the CIs represented the truth.

We finally graded the evidence and assessed the strengths of 
treatment recommendations3,8.

RESULTS

The initial search yielded 243 hits (see Figure 1). In total, eleven 
meta-analyses were included. Four recent meta-analyses addressing 
the efficacy of PDT fulfilled the inclusion criteria, referring to depres-
sive, anxiety, personality and somatic symptom disorders38-40. Two 
older reviews fulfilling inclusion criteria which assessed the efficacy 
of PDT were also included41,42. Further included meta-analyses ad

Figure 1  PRISMA flow chart
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dressed the efficacy of Internet-delivered PDT43, the efficacy of add-
ing short-term PDT to antidepressants in depression44, the effec-
tiveness of PDT under real-world conditions45, the mechanisms of 
change46, and the quality of RCTs of PDT and CBT47.

Depressive disorders

The eligible recent meta-analysis assessing the efficacy of PDT 
for depressive disorders, in comparison with control conditions 
or active therapies, included 27 RCTs (N=3,163 patients)38. There 
was sufficient similarity in the applied techniques to assume that 
the different studies tested the same essential treatment21,22.

Efficacy of PDT vs. control conditions

PDT was found to be superior to all control conditions in im
proving depressive symptoms, with a medium effect size (g=–0.58, 
95% CI: –0.33 to –0.83, n=12, I2=63%, N=1,017) and no evidence for 
publication bias (see Table 1). Compared to waiting list controls 
only, the effect size was large (g=–1.14, 95% CI: –1.66 to –0.62, n=3, 
N=115), while it was medium compared to active controls (g=–0.51,  
95% CI: –0.68 to –0.35, I2=26%, n=9, N=945).

The effect size of –0.58 in comparison to all control conditions 
corresponds to a difference in success rates of about 33%, or a 
number needed to treat of about 348, clearly exceeding the thresh-
old of a clinically significant effect size of d=±0.24 proposed by Cui-
jpers et al49. This is also true for the effect size of –0.51 achieved in 
comparison to active controls, which also compares favorably to 
those found in the largest meta-analyses of psychotherapy (0.31) 
and pharmacotherapy (0.30) for depressive disorders in compari-
son to TAU or placebo50-52.

The above-mentioned threshold of a clinically significant effect 
(d=±0.24)49 resulted in an OIS of 43253. For PDT vs. all control con-
ditions, the effect size was significant and the sample size exceeded 
the OIS (N=1,017 > 432), thus indicating no serious imprecision. 
The lower boundary of the CI (–0.83) represents a large effect size, 
and the upper boundary (–0.33) exceeds –0.24, thus representing 
a small but still clinically meaningful effect size. For PDT vs. active 
controls, there was no serious imprecision (N=945 > 432), the lower 
boundary of the CI (–0.68) representing a medium to large effect 
size, while the upper boundary (–0.35) exceeded –0.24, thus repre-
senting a small but still clinically meaningful effect size. The width 
of the CI for comparison with controls is similar to other active 
therapies, such as CBT vs. TAU (see supplementary information).

There were no indications of serious indirectness with regard 
to patients, treatment outcomes, or comparisons.

Efficacy of PDT vs. active therapies

Compared to other active therapies, PDT did not differ signifi-
cantly on the primary outcome, i.e., severity of depression (g=–0.01,  
95% CI: –0.34 to 0.32, n=20, N=2,335). Heterogeneity was high 

(I2=90%), due to one outlier54. When this was removed, hetero-
geneity was reduced to a moderate level (g=0.10, 95% CI: –0.06 to 
0.26, I2=62%, n=19, N=2,154). Correction for publication bias in the 
reduced sample did not affect the results (g=–0.03, 95% CI: –0.23 to 
0.17, I2=73%) (see Table 1).

The corrected effect size was not significant, and the sample 
size exceeded the OIS (N=2,154 > 432), thus indicating no seri-
ous imprecision. The CI of the corrected effect size did not exceed 
±0.24, indicating no clinically meaningful difference in efficacy 
compared to other active therapies. Both the upper and the lower 
boundary of the CI represent small, clinically not meaningful 
effect sizes. Heterogeneity was moderate.

In follow-ups ranging from 2 to 55 months, the difference be-
tween PDT and active therapies remained insignificant (g=–0.01, 
95% CI: –0.31 to 0.29, n=10, I2=71%). After removing one outlier55, 
heterogeneity was reduced (g=0.08, 95% CI: –0.14 to 0.30, I2=50%, 
n=9, N=1,096). The effect size was below 0.24 and the sample size 
exceeded the OIS (N=693 > 432), thus indicating no serious impre-
cision. Both the upper and the lower boundary of the CI represent 
a small effect size. The upper boundary, however, exceeded 0.24.

Quality measures

The quality of the eligible meta-analysis was found to be good, 
with 10 out of the 11 relevant items fulfilled. The quality of pri-
mary studies, as assessed by the RCT-PQRS, was sufficient (total 
score ≥ 24) for most studies (74%).

