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Abstract 

Author: Hanne Gotaas Fredum 

Title: Understanding youth psychotherapy dropout: Using the Adolescent Psychotherapy  

Q-set to explore in-session processes of interrupted therapies 

Supervisor: Hanne-Sofie Johnsen Dahl, Ph.D 

 

Author statement: The current project was part of the First Experimental Study of 

Transference work – in Teenagers (FEST-IT). My supervisor, Hanne-Sofie Johnsen Dahl, 

Ph.D., is part of the FEST-IT research group. Data were collected before my partaking. I 

independently performed the development of research questions and the implementation of 

analyses. 

 

Background: Youth depression is on the rise. Psychodynamic psychotherapy is an effective 

way to treat youth depression, and adolescence offers a unique chance for corrective 

experiences. Therapy dropout is, at the same time, a significant concern in both research and 

clinic. Over the past decades, research has tried to predict who drops out of therapy based on 

pretreatment characteristics, but results have been inconclusive. New instruments, like the 

Adolescent Psychotherapy Q-set (APQ), enable the comprehensive study of in-session 

processes within dropout therapies. Project aim: To explore features of youth psychotherapy 

dropout in order to broaden the understanding of the therapy processes and identify youth at 

risk of premature termination of treatment. Method: The sample included 69 adolescents 

aged 16-18 with major depressive disorder receiving short-term psychodynamic 

psychotherapy (STPP). The APQ was used to code available third session audio from dropout 

therapies (n = 16), after which the coded sessions were subjected to Q factor analysis and 

interpretation. Between-groups comparisons of dropout subgroups and therapy completers  

(n = 48) were subsequently conducted for process and outcome measures. Results: The  

Q factor analysis revealed two distinct dropout subgroups. The first subgroup shared 

characteristics with the therapy completers. The second subgroup was characterized by lower 

intrapsychic functioning, poor agreement on therapeutic tasks, resistance, and emotional 

detachment. Conclusion: Youth psychotherapy dropouts constitute a heterogeneous group. 

Some adolescents readily benefit from STPP and end treatment, having experienced 

improvement. Others struggle to work insight-oriented, which affects their ability to 

participate in and benefit from STPP, leading to disengagement and premature termination



 VI 

Acknowledgments 

First and foremost, I would like to express my sincerest appreciation to my supervisor, 

Hanne-Sofie Johnsen Dahl, Ph.D. Your guidance, feedback, and encouragement over the past 

two years have been invaluable. Thank you for your devoted involvement throughout the 

entire process of writing this thesis. 

 

I wish to thank Prof. Randi Ulberg for letting me use the immensely important and exciting 

data from the First Experimental Study of Transference work – in Teenagers (FEST-IT). A 

special thanks should also be directed to all the young individuals who participated in FEST-

IT. Thank you for letting us in on your processes.  

 

I would also like to thank Ana Calderón for intensive and extensive training in the Adolescent 

Psychotherapy Q-set (APQ) during the spring of 2019; to the Department of Psychology for 

financial support through the summer scholarship; and to Anne and Luigi over at USIT for 

lifesaving counseling on statistics. Without the APQ, financial and practical support, this 

project would not have achieved its goals.    

 

Finally, I am grateful to my friends and family for putting up with me and my neuroses. In 

particular, my oldest friend Ingvild, for your time, expertise, and cheering; my parents, Gry 

and Erik, for supporting and believing in me from day one; and my dearest Thomas, for the 

love, patience, and late-night dinners. 

 

 

Hanne Gotaas Fredum, 

Oslo, October 2020  



 VII 

Table of contents 

Abstract ..................................................................................................................................... V 

Acknowledgments .................................................................................................................... VI 

List of figure and tables ......................................................................................................... VIII 

1 Introduction ............................................................................................................................. 1 

1.1 Depression in adolescence................................................................................................ 1 

1.2 Psychotherapy research .................................................................................................... 2 

1.3 Psychodynamic psychotherapy ........................................................................................ 8 

1.4 Challenges in youth psychotherapy ................................................................................ 11 

1.7 Aim and research questions ............................................................................................ 15 

2 Method................................................................................................................................... 16 

2.1 Design ............................................................................................................................. 16 

2.2 Participants ..................................................................................................................... 17 

2.3 Measures ......................................................................................................................... 18 

2.4 Procedures ...................................................................................................................... 21 

3 Results ................................................................................................................................... 24 

3.1 Pretreatment patient characteristics ................................................................................ 24 

3.2 Early processes of therapy dropouts ............................................................................... 25 

3.3 Patient outcome .............................................................................................................. 32 

4 Discussion ............................................................................................................................. 34 

4.1 Pretreatment characteristics of youth therapy dropouts ................................................. 34 

4.2 The divergent processes of youth therapy dropouts ....................................................... 36 

4.3 Psychotherapeutic change following therapy dropout ................................................... 40 

4.4 Strengths and limitations ................................................................................................ 41 

