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Psychological Mindedness, Personality 
Structure, and Outcomes in Short-Term 
Group Analytic Psychotherapy

OLE K. ØSTERGÅRD, PH.D.
CATHARINA R. FRANDSEN
KRISTIAN VALBAK

ABSTRACT

The present study investigated the treatment effects of focused short-term group analytic 
psychotherapy and examined whether outcomes were predicted by the client’s psycholo-
gical mindedness and personality structure as measured by the Operationalized 
Psychodynamic Diagnosis (OPD). Treatment foci were formulated according to the 
OPD for 66 student counseling clients across nine groups. Two observers independently 
rated client psychological mindedness and personality structure. The pre-post Cohen’s 
d effect sizes were large on the Global Severity Index (GSI) and the Inventory of 
Interpersonal Problems (IIP-64) and moderate on the Social Adjustment Scale Self 
Report, including all 66 clients starting treatment. Psychological mindedness signifi-
cantly predicted two outcomes (GSI, IIP), and personality structure predicted one 
outcome (GSI). These measures could be helpful when selecting clients for short-term 
group analytic psychotherapy. We discuss study limitations and implications for future 
research and practice.
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T he effects of group psychotherapy have been documented in 10 
meta-analyses, including a total of 329 randomized controlled trials 
(RCTs; Burlingame & Strauss, 2021). These meta-analytic findings 
demonstrate that group therapy had the same positive effects on 
various outcomes for many specific mental disorders compared to 
other treatments (Burlingame & Strauss, 2021). For example, 
Burlingame et al. (2016) included 67 studies that compared indivi-
dual and group treatment and found indistinguishable outcomes on 
treatment acceptance, symptom improvement, and dropout. 
However, almost all included studies had a CBT approach, and the 
efficacy of group analytic and psychodynamic group psychotherapy 
has been investigated only in a few RCTs. In a systematic review, 
Blackmore et al. (2012) found only five RCTs published from 2001 
to 2008. One study (Blay et al., 2002) found a positive treatment effect 
of brief psychodynamic group therapy compared to usual care; one 
study (Lau & Kristensen, 2007) found a lower effect of modified 
group analysis than systemic group therapy; and three studies did 
not find any significant differences in effect between psychodynamic 
group therapy and other active treatments (Lanza et al., 2002; Piper 
et al., 2001; Tasca et al., 2006). The five case-control studies and 21 
pre-post studies included in Blackmore et al. (2012) found moderate 
to large pre-post effects of group treatment, although the lack of 
a control group prevents attributing the effect to the group interven-
tion. A keyword search in PsycInfo found one new RCT after 2008 on 
the effect of group analytic psychotherapy. Lorentzen et al. (2013) 
randomized 77 clients to short-term group analytic psychotherapy and 
90 clients to long-term group analytic psychotherapy and found mod-
erate effect sizes on the GSI and the IIP-64 in both groups. Also 
noteworthy and unique to their study, the group analytic treatment 
used was manualized (Lorentzen, 2014).

Especially in short-term group psychotherapy, assessing and select-
ing suitable clients is essential. Group members are expected to have 
some capacity to interact with each other, experience and verbalize 
feelings, observe their behavior, and work on a circumscribed focus to 
change within a short period of time (Lorentzen, 2020; Rutan et al., 
2007). In psychodynamic psychotherapy, psychological mindedness 
(PM) and personality structure have traditionally been assessed as 
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indicators of the client’s ability to engage in the therapeutic process 
and used as predictors of outcome (McWilliams, 1994; Valbak, 2004; 
Westen et al., 2006).

PM has roots in psychoanalysis and represents an abstract complex 
process, not directly observable. To our knowledge, the first definition 
of PM occurred in the Psychotherapy Research Project of the 
Menninger Foundation (Wallerstein et al., 1956). Appelbaum 
(1973) defined PM as “a person’s ability to see relationships among 
thoughts, feelings, and actions, with the goal of learning the meanings 
and causes of [the person’s] experiences and behaviour” (p. 36). PM 
is a process, potentially leading to insight as a product, and has 
similarities with the concept of reflective function in mentalization- 
based therapy (i.e., the capacity to understand ourselves and others in 
terms of intentional mental states). Allen et al. (2008) suggested that 
the original conception of PM could be construed as an explicit 
mentalizing capacity that is needed to engage effectively in psy-
chotherapy, as it requires a focus on mental and emotional states. 
Especially for short-term group analytic therapy, a high level of PM 
might support clients’ interest and ability to understand and commu-
nicate underlying personality vulnerabilities and conflicts behind the 
observable symptoms and behavior in the group.

The research on a possible association between PM and psychother-
apy outcome has mainly assessed PM by self-report or the observer- 
rated Psychological Mindedness Assessment Procedure (PMAP, 
McCallum & Piper, 1990), wherein patients’ answers to video presen-
tations of simulated patient-therapist scenarios are rated. Several stu-
dies have found PM assessed with the PMAP to be associated with 
successful outcomes in group therapy for complicated grief and indi-
vidual therapy for depression (McCallum et al., 2003), day-hospital 
treatment for personality disorders (Ogrodniczuk et al., 2011), and 
individual psychotherapy in a heterogeneous psychiatric sample 
(Piper et al., 1998). Other studies using PMAP have found that PM 
was only related to reduced dropout (McCallum et al., 1992; Tasca 
et al., 1999) and that PM had no direct effect on treatment outcome 
(McCallum et al., 1997). Kealy et al. (2019) found that the effect of 
PM on the patients’ target problems was mediated by the patients’ 
importance to the group cohesion as rated by the therapists in inter-
pretative group psychotherapy. In other words, patients’ PM might 
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contribute to treatment outcome in interpretative groups through the 
contribution of PM to group cohesion. In another study, using patient 
self-report to assess PM, Conte et al. (1990) included 44 outpatients 
and found an association between PM and successful outcome; how-
ever, no significant association between PM and outcome was found 
in a newer and larger study including 116 outpatients (Conte et al., 
1996). Other studies have not found an association between self- 
reported PM and outcome (Boylan, 2006; Kronström et al., 2009). 
In summary, there is limited evidence for a correlation between self- 
reported PM and outcome, which may be related to the fact that PM is 
a complex cognitive-affective process virtually unrecognizable to the 
patient. The evidence for an association between PM assessed with the 
PMAP and outcome is divergent, perhaps related to varying popula-
tions and types of treatment. Emerging evidence suggests that the 
influence of PM on outcomes is mediated by complex therapy pro-
cesses, such as group cohesion and dropout (Kealy et al., 2019). 
Interestingly, none of the reported studies assessed PM based on an 
interview.

Personality structure also has its origins in psychoanalysis. In 
a review, Hörz-Sagstetter et al. (2021) distinguished three approaches 
to conceptualizing personality difficulties on a continuum of severity: 
personality organization, personality structure, and personality func-
tioning. According to Kernberg’s (1984) object-relational theory, the 
level of personality organization is determined by the patient’s identity 
(integrated vs. diffused), defense mechanisms (mature vs. primitive), 
and reality testing and spans across a continuum of severity, ranging 
from normal or neurotic through borderline to psychotic personality 
organization. The Psychodynamic Diagnostic Manual (Lingiardi & 
McWilliams, 2017) on the personality syndromes axis describes the 
level of personality organization on a spectrum similar to Kernberg. 
The Operationalized Psychodynamic Diagnosis (OPD) integrates sev-
eral psychodynamic concepts (object relations, self-psychology, ego 
psychology) into a description of personality structure, defined as the 
availability of mental functions to regulate relationships to self and 
others (OPD Task Force, 2008, p. 199). OPD differentiates four levels 
of severity ranging from high through moderate and low to disinte-
grated levels of structural integration. Finally, personality functioning is 
conceptualized by the alternative DSM-V model for personality 
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disorders on a 5-point scale of impairment in self and interpersonal 
functioning from none to extreme (American Psychiatric Association, 
2013). Although these conceptualizations of personality vary, there is 
consensus that it refers to a set of enduring psychological structures 
that dynamically organizes mental processes and content into 
a coherent organization. All approaches share a focus on self and 
interpersonal aspects of the personality. Moreover, they aim to pro-
mote case formulation and treatment planning, including helping 
clinicians understand individuals’ difficulties in the larger context of 
personality functioning (Bach & Simonsen, 2021).

Within psychoanalysis, treatment strategy and interventions can be 
described on a continuum from more interpretative to more suppor-
tive depending on the patient’s level of functioning (Caligor et al., 
2018). Patients with a borderline organization (Kernberg, 1984), 
a deficit pathology (Killingmo, 1989), or with a low level of structural 
integration (OPD Task Force, 2008) are assumed to need longer and 
more ego-supportive treatment, compared to clients with a higher- 
level structure. Therefore, clients with structural impairments might 
benefit less, or not at all, from short-term group psychotherapy.

