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Objective: This study compared the effectiveness of short-term dynamic psychotherapy and cognitive therapy for outpatients with cluster C personality disorders.
Method: Patients (N=50) who met the
criteria for one or more cluster C personality disorders and not for any other personality disorders were randomly assigned to receive 40 weekly sessions of
short-term dynamic psychotherapy or
cognitive therapy. The most common axis
I disorders in the patient group were anxiety and depression diagnoses. Therapists
were experienced, full-time clinicians and
were receiving manual-guided supervision. Outcome variables included symptom distress, interpersonal problems, and
core personality pathology. Measures
were administered repeatedly during and
after treatment, and change was assessed
longitudinally by means of growth modeling procedures.
Results: The overall patient group showed,
on average, statistically significant improvements on all measures during treatment and also during a 2-year follow-up

period. Significant changes in symptom
distress after treatment were found for the
group of patients who received short-term
dynamic psychotherapy but not for the
cognitive therapy patients. Despite these
differences in intragroup changes, no statistically significant differences between
the short-term dynamic psychotherapy
group and cognitive therapy group were
found on any measure for any time period. Two years after treatment, 54% of the
short-term dynamic psychotherapy patients and 42% of the cognitive therapy
patients had recovered symptomatically,
whereas approximately 40% of the patients in both groups had recovered in
terms of interpersonal problems and personality functioning.
Conclusions: Both short-term dynamic
psychotherapy and cognitive therapy
have a place in the treatment of patients
with cluster C personality disorders. However, factors other than treatment modality may discriminate better between successful and poor outcomes. Such factors
should be explored in future studies.
(Am J Psychiatry 2004; 161:810–817)

T

he cluster C disorders are the most prevalent personality disorders in the general population (1) (one of 10 individuals) and in outpatient clinic populations (2) (more
than one of two patients). Moreover, the presence of any
cluster C personality disorder is invariably associated with
poorer outcomes in the treatment of axis I disorders (3–5).
In light of these findings, it is puzzling to find such a
paucity of controlled trials examining the effectiveness of
individual psychotherapy in this population. Among the
handful of studies that have been conducted, only one (6)
can be categorized as a randomized, controlled trial specifically designed to study the course of these disorders
during and after treatment. In that study, 81 patients with
predominantly cluster C disorders (70%) showed significant and equivalent improvement on measures of distress
and social functioning after 40 sessions of two forms of dynamic psychotherapy. Furthermore, treated patients did
significantly better than wait-list comparison subjects,
and gains were maintained at 1.5-year follow-up. In two
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additional randomized, controlled trials, data for subgroups of patients with predominantly cluster C disorders
were analyzed separately within larger trials designed to
study major depression (3, 4). The studies found that patients with personality disorders responded equally well to
interpersonal psychotherapy and cognitive behavior therapy (3) and equally well to psychodynamic-interpersonal
therapy and cognitive behavior therapy (4). Finally, in one
uncontrolled study, 38 patients with obsessive-compulsive and avoidant personality disorders treated with timelimited supportive-expressive therapy demonstrated significant average changes on diagnostic measures and on
measures of distress, interpersonal problems, and personality functioning (7).
The present study extends the study by Winston et al. (6)
by examining the effects of 40-session, short-term dynamic psychotherapy specifically designed for personality
problems (8) and comparing those effects not with another form of dynamic therapy but with an alternative apAm J Psychiatry 161:5, May 2004
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proach, that is, cognitive therapy. To our knowledge, this
study provides the first empirical evidence of the effects of
a form of cognitive therapy specifically intended for patients with personality dysfunction (9). This study also
takes notice of the suggestion of Perry et al. (10) that the
effects of specific therapies for specific personality disorders should be examined.

TABLE 1. Demographic and Clinical Characteristics of
Patients With Cluster C Personality Disorders Who Received
Short-Term Dynamic Psychotherapy or Cognitive Therapya

Method

Age (years)