As to treatment fidelity, most of the 27 included studies used a 
treatment manual (87%), included experienced/qualified thera-
pists (91%), monitored the treatment during the trial by supervi-
sion (59%), and assessed treatment integrity empirically (57%).

Adequate random sequence generation, allocation conceal-
ment, blinding of assessors (or use of only self-report measures) 
and intention-to-treat analysis were applied in 56%, 48%, 74% 
and 67% of the studies, respectively, indicating that most studies 
showed a low risk of bias (see also supplementary information). 
The corresponding values for the comparison with all control 
conditions were 54%, 54%, 54%, and 85%; those for the compari-
son with active controls only were 67%, 78%, 78% and 100%; and 
those for the comparison with active therapies were 50%, 40%, 
75% and 55%, respectively.

Secondary outcomes

Several studies covered in the recent included meta-analysis38 
reported data on tolerability, detecting no or only a few adverse 
events.

Improvement in functioning was not assessed in that meta-
analysis. An earlier meta-analysis42 found PDT to be superior to 
control conditions with regard to improving quality of life, with a 
medium effect size (d=–0.49, 95% CI: –0.73 to –0.24, n=3, I2=0%, 
N=293), while there was no difference compared to other psy-
chotherapies in improving interpersonal functioning, either post-
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therapy (d=0.05, 95% CI: –0.23 to 0.34, n=5, I2=40%, N=408) or at 
follow-up (d=–0.15, 95% CI: –0.70 to 0.40, n=4, I2=74%, N=288). 
Using d=±0.24 and N=432 as an OIS resulted in rating of some 
imprecision in these estimates (N=293, 408, 288 < 432). Risk of 
bias was low for random sequence generation (100% of studies), 
allocation concealment (100%), blinding of outcomes (67%) and 
completeness of data (100%) (see Table 1).

A recent meta-analysis on effectiveness of routinely delivered 
psychotherapies45 found large pre-post effect sizes in depres-
sion outcomes (d=0.96, 95% CI: 0.88-1.04), with no differences 
between CBT and PDT (d=–0.07 in favor of PDT). These results 
were corroborated by a recent effectiveness study on PDT in 
chronic depression, which found a large effect size (d=–0.90) in 
comparison to a waiting list condition56. As suggested by one RCT, 
PDT may be a cost-effective intervention in treatment-resistant 
depressive disorders as compared to TAU57.

One RCT found gender and racial/ethnic minority status to 
moderate outcome, with PDT being more efficacious in minority 
men (primarily African-American) compared to pharmacother-
apy and pill placebo58. Another RCT conducted in a community 
setting, including about 50% of patients who identified as a racial/
ethnic minority, found PDT to be as efficacious as CBT59.

Further results

A meta-analysis found PDT combined with antidepressants 
to be more efficacious than antidepressants with or without brief 
supportive therapy, with a significant but small effect size post-
therapy (g=–0.26; standard error, SE=0.10, p=0.01) and a medium 
effect size at follow-up (g=–0.50, SE=0.10, p=0.001)44. Adequate 
random sequence generation, allocation concealment, blinding 
of assessors (or use of only self-report measures) and intention-
to-treat analysis were applied in 100%, 100%, 71% and 86% of the 
studies, respectively.

A meta-analysis of Internet-delivered PDT43 reported a medi
um effect size compared to controls in depression outcomes (g=​
–0.46, 95% CI: –0.73 to –0.19, I2=23%, n=5, N=359), with two outli-
ers excluded. Risk of bias was low for most studies, and no publi-
cation bias was found.

GRADE

According to the results presented above, PTD achieved me
dium effect sizes compared to both all control conditions (g=​
–0.58) and active controls (g=–0.51) in the reduction of depressive 
symptoms, and a small clinically not meaningful effect size com-
pared to other active therapies (g=–0.03). There were no serious 
indications of inconsistency, indirectness, imprecision or publi-
cation bias in critical outcomes (see Table 1). Most studies (74%) 
showed acceptable quality as assessed by the RCT-PQRS. Treat-
ment fidelity was sufficient for most studies. The quality of the 
meta-analysis was rated as good. Furthermore, there was a rela-
tively wide range of studies (n=27), with moderate heterogeneity 

and CIs indicating enough precision. The benefits outweighed 
the costs and harms, as required by GRADE6,60.

For comparisons with all controls and active controls, most stud-
ies showed a low risk of bias, suggesting high quality evidence (see 
also supplementary information). For the comparison with active 
therapies, risk of bias was low in most studies for masking and 
completeness of data, but not for random sequence generation and 
allocation concealment (see Table 1 and supplementary informa-
tion). The GRADE guidelines recommend to be conservative with 
regard to rating down the quality of evidence61. Thus, the review 
panel decided to downgrade the evidence for PDT vs. active thera-
pies by one level, rating the evidence as moderate, whereas the 
quality of evidence for PDT vs. all controls and active controls only 
in depression was rated as high for critical outcomes (see Table 1).