Research supports a positive association between personality func-
tioning and outcome. In a systematic review, Koelen et al. (2012) 
included 18 studies and found that a higher pretreatment level of 
personality organization was moderate to strongly associated with 
better treatment outcome when outcome was measured as changes 
in general symptomatic distress and psychosocial functioning. Using 
OPD to measure personality structure, researchers have reported 
some evidence that a better level of structural integration is associated 
with a better outcome in individual psychotherapy (Müller et al., 
2006; Rudolf et al., 1996; Spitzer et al., 2004; Strauß et al., 1997; 
Thomasius et al., 2001). For group therapy specifically, in an RCT 
including 139 outpatients with complicated grief, Piper et al. (2001) 
found that a high quality of object relations was related to symptom 
improvement in interpretative and not supportive psychotherapy. 
Lorentzen et al. (2015) found that patients with personality disorders 
(defined as the number of fulfilled criteria on the SCID-II) improved 
significantly more in long-term psychotherapy; whereas, no outcome 
differences between short and long-term psychotherapy were found 
for patients without a personality disorder.
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In the present study, Lorentzen’s (2014) manual guided the treat-
ment. A pre-post study without a control group, like this study, can be 
an initial step toward establishing the relevance for a particular treat-
ment. Moreover, PM and personality structure were measured by the 
OPD-2 (OPD Task Force, 2008). The OPD-2 is a multiaxial diagnostic 
system consisting of four axes: (1) experience of illness and prerequi-
sites for treatment (including PM), (2) interpersonal relations, (3) 
inner conflict, and (4) personality structure (i.e., level of structural 
integration). The OPD was developed by psychoanalytically oriented 
clinicians and researchers in Germany with the goal to complement 
and enrich the descriptive and symptom-oriented classification sys-
tems of the ICD and DSM by including psychodynamic dimensions 
relevant for treatment planning and research. A 60- to 90-minute 
semistructured psychodynamic interview is used to rate PM and per-
sonality structure and to formulate treatment foci (OPD Task Force, 
2008), potentially enhancing clinical feasibility. In recent years, the 
assessment of personality disorder has undergone a paradigm shift 
toward a continuous understanding of severity (Bach & Simonsen, 
2021), and more studies on the association between severity levels and 
treatment outcomes are warranted.

The present study aimed to investigate the pre-post treatment 
effects of focused short-term group analytic psychotherapy and to 
examine whether the client’s PM and personality structure measured 
with the OPD-2 could predict these effects. The hypothesis was that 
higher levels of both PM and personality structural integration at 
pretreatment would be associated with better outcomes for individuals 
completing short-term group analytic psychotherapy when compared 
with lower levels of PM and personality structural integration.

METHOD

Setting and Selection Criteria for Participants

The study was conducted in the student counseling center in Aarhus, 
one of four counseling centers in Denmark. The Danish Student 
Counseling Service is financed by the Danish government and offers 
short-term counseling free of charge to about 5,000 students from all 
universities, university colleges, and business academies in Denmark.
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The data were collected from one therapy group each semester from 
spring 2012 to autumn 2016. Eight counselors and one psychiatrist 
working in the Aarhus center referred clients to the group treatment. 
The inclusion criteria were relational difficulties, interest in working with 
personal problems and relationship patterns in a group, and a significant 
level of psychological distress. Fifty individuals (75.8 percent) were 
referred to the groups because their counselor, after 1–2 individual 
sessions, reached the opinion that the clients would not benefit enough 
from the 4–6 individual sessions routinely offered at the student counsel-
ing center, and 16 students (24.2 percent) were referred after 3–20 
sessions of individual counseling had elapsed without sufficient effect. 
The exclusion criteria were organic brain disease, psychosis, suicidal 
behavior and risk, and current substance abuse.

All participants gave informed consent to participate in the study. 
Information provided to the clients included the purpose of the study, 
video recordings, secure data storage, and how the video would be 
rated by two researchers who did not know anything about them. The 
raters were shown a still picture of each client before watching any 
video and were instructed to refrain from watching the video if they 
knew the client. Clients declining to participate in the study were 
offered a comparable treatment. The Regional Ethical Committee 
was consulted, and the Danish Data Protection Agency approved the 
study.

Treatment

All nine groups were conducted by the same therapist (first author)—a 
clinical psychologist and group analyst with eight years of group analytic 
experience when the first group started in 2012. Six groups were facilitated 
alone, and three groups were cofacilitated with two different junior 
cotherapists who were not otherwise involved in the study. The groups 
were closed (fixed start and termination dates), meeting once a week for 
1.5 hours. The scheduled sessions were 16 in five groups and 17 in four 
groups. The mean number of attended sessions was 15.5 (range 9–17), 
corresponding to an attendance rate of 94.4 percent. The clients had 
a mean of 3.1 (range 1–20) individual sessions before starting the group 
treatment. Twelve (18.2 percent) had an in-house psychiatric consultation 
before or during the group treatment, primarily to discuss medical 
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treatment. Nine (14.5 percent) received medical treatment (medication 
management) for affective or anxiety disorders.

The treatment was guided by modified group-analytic principles, 
described in Lorentzen’s (2014) manual for short-term group analytic 
psychotherapy. This treatment builds on a psychodynamic under-
standing, including a developmental perspective on personality, inter-
nal representations of interpersonal relationships, psychological 
causation, and influences of unconscious individual and group pro-
cesses on behavior. Compared to long-term group analysis, the group 
analyst was more active, focused on the group’s beginning and termi-
nation phase, and worked more in the here-and-now on individual 
treatment foci. The therapist formulated the treatment foci after the 
assessment interview and before the group started without watching 
the video recordings of the interview. These foci were formulated 
according to OPD-2, wherein a treatment focus is defined as 
a dysfunctional relational pattern (Axis 2), an inner conflict 
(Axis 3), or a structural vulnerability (Axis 4) that contribute to the 
cause and maintenance of symptoms and play a vital role in the 
psychodynamic nature of the disturbance (OPD Task Force, 2008).

In the assessment interview, the group analyst discussed with each 
client how these foci might be actualized and worked on in the group. 
The group members were encouraged to communicate openly in the 
group and notice how they experienced themselves and others and how 
others experienced them. In the first group session, the group members 
were asked to present their foci to speed up the process. The group 
analyst gave space for the group members to talk, interact, and negotiate 
roles. With this low level of directiveness, the group member’s inner 
conflicts were reenacted and personified. Group members, including 
the group analyst, come to represent inner objects, such as parents, 
siblings, and unconscious representations of self and society. This spon-
taneous, unconscious process transforms inner conflicts into interperso-
nal, emotional conflict constellations between group members, which 
were then analyzed in the here-and-now. Both supportive interventions 
and interpretations at the individual, interpersonal, and whole-group 
levels were used. These interventions were tailored to the level of func-
tioning of each client and the group. Each group was heterogeneous, 
concerning individual treatment foci, personality structure, and PM 
level.
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Measures

Self-Reported Outcomes. The Global Severity Index (GSI) of the 
Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1992) 
measures symptomatic distress. The SCL-90-R has 90 self-report 
items, each rated on a Likert scale from 0 = not at all to 4 = extremely. 
The measure has a total mean score, the GSI, which served as the 
primary outcome measure. The SCL-90-R has been standardized in 
a representative Danish community sample (Olsen et al., 2004). In the 
present study, the internal reliability for the GSI at pretreatment was 
excellent (Cronbach’s α =.94).

The Inventory of Interpersonal Problems (IIP-64; Alden et al., 
1990) measures interpersonal problems. Sixty-four self-report items 
were rated on a Likert scale from 0 = not at all to 4 = extremely. The 
mean total score of the IIP-64 was used as an outcome measure. The 
IIP-64 has shown high test-retest stability across 10 weeks (Horowitz 
et al., 1988) and sensitivity to change (Huber et al., 2007). In this 
study, the internal reliability for IIP-64 at pretreatment was good 
(Cronbach’s α =.87).

The Social Adjustment Scale-Self Report (SAS-SR; Weissman & 
Bothwell, 1976) measures social functioning. The SAS-SR has 54 
questions each rated on a 5-point scale; higher scores indicate 
more impairment (the response categories differ from question to 
question). The mean total score of the SAS-SR was used as an 
outcome measure in this study. The SAS-SR has shown high two- 
week test-retest stability (Edwards et al., 1978) and sensitivity to 
change in depressive patients (Rush et al., 2008). In the present 
sample, the internal reliability for SAS-SR at pretreatment could not 
be calculated because of missing data (questions about the marital 
partner role and the parental role were not relevant for most 
participants).

All outcome data were collected via paper and pencil at three time 
points: (1) In the week before the group started (i.e., pretreatment), 
(2) immediately after the group ended (i.e., posttreatment), and (3) 
one year after (i.e., follow-up).
Clinician-Rated Predictors. The Operationalized Psychodynamic 
Diagnosis (OPD) Levels of Structural Integration Axis (OPD-LSIA; 
OPD Task Force, 2008) is a clinician-rated scale measuring the 
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client’s availability of mental functions to regulate the self and its 
relationship to internal and external objects. OPD-LSIA describes 
personality structure in terms of four basic functions, each of which 
is differentiated in a self and other dimension: (1) perception of self 
and objects, (2) regulation of self and relationships, (3) emotional 
communication with the internal and external world, and (4) 
attachment to self and objects. OPD-LSIA was rated on a 7-point 
Likert scale (1 = high, 2 = moderate, 3 = low to 4 = disintegrated). 
A high level is characterized by a stable identity, an ability to reflect 
on oneself, a capacity to regulate emotions and self-worth, empathy, 
and mutual relationships. Moderate integration implies a reduced 
self-reflection, restricted emotional experiences with overcontrol of 
impulses, and excessive self-criticism. The central fear is losing the 
other. With low integration, the understanding of self and others is 
jeopardized by a lack of differentiation between self and others, 
limited capacity to regulate emotions, leading to (self-) destructive 
behavior or withdrawal from relationships. The central fear is to be 
harmed by others, or destructive introjects. Disintegration is 
characterized by fragmentation of self and a lack of reality testing. 
The central fear is a symbiotic merging of the self and objects (OPD 
Task Force, 2008, pp. 200–202, 360–367). OPD-LSIA has been shown 
to predict the presence and number of personality disorders on the 
DSM–IV (Zimmermann et al., 2014). Several studies have found that 
OPD-LSIA can be reliably rated with interrater reliability between 0.67 
and 0.83 (Zimmermann et al., 2012).

