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Objective: This naturalistic study examines the long-term effectiveness of two psychoanalytically oriented
therapies—psychodynamic psychotherapy (PP) and analytical psychotherapy (AP)—in routine care
settings in Germany.Method: A total of 428 patients diagnosed with various mental disorders according
to the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, underwent treatment with
either PP or AP. Diagnoses were reassessed at the end of treatment, and patients provided annual self-
reports of their mental health over a 6-year period.We employed propensity score methods and piecewise
linear latent growth curve models to estimate treatment effects on primary outcomes (i.e., number of
diagnoses, symptom distress) and secondary outcomes (i.e., personality dysfunction, interpersonal
problems, general life satisfaction). Results: Patients exhibited substantial and sustained improvements
across all outcomes in both treatments. Notably, those receiving AP experienced greater (long-term)
improvement in primary and most secondary outcomes compared to those in PP. Improvements in
PP primarily occurred during the 1st year, while AP patients continued to show progress throughout
the entire observation period. For some outcomes (symptom distress, personality dysfunction, and
interpersonal problems), AP was particularly effective for patients with more severe problems at
baseline. Conclusions: Psychoanalytically oriented treatments in routine care are associated with
substantial and lasting improvements, even posttreatment. Our findings highlight an incremental benefit
of AP over PP, particularly for complex cases. Future research should explore treatment mechanisms,
cost-effectiveness, and implications for health policy.

What is the public health significance of this article?
This study suggests that psychoanalytically oriented therapies, such as psychodynamic psychotherapy
and analytical psychotherapy, are associated with substantial improvements for a wide range of mental
disorders, with changes that are sustained even after treatment ends. Analytical psychotherapy may offer
greater long-term benefits than psychodynamic psychotherapy, particularly for individuals with more
complex or severe mental health issues. This study highlights the importance of considering the type and
intensity of psychotherapeutic treatment when shaping mental health policy, as different approaches
may yield different long-term outcomes for different individuals in routine care settings.
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Mental disorders represent a significant source of individual
suffering and societal burden (e.g., Gustavsson et al., 2011; Vigo et
al., 2016), and psychotherapy is a primary evidence-based approach
for their treatment (Barkham & Lambert, 2021; Harrer et al., 2025;
Leichsenring et al., 2022). Among the various therapeutic modal-
ities, psychoanalytically oriented psychotherapies constitute a
diverse family of treatments grounded in psychoanalytic theory,
which emphasizes the impact of unconscious processes, motives,
and conflicts on human behavior. Interventions typically focus on
affect and emotion, interpersonal behaviors, past experiences,
(unconscious) resistance, transference and countertransference
phenomena, and the exploration of dreams, wishes, and fantasies
(Blagys & Hilsenroth, 2000). Efforts to differentiate psychoana-
lytically oriented approaches show considerable international var-
iation, yet distinctions are typically drawn with regard to treatment
duration, intensity (in terms of session frequency), setting, and
therapeutic technique. On one end of the spectrum are shorter term
psychodynamic psychotherapies (PP), usually held once a week in a
face-to-face setting, which often concentrate on a core conflict using
more structured and supportive strategies. On the other end are
intensive long-term approaches like analytical psychotherapy (AP),
usually ranging from two to five weekly sessions. AP is closer to
standard psychoanalysis, often employing the couch setting, and
focuses on technical neutrality, regression, and in-depth bio-
graphical work to facilitate more fundamental changes in person-
ality structure (Henkel et al., 2018, 2020, 2022; Ratzek et al., 2020;
Ratzek et al., 2020). This study investigates the long-term effec-
tiveness of these two approaches as delivered in routine clinical
practice in Germany.
The efficacy of PP is well-established, as demonstrated in

numerous randomized controlled trials (RCTs) and meta-analyses
(e.g., Abbass et al., 2014; Leichsenring et al., 2023). There is also
considerable evidence from RCTs supporting the effectiveness of
psychoanalytically oriented long-term treatments (Leichsenring &
Rabung, 2011; Woll & Schönbrodt, 2020). However, the treatments
covered in these meta-analyses are highly diverse and do not fully
represent AP as delivered in routine care. For instance, the inclusion
criteria of 40–50 sessions and a treatment duration of at least 1 year
tend to be more representative of PP than AP in health care practice
(Rüger et al., 2015). Moreover, the treatments included in these
meta-analyses often comprised modified, manualized approaches
such as mentalization-based therapy (Bateman& Fonagy, 2016) and
transference-focused psychotherapy (Yeomans et al., 2014), while
more classical AP conducted in a couch setting was excluded by
Woll and Schönbrodt (2020).
Investigating long-term and intensive treatments such as AP

poses considerable challenges (Benecke et al., 2016). Applying the
gold standard of RCTs, which emphasizes internal validity, is
difficult in this context because AP is rarely delivered in manualized
form for disorder-specific patient groups. Instead, these treatments

follow a predominantly transdiagnostic therapeutic approach and
are typically provided to heterogeneous patient populations with
high rates of comorbidity. The long-term nature of AP further
complicates study design: Maintaining waitlist control groups over
extended periods is rarely feasible and raises ethical concerns, while
the long follow-up intervals needed to capture sustained effects
inevitably increase the risk of attrition and missing data. Consequently,
only a limited number of RCTs on AP are available (e.g., Huber et al.,
2013;Knekt et al., 2008; Leuzinger-Bohleber et al., 2019), andmuch of
the evidence relies on naturalistic studies (e.g., Berghout et al., 2010;
Brockmann et al., 2006; Grande et al., 2006; Leichsenring et al., 2005;
Rudolf et al., 1994; Sandell et al., 2000). A meta-analysis of most of
these studies found large pre–post effect sizes for AP but underscored
the need for more controlled research with long-term follow-up data to
draw firmer conclusions (de Maat et al., 2013). Furthermore, many of
these studies are limited by small sample sizes or single-center designs,
raising concerns about their generalizability.

