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Equivalence of Psychodynamic Therapy to
Other Established Treatments: Limited
Supporting Evidence and Clinical Relevance

TO THE EDITOR: Steinert and colleagues’ meta-analysis (1),
published in the October 2017 issue of the Journal, concludes
that psychodynamic therapy is equivalent to established
treatments. However, several shortcomings hamper the val-
idity of this claim. The meta-analysis includes various men-
tal conditions, and the primary efficacy outcome, “target

symptoms,” combines widely divergent measures of de-
pression, social anxiety, posttraumatic stress disorder,
suicidality, drug addiction, eating disorders, and even body
mass index. This highly heterogeneous mix confounds the
clinical relevance of the findings. Clinical significance is
further stymied by lumping together diverse comparators,
includingmedication.Evenwhen the comparator is cognitive-
behavioral therapy (CBT), its nature varies greatly among
disorders.

Furthermore,definingequivalencemargins is challenging,
as presumably the clinicallymeaningful minimumdifference
varies depending on outcomes. Because equivalence testing
is generally particularly prone to bias (2), this differencemust
be prespecified. The authors’ PROSPERO registration does
not describe it, and equivalence is not mentioned. Because the
article was funded by a professional psychoanalysis associa-
tion, with arguably vested interests, accurate outcome pre-
specification is especially crucial. The authors preferentially
use intention-to-treat data, which are unsuitable for equiva-
lence claims because they may artificially dilute treatment
differences (2). Finally, equivalence is clinically meaningful
only if the control intervention has demonstrated efficacy for
the condition studied. For example, psychodynamic therapy
is claimed as effective as CBT for eating disorders or ad-
diction, but in included landmark trials on anorexia (3) or
cocaine dependence (4), neither intervention proved supe-
rior to treatment as usual on the predefined primary out-
comes, violating the key assumption of assay sensitivity (2)
and perhaps justifying their more accurate characterization
as “equally ineffective.” Conversely, there is a risk of con-
founding of observed meaningful effects, such as in bulimia
nervosa, where an equivalence verdict directly contradicts
the largest trial demonstrating superiority of the comparison
treatment, CBT (5). Consequently, while psychodynamic ther-
apy may be as effective as CBT for somemental disorders, this
meta-analysis offers limited supporting evidence.
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Different Standards When Assessing the
Evidence for Psychodynamic Therapy?
Response to Cristea et al.

TO THE EDITOR: Cristea and colleagues raise some concerns
about ourmeta-analysis onpsychodynamic therapy compared
with treatments established in efficacy (1). Their concerns
regard our definition of outcomes and comparators, specific
methodological issues, and an alleged allegiance bias.

1. We decided to use “target symptoms” as the primary out-
come because it is a disorder-specific and useful measure
assessing change in themainproblemarea apatient presents
with (e.g., depressive symptoms inmajor depression, weight
gain in anorexia nervosa, suicidality in borderline person-
ality disorder). This taps the symptomsmost relevant to the
disorder. By using “target symptoms,” a strict test for psy-
chodynamic therapy is implied because other therapies
such as cognitive-behavioral therapy (CBT) focus explic-
itly on target symptoms. In addition, we assessed “gen-
eral psychopathology” and “psychosocial functioning” as
secondary outcomes, with all analyses reaching the same
conclusion. In fact, combining all outcome measures
assessed, as done, for example, by Wampold and col-
leagues (2), reaches an effect where the value of g is20.12
and theequivalence confidence interval is20.20 to20.05,
thus again confirming our originalfinding. In addition, the
type of diagnosis was not found to be a significant
moderator of outcome, suggesting no differences across
disorders.

2. Lumping together different forms of comparison treat-
ments is awell-established approach inmeta-analysis. For
example, testingagainst “treatmentasusual”canconsist of
vastly different types of treatments. Cristea and colleagues
themselves regularlyuse suchanapproach, for example, in
their recent meta-analysis on borderline personality dis-
orders: “Given the diversity and complexity of therapy

orientations, we used an inclusive approach in delineat-
ing the psychotherapy and control conditions.… No con-
straints were placed on the control group, which could
include (but was not restricted to) treatment as usual or
other treatments not specifically developed for [borderline
personality disorder]” (3, p. 320). In contrast, we included
onlycomparisontreatmentswithestablishedefficacy,making
this a much more homogeneous comparator despite var-
iations in the CBT conditions. Between-study heterogeneity
also was very low.

3. For theircritiqueonequivalence testing,Cristeaetal. citean
article by Treadwell and colleagues (4). However, Cristea
andcolleaguesseemtohavemisunderstoodwhat thisarticle
is about (i.e., evaluating individual trials self-identifying
themselves as equivalence trials). This is a conceptual dif-
ference that cannot be directly transferred to our meta-
analysis. While we agree that defining an equivalence
margin is challenging, we do not seewhy equivalence trials
ormeta-analyses are particularly prone to bias. The same is
true for our preference of intent-to-treat data. Both intent-
to-treat and completer data are not optimal, and a re-
searcher has to prespecify which kind of data is to be in-
cluded in the analysis, which we did in our protocol. It is
open to further research whether intent-to-treat analyses
carry the risk of diluting treatment differences (5, 6). In our
meta-analysis, only 10 (out of 23) randomized controlled
trials provided intent-to-treat data, and in these cases the
primary outcome was reported only for the intent-to-treat
population. Thus, we used the data that were reported.

We agree that not preregistering our equivalence margin
with the study protocol is a limitation. However, as reported
in the article (1), we performed a thorough search on pre-
viously used equivalence margins across disorders and de-
cided to use one of the smallest margins ever proposed (i.e.,
g50.25; the smallest margin proposed was g50.24, which
specifically refers to depression [7]). Thus, preregistration
would have changed neither the definition of the margin nor
the outcome of our meta-analysis.

Moreover, Cristea and colleagues apply double standards
as they have stated themselves, when being criticized for not
preregisteringoneof theirownmeta-analyses (8), that“asmeta-
analyses deal with secondary observational data, the potential
pernicious influence of investigator biases might be lessened.”

4. It is true that our meta-analysis was funded by a pro-
fessional psychoanalytic society. The sponsor was not in-
volved in conducting this meta-analysis. In addition, we
controlled for allegiance on both the level of performing
this meta-analysis (by including two cognitive-behavioral
colleagues, one of whom holds the chair of behavioral
psychotherapy at TU Dresden) and on the study level by
using the multilevel allegiance rating scale.

5. It is true that equivalence trials make sense only if control
interventions proved efficacious for the condition studied.
Thatisexactlywhyweensuredtheefficacyofthecomparator.
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