In the present study, two independent raters performed the OPD- 
LSIA ratings after watching one or two videotaped assessment inter-
views carried out by the first author/therapist. He and a psychology 
graduate student independently rated two groups (15 clients), and 
two psychology graduate students independently rated six groups (39 
clients). All raters were certified as OPD raters by the task force on 
OPD. After watching the interview, it took about 15 minutes to rate 
each client on the OPD-LSIA. Training of rating was performed on 10 
assessment videos not included in the study. The interrater reliability 
for the total mean score was good for the two first raters (ICC = 0.839, 
95 percent CI [0.50–0.95]) and excellent for the two last raters (ICC = 
0.918, 95 percent CI = [0.80–0.97]) when using a two-way mixed- 
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effects model, average-agreement. The mean of the two raters’ scores 
on the OPD-LSIA dimensions was used as a predictor.

Clients with M < 2.5 on the OPD-LSIA were classified as having 
“predominantly conflict-based disturbances” (i.e., high to moderate 
level of structural integration), and clients with M ≥ 2.5 were classified 
as having “predominantly structure-based disturbances” (i.e., moder-
ate-low to low level of structural integration). In OPD, a mean value of 
2.5 divides clients into groups of predominantly conflict-based distur-
bances—characterized by unconscious wishes, defenses, and compro-
mise formations—and predominantly structure-based disturbances— 
characterized by structural vulnerabilities (OPD Task Force, 2008).

Psychological Mindedness (PM; OPD Task Force, 2008) is a clinical 
rating scale measuring clients’ interest and ability to understand the 
psychological causes of their own complaints and symptoms. It 
includes two aspects: (1) the client’s recognition of the client’s own 
contributions and (2) how the client deals with the interviewer’s 
interpretations. These interpretations were formulated as hypotheses 
inviting clients to explore and think about possible connections 
between intrapsychic or interpersonal events and their problems/ 
symptoms. PM was rated on a scale from 0 = absent, 1 = low, 2 = 
medium, and 3 = high to 4 = very high. A rating of 0 indicated that 
the clients were unable to identify any connections between intrap-
sychic or interpersonal events and problems/symptoms and rejected 
the interviewer’s suggestion about such connections. For a rating of 2 
the clients can mention intrapsychic feelings and thoughts but cannot 
link these and their symptoms. The clients listen to the interviewer’s 
hypotheses with an open mind but cannot use these to deepen the 
understanding of self and symptoms. A rating of 4 indicated that the 
client connects wishes, feelings, and thoughts to symptoms and beha-
vior and uses the interviewer’s suggestions to gain further insight 
(OPD Task Force, 2008, p. 139). It took about two minutes to rate 
PM after watching the assessment video. The interrater reliability was 
excellent for the two first raters (ICC = 0.971, 95 percent CI [0.91– 
0.99]) and excellent for the two last raters (ICC = 0.914, 95 percent 
CI = [0.79–0.96]). The average of the two raters’ PM rating was used 
as a predictor.
Psychiatric Diagnosis. The International Classification of Diseases (ICD- 
10; World Health Organization, 2010), Chapter V, was used to 
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diagnose each client. The first author made the diagnostic evaluation 
based on a full psychiatric history and an investigation of the current 
symptoms as they were presented in the assessment interviews. No 
standardized interviews beyond the assessment interview, 
questionnaires, or independent raters were used.

Statistical Analyses

The investigation of outcomes in group psychotherapy can be com-
promised because clients are nested within groups. Appropriate sta-
tistical models must test and account for this potential between-group 
effect. Therefore, multilevel modeling was used to investigate the 
variance in posttreatment outcome explained by the group level 
(i.e., between-group effect) and the client level. Initially, a three- 
level model was estimated, wherein time at Level 1 was nested within 
clients at Level 2, which were nested within groups at Level 3. The 
intraclass correlation coefficients (ICC) were calculated from the 
between and within variance to estimate the variance explained by 
the group and client level. For Level 3 (i.e., group), the formula was 
ICC = σ2

level 3/(σ2
level 1 + σ2

level 2 + σ2
level 3), and for Level 2 (i.e., the 

client), the formula was ICC = σ2
level 2/(σ2

level 1 + σ2
level 2 + σ2

level 3). 
ICCs ≥ .05 were considered indicative of moderate dependence, as 
suggested by Pituch and Stevens (2016). Level 3 was included in the 
predictor models if the group level explained more than 5 percent of 
the variance in the outcome or if the group level improved the model 
fit as estimated by the −2LL fit statistics.1

Cohen’s d effect sizes (ESs) were calculated using two different 
methods to facilitate comparison with previous outcome studies. 
Firstly, ESs were calculated as the standardized mean difference 
between premeasures and posttreatment/follow-up measures (GSI, 
IIP-64, SAS-SR) based on the SD difference scores. Secondly, ESs 
were derived from the F-test for the mixed-effects model with time 
as a predictor of change according to the formula d ¼ 2

ffiffiffiffi
F
df

q

.

1 There is disagreement on the magnitude of the ICC that necessitates statistical controls for 
group dependency. Some suggest that having nested data, regardless of the size and significance 
of the ICCs, warrants a statistical design that accounts for this nesting (e.g., Janis et al., 2016). In 
contrast, others argue that ICCs less than .05 do not necessitate multilevel modeling and may 
even make model estimation difficult (Dyer et al., 2005).
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At posttreatment, the number of clients with reliable and clinically 
significant change on the GSI, the IIP-64, and the SAS-SR were 
calculated according to Jacobson and Truax’s (1991) criteria. For 
the GSI, psychometric values and nonclinical norms were provided 
from the Danish community sample (Olsen et al., 2004), and clinical 
norms were from an outpatient sample at the Psychiatric Center 
Stolpegaard (also in Denmark; Østergård et al., 2019). Regarding 
the IIP-64, psychometric values and nonclinical norms were taken 
from a youth sample randomly selected in Gothenburg, Sweden 
(Lindberg et al., 2018), and clinical norms were from the present 
sample. For the SAS-SR, psychometric values and nonclinical norms 
were taken from Weissman et al. (1978), and clinical norms were 
from the present sample. For the GSI, the reliable change index 
(RCI) and the clinical cutoff point demarcating clinical from the 
nonclinical population were calculated to be 0.21 and 0.83, respec-
tively. On the IIP-64, the RCI and the clinical cutoff point were 
calculated to be 0.29 and 1.18, respectively. For the SAS-SR, the RCI 
was 0.47, and the clinical cutoff point 1.88. Based on these calcula-
tions, clients were classified as recovered (clinical and reliable 
change), improved (only reliable change), not reliably changed, or 
reliably deteriorated.

Multilevel modeling was also used to test predictors of the posttreat-
ment effects and included the OPD-LSIA, PM, personality disorder 
(present or not present), gender, age, medication (yes, or no), and 
groups with cotherapy (yes, or no) as predictors. The equation for 
testing the predictors in a two-level model was: Yij = (β0j + U0j) + β1j 

(Timeij) + β2j(Predictorij) + β3j(Timeij × Predictorij) + Rij, where y is 
the outcome (i.e., GSI, IIP-64, and SAS-SR), i = time, j = client, Rij, 
= error, and U0j specifies the intercept as random. With only two 
observation points (i.e., pre- and posttreatment), the slopes were 
specified as fixed (i.e., β1j,β2j, and β3j).

Simple slope analyses were performed to explore significant inter-
action effects by splitting PM by the median and by splitting the OPD- 
LSIA at M = 2.5, which made it possible to calculate separate ES for 
clients with a “high to moderate level of structural integration” and 
clients with a “moderate-low to a low level.” The maximum likelihood 
method was used to estimate the parameters. Treatment dropout was 
defined as attending less than 11 of the 16 to 17 scheduled sessions.
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RESULTS

Participant Flow

Sixty-six (86.8 percent) of the 76 clients referred to the group 
psychotherapy treatment began the treatment. All clients starting 
in the treatment completed all outcome measures at pre- and 
posttreatment. The OPD-LSIA and PM were rated for all 58 
(87.9 percent) clients in eight of the nine groups (by mistake, all 
assessment videos from one group were deleted). Thirty (45.5 per-
cent) clients completed the follow-up after one year (all 30 clients 
participated in the first five groups; the last four groups did not 
receive follow-up questionnaires because the first author changed 
job-position). Two clients dropped out in Sessions 9 and 10 because 
of studying abroad.