4.5 Implications and future directions .................................................................................. 43 

4.6 Conclusion ...................................................................................................................... 44 

References ................................................................................................................................ 45 

Appendices ............................................................................................................................... 65 



 VIII 

List of figure and tables 

Figure 1. The prearranged distribution of items using the APQ .............................................. 19 
 

Table 1. Pretreatment patient characteristics of completers and dropouts ............................... 24 

Table 2. Therapist-rated working alliance ................................................................................ 30 

Table 3. Therapists’ emotional experiences during sessions with completers and dropouts ... 31 

Table 4. Psychodynamic functioning of completers and dropouts .......................................... 32 

Table 5. Self-reported depressive symptoms of completers and dropouts ............................... 33 

Table 6. Observer-rated depressive symptoms of completers and dropouts ............................ 33 

 

Table A1. PFS subscales of completers and dropouts.............................................................. 67 

 



 1 

1 Introduction 

1.1 Depression in adolescence 

Mental health issues are a growing problem. Among young people, mental health issues and 

related difficulties account for 16% of the global burden of disease and injury (World Health 

Organization [WHO], 2019). Studies worldwide have shown a general increase in the 

diagnosis and treatment of mental health disorders in children and adolescents over recent 

decades (Collishaw, 2015). In Norway, approximately 5% of children and adolescents are 

treated for mental disorders in public outpatient health care services every year. For older 

adolescent girls aged 15-17, there has been an increase in the number receiving a diagnosis 

from on the short side of 5% in 2011 to about 7% in 2016. The increase has principally been 

in depression, anxiety disorders, and adjustment disorders, as well as in eating disorders. 

Among boys in the same age group, the proportion given a diagnosis has been stable since 

2008, at around 5% (Reneflot et al., 2018). After hitting puberty, reports show (Reneflot et al., 

2018; Sletten & Bakken, 2016) that adolescent boys and girls describe having more 

internalizing problems, especially depressive symptoms.  

 

Depressive disorders are among the main reasons for long-term disability worldwide (James 

et al., 2018). Three decades ago, the idea that children are susceptible to clinical depression 

was considered highly controversial (Fristad & Algorta, 2013). However, in recent decades, 

research has demonstrated (Collishaw, 2015; Collishaw, Maughan, Natarajan, & Pickles, 

2010; Keyes, Gary, O’Malley, Hamilton, & Schulenberg, 2019; Weinberger et al., 2018) 

increasing prevalence of childhood depression, especially in high-income countries. 

Childhood prevalence rates of depression rise with age, and notably after the onset of puberty 

(Angold, Costello, & Worthman, 1998), as lifetime and 12-month prevalence of major 

depressive disorder (MDD) reach the same level as that of adults (Avenevoli, Swendsen, He, 

Burstein, & Merikangas, 2015). WHO (2017) estimates that 4.5% of females and 3.1% of 

males aged 15-19 are suffering from depression; however, rates vary by region. In Norway, 

the rates are 0.6-0.7 for adolescent boys and 2.5% for adolescent girls (Reneflot et al., 2018).  

 

Recent data from the Norwegian Patient Registry (NPR) show that youth depression is a 

major concern. For both sexes aged 13-17, suspected depression was the leading reason for 

referral to public outpatient health care services in 2019 (Indergård & Krogh, 2020). 
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Likewise, reports (Bakken, 2019; Sletten & Bakken, 2016) illustrate increases in depressive 

symptoms in non-clinical Norwegian youth populations over the last years. Depression during 

youth is linked to several lifetime sequelae, including impaired relationships, low educational 

achievement and socioeconomic status, as well as increased risk of death by suicide (Keenan-

Miller, Hammen, & Brennan, 2007; Weissman et al., 1999). A minimum of 30% of adult 

affective disorders debut during adolescence (Harrington & Clark, 1998). With early 

psychological intervention, a reduction of duration and prevention of recurrence and relapse 

will lessen the burden on the young person, their family, and society (Goodyer et al., 2017).  

 

At the same time, non-attendance and premature termination of treatment constitute key 

obstacles to the effective delivery of both medical and psychological interventions. The 

largest psychotherapy study to date on the treatment of youth depression, the Improving 

Moods with Psychoanalytic and Cognitive Therapies trial (IMPACT; Goodyer et al., 2011), 

reported that 37% of the recruited adolescents dropped out, and another 10% never began 

treatment (O’Keeffe et al., 2018). The youths included in IMPACT were treated in the child 

and adolescent mental health services (CAMHS) in the United Kingdom (O’Keeffe et al., 

2018), so the numbers seem to represent a fairly typical situation in both clinic and research. 

Treatment attrition is a considerable problem within youth mental health care services (de 

Haan, Boon, de Jong, Hoeve, & Vermeiren, 2013). And with rates of youth depression on the 

rise, research directed at understanding why individuals discontinue treatment is of the utmost 

importance. This thesis will delve further into these issues, beginning with an account of the 

efficacy of psychotherapy, psychotherapy process research, and how diverse aspects of the 

therapy process relate to outcome when treating young people.  