Anxiety disorders

The eligible recent meta-analysis assessing the efficacy of PDT 
for anxiety disorders, in comparison with control conditions or 
active therapies, comprised 17 RCTs (N=1,798), including ago-
raphobia with and without panic disorder, panic disorder, social 
anxiety disorder, generalized anxiety disorder, and post-traumatic 
stress disorder (PTSD)38. There was sufficient similarity in the 
applied techniques to assume that the different studies tested the 
same essential treatment21,23,24.

Efficacy of PDT vs. control conditions

PDT was found to be superior to all control conditions in re-
ducing anxiety symptoms, with a large effect size (g=–0.94, 95% 
CI: –1.55 to –0.33, n=7, I2=78%, N=565). Removing one outlier62 
reduced heterogeneity to a moderate level (g=–0.72, 95% CI: 
–1.06 to –0.37, n=6, I2=43%, N=479) (see Table 2). There was no 
evidence for publication bias. Effect sizes did not significantly dif-
fer if control conditions included an active element vs. waiting list 
alone (p=0.401). For comparison with active controls, only three 
small RCTs were available; PDT yielded a medium effect size, but 
the CI was wide (g=–0.64, 95% CI: –1.14 to –0.14, n=3, N=86).

The reported effect size of –0.72 in comparison to all control 
conditions corresponds to a difference in success rates of 38% or 
a number needed to treat of 2.648. Thus, it can be considered as 
clinically meaningful. This is also true for the effect size of –0.64 
achieved in comparison to active controls.

We used d=±0.25 as a conservative estimate for a minimum 
clinically meaningful effect size, similar to the proposed effect size 
of d=±0.24 for depression, resulting in an OIS of 39853. The effect 
size achieved by PDT in comparison to controls was statistically 
significant, and the sample size exceeded the OIS (479 > 398), indi-
cating no serious imprecision. The lower boundary of the CI rep-
resented a large effect size, while the upper boundary exceeded 
–0.25, a still clinically meaningful effect size. The width of the CI 
for comparison with controls is similar to other active therapies, 
such as CBT vs. TAU or placebo (see supplementary information).
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There were no indications of serious indirectness with regard 
to patients, treatment outcomes, or comparisons.

Efficacy of PDT vs. active therapies

Compared to other active therapies, PDT was not significantly 
different in anxiety outcomes (g=–0.01, 95% CI: –0.21 to 0.20, n=15, 
I2=​60%, N=1,242). Excluding one potential outlier63 reduced hetero-
geneity (g=0.06, 95% CI: –0.11 to 0.23, n=14, I2=45%, N=1,196). Evi-
dence for publication bias was not found. There were no significant 
differences in effect sizes achieved by PDT vs. active therapies in gen-
eralized anxiety disorder compared to other anxiety disorders (p=​
0.181), panic disorder (p=0.356), or social anxiety disorder (p=0.977).

The effect size was not significant and the sample size exceed
ed the OIS (N=1,196 > 398), indicating no serious imprecision. 
The corrected effect size and its CI did not exceed ±0.25, indicat-
ing no clinically meaningful difference in efficacy compared to 
other active therapies.

Remission rates for anxiety disorders did not differ significantly 
between PDT and other active therapies (log odds ratio = 0.12, 95% 
CI: –0.76 to 0.99, p=0.761).

At follow-up of up to one year after termination, outcomes of  
PDT did not differ from other active therapies (g=0.08, 95% CI: 
–0.25 to 0.42, n=10, I2=73%). Excluding one outlier64 reduced 
heterogeneity to a moderate level (g=–0.03, 95% CI: –0.25 to 0.19; 
n=9, I2=46%, N=914). At follow-up over more than one year after 
termination, PDT did not differ from other active therapies either 
(g=0.21, 95% CI: –0.45 to 0.87, n=5, I2=85%). When removing one 
outlier64, heterogeneity was considerably reduced (g=0.00, 95% CI: 
–0.20 to 0.20; n=4, I2=17%, N=617). Both corrected effect sizes were 
not statistically significant and the sample sizes exceed the OIS, 
indicating no serious imprecision (914, 617 > 398).

Quality measures

The quality of the eligible meta-analysis was found to be good, 
with 10 out of the 11 relevant items fulfilled. The quality of pri-
mary studies, as assessed by the RCT-PQRS, was sufficient (total 
score ≥ 24) for most studies (65%). However, for the comparison 
with all control conditions, only 33% of studies scored ≥ 24, due 
to inclusion of several older studies. For comparisons with active 
therapies, the majority of RCTs (64%) were of sufficient quality.

As to treatment fidelity, most of the 17 included studies used a 
treatment manual (89%), included experienced/qualified therapists 
(89%), and monitored the treatment during the trial by supervision 
(72%). Treatment integrity was empirically studied in 33% of studies.

Adequate random sequence generation, allocation conceal-
ment, blinding of assessors (or use of only self-report measures) 
and intention-to-treat analysis were reported in 47%, 41%, 71% 
and 59% of the studies, respectively (see also supplementary infor-
mation). The corresponding values for the comparison with all 
controls were 29%, 29%, 57% and 43%; those for the comparison 
with active therapies were 47%, 40%, 67% and 60%, respectively.