Given the significant investment of time and resources required
for intensive treatments like AP compared to PP, a key question
concerns their relative effectiveness. The conceptual rationale for
AP’s potential superiority lies in its greater depth, duration, and
intensity, hypothesized to produce more profound and sustainable
structural change. Empirically, however, the evidence is sparse and
requires careful interpretation. A handful of studies report faster
initial improvements for shorter psychodynamic treatments (Knekt
et al., 2008) while suggesting superior long-term outcomes for more
intensive psychoanalytic approaches in domains such as symptom
distress, personality functioning, and work ability (Berghout et al.,
2010; Huber et al., 2013; Knekt et al., 2008; Knekt et al., 2016;
Sandell et al., 2000). Other studies found no significant differences
or advantages limited to specific outcomes like interpersonal pro-
blems (Grande et al., 2006). Crucially, some of these comparative
studies were not randomized. This raises the possibility that their
findings are confounded by selection bias, where, for instance,
patients with specific characteristics (e.g., higher motivation; e.g.,
Rudolf et al., 1994) are more likely to be allocated to or choose the
more intensive treatment, thus inflating its apparent effectiveness.

Beyond average treatment effects, a crucial question in con-
temporary psychotherapy research is “What works for whom?”
(Norcross & Wampold, 2018). Identifying patient characteristics
that moderate treatment effects is essential for evidence-based
treatment selection, particularly for costly and intensive therapies
like AP. Although meta-analyses suggest that long-term psychoan-
alytically oriented treatments are effective in treating complex mental
disorders (Leichsenring & Rabung, 2011; Woll & Schönbrodt, 2020),
it is unclear whether a specific approach, such as AP or PP, is more
effective for patients with more or less severe impairments. Several
statistical approaches have been developed to estimate individual
differences in treatment effects and to examine possible moderating
baseline variables (e.g., Cohen et al., 2020; Kaiser et al., 2022;
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Mayer et al., 2020). In studies on treatment selection between PP
and cognitive-behavioral therapy (CBT), initial symptom severity
emerged as an important predictor for differential treatment response
(Keefe et al., 2021; Mayer et al., 2020). Moreover, recent findings
indicate that AP may be particularly effective for trauma-exposed
patients in comparison to CBT (Krakau et al., 2024). However,
empirical studies directly testing whether baseline impairment
moderates the effectiveness of AP versus PP are missing.
In summary, while the reported studies on psychoanalytically

oriented psychotherapies represent a substantial evidence base,
several gaps remain. First, studies on AP that cover the necessary
long follow-up periods and include large, heterogeneous samples of
patients and therapists that are reasonably representative of treatments
in routine clinical practice are still scarce. Second, the comparative
effectiveness of different forms of psychoanalytically oriented thera-
pies (e.g., AP vs. PP) under real-world conditions has been insuffi-
ciently examined. Third, there is limited knowledge about which forms
of psychoanalytically oriented therapy work best for whom, although
such knowledge is essential for individual treatment selection.
TheGerman Psychoanalytic Society (DPG) Practice study (Benecke

et al., 2011) was designed to address these gaps by comparing the
outcomes of AP and PP as delivered in routine care in Germany over a
6-year period. Because randomization of patients or therapists was not
feasible, we used propensity score (PS) methods (Austin, 2011) to
mitigate the effects of selection bias. In line with the study protocol, we
aimed to test three hypotheses (Benecke et al., 2011). First, we ex-
pected that both PP and AP would be associated with significant and
lasting improvements across a range of outcomes, including symptom
distress, number of diagnoses, personality dysfunction, interpersonal
problems, and general life satisfaction. Second, based on the con-
ceptual rationale of facilitating deeper structural change, we hypoth-
esized that the longer and more intensive AP would prove more
effective than PP in the long term. Last, and most importantly for
clinical practice, we sought to test the hypothesis that the superiority of
AP over PP would be most pronounced for patients with higher levels
of impairment at baseline, thus providing evidence for a differential
treatment indication.

Method

Procedure

The DPG Practice study is a naturalistic, prospective, long-term
study inspecting psychoanalytically oriented psychotherapies in
Germany (Benecke et al., 2011). The study protocol was reviewed and
approved by the ethics committee of the medical faculty of the Otto
von Guericke University of Magdeburg, Germany (Approval Number
32/09). Patients were recruited from 2009 to 2014 in 11 outpatient
centers and by study therapists in private practices. After informed
consent, patients completed a first self-report questionnaire (“basic
documentation”), were interviewed by trained research assistants with
Structured Clinical Interviews for Diagnostic and Statistical Manual
of Mental Disorders, fourth edition (DSM-IV, SCID; see below), and
completed a second self-report questionnaire after having been allo-
cated to a cooperating therapist (T0). Therapists completed a ques-
tionnaire on patients’ diagnoses and their treatment plans during or
after some trial sessions. They also gave information about themselves
concerning sociodemographic data and educational background at
the beginning of their first study case. Subsequently, patients and

therapists completed questionnaires once a year during treatment, and
patients for at least 6 years in total irrespective of therapy duration (T1–
T6). At the end of therapy, patients were again interviewed with the
SCID by trained research assistants who were not informed about the
treatment condition; however, there was no active blinding procedure.
In general, patients and therapists received their questionnaires by
post, together with a stamped addressed envelope, and sent them back
to the study center. More detailed information on the study protocol
and necessary adaptations is provided in Supplemental Note 1,
Supplemental Tables 1 and 2.

Participants

Patients

A total of 887 patients provided informed consent to participate in
the longitudinal study. Of these, only 577 patients were in contact
with study therapists. We then excluded 149 patients for various
reasons, resulting in a final sample of 428 patients who were
confirmed to have started either AP (n = 301) or PP (n = 127) and
thus form the basis of our current analyses.1 Supplemental Figure 1
includes a flowchart detailing the study process and reasons for
patient exclusions. Supplemental Table 3 summarizes differences
between included and excluded patients in outcome variables at T0.

Table 1 presents sociodemographic data and DSM-IV diagnoses
for the two treatment conditions. More than two thirds of patients
received two or more DSM-IV diagnoses. The most common DSM-
IV Axis I diagnoses were mood disorders and anxiety disorders.
Additionally, over half of the patients met the criteria for at least one
Axis II personality disorder (PD), with the most prevalent being
obsessive–compulsive (18.7%), depressive (17.5%), and avoidant
(16.6%) PDs, as detailed in Supplemental Table 4. There were few
significant baseline differences between AP and PP patients, the
only notable one being a higher level of school education in AP
patients (see Henkel et al., 2019, for a detailed report).