Patients Who
Received ShortTerm Dynamic
Psychotherapy
(N=25)
Mean
SD

Characteristic

33.4

Patients
During the 5-year recruitment period, a total of 127 patients
referred by two large psychiatric outpatient clinics, family doctors, and psychiatrists and psychologists in private practice were
screened by an intake evaluator who was an experienced clinician
and researcher. Patients were included if they were between ages
18 and 65 years and if they met the criteria for one or more DSMIII-R cluster C personality disorders or self-defeating personality
disorder (which was included among the proposed diagnostic
categories needing further study that were described in Appendix
A of DSM-III-R). All diagnostic evaluations were audio- or videotaped and were performed by the intake evaluator with the Structured Clinical Interview for DSM-III-R (SCID-II) (11). A second diagnostician, an experienced clinical psychologist, reviewed a
random sample of 20 SCID-II interviews. The combined agreement on the presence of one or more cluster C diagnoses and on
the absence of any other axis II disorder was 0.77 (Cohen’s kappa).
The patients who met the inclusion criteria and who did not meet
the criteria for any cluster A or cluster B personality disorder returned within a week for a second diagnostic interview with the
intake evaluator, who used the SCID-I interview to obtain DSMIII-R axis I diagnoses (12). Additional exclusion criteria were current or past psychotic disorder, current substance dependence or
abuse, current eating disorder, organic brain disorder and other
serious physical illness, active suicidal behavior, refusal to have
the therapy sessions videotaped, and refusal to discontinue other
active treatment. A total of 51 patients were included. After completing a number of self-report questionnaires and undergoing a
psychodynamically oriented evaluation interview by a second
evaluator, patients were presented with a full description of the
study’s procedures, gave their written consent to participate, and
were subsequently randomly assigned to receive 40 weekly sessions of either dynamic or cognitive therapy. Except for one patient who, in agreement with the therapist, terminated after childbirth midtherapy, all patients completed treatment in accord with
the preplanned schedule of 40 sessions.
The demographic and clinical characteristics of the patients
are shown in Table 1.

Female sex
Single marital status
Caucasian race
College education (completed
or uncompleted)
Axis I diagnosisb
Major depression, current
episode
Major depression, previous
episode(s)
Dysthymia
Panic disorderc
Agoraphobiad
Social phobia
Obsessive-compulsive
disorder
Generalized anxiety disorder
Somatization disorder
No diagnosis
Axis II diagnosise
Avoidant personality disorder
Obsessive-compulsive
personality disorder
Dependent personality
disorder
Passive-aggressive personality
disorder
Self-defeating personality
disorder
More than one personality
disorder

9.7

Patients Who
Received
Cognitive
Therapy
(N=25)
Mean
SD
34.6

7.9

N

%

N

%

14
9
25

56
36
100

11
8
25

44
32
100

16

64

15

60

7

28

12

48

8
7
2
3
7

32
28
8
12
28

12
3
3
2
12

48
12
12
8
48

3
12
1
2

12
48
4
8

4
16
3
1

16
64
12
4

16

64

15

60

8

32

9

36

4

16

6

24

1

4

2

8

1

4

2

8

4

16

7

28

a Treatment groups did not differ significantly on any characteristic.
b Patients may have received more than one axis I diagnosis. Al-

though no significant differences between groups in frequencies of
axis I disorders were found, the largest differences between groups
were observed for current major depression (p=0.36), social phobia (p=0.36), and generalized anxiety disorder (p=0.40).
c With or without agoraphobia.
d Without history of panic disorder.
e Patients may have received more than one axis II diagnosis.

Treatments and Therapists
In both treatments, sessions were 50 minutes long, videotaped,
and held once weekly. All therapists treated at least one patient as
a training exercise before treating the patients who were enrolled
in the study.
Short-term dynamic psychotherapy. McCullough Vaillant’s
short-term dynamic psychotherapy model (8) follows the fundamental structure of psychodynamic psychotherapy as outlined by
Malan’s triangle of conflict (i.e., defenses and anxieties block the
expression of feelings) and triangle of person (i.e., work with conflicts in relation to the therapist and current and past persons).
Specifically, the therapist 1) gently clarifies rather than confronts
defenses, 2) empathizes with and exposes the underlying, conflicted affect, and 3) helps to regulate rather than to provoke anxiety. Three main treatment objectives represent the hypothesized
change mechanisms: defense restructuring (recognizing and reAm J Psychiatry 161:5, May 2004