Secondary outcomes

Several studies covered in the recent included meta-analysis38 
reported data on tolerability, detecting no or only a few adverse 
events.

Improvement in functioning was not assessed in that meta-
analysis. An earlier meta-analysis41 found no differences between 
PDT and other psychotherapies in improving interpersonal func-
tioning (g=–0.03, 95% CI: –1.19 to 1.14, n=3, N=512). The number 
of patients exceeded the OIS (512 > 398), but the CI was wide.

A recent meta-analysis on effectiveness of routinely delivered psy-
chotherapies45 found large pre-post effect sizes in anxiety outcomes 
(d=–0.80, 95% CI: 0.71-0.09), with no differences between PDT and 
CBT (d=0.00). One RCT found no differences in cost-effectiveness 
between PDT and solution-focused therapy in anxiety disorders65.

Further results

A meta-analysis on Internet-delivered PDT43 reported a small 
effect size compared to control conditions in anxiety outcomes 
(g=–0.32, 95% CI: –0.55 to –0.09; I2=0%, n=5, N=359). Risk of bias 
was low for most studies, and publication bias was not found, 
although the number of studies was small. An RCT found no differ-
ences in outcome between PDT and CBT applied via the Internet 
in generalized anxiety disorder (0.14, 95% CI: –0.50 to 0.78)66.

GRADE

According to the results presented above, PDT achieved a 
medium to large effect size (g=–0.72) compared to all control con-
ditions in the reduction of anxiety symptoms, and a small effect 
size compared to other active therapies (g=0.06). There were no 
serious indications of inconsistency, indirectness, imprecision or 
publication bias in critical outcomes (see Table 2). Most studies 
(65%) showed acceptable quality as assessed by the RCT-PQRS, 
except for the comparison with (active and inactive) controls, due 
to the inclusion of several older studies. Treatment fidelity was 
sufficient for most studies, except for comparisons with active 
controls. The quality of the meta-analysis was rated as good. Fur-
thermore, there was a relatively wide range of studies (n=17), with 
moderate heterogeneity and CIs indicating enough precision, 
except for comparisons with active controls. The benefits out-
weighed the costs and harms, as required by GRADE6,60.

For comparisons with all controls, most studies showed an un-
clear or high risk of bias in critical outcomes for random sequence 
generation, allocation concealment and completeness, but not for 
blinding (see also supplementary information). For the compari-
son with active therapies, risk of bias was low in most studies for 
masking and completeness of data, while it was unclear or high 
for random sequence generation and allocation concealment. As 
noted above, the GRADE guidelines recommend to be conserva-
tive with regard to rating down the quality of evidence61. Thus, 
the review panel decided to downgrade the evidence for PDT in 



World Psychiatry 22:2 - June 2023� 295

anxiety disorders by one level, rating the evidence as moderate for 
critical outcomes. For the comparison with active controls, since 
the evidence was based on only three small old RCTs of low qual-
ity, the review panel rated the quality as low (see Table 2).

Personality disorders

The eligible recent meta-analysis assessing the efficacy of PDT 
for personality disorders, in comparison with control conditions 
or active therapies, included 16 RCTs, dealing with borderline or 
Cluster C personality disorders38,39. Although there was more het-
erogeneity between PDT methods used to treat these disorders 
compared to depressive and anxiety disorders, they are all based 
on psychodynamic theory and technique and have core dimen-
sions in common17,25,67.

Efficacy of PDT vs. control conditions

For core personality disorder symptoms, PDT achieved a me
dium effect size in comparison to all control conditions (g=–0.63, 
95% CI: –0.87 to –0.41, n=5, I2=11%, N=239) (see Table 3). Com-
pared to active controls, PDT achieved a medium effect size (g=–
0.65, 95% CI: –0.99 to –0.32, I2=15%, n=4, N=200). The number of 
studies was too small to determine any effect of publication bias.

We used a standardized mean difference (SMD) = ±0.43 as a 
conservative estimate for a minimum clinically meaningful effect 
size72, resulting in an OIS of 13653. The effect size of PDT in the 
reduction of personality disorder symptoms compared to all con-
trols was statistically significant, and the sample size exceeded 
the OIS (N=239 > 136). Thus, there was no serious imprecision. 
The lower boundary of the CI represents a large effect size, while 
the upper boundary is close to –0.43, thus still representing a 
clinically meaningful effect size. For the comparison with active 
controls, the sample size (N=200) exceeds the OIS as well, but the 
lower boundary of the CI is below –0.43.