Therapists

In total, 234 study therapists were involved in treating patients.
Thus, some therapists treated more than one patient (i.e., 137 treated
one patient, 60 treated two, and 37 treated three or more patients). In
the study, 62.0% of therapists treated only AP cases, 20.1% treated
only PP cases, and 17.9% applied both treatment approaches. A total
of 189 of the therapists completed the questionnaire about their
personal information: The mean age of therapists was M = 50.27
(SD = 9.22), and 73.5% were female. Therapists were either
licensed analytical and psychodynamic therapists or they were in
advanced stages of their therapeutic training in AP as well as PP2. In
particular, 25.9% were in training, and 38.3% were supervisors or
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1 This number is slightly higher than in previous articles on the DPG
Practice study (Henkel et al., 2019; Henkel et al., 2020). This is because
previous articles investigated the therapy approaches in more detail (and
therefore had to exclude patients with missing information on treatment
details) and were limited to data at T0 and T1 (and therefore had to exclude
patients who only provided data at later time points).

2 In Germany, training in AP usually includes training in PP; however, you
can also train in PP separately (without AP). The training ends with a state
examination resulting in a license to practice psychotherapy (“Approbation”).
Candidates who treat patients in outpatient care have passed an intermediate
examination, and their cases are closely supervised.
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training analysts. Therapists also stated how many cases they had
treated with specific treatment approaches in their clinical practice
during the past year (prior to the study): The average percentage of
AP treatments (37.2%) within the prior caseload of each therapist
was similar to the average percentage of PP treatments (42.0%). In
addition, therapists treated patients with other approaches (20.8%,
e.g., crisis interventions, group therapy, family-centered therapy).

Treatments

In Germany, health insurances reimburse two types of psycho-
analytically oriented individual psychotherapies, which we inspected
in the DPG Practice study. The German Psychotherapy Guidelines

(Rüger et al., 2015) describe indication criteria and treatment pro-
cedures for these approaches. For psychotherapies longer than 24
sessions (25 sessions prior to 2017 in our study), an independent
expert receives a case report from the therapist and assesses whether
the treatment indication is adequately determined. In the DPGPractice
study, therapists and patients were free to choose a suitable therapy
approach, including duration, setting, and frequency of sessions,
without external interference.We determinedwhether a treatment was
PP orAP by inspecting the applied and approved therapeutic approach
of the health insurance application after around 1 year of treatment.
We used this time point because some therapists used a short-term PP
as a kind of test therapy and then applied for AP. These cases were
assigned to AP. After 1 year, treatment approaches did not
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Table 1
Sociodemographics and Diagnoses According to the DSM-IV of AP and PP Patients

Variable AP (n = 301) PP (n = 127) All (N = 428)

Age, M (SD) 36.14 (10.35) 37.48 (12.25) 36.53 (10.95)
0 missing 1 missing 1 missing

Sex = female 215 (71.67%) 96 (75.59%) 311 (72.83%)
1 missing 0 missing 1 missing

Highest educational attainment
Lower secondary 8 (2.80%) 4 (3.31%) 12 (2.95%)
Intermediate secondary 43 (15.03%) 37 (30.58%) 80 (19.66%)
High school diploma 98 (34.27%) 47 (38.84%) 145 (35.63%)
University degree 127 (44.41%) 29 (23.97%) 156 (38.33%)
Different certificate 10 (3.50%) 4 (3.31%) 14 (3.44%)

15 missing 6 missing 21 missing
Marital status
Married 81 (28.32%) 40 (32.79%) 121 (29.66%)
Stable relationship 52 (18.18%) 25 (20.49%) 77 (18.87%)
Single 121 (42.31%) 41 (33.61%) 162 (39.71%)
Divorced, separated, widowed 32 (11.19%) 16 (13.11%) 48 (11.76%)

15 missing 5 missing 20 missing
Living situation
Alone 101 (36.20%) 33 (27.97%) 134 (33.75%)
With partner 62 (22.22%) 35 (29.66%) 97 (24.43%)
With partner + children 62 (22.22%) 23 (19.49%) 85 (21.41%)
Only with children 16 (5.73%) 4 (3.39%) 20 (5.04%)
With parents 9 (3.23%) 2 (1.69%) 11 (2.77%)
Other living situations 29 (10.39%) 21 (17.80%) 50 (12.59%)

22 missing 9 missing 31 missing
Number of DSM-IV diagnosesa

0b 17 (5.82%) 10 (8.40%) 27 (6.57%)
1 65 (22.26%) 32 (26.89%) 97 (23.60%)
2 80 (27.40%) 24 (20.17%) 104 (25.30%)
3 42 (14.38%) 18 (15.13%) 60 (14.60%)
4 or more 88 (30.14%) 35 (29.41%) 123 (29.93%)

9 missing 8 missing 17 missing
DSM-IV disorder classesa

Mood disorders 188 (64.38%) 76 (63.87%) 264 (64.23%)
Anxiety disorders 145 (49.66%) 58 (48.74%) 203 (49.39%)
Somatization disorders 41 (14.04%) 16 (13.45%) 57 (13.87%)
Substance use 32 (10.96%) 14 (11.76%) 46 (11.19%)
Eating disorders 35 (11.99%) 11 (9.24%) 46 (11.19%)
Adjustment disorder 13 (4.45%) 10 (8.40%) 23 (5.60%)
Personality disorders 157 (53.77%) 59 (49.58%) 216 (52.55%)

9 missing 8 missing 17 missing

Note. AP = analytical psychotherapy; PP = psychodynamic psychotherapy; DSM-IV = Diagnostic and
Statistical Manual of Mental Disorders, fourth edition.
a Partially remitted disorders were also included. b Of these patients without a DSM-IV diagnosis, some had a recurrent
disorder in full remission (often depression) or met several criteria across disorders. Others were noted by the interviewer
as more burdened than reported, giving socially desirable responses or lacking emotional access to symptoms. Finally,
some sought therapy due to interpersonal difficulties or stressful life situations (e.g., a partner’s illness).
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change. Therapies adhered to the guidelines regarding setting and
session frequency during the main treatment phase3 as well as the
technique used (according to therapists’ self-reports; Henkel
et al., 2020).

Analytical Psychotherapy

AP is a long-term psychotherapy with two to three (seldom four)
sessions per week. Public health insurances cover 160–300 sessions;
more sessions require a special authorization or a personal payment
from the patient. AP can be carried out close to “standard psy-
choanalysis” in a couch setting and a technical orientation on
regression, transference, and interpretation. The guidelines also
describe a modified AP with setting modifications (face-to-face
setting or lower frequency, e.g., two sessions a week) and/or
technical modifications (e.g., supportive, structural interventions).
In our study, we included both types of AP (with couch setting being
slightly more prominent in the 1st year of treatment, 65.1%). Setting
and frequency could change during therapies (e.g., from two ses-
sions in the face-to-face setting to three sessions in the couch
setting). Our APs had a mean duration of M = 3.25 years (SD =
19.27 months) and an average number of sessions of M = 228.9
(SD = 108.77). Therapists stated that treatments ended irregularly4

in 24.7% of all AP treatments (n = 219, due to missing data at the
end of treatment).