linquishing defenses), affect restructuring (desensitization of
affects through exposure to conflicted feeling), and self/other
restructuring (alteration of maladaptive conceptions of self/others). The overall goal of this model of short-term dynamic psychotherapy is for previously avoided affects such as sadness/grief,
anger, or tenderness to be experienced and expressed adaptively
by the patient.
The short-term dynamic psychotherapy therapist team consisted of three psychiatrists and five clinical psychologists. All but
one were in full-time clinical practice. Their general clinical experience ranged in length from 2 to 14.5 years (mean=9.2, SD=3.6),
their experience with short-term dynamic psychotherapy in general ranged from 1.2 to 10.5 years (mean=6.0, SD=2.8), and their
experience with this model of short-term dynamic psychotherapy
for personality disorders ranged from 1.2 to 7.2 years (mean=4.7,
http://ajp.psychiatryonline.org
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SD=1.9). The therapist training program for short-term dynamic
psychotherapy encompassed weekly 2-hour video-based peer supervision meetings and 2-day supervision seminars with Dr. McCullough Vaillant twice annually. Treatment integrity and adherence to the treatment manual (8), including the achievement of
the treatment objectives, were carefully monitored during these
supervision activities, which included the active use of rating
scales by Dr. McCullough Vaillant. Each therapist treated an average of three patients (range=2–4).
Cognitive therapy. Equipped with the cognitive model of personality disorders (9), the therapist specifically 1) deals during
initial sessions with any coexisting axis I problems, 2) teaches the
patient to identify and evaluate key negative automatic thoughts,
3) structures the sessions carefully and builds a collaborative and
trusting relationship with the patient, 4) employs guided imagery
to unravel the meaning of new and earlier experiences, 5) in collaboration with the patient prepares homework assignments tailored to the patient’s specific issues, and 6) applies specific cognitive, behavioral, and emotion-focused schema restructuring
techniques to dispute core beliefs and to develop new and more
adaptive beliefs and behaviors. Two main treatment objectives
represent the hypothesized change mechanisms: first, to help the
patient develop new and more adaptive core beliefs, and second,
to help the patient develop more adaptive problem-solving interpersonal behaviors.
The cognitive therapy therapist team consisted of six clinical
psychologists. All but one were full-time clinicians. Their general
clinical experience ranged in length from 6 to 21 years (mean=
11.2, SD=4.3), their experience with cognitive therapy in general
ranged from 1.2 to 9.8 years (mean=5.9, SD=2.4), and their experience with cognitive therapy for personality disorders ranged from
1.2 to 7.5 years (mean=4.1, SD=1.8). The training program for the
therapists who provided cognitive therapy encompassed weekly
2-hour video-based peer supervision meetings and, twice annually, supervision seminars with visiting cognitive therapy experts
(e.g., J. Beck, A. Freeman, J. Young). Treatment integrity and adherence to the manual (9) were closely monitored during the
weekly supervision activities. Each therapist treated an average of
four patients (range=1–5).

Treatment Integrity and Differentiability
Systematic checks on the integrity and differentiability of the
two treatments were performed by two independent raters (with
2 and 4 years of clinical experience, respectively) using the Inventory of Therapeutic Strategies (13). The Inventory of Therapeutic
Strategies rates therapists’ interventions in terms of categories of
intention (exploratory, supportive, or work enhancing), content,
and object focus (e.g., therapist, others, self ). Raters reviewed an
entire early session (typically the sixth) and subsequently rated
the frequency of Inventory of Therapeutic Strategies categories
plus agenda setting and homework assignment. In analyses of
data for categories that were rated reliably (r>0.65; range=0.65–
0.83, mean=0.73), two-tailed t tests showed that short-term dynamic psychotherapy and cognitive therapy differed in their emphasis on supportive strategies (t=2.2, df=48, p<0.02; cognitive
therapy had the stronger emphasis), work with defenses (t=4.0,
df=48, p < 0.001; short-term dynamic psychotherapy had the
stronger emphasis), transference work (i.e., therapist as focus) (t=
3.33, df=48, p=0.002; short-term dynamic psychotherapy had the
stronger emphasis), agenda setting (t=9.9, df=48, p<0.0001; cognitive therapy had the stronger emphasis), and homework assignment (t=5.6, df=48, p<0.0001; cognitive therapy had the stronger
emphasis). As for work enhancing strategies, the emphases were
equally strong in the two treatments (t=0.03, df=48, p=0.50).
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Outcome Measures
A measure of symptom distress was provided by the Global Severity Index of the SCL-90-R (14).
The total mean score of the full version (127 items) of the Inventory of Interpersonal Problems (15) was used to assess patients’ problems with assertiveness, intimacy, sociability, submissiveness, control, and responsibility for others.
The Millon Clinical Multiaxial Inventory (16), a 175-item questionnaire, was used to assess personality pathology as reflected by
the cluster C personality disorder scales of avoidant, dependentsubmissive, compulsive-conforming, and passive-aggressive,
which have proved diagnostically efficient and congruent with
DSM-III personality disorder diagnoses. Two Millon Clinical
Multiaxial Inventory indices were computed: the total mean raw
score on the four cluster C scales and the proportion of patients
with a base rate score above 74, which represents the cutoff for “a
prominent clinical syndrome” (16).
These measures were administered repeatedly during treatment and follow-up. See Table 2 for details regarding the timing of
data collection.