For suicidality, PDT was superior to active control groups, with 
a large effect size (g=–0.79, 95% CI: –1.38 to –0.20, n=5, I2=72%). Re-
moving one outlier71 reduced heterogeneity to a moderate level 
and the effect size to medium (g=–0.67, 95% CI: –1.13 to –0.20, n=4, 
I2=40%, N=239). We used an SMD of ±0.53 as a minimal clinically 
meaningful effect size, resulting in an OIS of 9053. The sample size 
exceeds the OIS (N=239 > 90). The effect size and the lower bound-
ary of the CI can be regarded as clinically meaningful, but the up-
per boundary falls below the margin.

There were no indications of serious indirectness with regard 
to patients, treatments outcomes, or comparisons.

Efficacy of PDT vs. active therapies

No significant differences between PDT and other active ther
apies with regard to core personality disorder symptoms were 
found (g=0.05, 95% CI: –0.25 to 0.35, n=7, I2=54%, N=473). Remov-

ing one possible outlier69 reduced heterogeneity (g=–0.04, 95% 
CI: –0.31 to 0.22, n=6, I2=38%, N=473). There was no evidence for 
publication bias, but the number of studies was small. There were 
no differences in effect sizes between trials for borderline and 
Cluster C personality disorders (p=0.953).

Differences to other active therapies with regard to core per-
sonality disorder symptoms were insignificant. The sample size 
exceeded the OIS (N=473 >136). Thus, precision was adequate. 
The corrected effect size is small and its CI does not exceed ±0.43, 
implying no clinically significant difference in efficacy compared 
to other active therapies.

There were no significant differences in follow-up studies com-
paring PDT with active therapies with regard to core personality 
disorder symptoms (g=0.00, 95% CI: –0.48 to 0.49, I2=64%, N=370). 
Removing one outlier70 reduced heterogeneity (g=–0.18, 95% CI: 
–0.38 to 0.03, n=4, I2=5%). The corrected effect size was neither sta-
tistically nor clinically significant, and the sample size exceeds the 
OIS (N=370 > 136), indicating no serious imprecision.

Quality measures

The quality of the eligible meta-analysis was found to be very 
good, with 11/11 relevant items fulfilled. The quality of primary 
studies, as assessed by the RCT-PQRS, was sufficient (total score ≥ 
24) for most studies (81%).

As to treatment fidelity, all the 16 included studies used a treat-
ment manual (100%); most studies described adequate qualifi-
cation of therapists (87.5%) and monitored the treatment during 
the trial by supervision (94.5%). A smaller percentage empirically 
assessed treatment integrity (50%).

Adequate random sequence generation, allocation conceal-
ment, blinding of assessors (or use of only self-report measures) 
and intention-to-treat analysis were reported in 50%, 44%, 69% and 
50% of the studies, respectively (see also supplementary informa-
tion). The corresponding values for the comparison with all controls 
were 60%, 40%, 80% and 40%; those for the comparison with active 
controls only were 75%, 50%, 75% and 50%; those for the compari-
son with active therapies were 43%, 43%, 71% and 47%, respectively.

Secondary outcomes

For improvement of functioning, PDT yielded a medium effect 
size compared to all controls (g=–0.66, 95% CI: –1.01 to –0.32, n=7, 
I2=57%). When a potential outlier was removed73, heterogeneity 
was reduced (g=–0.72, 95% CI: –1.04 to –0.41, n=6, I2=42%, N=431). 
We used an SMD of ±0.45 as a minimal clinically meaningful effect 
size72, resulting in an OIS of 12453. The sample size exceeds the OIS 
(N=431 > 124). The effect size and the lower boundary of the CI can 
be regarded as clinically meaningful, but the upper boundary falls 
below the margin.

For interpersonal problems (g=–0.05, 95% CI: –0.20 to 0.12; 
n=4, I2=2%, N=394) and functioning (g=0.12, 95% CI: –0.12 to 0.36, 
n=4, I2=2%, N=394), there were no significant differences between 
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PDT and other active therapies. The sample sizes exceeded the 
OIS (N=62) determined for functioning.

An RCT found PDT to be superior to dialectical behavior therapy 
and supportive therapy in improving reflective functioning and 
attachment in borderline personality disorder, thus showing an 
additional gain74. For improving reflective functioning, the effect size 
in favour of PDT was large (d=–0.84) compared to supportive therapy 
and medium (d=–0.55) compared to dialectical behavior therapy74.

Two RCTs suggest that PDT is a cost-effective treatment in per-
sonality disorders and high utilizers of psychiatric services75,76. 
The efficacy of PDT for personality disorders has not been specifi-
cally tested in minorities. In one RCT of PDT, non-occurrence of 
any adverse events was explicitly reported75.

GRADE

According to the results presented above, there is a relatively 
wide range of studies of PDT in personality disorders (n=16). PDT 
achieved a clinically meaningful medium effect size compared to 
all controls (g=–0.63) and active controls (g=–0.65) in the reduction 
of core personality disorder symptoms. No differences in efficacy 
compared to other active therapies were detected (g=–0.04). We 
did not find serious indications of inconsistency, indirectness, 
imprecision or publication bias (see Table 3). The CIs were rela-
tively wide, but comparable to those of other active therapies72. 
Most studies showed a sufficient quality (81%) as assessed by the 
RCT-PQRS, and sufficient treatment fidelity. The quality of the 
meta-analysis was rated as very good.