Psychodynamic Psychotherapy

PP is, in Germany, a generic term subsuming shorter forms of
psychoanalytically oriented treatments, such as dynamic therapy
or focal therapy (see Rüger, 2002, for a detailed description).
Treatments are up to 100 sessions long and carried out in a face-to-
face setting with one to two sessions per week. Technical emphasis
is on a central focus or conflict; (counter)transference is observed
but less frequently used for interpretation. In our study, PPs mainly
took place once a week. The mean duration was M = 1.58 years
(SD = 15.56 months), and the average number of sessions wasM =
47.82 (SD = 29.73). Therapists stated that treatments ended
irregularly in 29.5% of all PP treatments (n= 95, due to missing data
at the end of treatment).

Measures

For the current analyses, we focused on transdiagnostic primary
(i.e., symptom distress and number of DSM-IV diagnoses) and
secondary outcomes (i.e., personality dysfunction, interpersonal
problems, and general life satisfaction). Most outcomes were as-
sessed from T0 to T6, encompassing sevenmeasurement points. The
SCIDs were only conducted at baseline and at the end of treatment
(see Supplemental Note 1 for further details).

Symptom Checklist–90–Revised

The Symptom Checklist–90–Revised (Derogatis, 1977; Franke,
2002) is a self-report instrument assessing symptomatic burden on
nine subscales (Somatization, Obsessive–Compulsive, Interpersonal
Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid
Ideation, and Psychoticism). Patients evaluate the impairment in the
last 7 days on a 5-point Likert scale (0= not at all, 4= extremely). The

mean score of all 90 items is a global severity index of symptom
distress (Cronbach’s α = .96 at baseline).

SCID-I and SCID-II

SCIDs are semistructured interviews. SCID-I (First et al., 2002)
assesses DSM-IV Axis I disorders (mood, psychotic, substance use,
anxiety, somatoform, eating, and adjustment disorders), and SCID-
II (First et al., 1997) assesses PDs of the DSM-IVAxis II (Cluster A:
paranoid, schizoid, and schizotypal; Cluster B: borderline, narcis-
sistic, histrionic, and antisocial; Cluster C: avoidant, dependent, and
obsessive–compulsive; appendix categories: depressive, negativ-
istic, and PD not otherwise specified). SCIDs were conducted by
trained research assistants. As a deviation from the manual, research
assistants did not use the SCID-II screening questionnaire but
evaluated all SCID-II criteria. In addition, primary diagnoses were
not used; a single patient could receive multiple diagnoses. We
focused on the total number of DSM-IV diagnoses (Axis I and Axis
II). Partially remitted disorders were weighted by 0.5.

Inventory of Personality Organization–16

The Inventory of Personality Organization–16 (Zimmermann et
al., 2013, 2020) assesses self-reported personality dysfunction
based on Kernberg’s model of personality organization (Kernberg
& Caligor, 2005; domains: identity diffusion, primitive defenses,
and impaired reality testing). Patients use a 5-point Likert scale
(1= never true, 5 = always true) to evaluate the 16 items. The total
mean score reflects overall impairments in personality functioning
(Cronbach’s α = .82 at baseline in our sample).

Inventory of Interpersonal Problems–64

The Inventory of Interpersonal Problems–64 (Alden et al.,
1990; Horowitz et al., 2016) assesses self-reported interpersonal
difficulties based on the interpersonal circle model. Scales
represent the octants of the interpersonal circle (domineering,
vindictive, cold, socially inhibited, nonassertive, overly accom-
modating, self-sacrificing, and intrusive). The two orthogonal di-
mensions of agency and communion form the main axes of this
circular arrangement. The 64 items include behaviors that are “hard
for you to do” or that “you do too much.” Patients evaluate how
much they suffer from these behaviors on a 5-point Likert scale
(0 = not at all, 4 = extremely). The dimensions agency and
communion were only considered for multiple imputation and PS
weights (see below). Outcome analyses focused on the total mean
score measuring general interpersonal distress (Cronbach’s α = .94 at
baseline in our sample).
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3 The average session frequency over the full course of treatment was 1.35
per week in AP and 0.58 in PP, lower than described in the guidelines. This
was due to holidays, illness, and the common practice of session “fading
out,” especially in AP, where frequency gradually decreased toward the end
of treatment (e.g., every 2 weeks, monthly).

4 Therapists cited several reasons for irregular endings, mainly patients
discontinuing treatment, but also that patients moved away or were already
satisfied with treatment achievements.
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Questions on Life Satisfaction

The Questions on Life Satisfaction (Henrich & Herschbach,
2000; Huber et al., 1988) is a questionnaire to evaluate generic
aspects of quality of life by a general module, “General Life
Satisfaction,” and a disease-specific module, “Health.” Here, we
focus on the module “General Life Satisfaction.” Patients evaluate
the subjective importance of eight life domains (friends, hobbies,
health, income/financial security, work, housing situation, family
life/children, and partnership/sexuality) on a 5-point Likert scale
(1 = not important, 5 = very important), as well as their satisfaction
with each domain on another 5-point Likert scale (1 = not satisfied,
5 = very satisfied). Importance and satisfaction for each life domain
are multiplied, and a mean score of all domains is calculated as a
measure of general life satisfaction (Cronbach’s α = .60 at baseline
in our sample).

Statistical Analyses

We analyzed data from all 428 patients who initiated one of the
two treatments, corresponding to a modified intention-to-treat
approach (Kahan et al., 2023). Our multistage analysis was designed
to minimize attrition and selection bias before testing hypotheses,
following a sequence of multiple imputation, PS weighting, and
latent growth curve modeling. We conducted all analyses in R 4.2.3
(R Core Team, 2023) using the mice (van Buuren & Groothuis-
Oudshoorn, 2011), lavaan (Rosseel, 2012), and lavaan.mi (https://gi
thub.com/TDJorgensen/lavaan.mi) packages.