Statistical Analysis
Given our data collection design and our desire to include all
available time-series data in our analyses, data from the SCL-90R and Inventory of Interpersonal Problems were analyzed by using hierarchical linear models in order to utilize more fully the information inherent in the data (17). The hierarchical linear models that we used consisted of a within-patient and a betweenpatient model. The former (level 1) captured change over time for
each patient plus termination status on the measures. The between-patient model (level 2) estimated the effect of treatment
type on rates of change and status. At level 1, a two-piece linear
model enabled us to capture rates of change during treatment
and follow-up plus termination status for each patient. A twopiece model was chosen to allow for the analysis of the nonlinear
change pattern exhibited by the plots of the patients’ time-series.
In addition, we wanted to assess change and the effect of the two
treatments in each of the two key phases. The analyses were conducted by using the HLM 5 computer program (18).
The Millon Clinical Multiaxial Inventory scores were analyzed
by using paired t tests to assess change over time and by using independent t tests to compare the treatment effects at termination
and 2-year follow-up. Since a hierarchical linear model normally
requires at least three observations per patient, hierarchical linear
model analysis was not considered an option for the Millon Clinical Multiaxial Inventory data. The Millon Clinical Multiaxial Inventory was not administered midtherapy because we reasoned
that personality pathology would be less sensitive to change over
the brief interval of 20 sessions.
On the basis of a two-tailed t test, an alpha of 0.05, and 25 patients in each group, power to detect a medium-sized effect (d=
0.50) was 0.41 (19) for the comparison of short-term dynamic
psychotherapy and cognitive therapy. Power to detect a large effect (d=0.80) was 0.79.

Results
Descriptive and Preliminary Analyses
Means and standard deviations for the outcome measures are shown in Table 2 along with baseline equivalence
results.
Therapist effects. Based on several one-way analyses of
variance, the therapists were found to be equally effective
(p values from 0.26 to 0.61, mean=0.40)
Am J Psychiatry 161:5, May 2004
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TABLE 2. Scores on Outcome Measures Over Time for Patients With Cluster C Personality Disorders Who Received 40
Weekly Sessions of Short-Term Dynamic Psychotherapy or Cognitive Therapy
Inventory of
Interpersonal Problemsb

SCL-90-Ra
Score
Time and Group
Baselined
Short-term dynamic psychotherapy patients
Cognitive therapy patients
Midtherapy
Short-term dynamic psychotherapy patients
Cognitive therapy patients
Termination
Short-term dynamic psychotherapy patients
Cognitive therapy patients
6-month follow-up
Short-term dynamic psychotherapy patients
Cognitive therapy patients
12-month follow-up
Short-term dynamic psychotherapy patients
Cognitive therapy patients
24-month follow-up
Short-term dynamic psychotherapy patients
Cognitive therapy patients

Millon Clinical
Multiaxial Inventoryc

Score

Score

N

Mean

SD

N

Mean

SD

N

Mean

SD

25
25

1.15
1.26

0.60
0.68

25
25

1.52
1.68

0.45
0.49

25
24

64.2
64.7

11.6
13.4

25
25

1.01
1.08

0.58
0.72

25
25

1.44
1.56

0.54
0.56

—
—

—
—

—
—

25
25

0.76
0.82

0.49
0.61

25
25

1.22
1.30

0.54
0.58

25
24

55.0
58.8

13.0
17.2

22
24

0.61
0.84

0.46
0.60

22
24

1.12
1.31

0.52
0.65

—
—

—
—

—
—

24
22

0.63
0.73

0.50
0.52

24
22

0.99
1.15

0.61
0.59

—
—

—
—

—
—

23
21

0.61
0.67

0.54
0.66

23
21

0.98
1.09

0.58
0.63

24
24

50.6
53.3

16.2
15.4

a Scored on a scale from 0 to 4; 4=extreme symptom distress.
b Scored on a scale from 0 to 4; 4=extreme interpersonal distress.
c Higher scores denote more severe personality pathology. The instrument

was not administered at midtherapy, and the 6- and 12-month data
were not analyzed. Because of missing data, the data for the 24-month follow-up contained four 12-month observations and one 6-month
observation; the mean 24-month follow-up scores without these observations (short-term dynamic psychotherapy: 50.2; cognitive therapy:
52.9) differed very little from the mean scores with those observations.
d Groups were not significantly different in scores on the SCL-90-R (t=0.06, df=48, p>0.50), the Inventory of Interpersonal Problems (t=1.23,
df=48, p=0.25), or the Millon Clinical Multiaxial Inventory (t=0.19, df=48, p>0.50).