Comparing clients with and without follow-up data and clients with 
and without predictor measures, independent sample t-tests and chi- 
square tests found no differences in any pretreatment or treatment 
characteristics, including age, gender, PM, OPD-LSIA, GSI, IIP-64, 
SAS-SR, number of individual and group sessions, and pre-post treat-
ment outcomes (ps > 0.10).

Characteristics of the Participants

Pretreatment client characteristics are shown in Table 1. Thirty-eight 
(57.6 percent) were women. Ages ranged from 20 to 31 years, with 
a mean of 24.3. Sixty-four (97.0 percent) grew up in Denmark, of 
which 62 had Danish-speaking parents from a nonimmigrant back-
ground, and two had a Danish parent and a parent who had immi-
grated (from northern Europe and the Middle East). Two 
(3.0 percent) participants grew up in northern Europe and moved 
to Denmark to study at the university. Thirty-nine (59.1 percent) were 
diagnosed with a personality disorder; 28 (42.4 percent), with an 
affective disorder; and 17 (25.8 percent), with an anxiety disorder. 
The pretreatment means (and SDs) on the GSI, IIP-64, and SAS-SR 
were 1.37 (0.46), 1.58 (0.40), and 2.24 (0.44), respectively. On the 
GSI, 58 (87.9 percent) of the clients had a pretreatment score above 
the clinical cutoff based on the Jacobson and Truax’s (1991) criteria. 
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Thus, for almost 90 percent of the clients, the level of symptomatic 
distress was more similar to psychiatric outpatients than to the general 
Danish population. Fifty-six (84.8 percent) had interpersonal pro-
blems (IIP-64) in the clinical range, and 54 (81.8 percent) were in 
the clinical range on social functioning (SAS-SR).

Table 1. Client Pretreatment Characteristics (Danish Sample)

Characteristics (n = 66) M (SD) or n (%)

Age (years) 24.3 (2.31)
Gender (women) 38 (57.6%)
Medicine for affective or anxiety disordersa 9 (14.5%)
Previous psychological treatment 37 (66.1%)
Psychological Mindedness (PM) ratingb 2.22 (0.85)
Operationalized Psychodynamic Diagnosis (OPD)-LSIA ratingb 2.27 (0.30)
Affective disorders 28 (42.4%)

Major depression, single 20 (30.3%)
Major depression, recurrent 7 (10.6%)
Dysthymia 1 (1.5%)

Anxiety disorders 17 (25.8%)
Social phobia 10 (15.2%)
Panic disorder 1 (1.5%)
Mixed anxiety and depressive disorder 5 (7.6%)
Adjustment disorder 1 (1.5%)

Personality disorders 39 (59.1%)
Anxious (avoidant) 10 (15.2%)
Anankastic 3 (4.5%)
Dependent 1 (1.5%)
Schizoid 2 (3.0%)
Histrionic 1(1.5%)
Other, specified or unspecified 22 (33.3%)

Other diagnosis 5 (7.6%)
Clinical cases

GSI 58 (87.9%)
IIP-64 56 (84.8%)
SAS-SR 54 (81.8%)

Note. PM = Psychological Mindedness (OPD Task Force, 2008); OPD-LSIA = Operationalized Psychodynamic 
diagnosis—Levels of Structural Integration Axis (OPD Task Force, 2008); GSI = Global Severity Index of the 
Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1992). IIP-64 = Inventory of Interpersonal Problems 
(Alden et al., 1990). SAS-SR = TSocial Adjustment Scale–Self Report (Weissman & Bothwell, 1976). Clinical 
cases were based on Jacobson and Truax’s (1991) criteria. 
an = 62, and b n = 58 because of missing data. 
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Outcomes

Between-Group and Between-Client Differences. In a three-level model, the 
group level explained 4 percent of the variance in the treatment 
outcome on the GSI (ICC = 0.04) and the IIP-64 (ICC = 0.04), and 
the model did not converge with the SAS-SR as the outcome. 
Furthermore, including Level 3 (i.e., group) did not improve the 
overall model fit as evaluated by a change in the −2LL fit statistics. 
The client level explained 15 percent of the variance in the treatment 
outcome on the SCL-90-R (ICC = 0.15) and 26 percent on the IIP-64 
(ICC = 0.26).
Effect Sizes. Table 2 presents the outcomes and ESs as Cohen’s d. The 
pre-post treatment standardized mean ES was 1.12 on the GSI, 0.85 on 
the IIP-64, and 0.58 on the SAS-SR, including all 66 clients starting 
treatment. When including only clients with pretreatment scores 
above the clinical cutoff on the GSI, IIP-64, and SAS-SR, the 
standardized mean ESes were 1.33, 0.97, and 0.66, respectively. The 
ESes derived from the F-test for the mixed-effects model were larger 
with 2.26 on the GSI, 1.72 on the IIP-64, and 1.17 on the SAS-SR. At 
the one-year follow-up, the ESes increased with 0.23 to 0.52 SD for the 
30 clients with data.
Number of Clients Changed. The number of clients recovered, improved 
(i.e., reported reliable change), with no reliable change and 
deteriorated on the GSI, the IIP-64, and the SAS-SR are reported in 
Table 3. More clients recovered on symptomatic distress (48 
[82.8 percent]), compared to interpersonal problems (33 
[58.9 percent]), and social adjustment (20 [37.0 percent]). The 
number of deteriorated clients was five (7.6 percent) on the GSI, six 
(9.1 percent) on the IIP-64, and three (4.5 percent) on the SAS-SR.
Prediction of the Outcome. On the GSI, the treatment effect was 
predicted by the OPD-LSIA, F(1,58) = 6.734, p = .012, and by PM, F 
(1,58) = 9.188, p = .004. On the IIP-64, the effect was predicted by PM, 
F(1,58) = 4.115, p = .047, and not by the OPD-LSIA, F(1,58) = 2.185, p 
= .145. Neither the OPD-LSIA nor PM predicted the effect measured 
on the SAS-SP (ps > .10).

Simple slope analyses exploring the two significant interaction 
effects on the GSI (OPD-LSIA x Time, and PM x Time) found that 
the treatment effect was larger for clients with an OPD-LSIA mean 
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below 2.5 (predominantly conflict-based disturbances), F(1,44) = 
61,266, p < .001, d = 2.36, compared with clients with an OPD-LSIA 
score equal to or greater than 2.5 (predominantly structure-based 
disturbances), F(1,14) = 6.975, p = .019, d = 1.41. Moreover, the 
treatment effect was larger for clients with a PM above the median 
of 2.25 (medium-high to very high PM), F(1,34) = 46.839, p < .001, d = 
2.35, compared with clients with PM below the median, F(1,24) = 
26.300, p < .001, d = 2.09.

For clients with an OPD-LSIA mean below 2.5, five of 42 (11.9 per-
cent) were referred to treatment after the group ended compared to 
six of 11 clients (54.5 percent) with an OPD-LSIA mean above 2.5 
(i.e., predominantly structure-based disturbances). On the PM, nine 
of 29 clients (31.0 percent) with a below the median PM were referred 
to further treatment compared to two of 24 clients (8.3 percent) in 
the group with medium-high to very high PM.

On the GSI, the treatment effect was positively associated with 
having a personality disorder but did not reach significance, F 
(1,66) = 3.017, p = .087. A personality disorder did not predict out-
come on the IIP-64, F(1,66) = 0,876, p = .353, or on the SAS-SR, F 
(1,66) = 0.677, p = .414. Neither gender, age, medical treatment, or 
having had cotherapy predicted the treatment effects (ps > .10).

DISCUSSION

The aims of the study were to investigate the treatment effects of 
focused short-term group analytic psychotherapy and examine 
whether the posttreatment outcomes could be predicted by the cli-
ent’s psychological mindedness and level of structural integration 

Table 3. The Number of Clients Reporting Change

Outcome Recovereda Improved No change Deteriorated

GSI 48 (82.8%) 2 (3.0%) 11 (16.7%) 5 (7.6%)
IIP-64 33 (58.9%) 3 (4.5%) 24 (36.4%) 6 (9.1%)
SAS-SR 20 (37.0%) 0 (0.0%) 43 (65.2%) 3 (4.5%)

Note. GSI = Global Severity Index of the Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1992). IIP-64 = 
Inventory of Interpersonal Problems (Alden et al., 1990). SAS-SR = Social Adjustment Scale–Self Report 
(Weissman & Bothwell, 1976). The number of clients recovered, improved, with no change, and with 
deterioration were based on Jacobsen and Truax’s criteria Jacobson and Truax (1991). 
aOnly clients with pretreatment scores above the clinical cutoff were included in the calculation. 
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measured by the Operationalized Psychodynamic Diagnosis (OPD). 
The treatment was based on the guidelines in Lorentzen’s (2014) 
manual, and the client’s treatment foci were formulated according 
to the OPD-2. The clients from the student counseling clinic were 
relatively severely disturbed, with more than 80 percent above the 
clinical cutoff on the symptomatic distress (GSI), interpersonal pro-
blems (IIP-64), and social functioning (SAS-SR) scales. Including all 
66 clients who started treatment, large ESes based on group means 
and standard deviations were found on the GSI (d = 1.12) and the IIP- 
64 (d = 0.85), and a moderate ES was shown on the SAS-SR (d = 0.58). 
When the F-test of the multilevel model was used to calculate Cohen’s 
d, the ESes were 2.26, 1.72, and 1.17 on the GSI, the IIP-64, and the 
SAS-SR, respectively. The ESes increased at 1-year follow-up for the 30 
clients with data.