Multiple Imputation

To address potential attrition bias andmake the missing at random
assumption more plausible, we used multiple imputation (D. B.
Rubin, 1987). We employed a fully conditional specification
approach, which facilitates flexible, variable-by-variable imputation
by specifying a unique imputation model for each incomplete
variable and iteratively generating imputations (van Buuren et al.,
2006). Imputation models were developed drawing on information
from all outcome variables and an additional 63 sociodemographic
and clinical variables (see Supplemental Table 5). To ensure the
imputation model for a target variable was compatible with sub-
sequent analysis models, we included all other measurement points
of an outcome variable as predictors when imputing that outcome at
a specific time point. Additional potential predictors were screened
based on their association with the variable’s magnitude (using
linear regression) and its missingness status (using logistic
regression). These associations were computed separately within
each treatment condition. A variable was included as a potential
predictor in an imputation model if it showed a statistically
significant effect (p < .05) in both regression models in at least
one treatment condition.
Given the large number of potential predictors for some

outcomes, we incorporated Lasso regression (Tibshirani, 1996)
as an intermediate variable selection step to prevent unstable
estimates. The Lasso penalty hyperparameter was tuned using
10-fold cross-validation. In the final imputation models, we only
included predictors whose coefficients remained nonzero after
the Lasso procedure. This strategy aligns with the indirect use of

regularized regression in the context of multiple imputation
(Zhao & Long, 2016).

We performed imputations using Bayesian linear, logistic, and
polytomous regression models with standard noninformative priors.
To align with potential treatment–covariate interactions in subse-
quent analysis models, imputations were conducted separately for
the two treatment conditions. The imputation process was per-
formed in cycles; after an initial 50 cycles to ensure stability, the
imputed values were stored in a completed data set. This entire
procedure was repeated to generate a total of 100 imputed data sets.
The convergence of the imputation algorithm was confirmed via
visual inspection of convergence plots.

PS Weighting

To minimize selection bias inherent in the nonrandomized study
design, we used the PS method (Austin, 2011). We first identified
baseline variables that were bivariately associated (p < .10) with
treatment condition by estimating simple logistic regression models
for each predictor in each of the 100 imputed data sets and sub-
sequently pooling the results. We then computed a PS for each
patient in each imputed data set—the predicted probability of
receiving PP (vs. AP)—using a multiple logistic regression model
that simultaneously included all previously selected predictors.

Rather than matching or using conventional inverse probability
weights, we transformed the PS into overlap weights (Zhou et al.,
2020). Overlap weights give higher weight to individuals with a
moderate probability of receiving either treatment, effectively
focusing the analysis on patients who could plausibly receive both
treatments. This approach maximizes precision, reduces the vari-
ability of estimates compared to inverse probability weighting, and
avoids excluding patients from the analysis. The resulting target
estimand (for the second hypothesis) is the average treatment effect
in the overlap population—patients for whom the choice of treat-
ment was most uncertain.

To provide a check on whether covariate balancing was suc-
cessful, we repeated the initial bivariate logistic regressions in the
observed data set, this time applying the aggregated overlap
weights. Successful adjustment is indicated when no measured
baseline variable retains a significant association with the treatment
condition in the weighted data.

Latent Growth Curve Modeling

We modeled the longitudinal trajectories for each outcome using
multiple-group latent growth curve models (LGCMs), incorporating
the overlap weights from the PS method. All models included latent
intercepts (representing individual baseline levels) and latent slopes
(representing individual rates of change). Treatment conditions were
modeled as separate groups, allowing for the estimation of treat-
ment-specific means and variances of the latent intercept and slope
factors. This multiple-group approach also enabled us to model
treatment-specific effects of latent intercepts on latent slopes. This
parameterization directly tests for an interaction between a patient’s
baseline level and the treatment condition on the rate of change
in the outcome. To stabilize estimation, residual variances were
constrained to be equal across time points and treatment conditions.

For the four outcomes with seven measurement points, we
compared four distinct models with varying assumptions about the
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trajectory form: (a) a linear LGCM, assuming a constant rate of
change; (b) a linear-log LGCM, where the rate of change decreases
over time; (c) a piecewise linear LGCM, allowing a different rate
of change in the 1st year compared to subsequent years; and (d) a
flexible nonlinear LGCM or “latent basis model,” where the form
of change was freely estimated in each group (McNeish & Matta,
2018). For the outcome with only two measurement points, we
used a linear LGCM with residual variances fixed to zero
(Voelkle, 2007).
The optimal model was selected based on a combination of fit

indices (comparative fit index > .95, root-mean-squared error of
approximation < .06; Hu & Bentler, 1999) and information criteria.
For the comparative fit index, we used a more restrictive baseline
model appropriate for LGCMs (Widaman & Thompson, 2003). We
did not interpret the standardized root-mean-squared residual, as its
utility for LGCMs is questionable (e.g., McNeish & Matta, 2018).
Models were estimated in each imputed data set using maximum
likelihood. Test statistics were pooled across data sets using the D4
method (Grund et al., 2023) and robustified using the Yuan–Bentler
method. To account for the nesting of patients within therapists,
we computed cluster-robust standard errors, and the variance–
covariance matrix was pooled as the weighted sum of within- and
between-imputation components (Enders, 2010). Wald tests were
used to determine p values and confidence intervals.

Hypothesis Testing and Effect Size Calculation

Using the estimated parameters from the selected LGCM for each
outcome, we tested our three focal hypotheses: (a) the expected total
change within each treatment condition; (b) the average treatment
effect, defined as the expected difference in overall change between
treatments for a person with an average baseline level; and (c) the
interaction between treatment condition and baseline level.
Standardized effect sizes (Cohen’s d) were calculated using the
standard deviation (SD) of the respective outcome in the general
population (Alsalti et al., 2024), with the exception of the number
of DSM-IV diagnoses, for which we used the pooled study SD at
the end of treatment.
We employed an individual testing strategy with an α level of .05

for each of the five outcomes (M. Rubin, 2021). This approach was
chosen over joint hypothesis testing (e.g., with Bonferroni cor-
rection) to provide greater statistical power and allow for outcome-
specific conclusions. This was particularly appropriate for our study,
given that limitations with certain outcomes made them less suitable
for inclusion in a single, omnibus test. For example, data on the
number of DSM-IV diagnoses were only available at the end of
treatment and not at the intended 6-year follow-up (see Supplemental
Note 1).