Attrition, additional therapy, and medication. One of
the 51 patients discontinued treatment; her baseline data
were not included in the analyses. One short-term dynamic psychotherapy patient and one cognitive therapy
patient did not attend any of the follow-up assessments.
Two patients in each condition received additional
psychotherapy (8–20 sessions) between their 6- and 24month follow-ups. In addition, one short-term dynamic
psychotherapy patient used antidepressants during part
of follow-up. Since, in separate analyses, the effect of additional treatment was found to be small (as measured by
the SCL-90-R) or negligible (as measured by the Inventory
of Interpersonal Problems), their follow-up data were included in the analyses.
Three short-term dynamic psychotherapy patients and
two cognitive therapy patients used hypnotics, and two
short-term dynamic psychotherapy patients and one cognitive therapy patient used antidepressants during part of
the treatment phase. The effect of medication on rates of
change was found to be very small.

Effectiveness
Psychiatric symptoms and interpersonal problems.
In fitting a two-piece hierarchical linear model to the data,
the estimates of change during treatment indicated (Table
3) that for the overall patient group, SCL-90-R and Inventory of Interpersonal Problems scores, on average, were
decreasing by 0.025 (p<0.0001) and 0.020 (p<0.0001)
points per month, respectively. Furthermore, patients
Am J Psychiatry 161:5, May 2004

continued to improve after treatment, as indicated by
decreases in scores on the SCL-90-R (0.005 points per
month, p=0.03) and on the Inventory of Interpersonal
Problems (0.010 points per month, p<0.0001).
Table 3 also shows that the estimates of the effects of
treatment type on termination status (p=0.40 and p=0.47)
and on rates of change were close to zero (p=0.52–0.92)
and were not statistically significant and that the corresponding effect sizes (d) were small. Thus, the improvement trajectories for short-term dynamic psychotherapy
and cognitive therapy patients were, on average, highly
similar as measured by both the SCL-90-R and the Inventory of Interpersonal Problems.
Finally, we examined the rates of change for each treatment group separately. As Table 4 shows, within-group effect sizes were generally large for symptom distress and interpersonal problems both during and after treatment. It
is noteworthy, however, that the estimate of symptom
change during follow-up for short-term dynamic psychotherapy patients was statistically significant, while the estimate for cognitive therapy patients was not significant.
Even though the mean rate of symptom change during follow-up for short-term dynamic psychotherapy patients
was almost twice as large as that of cognitive therapy patients, the difference between those rates was statistically
nonsignificant (p>0.40) (Table 3). This nonsignificant finding is related to the fact that the intervals within which the
true change rates lie were fairly wide (for short-term dynamic psychotherapy patients: from –0.012 to –0.001; for
http://ajp.psychiatryonline.org
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TABLE 3. Hierarchical Linear Model Estimates of Status and Change on Outcome Measures and Effects of Treatment Type
in Patients With Cluster C Personality Disorders Who Received 40 Weekly Sessions of Short-Term Dynamic Psychotherapy
(N=25) or Cognitive Therapy (N=25)
Variable
Estimate
Status at termination of treatment
Mean score
Effect of treatment typeb
Change rate during treatmentc
Mean change in score
Effect of treatment typed
Change rate after treatmentc
Mean change in score
Effect of treatment type

da

Inventory of Interpersonal Problems
Estimate
SE
da

0.80**
0.060

0.08
0.080

2.86
0.20

1.28**
0.070

0.08
0.080

4.77
0.24

–0.025**
<0.001

0.005
0.005

1.50
0.02

–0.020**
<–0.001

0.005
0.005

1.22
0.04

–0.005*
0.001

0.002
0.002

0.72
0.20

–0.010**
<0.001

0.002
0.002

1.28
0.04

Variance
Variance componentse
Variance in status at termination
Variance in change rates during treatment