The ESes are equivalent to, or larger than, the ESes found in prior 
studies. For example, in another pre-post effect study from the same 
student counseling center as the present study, Østergård et al. (2019) 
included 739 clients and found a moderate ES (d = 0.59) for clients 
who started treatment. Thirty-one percent of the clients dropped out 
of the treatment. Lorentzen et al. (2013) found a small to moderate 
ES in the short-term groups (GSI d = 0.3 and IIP-64 d = 0.6) and 
a moderate ES in the long-term groups (GSI d = 0.5 and IIP-64 d = 
0.6). In a separate Danish study, Jensen et al. (2010) included 236 
psychiatric outpatients with mixed diagnoses in psychodynamic group 
therapy and found moderate to large ES based on completer data 
(GSI d = 0.74). The large ESes in the present study indicate that 
focused short-term group analytic psychotherapy should be consid-
ered a treatment model for students with complex problems, even if 
the treatment model needs to be tested in an RCT. It appears that 
student clients based in Denmark (Østergård et al., 2019) and many 
other countries have high levels of distress and are, in general, under-
treated. For example, a survey conducted by the World Health 
Organization found a prevalence rate of any DSM-IV mental disorder 
of 20.3 percent among 1,572 college students from 21 countries; only 
16.4 percent of these students received treatment (Auerbach et al., 
2016). Moreover, the results of the present study are encouraging for 
the manual-based approach to group analytic psychotherapy offered 
in Lorentzen (2014).
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The large ESes and the low number of premature terminations, even 
for clients with a predominantly structure-based disturbance, might be 
related to both treatment, therapist, and client characteristics. The 
treatment was in general supportive and adapted to the group and 
structural level of each client, as suggested by OPD-2. The therapist’s 
qualifications and expertise level can be considered high. Besides being 
a teacher at the Institute of Group Analysis in Aarhus, the therapist is 
a certificated OPD trainer. The clients were highly distressed, and 
59.1 percent fulfilled the criteria for a personality disorder. However, 
many also had resources, such as being young, intelligent, and motivated 
to get better and were able to complete or resume university studies.

In general, the hypothesis was supported: PM predicted outcomes 
on symptoms (GSI, p = .004) and interpersonal functioning (IIP-64, 
p = .047), and OPD-LSIA predicted the outcome on symptoms (GSI, 
p = .012). Social functioning (SAS-SR) was not associated with PM and 
OPD-LSIA. An ICD-diagnosis of personality disorder did not predict 
treatment effects on any outcomes. The PM and OPD-LSIA are 
dimensional measures of psychological functioning and might be 
better measures of the ability to benefit from short-term group ther-
apy than an ICD-10 categorical diagnosis of personality disorder.

Regarding PM, Piper et al. (2001) found that video-assessed PM was 
beneficial for patients both in interpretative and supportive psychody-
namic group therapy. Piper et al. (2001) argued that PM might reflect 
a general ability to analyze internal and external conflicts and solve 
problems. More recently, Piper’s group has found that group members 
with higher levels of PM were more active and formed better therapeutic 
alliances in both interpretative and supportive groups (Kealy et al., 
2017), although PM was indirectly related to outcome only in interpre-
tative groups (Kealy et al., 2019). It is relatively unique to use clinical 
ratings of assessment interviews to assess PM, as is done in the present 
study. In our opinion, it makes it more feasible to rate PM as an integral 
part of clinical practice because an assessment interview is typically a part 
of routine practice. Moreover, the definition of PM included both cli-
ents’ ability to understand their problems in psychological language and 
their reactions to the interventions in the assessment interview. These 
intrapsychic and interpersonal components of PM may be crucial for the 
clients’ ability to use the group, which includes working actively with 
their treatment foci and talking about complex psychological dynamics 
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underpinning the responses of self and others. Thus, the level of PM 
indicates the client’s interest and ability to speak the language of the 
group and engage in the group process for the benefit of oneself and 
others (Kealy et al., 2017). Speculatively, members with high PM may 
have supported members with lower PM in the present study with 
heterogeneously composed groups regarding PM levels. Another possi-
bility is that clients with lower PM also changed because of processes 
related to nonverbal, corrective emotional experiences in the group 
rather than PM-related processes leading to insight.

Regarding personality structure, OPD-LSIA was significantly asso-
ciated with the treatment effect measured on the GSI. Moreover, the 
clients with a predominantly structure-based disturbance had a smaller 
treatment effect (d = 1.41) than the clients with a predominantly conflict- 
based disturbance (d = 2.39). Most clients with a structure-based distur-
bance (54.5 percent) were referred to treatment after the group ended 
compared to 11.9 percent of the clients with a predominantly conflict- 
based disturbance. These results are consistent with Kernberg (1984), 
Killingmo (1989), and OPD Task Force’s (2008) assumption that clients 
with structural deficits need longer treatment than conflict-based distur-
bances. The results are also in line with Piper et al. (2001), mentioned in 
the introduction, and with Lorentzen et al.’s (2015) finding that patients 
fulfilling a higher number of criteria for a personality disorder improved 
significantly more during long-term group analytic psychotherapy com-
pared to short-term group analytic psychotherapy. With a low level of 
personality structure, the self-functioning is disturbed and the relation-
ship to others is burdened— for example, by reduced empathy and 
a tendency to relate to others as a means to regulate the self. Clients 
will have a hard time trusting communication in the group sessions, 
making personality dysfunction a disorder of communication. 
Therefore, it is as expected that clients with lower OPD-LSIA had less 
treatment effect and often were referred for further treatment. At the 
same time, group analysis offers an opportunity to work with these 
deficiencies in communication and trust in others.

Several clinical implications can be discussed based on the findings. 
OPD-LSIA and PM can be systematically attended to in the assessment 
of group patients and during treatment and might be helpful client 
selection criteria for short-term group analytic therapy. Routine out-
come monitoring (ROM) of the client’s improvement in symptoms and 
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interpersonal functioning during therapy may assist the therapist in 
deciding when to terminate the treatment, as suggested by 
Burlingame et al. (2018). However, the ROM measures typically rely 
on self-report measures. Without self-report bias, an OPD-2 assessment 
might add valuable observer-rated information about prognosis, treat-
ment foci, and progress. In a psychodynamic framework, symptoms are 
understood as expressions of underlying conflicts, interpersonal pro-
blems, or personality vulnerabilities, which must be addressed in the 
treatment. Pretreatment and ongoing assessment of clients may lead to 
more-realistic expectations of improvement within specific timeframes.

Study Strengths and Limitations

The study’s main strengths were applying the OPD-2 to select and test 
variables of the clients’ mental functioning and personality structure. 
These ratings were completed by the therapist and independent obser-
vers of video recordings with high reliability. Outcomes were measured 
as symptoms, interpersonal, and social functioning. At posttreatment, no 
outcome data were missing. However, the study also has several limita-
tions. The absence of a control group prevents conclusions being made 
about whether observed changes in participants can be attributed to the 
intervention. The very small number of clients and groups limits the 
variance between groups and increases the chance of a Type 2 error (i.e., 
not detecting a true difference between groups). With only one group 
analyst conducting all groups, it was impossible to determine whether 
the large ESes were due to therapist effects or the manualized treatment 
per se, limiting the generalizability of study results. On the other hand, 
with one group analyst, it was possible to control for the therapist factor 
when testing for the group-level and client characteristics. Treatment 
fidelity was not checked, making it impossible to test therapist adher-
ence, competencies, and consistency across groups. The groups spanned 
five years, which may have introduced cohort effects. However, the group 
had stable organizational conditions, all groups were conducted accord-
ing to the same principles (Lorentzen, 2014), and client and treatment 
characteristics were not related to the year of treatment (ps > 0.10). The 
lack of a structured diagnostic interview, including an interrater relia-
bility check of psychiatric diagnosis, weakens conclusions about whether 
PM and OPD-LSIA better predict outcomes than psychiatric diagnoses. 
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All three outcomes were self-reported, potentially introducing self-report 
bias. In only assessing PM and OPD-LSIA at pretreatment, we did not 
account for changes in PM and OPD-LSIA throughout treatment. 
Finally, results may be restricted to counseling settings and student 
counseling clients from a Danish cultural background with severe dis-
tress and personality difficulties. While there were some individual dif-
ferences in participants’ cultural backgrounds (e.g., immigrant status of 
the participant or their parents) and other social identity variables (e.g., 
sexual orientation), these differences were sufficiently small among 
a largely homogenous sample that they were unable to be analyzed 
statistically in the present study.