Transparency and Openness

The imputed datasets and R analysis code required to reproduce
the findings of this study (specifically, the LGCMs) are permanently
archived on the Open Science Framework at https://osf.io/4dcu6/.
The full data containing additional sociodemographic and clinical
variables that were used for multiple imputation and PI weighting
are not publicly available in order to protect the privacy of study
participants.

Results

Descriptive statistics for each time point in the two treatment
conditions without imputation or PS weights can be found in
Supplemental Table 6. The proportion of missing values was
substantial and increased over time, ranging from around 36% at T1
to approximately 70% at T6. Applying PS weights successfully
balanced the measured covariates between AP and PP (see
Supplemental Note 2, Supplemental Table 7, and Supplemental
Figure 2 for additional information). The piecewise linear LGCM
was the optimal model for representing changes in the four out-
comes with more than two measurement points (see Supplemental
Table 8). Consequently, we used this type of model to test our
hypotheses. The pooled model parameters for each outcome across
the 100 imputations can be found in Supplemental Tables 9–13.

Table 2 presents the expected total changes and treatment
effects for individuals with average baseline levels of the outcome
variables. Figure 1 depicts the corresponding outcome trajectories
(see Supplemental Figure 3 for individual outcome trajectories).
Regarding the first hypothesis, significant improvements were
found for all outcomes in both treatment conditions, with within-
group effect sizes ranging from increased general life satisfaction
of d = 0.53 in PP to reduced symptom distress of d = −1.57
in AP. Regarding the second hypothesis, AP demonstrated
larger improvements than PP for all outcomes except general life
satisfaction, with between-group effect sizes ranging from d =
−0.25 for personality dysfunction to d = −0.45 for symptom
distress.

Figure 1 reveals a distinct pattern across all outcomes modeled
with the piecewise LGCM, characterized by stronger improvements
in PP during the 1st year and in AP over the subsequent years.
Expected annual rates of change over all periods are detailed in the
first rows of Supplemental Tables 14–18. For instance, the expected
improvement in PP was −0.381 points on the global severity index
in the 1st year and then decreased to −0.012 per year, while in AP, it
was −0.333 in the 1st year and then still −0.056 per year (see Panel
A of Figure 1). This corresponds to a (nonsignificantly) greater
improvement in PP in the 1st year (B = 0.048, p = .379) and a
significantly greater annual improvement in AP in the following
years (B = −0.044, p < .001). A similar pattern was observed in
secondary outcomes, although statistical tests were only significant
for personality dysfunction and interpersonal problems. It should
also be noted that in AP, all outcomes continued to improve sig-
nificantly from the 2nd year onwards, whereas this rate of change
was only significant for personality dysfunction and interpersonal
problems in PP.

Table 3 summarizes the interaction effects between treatment
condition and outcome at baseline that are relevant for testing the
third hypothesis. For symptom distress, personality dysfunction, and
interpersonal problems, the interaction effect was significant; for
number ofDSM-IV diagnoses and general life satisfaction, however, it
was not significant (p > .20). Figure 2 illustrates the expected dif-
ference between treatments over time for individuals with varying
baseline levels. For example, for individuals with high baseline
distress, the expected total change was−0.343 points greater with AP
than with PP (d = −0.88, p < .001), whereas the difference was
negligible for individuals with low baseline distress (B = −0.007, d =
−0.02, p= .937; see Panel A in Figure 2 and Supplemental Table 14).
Similar patterns emerged for personality dysfunction (see Panel C in
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Figure 2 and Supplemental Table 16) and interpersonal problems (see
Panel D in Figure 2 and Supplemental Table 17).

Discussion

Psychotherapy research has often focused on the efficacy of
manualized short-term psychotherapies for specific disorders, pri-
oritizing high internal validity. This approach can be unsatisfactory,
especially for psychoanalytically oriented therapies, which are often
nonmanualized, long-term, and transdiagnostic. This naturalistic
study investigated AP and PP as they are delivered in routine care,
surveying patients with various disorders over a 6-year period from
the start of treatment. Below, we contextualize our findings within
the existing literature, discuss study limitations, and raise questions
for future research.

Effectiveness of Psychoanalytically Oriented
Treatments in Routine Care

Overall, we observed mostly large within-group effect sizes for
improvements in both treatment conditions. This aligns with the first
hypothesis in the study protocol as well as with previous studies on
psychoanalytically oriented therapies with long observation periods
in Germany (Huber et al., 2013; Leuzinger-Bohleber et al., 2019)
and in other countries (Knekt et al., 2011; Sandell et al., 2000). More
specifically, the largest within-group effect sizes (d > 1) were found
for symptom distress. Reductions in the number of DSM-IV diag-
noses, personality dysfunction, and interpersonal problems were
also large, with effect sizes in PP for interpersonal problems
comparable to those reported for brief therapies of depression
(McFarquhar et al., 2018). For general life satisfaction, onlymedium
within-group effect sizes were found, consistent with previous
studies on psychoanalytically oriented therapies (Huber et al.,
2012). While the pattern of within-group effect sizes suggests a
positive impact of AP and PP, it should be interpreted with caution,
given that our study lacked a waitlist control or placebo condition.
Consequently, it remains unclear what changes might occur in this
patient groupwithout treatment. Meta-analyses indicate that placebo
treatments can also be associated with large within-group effect
sizes (Bschor et al., 2024). However, in typical RCTs, high
comorbidity rates—such as those in our sample—are uncommon,
and the observation periods are generally much shorter than in
our study.