SCL-90-R
SE

0.283
0.0007

χ2 (df=48)
877.0**
200.2**

Variance
0.277
0.0006

χ2 (df=48)
685.5**
150.0**

Cohen’s effect size estimate (d>0.80=large, d>0.50=moderate, d>0.20=small) (19). The values of d associated with the change rates are
within-group effect sizes, and those associated with the effect of treatment type are between-group effect sizes. Hence, they are not directly
comparable.
b Treatment type is coded as –1 for short-term dynamic psychotherapy and 1 for cognitive therapy throughout.
c If treatments lasted 12 months, these estimates would translate into gains in scores on the SCL-90-R of 0.30 points during treatment and 0.15
points during follow-up for the short-term dynamic psychotherapy patients and 0.29 points during treatment and 0.09 points during followup for the cognitive therapy patients. Gains in scores on the Inventory of Interpersonal Problems would be 0.23 points during treatment and
0.25 during follow-up for the short-term dynamic psychotherapy patients and 0.25 points during treatment and 0.24 points during follow-up
for the cognitive therapy patients.
d In separate hierarchical linear model analyses in which the influence of certain axis I diagnoses (major depression, social phobia, generalized
anxiety disorder) was controlled, the estimates for the effect of treatment type changed very little and remained very small.
e Variances in change rates after treatment were constrained to zero since variances in absolute numbers were close to zero and results of likelihood ratio tests were nonsignificant.
*p<0.05.
**p<0.001.
a

cognitive therapy patients: from –0.010 to 0.003) and overlapped a great deal.
Personality pathology. Cluster C personality pathology
as assessed by the raw scores on the Millon Clinical Multiaxial Inventory changed significantly and favorably for the
overall patient group during treatment (t=4.40, df=48,
p<0.0001, d=1.25) and during follow-up (t=3.96, df=47,
p<0.001, d=1.15). Effects for each treatment analyzed separately are shown in Table 4. There were no significant differences between groups at termination (t=0.90, df=48, p=
0.40, d=0.26) or at follow-up (t=0.59, df=46, p>0.50, d=
0.18). Change in personality pathology was also assessed
by using the Millon Clinical Multiaxial Inventory’s base
rate score; scores above 74 signify a prominent cluster C
syndrome (16). A prominent cluster C syndrome was
found in 88% of the short-term dynamic psychotherapy
patients at baseline, 72% at termination, and 50% at 2-year
follow-up. For cognitive therapy patients the percentages
were nearly identical: 87.5% at baseline, 72% at termination, and 50% at 2-year follow-up. The drop from baseline
to follow-up indicates a 43% reduction.

Clinically Significant Change
Essentially, clinically significant change has to do with
the return to normal functioning (20). As defined in this
study, clinically significant change occurs when 1) a patient moves from a dysfunctional population to a functional or normal population during treatment and 2) the
magnitude of a patient’s change is statistically reliable. If a
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patient’s change meets both of these criteria, he or she is
classified as recovered (20), i.e., as having returned to normal functioning.
On the basis of these criteria, patients are routinely categorized as 1) recovered (meeting both criteria), 2) as improved but not recovered, 3) as deteriorated, in the case of
negative change (meeting the second criterion only), or 4)
as unchanged (meeting neither criterion) (20). In this
study, patient termination and 24-month follow-up scores
were compared to scores for two functional or normal
populations—a general community sample (21, 22) and a
community sample of subjects who had been screened
and found to be asymptomatic (23).
The percentages of patients in each of the four categories described in the previous paragraph are shown in
Table 5. It appears that the percentages of patients who
were unchanged or deteriorated at termination ranged
from 60% to 71% (mean=62.5%) at termination of treatment and from 37% to 51% (mean=44.6%) at 2-year follow-up. Difference between the two means was significant
(p<0.0001, z test). Among patients who recovered symptomatically (as measured by the SCL-90-R), it appears that
at 2-year follow-up one of two short-term dynamic psychotherapy patients and two of five cognitive therapy patients were part of the general community population,
while about two of five short-term dynamic psychotherapy patients and one of six cognitive therapy patients had
joined the asymptomatic community population. As measured by the Inventory of Interpersonal Problems and the
Am J Psychiatry 161:5, May 2004
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TABLE 4. Mean Estimates of Change in Scores on Outcome Measures for Patients With Cluster C Personality Disorders Who
Received 40 Weekly Sessions of Short-Term Dynamic Psychotherapy (N=25) or Cognitive Therapy (N=25)
Patients Who Received Short-Term
Dynamic Psychotherapy
Variable
SCL-90-R scoreb
During treatment
After treatment
Inventory of Interpersonal Problems scoreb
During treatment
After treatment
Millon Clinical Multiaxial Inventory scorec
During treatment
After treatment