For comparisons with all controls and active controls in person-
ality disorders, most studies showed a low risk of bias for random 
sequence generation and blinding, and an unclear or high risk for 
allocation concealment and completeness (see also supplementa-
ry information). For comparisons with active therapies, most stud-
ies showed a low risk of bias for blinding, but an unclear or high 
risk for all other dimensions. As noted above, the GRADE guide-
lines recommend to be conservative in rating down the quality of 
evidence. Thus, taking all results into account, the review panel 
decided to downgrade the evidence for PDT in personality disor-
ders by one level due to risk of bias, rating the evidence for critical 
outcomes as moderate (see Table 3).

Somatic symptom disorders

The eligible recent meta-analysis assessing the efficacy of PDT 
for somatic symptom disorders, in comparison with control con-
ditions or active therapies, included 17 RCTs (N=2,106)40. There 
was some heterogeneity between the PDT methods, but they 
were all based on psychodynamic theory and technique17.

Efficacy of PDT vs. control conditions and active therapies

PDT was significantly superior to control conditions in improv-

ing somatic symptoms, with a large effect size (SMD=–0.84, 95% 
CI: –1.35 to –0.33, n=11, N=895). There was evidence for possible 
publication bias (Egger’s regression asymmetry test = –3.49, 95% 
CI: –5.65 to –1.33, p=0.047). Excluding one outlier77 reduced het-
erogeneity to a moderate level, resulting in a medium effect size 
(SMD=–0.47, 95% CI: –0.70 to –0.23, n=10, I2=55%, N=776).

Compared to active controls, PDT achieved a moderate effect 
size (SMD=–0.41; 95% CI: –0.74 to –0.09, n=7, N=644, I2 = 70%).

PDT was significantly superior to control conditions in 3-6 
month follow-ups (SMD=–0.45, 95% CI: –0.69 to –0.20, n=4, I2=30%,  
N=479). At >6 month follow-up, the effect size was large (SMD=  
–1.17, 95% CI: –2.07 to 0.27, n=6, N=801), but I2 was also large 
at 97%. When removing one outlier77, the effect size was signifi-
cant but small (SMD=–0.17, 95% CI: –0.32 to –0.02, n=5, I2=26%, 
N=702). Compared to active controls 3-6 months after end of 
therapy, PDT achieved a medium effect size (SMD=–0.45, 95% CI: 
–0.69 to –0.20, n=4, I2=30%, N=479).

We used d=±0.25 as a conservative estimate for a minimum 
clinically meaningful effect size, resulting in an OIS of 39853. The 
effect size in the reduction of somatic symptoms was significant 
and the sample size exceeded the OIS (N=776 > 398) for PDT vs. 
control conditions. The lower boundary of the CI represents a 
medium to large effect size; the upper boundary is slightly below 
–0.25 and may still represent a clinically meaningful effect size. 
The width of the CI is comparable to psychotherapy in somatic 
symptom disorders in general (see supplementary information). 
Five RCTs suggest that PDT is at least as efficacious as other thera-
pies, including CBT40.

There were no indications of serious indirectness with regard 
to patients, treatments outcomes, or comparisons in any of the 
analyses.

Quality measures

The quality of the eligible meta-analysis was found to be very 
good, with 11/11 relevant items fulfilled. The quality of primary 
studies was assessed according to the criteria defined by Guidi 
et al78: of the 17 studies, 94% described the longitudinal develop-
ment of the somatic condition, 100% described treatment com-
ponents, 76.4% reported past/current medication use, 64.7% 
described weakness of controls, 41.1% used observer and self-
rated instruments, while only 17.6% described adverse effects 
beyond dropout rates, and 24% reported rates of deterioration 
after treatment beyond dropout rates.

As to treatment fidelity, all but one study used a treatment 
manual or manual-like guideline (94%), 53% of studies moni-
tored treatments by video or audio recordings, and 53% checked 
treatment integrity by adherence ratings.

Adequate random sequence generation, allocation conceal-
ment, blinding of assessors (or use of only self-report measures) 
and report of complete outcome data were found in 59%, 53%, 
59% and 76% of all studies; in 70%, 70%, 80% and 80% of the stud-
ies including all controls, and in 71%, 71%, 86% and 86% of stud-
ies including active controls only, respectively.
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Secondary outcomes

PDT achieved a medium effect size compared to control con-
ditions in improving functioning at short-term (SMD=–0.58, 95%  
CI: –1.16 to –0.01, n=5, I2=88%, N=641). In the follow-up >6 
months after end of therapy, a non-significant effect size was  
achieved compared to all controls (SMD=–0.05, 95% CI: –0.63 to 0.73,  
n=3, I2=89%, N=641) (see Table 4).

One RCT suggests that PDT is a cost-effective treatment in 
somatic symptom disorders79. No studies have addressed the effi-
cacy of PDT in minorities. No or only a few adverse events were 
reported in studies of PDT in somatic symptom disorders.