Comparing the Effectiveness of AP and PP

Compared to PP, intensive long-term treatments such as AP are
more costly—in terms of time, finances, and possibly emotional
resources. Thus, it is crucial to critically evaluate the expected
benefits of these treatments. Our second hypothesis posited that the
long-term effects of AP would surpass those of PP. Our results
indeed demonstrated that AP had an advantage over PP in reducing
the number ofDSM-IV diagnoses at the end of treatment. Additionally,
AP showed long-term benefits in alleviating symptom distress, per-
sonality dysfunction, and interpersonal problems, emphasizing the
importance of long-term follow-ups in this field of research. The
between-group effect sizes ranged from small to medium. However,
conventional interpretations of Cohen’s effect sizes cannot be directly
translated into clinical relevance, as this largely depends on the
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Figure 1
Expected Outcome Trajectories of an Individual With Average Baseline Levels as a Function of Treatment
Condition
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Note. Primary outcomes (left side) include symptom distress (Panel A) and the number of diagnoses (Panel B);
secondary outcomes (right side) include personality dysfunction (Panel C), interpersonal problems (Panel D),
and general life satisfaction (Panel E). The dotted lines represent an average individual from the general population.
The range of the y-axis corresponds to up to three standard deviations of the outcome variable. In Panels A, B, and C,
the y-axis is truncated, with the lowest value corresponding to the theoretical minimum of the scale (i.e., absence of
problems). AP = analytical psychotherapy; PP = psychodynamic psychotherapy.
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outcomemeasure (among other factors). To address this, the concept of
minimal (clinically) important difference (Cuijpers et al., 2014; Angst
et al., 2017) has been proposed. This refers to the smallest change in a
treatment outcome that patients perceive as beneficial and that would
justify a change in clinical management in the absence of negative side
effects or excessive costs. Cuijpers et al. (2014) identified an effect size
of 0.24 as a minimal important difference for depressive symptoms.
The significant between-group effects in our study are in this range or
higher, suggesting that—even though our outcome measures also
targeted different problems—they may represent clinically important
differences. However, the superiority of AP was not observed for
general life satisfaction, meaning that our second hypothesis was only
partially supported. For this outcome, it is important to consider that the
heterogeneity of items resulted in an unreliable total score, which may
have limited the detection of treatment effects.
When considering the timing of change, improvements in PP

predominantly occurred during the 1st year of treatment, with
symptoms generally remaining at low levels thereafter. For per-
sonality dysfunction and interpersonal problems, gains even con-
tinued beyond the 1st year, although less pronounced than in AP. In
contrast, the relative effectiveness of AP increased over time,
eventually surpassing that of PP after 6 years. This aligns with
findings from Knekt et al. (2011), who noted that short-term ther-
apies tend to yield quicker results, while psychoanalysis and long-
term therapies prove more effective in the long run. Similar results
have been observed in other studies (Huber et al., 2013; Sandell et al.,
2000). Leuzinger-Bohleber et al. (2019) examined outcomes 3 years
after the start of treatment, at a time when AP treatments had often
just ended or were even still ongoing. They found no significant
differences in symptom distress between AP and CBT. Our findings
suggest that the absence of differences at that point could also be
attributed to the timing of the assessments, as differences may only
become apparent several years after the end of treatment.
There are several factors that could account for the observed

differences in treatment outcomes. The most prominent factors are
treatment duration and session frequency. On average, AP treat-
ments were much longer and included more sessions per week (3.25
years and 1.35 sessions per week) compared to PP treatments (1.58
years and 0.58 sessions per week). It is thus reasonable to assume
that such differences were primary drivers of the treatment effects.
For example, a meta-analysis of long-term treatments (Leichsenring
& Rabung, 2011) showed that within-group effect sizes were

positively correlated with the total number of sessions across
treatment conditions. In addition, Bruijniks et al. (2020) found that
therapies taking place more than once a week have greater effects,
not only in psychoanalytically oriented therapies but also in CBT.
The question remains whether PP treatments would have been
equally effective had their duration and session frequency matched
those of AP treatments. Another possible explanation for the dif-
ferences in outcomes could be differences in setting and psycho-
therapeutic techniques. For example, a study found that the greater
reduction in depressive symptoms during follow-up in AP compared
with CBT was mediated by psychoanalytic techniques rather than a
higher number of sessions (Zimmermann et al., 2015). Future
analyses from the DPG Practice study will look more closely at the
mechanisms of change underlying the treatments.

Exploring the Heterogeneity of Treatment Effects

Previous research on short-term treatments has examined several
patient characteristics as moderators of treatment response, with
baseline severity of symptoms being a key factor (Cohen et al.,
2020; Keefe et al., 2021; Mayer et al., 2020). Our study replicated
these findings in long-term treatments for symptom distress, per-
sonality dysfunction, and interpersonal problems, partially sup-
porting the third hypothesis in the study protocol: While patients
with less severe problems at baseline (−1 SD) did not show any
differences in outcomes between AP and PP, the differences
increased with greater baseline severity. Indeed, for those with
elevated problems at baseline (+1 SD), the estimated advantage of
AP over PP was moderate to strong, with effect sizes ranging from
d = 0.53 for personality dysfunction to d = 0.88 for symptom
distress. This result extends initial findings on treatment effect
modifiers of AP (Krakau et al., 2024) and has specific implications
for the application of AP in the health insurance system in Germany
but also for long-term approaches close to standard psychoanalysis
in general: For patients with less severe symptoms, impairments in
personality functioning, or interpersonal problems, the added value
of AP may be minor or even nonexistent. In these cases, the less
costly PP yields comparable outcomes, with symptoms generally
declining within a year and remaining at low levels after the end of
treatment. However, for patients with severe symptoms, impair-
ments in personality functioning, or interpersonal problems, AP
may be indicated because stronger effectiveness can be expected.
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Table 3
Interaction Effects Between Latent Intercept Factors and Treatment Condition on Change in Outcomes

Outcome

Total S1 S2

B (SE) 95% CI p B (SE) 95% CI p B (SE) 95% CI p

GSI −0.351 (0.142) [−0.630, −0.072] .014 0.083 (0.131) [−0.173, 0.340] .524 −0.087 (0.026) [−0.139, −0.035] .001
SCID −0.166 (0.148) [−0.456, 0.124] .260
IPO-16 −0.370 (0.143) [−0.651, −0.089] .010 −0.021 (0.138) [−0.292, 0.250] .881 −0.070 (0.029) [−0.127, −0.013] .017
IIP-64 −0.529 (0.252) [−1.023, −0.035] .036 −0.053 (0.212) [−0.468, 0.363] .803 −0.095 (0.047) [−0.188, −0.003] .044
FLZ-M 0.026 (0.341) [−0.644, 0.696] .939 0.102 (0.312) [−0.512, 0.715] .745 −0.015 (0.066) [−0.146, 0.116] .820

Note. N = 428. Estimates are derived from the latent growth curve models pooled across 100 imputed data sets. Total = total change across the full
period; S1 = latent slope factor representing the annual rate of change during the 1st year; S2 = latent slope factor representing the annual rate of change
during the remaining years; SE = standard error; CI = confidence interval; GSI = Global Severity Index of the Symptom Checklist–90–Revised; SCID =
number of diagnoses according to the Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders; IPO-16 = Inventory of
Personality Organization–16; IIP-64 = Inventory of Interpersonal Problems–64; FLZ-M = Questions on Life Satisfaction.
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Figure 2
Expected Outcome Differences Between Treatments as a Function of Baseline Level
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deviations of the outcome variable.
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Limitations