Patients Who Received Cognitive Therapy

Change Estimate

t

Effect Sizea

Change Estimate

t

Effect Sizea

–0.025
–0.006

4.30**
2.43*

1.76
1.01

–0.024
–0.004

4.00**
1.18

1.63
0.49

–0.019
–0.010

2.90**
2.57*

1.19
1.07

–0.021
–0.010

3.18**
3.08**

1.29
1.29

4.10**
1.60

1.67
0.65

2.30*
1.50

0.96
0.61

a Cohen’s d (d>0.50=moderate effect size, d>0.80=large effect size).
b Change over time was estimated in a two-piece hierarchical linear model (df=24

for analyses of change during treatment and df=23 for analyses of change after treatment in both treatment conditions); the Millon Clinical Multiaxial Inventory score was not included in the hierarchical linear model.
c Change over time was assessed with paired t tests (df=23, except for the analyses of change during treatment for short-term dynamic psychotherapy patients, for which df=24).
*p<0.05.
**p<0.01.

Millon Clinical Multiaxial Inventory, differences between
groups in recovery rates were very small. As expected, relatively more patients returned to functional status (the
general community population) than to asymptomatic
status, and relatively more patients had recovered by 2year follow-up than by treatment termination. As measured by the Millon Clinical Multiaxial Inventory, this latter difference was statistically significant for the shortterm dynamic psychotherapy patients (p=0.002, z test; d=
1.01) and approached significance for the cognitive therapy patients (p=0.053, z test; d=0.58).

Discussion
The large within-group effect sizes on all measures for
short-term dynamic psychotherapy patients during treatment are in line with the findings of Winston et al. (6). In
fact, for the SCL-90-R, the measure that the two studies
had in common, the effect size for short-term dynamic
psychotherapy patients in the current study was three
times higher than the effect size for the short-term dynamic psychotherapy patients in the study by Winston et
al. (d=1.76, compared to d=0.59) and two times higher
than the effect size for patients who received an alternative form of brief dynamic psychotherapy in the study by
Winston et al. (d=1.76, compared to d=0.95).
Unlike the patients in many other psychotherapy outcome studies, the patients in this study on average continued to improve significantly after treatment. With respect
to interpersonal problems, for instance, effect sizes for
both treatments were large (short-term dynamic psychotherapy: d=1.07; cognitive therapy: d=1.29), and about
40% of the patients had recovered by 2 years after treatment. Similar recovery rates were found for core personality pathology. This finding of continued improvement
supports one of the original justifications for short-term
approaches articulated by short-term therapy pioneers
such as Sifneos (24). They argued that in successful shortAm J Psychiatry 161:5, May 2004

term therapy, patients would, through an internalized
therapeutic dialogue and other mechanisms, be able to
achieve gains on their own after termination (24).
When the mean effects of the two treatments were contrasted, no statistically significant differences emerged for
any of the measures during any of the time periods. As
noted earlier, statistical power to detect medium-sized differences (see footnote a, Table 3, and reference 19) was insufficient, and, as a consequence, the risk of accepting a
false no-difference result (i.e., a type II error) was increased.
In such a situation there is reason to question whether the
mean values observed on the measures in the two groups
were truly equivalent. To cast more light on that suspicion,
we conducted post hoc equivalency tests (25) using the
mean initial status and change rates (Table 3 and Table 4)
for the outcome measures. The results showed that for the
Millon Clinical Multiaxial Inventory, but not for the SCL90-R and Inventory of Interpersonal Problems, the difference between groups was small enough to declare the
change rates equivalent (i.e., within an interval of ±20%
around a zero difference). Thus, it can be concluded with
some confidence that the small differences between groups
with respect to change in core personality pathology during and after treatment are of trivial clinical importance.
However, these test results do not allow us to make equally
confident conclusions about the clinical unimportance of
the differential treatment effects for symptom distress and
interpersonal problems. In fact, the finding of the fairly
large differences between groups in rates of clinically significant change as measured by the SCL-90-R (Table 5)
lends credence to the conclusion that the differences in
symptom distress between groups may be clinically important and nontrivial.
Although recovery rates generally tended to be greater
when the 2-year follow-up period was also included in the
analyses, this tendency was particularly strong, and in fact
was statistically significant for the short-term dynamic
psychotherapy patients, for outcomes measured with the
http://ajp.psychiatryonline.org
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TABLE 5. Changes in Clinical Status From Baseline to Treatment Termination and 2-Year Follow-Up of Patients With Cluster
C Personality Disorders Who Received 40 Weekly Sessions of Short-Term Dynamic Psychotherapy or Cognitive Therapya
Percentage of Patients
Baseline to Termination of Treatment