GRADE

There is a relatively wide range of RCTs of PDT in somatic symp-
tom disorders (n=17). PDT was significantly superior to all con-
trols with a medium effect size (SMD=–0.47). In addition, there is 
preliminary evidence from individual RCTs that PDT is at least as 
efficacious as other empirically-supported therapies. Treatment 
effects were found to be stable at follow-ups. There is evidence to 
suggest that the benefits outweigh the costs and harms, as required 
by GRADE6,60. We did not find serious inconsistency, indirectness 
or imprecision. There seems to be some publication bias.

Most studies showed a sufficient quality and treatment fidel-
ity, and the quality of the meta-analysis was rated as good. For 
comparisons of PDT with all controls and active controls, most 
studies showed a low risk of bias in critical outcomes for ran-
dom sequence generation, allocation concealment, blinding and 
completeness. Taking these results into account, the review panel 
decided to rate the evidence for PDT in somatic symptom disor-
ders as high for critical outcomes (see Table 4).

Mechanisms of change in PDT

Our systematic search yielded one recent meta-analysis re
porting a significant moderate correlation (r=0.31) between in
sight and outcome across a variety of psychotherapeutic ap-
proaches, including PDT46. Studies in depressive disorders, anxi-
ety disorders and Cluster C personality disorders found that gains 
in insight preceded improvements in outcome of PDT80-82. These 
effects were found to be specific to PDT80-82. In personality disor-
ders, the effect of transference work in patients with more severe 
interpersonal difficulties was found to be mediated by both im-
provements in insight and affect awareness83.

A recent meta-analysis found a significant moderate correla-
tion of 0.28 between alliance and outcome across different psycho-
therapies, with no significant differences between approaches84. 
For PDT, the correlation was 0.2484. With regard to diagnoses, 
associations were similar in anxiety, depressive and personality 
disorders84. There is preliminary evidence from studies examin-
ing within-patient effects that the alliance may have a causal role 
in improving outcomes32, including studies of PDT (in depressive 

disorders)85. Specifically for PDT, it has been documented that 
the temporal precedence of alliance predicting symptom change 
becomes stronger with time over the course of long-term therapy86.

Change in defense mechanisms was found to be related to out-
come in studies of PDT in patients with depressive, anxiety and 
personality disorders, with correlations between 0.28 and 0.6487,88. 
The largest correlations were found for improvements in depres-
sion and functioning (0.64, 0.60)87,88. However, only a few studies of 
defense mechanisms examined temporal precedence32.

A recent study found that PDT outcome in patients with bor-
derline personality disorder was strongly related to improve-
ments in reflective functioning (r=0.89)89. However, this study did 
not examine whether change in reflective functioning preceded 
change in outcome.

There is some evidence that emotion processing plays a role in 
PDT of somatic symptom disorders90. Furthermore, recent stud-
ies highlight the importance of both insight and emotional expe-
riencing as mechanisms of change in PDT for depressive, anxiety 
and personality disorders83,91.

Summary and recommendations

A synthesis of the most recent evidence for PDT in depressive, 
anxiety, personality and somatic symptom disorders as reviewed 
above is given in Tables 1-4, while a summary for quality of evi-
dence and recommendations is provided in Table 5.

According to the revised EST criteria3, there is evidence for 
the efficacy of PDT in these disorders based on recent systematic 
quantitative reviews, covering a relatively wide range of studies, 
showing a sufficient conceptual homogeneity between treat-
ments, with sufficient quality of most individual studies (except 
for anxiety disorders comparing PDT with active controls), suf-
ficient quality of meta-analyses, and sufficient treatment fidelity. 
No serious indirectness, imprecision, inconsistency or publica-
tion bias concerning critical outcomes was found, with the pos-
sible exception of publication bias in somatic symptom disorders. 
Clinically meaningful effects in target symptom improvement 
compared to (active) controls were found, with moderate hetero-
geneity after removing outliers, as well as stable effects in longer-
term follow-ups, and low risk of adverse events. Clinically mean-
ingful effect sizes in functioning were found in all disorders with 
the exception of anxiety disorders. Differences in comparison to 
other active therapies were small and not clinically significant, 
suggesting equivalence in efficacy. Furthermore, for PDT in the 
aforementioned disorders, there is some evidence for presumed 
mechanisms of change. There is also some preliminary evidence 
that PDT is cost-effective, effective under conditions of routine 
clinical practice, and efficacious in some sub-populations of the 
above disorders, which represent contextual factors as listed in 
the new EST model3. A positive balance between benefits, costs 
and harms exists.

In sum, the results for PDT in the examined disorders fulfill 
several criteria for high quality evidence according to the new EST 
model3. Some limitations exist as well. There is room for further 
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research on mechanisms of change in PDT, controlling for tem-
poral precedence. In addition, further studies in minorities and 
on cost-effectiveness of PDT are needed. With regard to improve-
ments in functioning, the quality of evidence was low in anxiety 
and somatic symptom disorders.