These limitations have implications for further research. First of all, 
the results point to further evaluation of PM and OPD-LSIA as selec-
tion tools in assessment for short-term group psychotherapy. Ideally, 
future studies must include a control condition to investigate whether 
this manualized focused short-term group analysis is more effective 
than other treatments. Preferably, several group therapists should 
participate in future studies, making it possible to investigate whether 
the treatment effect can be attributed to therapist variables or the 
treatment itself and to include more than nine groups to increase the 
power to detect between-group effects. Studies should also be con-
ducted in other settings, such as community mental health or hospi-
tal-based settings with a more diverse patient population and outside 
of Denmark. Such studies could also include structured diagnostic 
interviews to increase internal validity.

In conclusion, this study found good outcomes for 66 relatively 
disturbed clients in short-term group analytic psychotherapy, con-
ducted by a skilled therapist according to prespecified guidelines. 
As hypothesized, PM and personality structure measured by 
the OPD-2 predicted good outcomes, indicating that these client 
variables can be used as selection criteria for short-term group 
analytic psychotherapy. However, more research is needed, and 
the lack of randomization and control prevents cause and effect 
conclusions.

DISCLOSURE STATEMENT

No potential conflict of interest was reported by the authors.

PREDICTION AND OUTCOMES SHORT-TERM GROUP ANALYSIS                23



ORCID

Ole K. Østergård http://orcid.org/0000-0001-8909-1241

REFERENCES

Alden, L. E., Wiggins, J. S., & Pincus, A. L. (1990). Construction of circum-
plex scales for the Inventory of Interpersonal Problems. Journal of 
Personality Assessment, 55(3–4), 521–536. http://doi.org/10.1080/ 
00223891.1990.9674088

Allen, J. G., Fonagy, P., & Bateman, A. W. (2008). Mentalizing in clinical 
practice. American Psychiatric Publishing.

American Psychiatric Association. (2013). Alternative DSM-5 model for per-
sonality disorders. In Diagnostic and statistical manual of mental disorders 
(5th ed.). https://doi.org/10.1176/appi.books.9780890425596. 
AlternatePersonalityDisorders

Appelbaum, S. A. (1973). Psychological mindedness: Word, concept and 
essence. The International Journal of Psycho-analysis, 54(1), 35–46.

Auerbach, R. P., Alonso, J., Axinn, W. G., Cuijpers, P., Ebert, D. D., 
Green, J. G., Hwang, I., Kessler, R. C., Liu, H., Mortier, P., Nock, M. K., 
Pinder-Amaker, S., Sampson, N. A., Aguilar-Gaxiola, S., Al-Hamzawi, A., 
Andrade, L. H., Benjet, C., Caldas-de-almeida, J. M., 
Demyttenaere, K., . . . Bruffaerts, R. (2016). Mental disorders among 
college students in the world health organization world mental health 
surveys. Psychological Medicine, 46(14), 2955–2970. http://doi.org/10. 
1017/S0033291716001665

Bach, B., & Simonsen, S. (2021). How does level of personality functioning 
inform clinical management and treatment? Implications for ICD-11 classi-
fication of personality disorder severity. Current Opinion in Psychiatry, 34(1), 
54–63. https://doi.org/10.1097/YCO.0000000000000658

Blackmore, C., Tantam, D., Parry, G., & Chambers, E. (2012). Report on 
a systematic review of the efficacy and clinical effectiveness of group 
analysis and analytic/dynamic group psychotherapy. Group Analysis, 45 
(1), 46–69. https://doi.org/10.1177/0533316411424356

Blay, S. L., Vel Fucks, J. S., Barruzi, M., Di Pietro, M. C., Gastal, F. L., 
Neto, A. M., De Souza, M. P., Glausiusz, L. R. U., & Dewey, M. (2002). 
Effectiveness of time-limited psychotherapy for minor psychiatric disor-
ders: Randomised controlled trial evaluating immediate v. long-term 
effects. British Journal of Psychiatry, 180(5), 416–422. https://doi.org/10. 
1192/bjp.180.5.416

24                                               ØSTERGÅRD ET AL.                                                

http://doi.org/10.1080/00223891.1990.9674088
http://doi.org/10.1080/00223891.1990.9674088
https://doi.org/10.1176/appi.books.9780890425596.AlternatePersonalityDisorders
https://doi.org/10.1176/appi.books.9780890425596.AlternatePersonalityDisorders
http://doi.org/10.1017/S0033291716001665
http://doi.org/10.1017/S0033291716001665
https://doi.org/10.1097/YCO.0000000000000658
https://doi.org/10.1177/0533316411424356
https://doi.org/10.1192/bjp.180.5.416
https://doi.org/10.1192/bjp.180.5.416


Boylan, M. B. (2006). Psychological mindedness as a predictor of treatment outcome 
with depressed adolescents. ProQuest Dissertations Publishing. http://d-scho 
larship.pitt.edu/id/eprint/6812

Burlingame, G. M., Seebeck, J. D., Janis, R. A., Whitcomb, K. E., 
Barkowski, S., Rosendahl, J., & Strauss, B. (2016). Outcome differences 
between individual and group formats when identical and nonidentical 
treatments, patients, and doses are compared: A 25-year meta-analytic 
perspective. Psychotherapy, 53(4), 446–461. http://doi.org/10.1037/ 
pst0000090

Burlingame, G. M., & Strauss, B. (2021). Efficacy for small group treatments: 
Foundation for evidence-based practice. In M. Barkham, W. Lutz, & 
L. G. Castonguay (Eds.), Bergin and Garfield’s handbook of psychotherapy 
and behavior change (7th ed., pp. 583–624). John Wiley & Sons Inc.

Burlingame, G. M., Whitcomb, K. E., Woodland, S. C., Olsen, J. A., 
Beecher, M., & Gleave, R. (2018). The effects of relationship and pro-
gress feedback in group psychotherapy using the group questionnaire 
and outcome questionnaire-45: A randomized clinical trial. Psychotherapy, 
55(2), 116–131. http://doi.org/10.1037/pst0000133

Caligor, E., Kernberg, O. F., Clarkin, J. F., & Yeomans, F. E. (2018). 
Psychodynamic therapy for personality pathology. Treating self and interpersonal 
functioning. American Psychiatric Association.

Conte, H. R., Plutchik, R., Jung, B. B., Picard, S., Karasu, T. B., & 
Lotterman, A. (1990). Psychological mindedness as a predictor of psy-
chotherapy outcome: A preliminary report. Comprehensive Psychiatry, 31 
(5), 426–431. https://doi.org/10.1016/0010-440X(90)90027-P

Conte, H. R., Ratto, R., & Karasu, T. B. (1996). The psychological mindedness 
scale: Factor structure and relationship to outcome of psychotherapy. The 
Journal of Psychotherapy Practice and Research, 5(3), 250–259. https://www. 
ncbi.nlm.nih.gov/pmc/articles/PMC3330424/

Derogatis, L. R. (1992). SCL-90-R: Administration, scoring & procedures manual - 
II for the r(evised) version and other instruments of the psychopathology rating 
scale series (2nd ed.). Clinical psychometric research, inc.

Dyer, N. G., Hanges, P. J., & Hall, R. J. (2005). Applying multilevel confirmatory 
factor analysis techniques to the study of leadership. The Leadership Quarterly, 
16(1), 149–167. https://doi.org/10.1016/j.leaqua.2004.09.009

Edwards, D. W., Yarvis, R. M., Mueller, D. P., Zingale, H. C., & Wagman, W. J. 
(1978). Test-taking and the stability of adjustment scales: Can we assess 
patient deterioration? Evaluation Quarterly, 2(2), 275–291. https://doi. 
org/10.1177/0193841X7800200206

Horowitz, L. M., Rosenberg, S. E., Baer, B. A., Ureño, G., & Villaseñor, V. S. 
(1988). Inventory of Interpersonal Problems: Psychometric properties 

PREDICTION AND OUTCOMES SHORT-TERM GROUP ANALYSIS                25

http://d-scholarship.pitt.edu/id/eprint/6812
http://d-scholarship.pitt.edu/id/eprint/6812
http://doi.org/10.1037/pst0000090
http://doi.org/10.1037/pst0000090
http://doi.org/10.1037/pst0000133
https://doi.org/10.1016/0010-440X(90)90027-P
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3330424/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3330424/
https://doi.org/10.1016/j.leaqua.2004.09.009
https://doi.org/10.1177/0193841X7800200206
https://doi.org/10.1177/0193841X7800200206


and clinical applications. Journal of Consulting and Clinical Psychology, 56 
(6), 885–892. https://doi.org/10.1037//0022-006x.56.6.885

Hörz-Sagstetter, S., Ohse, L., & Kampe, L. (2021). Three dimensional 
approaches to personality disorders: A review on personality functioning, 
personality structure, and personality organization. Current Psychiatry 
Reports, 23(7), 45. https://doi.org/10.1007/s11920-021-01250-y

Huber, D., Henrich, G., & Klug, G. (2007). The Inventory of Interpersonal 
Problems (IIP): Sensitivity to change. Psychotherapy Research, 17(4), 
474–481. https://doi.org/10.1080/10503300600856160

Jacobson, N. S., & Truax, P. (1991). Clinical significance: A statistical 
approach to defining meaningful change in psychotherapy research. 
Journal of Consulting and Clinical Psychology, 59(1), 12–19. http://doi. 
org/10.1037/0022-006X.59.1.12

Janis, R. A., Burlingame, G. M., & Olsen, J. A. (2016). Evaluating factor 
structures of measures in group research: Looking between and within. 
Group Dynamics: Theory, Research, and Practice, 20(3), 165–180. http://doi. 
org/10.1037/gdn0000043

Jensen, H. H., Mortensen, E. L., & Lotz, M. (2010). Effectiveness of 
short-term psychodynamic group therapy in a public outpatient psy-
chotherapy unit. Nordic Journal of Psychiatry, 64(2), 106–114. https://doi. 
org/10.3109/08039480903443874

Kealy, D., Piper, W. E., Ogrodniczuk, J. S., Joyce, A. S., & Weideman, R. 
(2019). Individual goal achievement in group psychotherapy: The roles 
of psychological mindedness and group process in interpretive and sup-
portive therapy for complicated grief. Clinical Psychology & Psychotherapy, 
26(2), 241–251. https://doi.org/10.1002/cpp.2346

Kealy, D., Sierra-Hernandez, C. A., Piper, W. E., Joyce, A. S., Weideman, R., & 
Ogrodniczuk, J. S. (2017). Psychological mindedness and psychotherapy 
process in short-term group therapy. Psychodynamic Psychiatry, 45(3), 
343–361. https://doi.org/10.1521/pdps.2017.45.3.343

Kernberg, O. F. (1984). Severe personality disorders: Psychotherapeutic strategies. 
Yale University Press.