Measure and Statusb
SCL-90-R
Recovered (functional status)c
Recovered (asymptomatic status)c
Improved but not recovered
Unchanged
Deteriorated
Inventory of Interpersonal Problems
Recovered (functional status)c
Recovered (asymptomatic status)c
Improved but not recovered
Unchanged
Deteriorated
Millon Clinical Multiaxial Inventoryd
Recovered (functional status)
Improved but not recovered
Unchanged
Deteriorated

Baseline to 2-Year Follow-Up

Patients Who Received
Cognitive Therapy

Patients Who Received
Short-Term Dynamic
Psychotherapy

Patients Who Received
Cognitive Therapy

32
16
4
60
0

24
12
12
56
4

54
38
0
38
4

42
17
8
42
8

28
16
12
48
12

24
16
16
52
8

38
25
13
38
8

38
29
21
38
4

4
32
60
4

13
17
67
4

38
25
33
4

35
13
43
9

Patients Who Received
Short-Term Dynamic
Psychotherapy

a All differences between treatment groups were nonsignificant (all p≥0.09, z test).
b Patients who recovered in a functional status sense attained statistically reliable improvement

and, after treatment and follow-up, were more
similar to the community population (mean score of 0.60 on the SCL-90-R [21] and 0.97 on the Inventory of Interpersonal Problems [22]) than
the dysfunctional population (1.56 on the SCL-90-R and 1.48 on the Inventory of Interpersonal Problems). Patients who recovered in an asymptomatic status sense attained statistically reliable improvement and, after treatment and follow-up, were more similar to the asymptomatic part of the community population (mean score of 0.19 on the SCL-90-R and 0.57 on the Inventory of Interpersonal Problems [23]) than
to the dysfunctional population. Patients who were improved but not recovered attained statistically reliable improvement but still, after
treatment and follow-up, belonged to the dysfunctional population. Patients who were unchanged did not meet either of the two criteria for
clinically significant change. Patients who were deteriorated had deteriorated in a statistically reliable way. Reliable change scores and cutoff
scores used to determine whether the patients belonged to the functional populations are available from the first author.
c All patients who met the criteria for asymptomatic recovery also met the criteria for functional recovery and thus were counted in both
categories.
d In the absence of available norms for the cluster C scales of the Millon Clinical Multiaxial Inventory, the reliable change index (20) was computed by relying on data from the study group and not on population norms. A base rate score below 74 was defined as an indicator of functional status.

Millon Clinical Multiaxial Inventory. This result may be
seen as a delayed effect of the treatments. As such, this
finding supports the notion of Howard et al. (26) that
changes in life functioning, including personality functioning, are slower to occur than changes in subjective
well-being and distress. This finding may also indicate
that the Millon Clinical Multiaxial Inventory captured different domains of psychopathology than did the SCL-90-R
and the Inventory of Interpersonal Problems.
Another limitation, in addition to the insufficient power
to detect medium-sized effects, was the lack of observerrated measures. As noted by Perry et al. (10), it is a strength
to include both observer-rated and self-report measures.
To mitigate the initial reactivity of many self-report measures, Perry et al. recommended long-term follow-up
when using such measures. We incorporated that recommendation and observed continuing strong effects on the
measures after treatment. It is worth noting that Perry
et al. found that self-report measures produce smaller
effects than observer-rated ones. This finding may indicate that self-report measures tend to yield more conservative estimates of treatment effects in these patient
populations.
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We did not include a no-treatment comparison group
due to ethical issues involved in withholding treatment in
this population and because of the abundant evidence
(27) that psychotherapy in general is more effective than
no therapy. Instead, for comparison groups, we used normative samples to assess the status of treated patients after treatment.
The findings of this study await replication in larger
groups of patients and with different teams of therapists.
In future studies it would be most important also to identify the characteristics of patients who do and do not have
a response to treatment.
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