The study has several limitations that mainly threaten the internal
validity of results. First, the inclusion of patients in the study only
depended on a therapist offering treatment and not on the patient
fulfilling specific diagnostic criteria. This resulted in a heteroge-
neous group of individuals being included, ranging from those with
no DSM-IV diagnoses to those with more than four DSM-IV
diagnoses. Although this may seem unfavorable from the per-
spective of traditional RCTs of specific disorders, it reflects the
reality of routine practice, contributes to the transferability of
findings, and is consistent with recommendations for severity-based
sampling from the perspective of dimensional models of psycho-
pathology (Kramer et al., 2022). Greater heterogeneity may also be
advantageous from a statistical point of view: For example, the
inclusion of mild cases may reduce the likelihood of overestimating
changes within treatment groups (by mitigating regression to the
mean) and improve the power to detect differential treatment effects
(by increasing the variance in baseline severity).
Second, we applied a modified intention-to-treat analysis,

focusing only on patients who were confirmed to start AP or PP.
This approach excluded patients who provided consent but were not
in contact with study therapists or who had no confirmed AP or PP
treatment (mainly because therapists did not provide information on
the form of therapy; see Supplemental Figure 1). As shown in
Supplemental Table 3, the latter patients were similar to our sample
in terms of their baseline characteristics, whereas patients who were
not in contact with therapists were more severely impaired. Notably,
this suggests that our results are generalizable to patients who start
sessions with therapists in private practices but may not be repre-
sentative of those presenting in outpatient clinics and seeking
psychotherapy.
Third, patients were not randomly assigned to the two treatment

conditions, and in some cases, this assignment even occurred after
therapy had already begun. For example, therapists sometimes used
short-term PP (up to 25 sessions) as an initial test phase and decided
for AP later during the 1st year of therapy. Although we attempted to
mitigate these selection effects by using propensity weights to
parallelize patients across treatment groups, this method can
only address observed baseline imbalances. Unaccounted relevant
variables may exist that could introduce bias into the estimation of
causal treatment effects.
Fourth, we did not explicitly model differences in therapist

effectiveness. For example, in the DPG Practice study, some
therapists treated patients in both the PP andAP conditions (i.e., they
were crossed over treatment conditions), whereas most therapists
treated patients in only one condition (i.e., they were nested in
treatment condition). Although it is possible to consider these design
complexities in statistical models (e.g., Walwyn & Roberts, 2010),
this is challenging with the multigroup LGCM approach we chose.
Nevertheless, we sought tomitigate the risk of false-positive treatment
effects by estimating model parameters with cluster-robust standard
errors.
Fifth, therapists did not deliver the treatments according to a

manual, and the integrity of the treatment was not ensured by
independent raters because the sessions were not video- or audio-
recorded. Nevertheless, therapists’ self-reports indicated that the
two treatment approaches differed in theoretically consistent ways
with respect to settings and techniques (Henkel et al., 2019, 2020).

Sixth, organizational issues arose during the implementation of
the DPG Practice study, resulting in a total sample that was smaller
than anticipated, a relatively high rate of missing values, and several
adaptations to the study protocol (see also Supplemental Note 1).
For example, during the study, it became evident that therapists
often failed to return their questionnaires or even to inform re-
searchers that therapy had ended. As a result, SCIDs were frequently
not conducted at the appropriate time, leading to more than 70%
missing data at the end of treatment. Although we were able to
minimize attrition bias by using multiple imputation, the precision
and power of the analyses are considerably reduced by such a large
number of missing values. At the same time, the number of patients
included in this study was still larger than in most previous studies of
psychoanalytically oriented therapies. Future long-term studies
should improve the balance between ecological validity and
research control (e.g., by using more structured follow-up me-
chanisms to reduce attrition rates).

Last, the study protocol (Benecke et al., 2011) lacked specificity,
allowing for researcher degrees of freedom in the statistical anal-
yses. To mitigate potential bias due to researcher allegiance, the
analyses were conducted by a neutral methodologist (JZ) with no
conflict of interest, such as membership in the DPG. Nevertheless,
some methodological choices may remain open to debate. For
instance, we used a widely accepted α level of .05 for individual
tests. Alternatively, adjusting the α level to maintain a family-wise
error rate of .05 could be considered. Note that using a conservative
Bonferroni correction (p < .05/5 = .01) would still reject the joint
null hypotheses (e.g., that AP and PP do not differ across all
outcomes).

Conclusion

We presented results from the DPG Practice study, which
examined the effectiveness of two psychoanalytically oriented
therapies in routine care settings in Germany. The study is relatively
unique as it is based on a large sample, represents everyday clinical
practice, and includes a long follow-up period spanning 6 years.
Both treatments were associated with substantial improvements for
patients with various disorders, with benefits persisting after the end
of treatment. Change in PP mostly occurred in the 1st year of
treatment, and despite involving considerably fewer sessions, these
gains were largely maintained over the long term. AP patients, in
contrast, continued to improve for the entire observation period. At
the end of treatment, AP demonstrated an advantage in reducing the
number of DSM-IV diagnoses and, after 6 years, showed superiority
in addressing symptom severity, personality dysfunction, and
interpersonal problems. This advantage was particularly notable in
patients with more severe problems at baseline, highlighting the
importance of AP within the German health insurance system for
those severely affected.

Future research based on the DPG Practice study should include
disorder-specific analyses within diagnostic subgroups to clarify
potential differences in treatment response. Moreover, interactions
between baseline characteristics and outcomes could be examined
using multivariate models to gain a more comprehensive under-
standing of their influence on treatment effects. Another important
direction is the investigation of mechanisms of change in these
therapies, including factors such as technique, treatment duration,
and session frequency. To further deepen the understanding of these
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processes, mixed method approaches could systematically integrate
qualitative analyses of patients’ and therapists’ subjective experiences.
A preliminary qualitative analysis of brief patient texts collected in
this study has already yielded promising insights (Henkel et al., 2016).
Finally, conducting cost–benefit analyses is essential to determine
whether the benefits associated with AP translate into reduced health
care costs (e.g., fewer days absent from work, decreased use of
psychopharmacological treatments, and reduced inpatient admis-
sions), potentially justifying the higher direct costs.
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