Killingmo, B. (1989). Conflict and deficit: Implications for technique. The 
International Journal of Psychoanalysis, 70(1), 65–79.

Koelen, J. A., Luyten, P., Eurelings-Bontekoe, L. H. M., Diguer, L., 
Vermote, R., Lowyck, B., & Bühring, M. E. F. (2012). The impact of 
level of personality organization on treatment response: A systematic 
review. Psychiatry: Interpersonal and Biological Processes, 75(4), 355–374. 
https://doi.org/10.1521/psyc.2012.75.4.355

Kronström, K., Salminen, J. K., Hietala, J., Kajander, J., Vahlberg, T., 
Markkula, J., Rasi-Hakala, H., & Karlsson, H. (2009). Does defense style 

26                                               ØSTERGÅRD ET AL.                                                

https://doi.org/10.1037//0022-006x.56.6.885
https://doi.org/10.1007/s11920-021-01250-y
https://doi.org/10.1080/10503300600856160
http://doi.org/10.1037/0022-006X.59.1.12
http://doi.org/10.1037/0022-006X.59.1.12
http://doi.org/10.1037/gdn0000043
http://doi.org/10.1037/gdn0000043
https://doi.org/10.3109/08039480903443874
https://doi.org/10.3109/08039480903443874
https://doi.org/10.1002/cpp.2346
https://doi.org/10.1521/pdps.2017.45.3.343
https://doi.org/10.1521/psyc.2012.75.4.355


or psychological mindedness predict treatment response in major 
depression? Depression and Anxiety, 26(7), 689–695. https://doi.org/10. 
1002/da.20585

Lanza, M. L., Anderson, J., Boisvert, C. M., LeBlanc, A., Fardy, M., & Steel, B. 
(2002). Assaultive behavior intervention in the veterans administration: 
Psychodynamic group psychotherapy compared to cognitive behavior 
therapy. Perspectives in Psychiatric Care, 38(3), 89–97. https://doi.org/10. 
1111/j.1744-6163.2002.tb00662.x

Lau, M., & Kristensen, E. (2007). Outcome of systemic and analytic group 
psychotherapy for adult women with history of intrafamilial childhood 
sexual abuse: A randomized controlled study. Acta Psychiatrica 
Scandinavica, 116(2), 96–104. https://doi.org/10.1111/j.1600-0447. 
2006.00977.x

Lindberg, K., Nevonen, L., Gustafsson, S. A., Nyman-Carlsson, E., & 
Norring, C. (2018). Validation of the Inventory of Interpersonal 
Problems (IIP-64): A comparison of Swedish female outpatients with 
anorexia nervosa or bulimia nervosa and controls. Nordic Journal of 
Psychiatry, 72(5), 347–353. https://doi.org/10.1080/08039488.2018. 
1465589

Lingiardi, V., & McWilliams, N. (2017). Psychodynamic Diagnostic Manual. 
PDM-2 (2nd ed.). The Guilford Press.

Lorentzen, S. (2014). Group analytic psychotherapy: Working with affective, anxiety 
and personality disorder. Routledge.

Lorentzen, S. (2020). Short-term focused group-analytic psychotherapy 
(SFGAP): An integrative approach to change based on research. Group 
Analysis, 53(3), 343–360. https://doi.org/10.1177/0533316420901433

Lorentzen, S., Ruud, T., Fjeldstad, A., & H⊘glend, P. (2013). Comparison of 
short- and long-term dynamic group psychotherapy: Randomised clinical 
trial. British Journal of Psychiatry, 203(4), 280–287. https://doi.org/10. 
1192/bjp.bp.112.113688

Lorentzen, S., Ruud, T., Fjeldstad, A., & Høglend, P. A. (2015). Personality 
disorder moderates outcome in short- and long-term group analytic 
psychotherapy: A randomized clinical trial. British Journal of Clinical 
Psychology, 54(2), 129–146. http://doi.org/10.1111/bjc.12065

McCallum, M., & Piper, W. E. (1990). The psychological mindedness assess-
ment procedure. Psychological Assessment, 2(4), 412–418. https://doi.org/ 
10.1037/1040-3590.2.4.412

McCallum, M., Piper, W. E., & Joyce, A. S. (1992). Dropping out from short-
term group therapy. Psychotherapy: Theory, Research, Practice, Training, 29 
(2), 206–215. https://doi.org/10.1037/0033-3204.29.2.206

PREDICTION AND OUTCOMES SHORT-TERM GROUP ANALYSIS                27

https://doi.org/10.1002/da.20585
https://doi.org/10.1002/da.20585
https://doi.org/10.1111/j.1744-6163.2002.tb00662.x
https://doi.org/10.1111/j.1744-6163.2002.tb00662.x
https://doi.org/10.1111/j.1600-0447.2006.00977.x
https://doi.org/10.1111/j.1600-0447.2006.00977.x
https://doi.org/10.1080/08039488.2018.1465589
https://doi.org/10.1080/08039488.2018.1465589
https://doi.org/10.1177/0533316420901433
https://doi.org/10.1192/bjp.bp.112.113688
https://doi.org/10.1192/bjp.bp.112.113688
http://doi.org/10.1111/bjc.12065
https://doi.org/10.1037/1040%26#x2010;3590.2.4.412
https://doi.org/10.1037/1040%26#x2010;3590.2.4.412
https://doi.org/10.1037/0033%26#x2010;3204.29.2.206


McCallum, M., Piper, W. E., & O’Kelly, J. (1997). Predicting patient benefit 
from a group-oriented, evening treatment program. International Journal 
of Group Psychotherapy, 47(3), 291–314. https://doi.org/10.1080/ 
00207284.1997.11490831

McCallum, M., Piper, W. E., Ogrodniczuk, J. S., & Joyce, A. S. (2003). 
Relationships among psychological mindedness, alexithymia and out-
come in four forms of short-term psychotherapy. Psychology and 
Psychotherapy: Theory, Research and Practice, 76(2), 133–144. https://doi. 
org/10.1348/147608303765951177

McWilliams, N. (1994). Psychoanalytic diagnosis. Guilford.
Müller, C., Kaufhold, J., Overbeck, G., & Grabhorn, R. (2006). The impor-

tance of reflective functioning to the diagnosis of psychic structure. 
Psychology and Psychotherapy: Theory, Research and Practice, 79(4), 485–494. 
https://doi.org/10.1348/147608305X68048

Ogrodniczuk, J. S., Lynd, L. D., Joyce, A. S., Grubisic, M., Piper, W. E., & 
Steinberg, P. I. (2011). Predicting response to day treatment for person-
ality disorder. Canadian Journal of Psychiatry, 56(2), 110–117. https://doi. 
org/10.1177/070674371105600206

Olsen, L. R., Mortensen, E. L., & Bech, P. (2004). The SCL-90 and SCL-90R 
versions validated by item response models in a Danish community 
sample. Acta Psychiatrica Scandinavica, 110(3), 225–229. https://doi.org/ 
10.1111/j.1600-0447.2004.00399.x

OPD Task Force. (2008). Operationalized Psychodynamic Diagnosis OPD-2: 
Manual of diagnosis and treatment planning. Hogrefe and Huber.

Østergård, O. K., Fenger, M., & Hougaard, E. (2019). Symptomatic distress 
and effectiveness of psychological treatments delivered at a nationwide 
student counseling service. Counselling Psychology Quarterly, 32(2), 
150–168. https://doi.org/10.1080/09515070.2017.1410696

Piper, W. E., Joyce, A. S., McCallum, M., & Azim, H. F. (1998). Interpretive 
and supportive forms of psychotherapy and patient personality variables. 
Journal of Consulting and Clinical Psychology, 66(3), 558–567. https://doi. 
org/10.1037/0022-006X.66.3.558

Piper, W. E., McCallum, M., Joyce, A. S., Rosie, J. S., & Ogrodniczuk, J. S. 
(2001). Patient personality and time-limited group psychotherapy for 
complicated grief. International Journal of Group Psychotherapy, 51(4), 
525–552. https://doi.org/10.1521/ijgp.51.4.525.51307

Pituch, K. A., & Stevens, J. (2016). Applied multivariate statistics for the social 
sciences: Analyses with SAS and IBM’s SPSS (6th ed.). Routledge.