The new EST model provides three options of recommenda-
tion: “very strong”, “strong” or “weak”3. According to the results 
presented above, there is high quality evidence for depressive 
disorders and somatic symptom disorders, and moderate quality 
evidence for anxiety and personality disorders, that PDT achieves 
clinically meaningful effects in target symptoms and functioning 
compared to controls and is associated with low risk of harms and 
reasonable costs3. In addition, there is moderate quality evidence 
that there are no meaningful differences in efficacy between PDT  
and other active therapies. Thus, the criteria of the new EST model 
suggest that a “strong” recommendation for PDT in depressive, anx-  
iety, personality and somatic symptom disorders is most appro-
priate (see Table 5).

DISCUSSION

This umbrella review suggests that PDT represents an evidence-
based psychotherapy for depressive, anxiety, personality and 
somatic symptom disorders. Limitations of research on PDT were 
identified as well. For some analyses, our review relied on a lim-
ited number of RCTs. Some of these RCTs were old and of poor 
quality. The included meta-analyses aggregated different cate-
gorical diagnoses – such as different forms of depressive, anxiety, 
personality or somatic symptom disorders – due to the limited 
number of RCTs per condition. However, this is consistent with 
the transdiagnostic approach of the new EST model, demonstrat-
ing efficacy of PDT across several patient populations.

On the other hand, our review has several strengths. We ap

plied several criteria specified by the new EST model not used 
in some other recent reviews using that model92-94, including 
all the assessments required by GRADE guidelines (risk of bias 
of individual studies; rating of inconsistency, indirectness and 
imprecision via the OIS) as well as the assessment of the quality 
and treatment fidelity of individual studies, and of clinical sig-
nificance of effect sizes. Furthermore, we primarily included only 
recent meta-analyses published in the past two years, reviewed 
cost-effectiveness and mechanisms of change, and systematically 
reported effect sizes for the different comparison conditions.

Across all evidence-based treatments, the rates of response 
and remission are limited30,95. Thus, a focus of future research on 
PDT should be on helping the considerable proportion of patients 
not responding to the available treatments. As a related issue, it is 
important to find out which patients benefit from which therapy, 
taking possible moderators into account such as disorder sever-
ity, comorbid disorders, personality features, staging of disorder 
and previous treatment failures/resistance, and family history of 
mental illness, aiming at a personalized treatment approach96-99.

Another focus should be on treatment dose, addressing for 
which patients which number of sessions, session frequency or 
treatment duration is required. Further individual RCTs of PDT 
are required in those areas where only a few or old RCTs are avail
able, as well as for specific mental disorders such as bipolar or 
psychotic disorders. A focus on unified transdiagnostic proto-
cols addressing syndromes rather than categorical diagnoses 
represents another promising approach which is in accordance 
with both the transdiagnostic nature of PDT and the new model 
for EST21-25. Focusing on transdiagnostic features such as work-
related problems, including perfectionism and procrastination, is 
another understudied area100. More studies are required in which 
PDT is tailored to minorities and underserved groups. Finally, 
available treatments may be improved by process-outcome research 
identifying empirically-supported mechanisms of change101.

Table 5  Summary of  the status of  psychodynamic therapy (PTD) as an empirically supported treatment for common mental disorders

Comparison (critical 
outcome) Effect size (95% CI) GRADE

Quality of 
evidence

Efficacy demonstrated 
across several patient 

sub-populations

Evidence for 
mechanisms 

of change Recommendation

Depressive 
disorders

PDT vs. all controls –0.58 (–0.33, –0.83) ++++ High Yes Strong

PDT vs. active controls –0.51 (–0.68, –0.35) ++++ High Yes

PDT vs. active therapies –0.03 (–0.23, 0.17) –+++ Moderate

Anxiety 
disorders

PDT vs. all controls –0.72 (–1.06, –0.37) –+++ Moderate Yes Yes Strong

PDT vs. active controls –0.64 (–1.14, –0.14) –++– Low

PDT vs. active therapies 0.06 (–0.11, 0.23) –+++ Moderate

Personality 
disorders

PDT vs. all controls –0.63 (–0.87, –0.41) –+++ Moderate Yes Yes Strong

PDT vs. active controls –0.65 (–0.99, –0.32) –+++ Moderate

PDT vs. active therapies –0.04 (–0.31, 0.22) –+++ Moderate

Somatic 
symptom 
disorders

PDT vs. all controls –0.47 (–0.70, –0.23) ++++ High Yes Yes Strong

PDT vs. active controls –0.41 (–0.74, –0.09) ++++ High

GRADE – Grading of  Recommendations Assessment, Development, and Evaluation



302� World Psychiatry 22:2 - June 2023

Psychotherapy is a field of rivalry between different approaches. 
However, patients should be offered a variety of research-sup
ported treatments. The limited rates of remission and response for 
evidence-based treatments show that no single approach fits all 
patients. Further studies are needed to identify treatment modera-
tors showing who benefits from which treatment.
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