Rudolf, G., Grande, T., Oberbracht, C., & Jakobsen, T. (1996). Erste empiri-
sche Untersuchungen zu einem neuen diagnostischen System: Die 
Operationalisierte Psychodynamische Diagnostik (OPD) [Construction 

28                                               ØSTERGÅRD ET AL.                                                

https://doi.org/10.1080/00207284.1997.11490831
https://doi.org/10.1080/00207284.1997.11490831
https://doi.org/10.1348/147608303765951177
https://doi.org/10.1348/147608303765951177
https://doi.org/10.1348/147608305X68048
https://doi.org/10.1177/070674371105600206
https://doi.org/10.1177/070674371105600206
https://doi.org/10.1111/j.1600-0447.2004.00399.x
https://doi.org/10.1111/j.1600-0447.2004.00399.x
https://doi.org/10.1080/09515070.2017.1410696
https://doi.org/10.1037/0022%26#x2010;006X.66.3.558
https://doi.org/10.1037/0022%26#x2010;006X.66.3.558
https://doi.org/10.1521/ijgp.51.4.525.51307


and first evaluations of the axis illness experience and treatment require-
ments of the Operationalized Psychodynamic Diagnostic (OPD)]. 
Zeitschrift für Psychosomatische Medizin und Psychoanalyse, 42(4), 343–357. 
http://www.jstor.org/stable/23997350

Rush, A. J., First, M. B., & Blacker, D. (2008). Handbook of psychiatric measures 
(2nd ed.). American Psychiatric Publishing.

Rutan, J. S., Stone, W. N., & Shay, J. J. (2007). Psychodynamic group psychother-
apy (4th ed.). Guilford Press.

Spitzer, C., Michels-Lucht, F., Siebel, U., & Freyberger, H. J. (2004). Zum 
Zusammenhang zwischen OPD-Merkmalen der Persönlichkeitsstruktur 
und symptombezogenen sowie interpersonalen Behandlungsergebnissen 
stationärer Psychotherapie [The relationship between OPD features of 
personality structure and symptom-related and interpersonal outcome of 
inpatient psychotherapy]. Zeitschrift fur Psychosomatische Medizin und 
Psychotherapie, 50(1), 70–85. https://doi.org/10.13109/zptm.2004.50.1.70

Strauß, B., Hüttmann, B., & Schulz, N. (1997). Kategorienhäufigkeit und 
prognostische Bedeutung einer operationalisierten psychodynamischen 
Diagnostik. Erste erfahrungen mit der “OPD-1” im stationären rahmen 
[Category distribution and prognostic significance of operationalized 
psychodynamic diagnosis. Initial experiences with “OPD-1” in inpatient 
psychotherapy]. Psychotherapie, Psychosomatik, medizinische Psychologie, 47 
(2), 58–63. https://www.researchgate.net/profile/Bernhard-Strauss/pub 
lication/229149288_Die_Beziehungsachse_der_Operationalisierten_ 
Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_ 
Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse- 
der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept- 
und-klinische-Anwendung.pdf

Tasca, G. A., Balfour, L., Bissada, H., Busby, K., Conrad, G., Cameron, P., 
Turpin, P., Balfour, L., Bissada, H., Busby, K., Conrad, G., Cameron, P., 
Turpin, P., Bissada, H., Busby, K., Conrad, G., Cameron, P., Turpin, P., 
Busby, K., . . . Turpin, P. (1999). Treatment completion and outcome in 
a partial hospitalization program: Interactions among patient variables. 
Psychotherapy Research, 9(2), 232–247. https://doi.org/10.1080/ 
10503309912331332711

Tasca, G. A., Ritchie, K., Conrad, G., Balfour, L., Gayton, J., Lybanon, V., & 
Bissada, H. (2006). Attachment scales predict outcome in a randomized 
controlled trial of two group therapies for binge eating disorder: An 
aptitude by treatment interaction. Psychotherapy Research, 16(1), 106–121. 
https://doi.org/10.1080/10503300500090928

Thomasius, R., Weiler, D., Sack, P., Schindler, A., Gemeinhardt, B., 
Schuhbert, C., & Küstner, U. (2001). Validität der Operationalisierten 

PREDICTION AND OUTCOMES SHORT-TERM GROUP ANALYSIS                29

http://www.jstor.org/stable/23997350
https://doi.org/10.13109/zptm.2004.50.1.70
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://www.researchgate.net/profile/Bernhard-Strauss/publication/229149288_Die_Beziehungsachse_der_Operationalisierten_Psychodynamischen_Diagnostik_OPD_-_Konzept_und_klinische_Anwendung/links/00463515c65e4daab9000000/Die-Beziehungsachse-der-Operationalisierten-Psychodynamischen-Diagnostik-OPD-Konzept-und-klinische-Anwendung.pdf
https://doi.org/10.1080/10503309912331332711
https://doi.org/10.1080/10503309912331332711
https://doi.org/10.1080/10503300500090928


Psychodynamischen Diagnostik (OPD) bei familientherapeutisch behan-
delten drogenabhängigen im adoleszenten und jungen erwachsenenal-
ter. Psychotherapie, Psychosomatik, medizinische Psychologie, 51(9/10), 365– 
372. https://doi.org/10.1055/s-2001-16896

Valbak, K. (2004). Suitability for psychoanalytic psychotherapy: A review. Acta 
Psychiatrica Scandinavica, 109(3), 164–178. https://doi.org/10.1046/j. 
1600-0447.2003.00248.x

Wallerstein, R. S., Robbins, L. L., Sargent, H. D., & Luborsky, L. (1956). The 
psychotherapy research project of the Menninger foundation: Rationale, 
method and sample use. Bulletin of the Menninger Clinic, 20(5), 221.

Weissman, M. M., & Bothwell, S. (1976). Assessment of social adjustment by 
patient self-report. Archives of General Psychiatry, 33(9), 1111–1115. http:// 
doi.org/10.1001/archpsyc.1976.01770090101010

Weissman, M. M., Prusoff, B. A., Thompson, W. D., Harding, P. S., & 
Myers, J. K. (1978). Social adjustment by self-report in a community sam-
ple and in psychiatric outpatients. The Journal of Nervous and Mental Disease, 
166(5), 317–326. https://doi.org/10.1097/00005053-197805000-00002

Westen, D., Gabbard, G. O., & Blagov, P. (2006). Back to the future: 
Personality structure as a context for psychopathology. In R. F. Krueger 
& J. L. Tackett (Eds.), Personality and psychopathology (pp. 335–384). 
Guilford.

World Health Organization. (2010). International statistical classification of 
diseases and related health problems (10th ed.). from https://icd.who. 
int/browse10/2010/en

Zimmermann, J., Benecke, C., Bender, D. S., Skodol, A. E., Schauenburg, H., 
Cierpka, M., & Leising, D. (2014). Assessing DSM–5 level of personality 
functioning from videotaped clinical interviews: A pilot study with 
untrained and clinically inexperienced students. Journal of Personality 
Assessment, 96(4), 397–409. http://doi.org/10.1080/00223891.2013. 
852563

Zimmermann, J., Ehrenthal, J. C., Cierpka, M., Schauenburg, H., Doering, S., 
& Benecke, C. (2012). Assessing the level of structural integration using 
Operationalized Psychodynamic Diagnosis (OPD): Implications for 
DSM–5. Journal of Personality Assessment, 94(5), 522–532. http://doi.org/ 
10.1080/00223891.2012.700664

Ole K. Østergård  
Department of Communication and Psychology, 
Aalborg University Rendsburggade 14 Aalborg 9000, Denmark. 
E-mail: karkov@ikp.aau.dk

30                                               ØSTERGÅRD ET AL.                                                

https://doi.org/10.1055/s-2001-16896
https://doi.org/10.1046/j.1600%26#x2010;0447.2003.00248.x
https://doi.org/10.1046/j.1600%26#x2010;0447.2003.00248.x
http://doi.org/10.1001/archpsyc.1976.01770090101010
http://doi.org/10.1001/archpsyc.1976.01770090101010
https://doi.org/10.1097/00005053-197805000-00002
https://icd.who.int/browse10/2010/en
https://icd.who.int/browse10/2010/en
http://doi.org/10.1080/00223891.2013.852563
http://doi.org/10.1080/00223891.2013.852563
http://doi.org/10.1080/00223891.2012.700664
http://doi.org/10.1080/00223891.2012.700664

	Abstract
	METHOD
	Setting and Selection Criteria for Participants
	Treatment
	Measures
	Self-Reported Outcomes
	Clinician-Rated Predictors
	Psychiatric Diagnosis

	Statistical Analyses

	Results
	Participant Flow
	Characteristics of the Participants
	Outcomes
	Between-Group and Between-Client Differences
	Effect Sizes
	Number of Clients Changed
	Prediction of the Outcome


	Discussion
	Study Strengths and Limitations

	Disclosure statement
	REFERENCES