 

1.2 Psychotherapy research 

1.2.1 Outcome studies 

Psychotherapy outcome studies on adult populations have shown that psychotherapy is an 

effective way to treat mental health issues (Shapiro & Shapiro, 1982; Smith, Glass, & Miller, 

1980). Psychotherapy is more effective than several control conditions (e.g., waitlist, no-

treatment), with an average effect size of 0.60 (Lambert, 2013), suggesting a medium to a 

large effect of psychological intervention in terms of Cohen’s (1988) rule of thumb. Both 

effectiveness and efficacy studies have examined the benefit of psychotherapy on mental 

disorders, as in the meta-analyses cited above. Even so, over the last years, meta-analyses on 
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outcome of psychotherapy have mostly fixated on efficacy studies, as researchers have 

restricted the inclusion to only encompass studies with methodologically superior designs. 

Moreover, the main body of research on the efficacy of psychotherapy has been conducted 

within the framework of the randomized controlled trial (RCT), as RCTs typically meet these 

strict methodological criteria (Lambert, 2013). The general finding from RCTs goes far in 

concluding that bona fide treatments are equally effective in treating mental health issues 

(Wampold & Imel, 2015). Saul Rosenzweig (1936) in anticipation of these findings, quoted 

the dodo bird from Lewis Carroll’s classic novel Alice in Wonderland, saying that “Everybody 

has won, all must have prizes”. In the article, Rosenzweig suggests that different treatments 

must be equally effective due to some shared elements. On the other hand, it may be that the 

specific techniques of various schools work differently, but on average, just as well, resulting 

in the “dodo bird finding” (Nissen-Lie, 2018). In any case, research show that the general 

conclusion that psychotherapy is efficacious in treating mental health issues also applies to 

youth populations (Midgley & Kennedy, 2011; Midgley, O’Keeffe, French, & Kennedy, 

2017). Moreover, results from RCTs comparing treatments indicate that the dodo bird verdict 

holds its ground in youth psychotherapy as well (Miller, Wampold, & Varhely, 2008). 

 

Meta-analyses report effect sizes from youth psychotherapy that proximate that of adults, 

suggesting a medium to a large effect (Weisz, Ng, Rutt, Lau, & Masland, 2013). The evidence 

for the efficacy of youth psychotherapy, however, differs between disorders. Meta-analytic 

results have illustrated that the psychotherapeutic treatment of adolescent depression invokes 

a modest effect compared to the treatment of other mental disorders (Weisz et al., 2017; 

Weisz, McCarty, & Valeri, 2006). We still know too little about why and in what ways the 

different therapeutic strategies work (Hardy & Llewelyn, 2015; Kazdin, 2009). It is of the 

essence to redirect the emphasis on predominantly outcome research to also study the inner 

workings of psychotherapy by means that further the understanding of what works for whom. 

 

1.2.2 Process studies 

While outcome commonly refers to the relief of patient-presented problems and symptoms, as 

well as improved functioning, the process involves “the events in psychotherapy sessions, or 

constructs thought to change during, or in between, therapy sessions as a consequence of 

therapeutic interactions, and that subsequently lead to change in problems, symptoms, and 

functioning” (Crits-Christoph, Gibbons, & Mukherjee, 2013, p. 299). It follows that 
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psychotherapy process research focuses on what components of the therapeutic setting that 

facilitates meaningful change in the patient (Hardy & Llewelyn, 2015). RCTs have been the 

golden standard of efficacy studies, widely applied throughout the outcome research field 

(Lambert, 2013). However, there has been no single way of conducting process research. 

Nevertheless, Hardy and Llewelyn (2015, pp. 184-186) put forward four common aims of 

psychotherapy process research that the field in general agree on: 1) to understand the 

processes behind treatment mechanisms and patient change; 2) to better the quality of 

treatment by identifying and emphasize and advance the application of essential aspects, and 

conversely downplay less important ones; 3) to develop theories, which offer the rationale and 

structure on which treatment is based; and 4) to support the training of therapists by 

synthesizing the aforementioned. 

 

Through process research, the possibility of bridging the gap between research and clinical 

practice is within reach (Hardy & Llewelyn, 2015). One of the cardinal critiques of efficacy 

studies have been the difficulty of translating findings to routine practice. As RCTs typically 

assert strict control over research variables, resulting in high internal validity, study results are 

often far removed from the everyday activities of clinical practice (Franklin, DeRubeis, & 

Westen, 2006). Furthermore, the averaged participant, generated through comparison of group 

outcome means, rarely reflects the intricate workings of patients, their therapists, and the 

interaction that spurs when their individualities meet. Consequently, clinicians have rarely 

looked to these types of studies for guidance for in-session decision-making. Instead, students 

and supervisors, as well as experienced therapists, have listened to audio from psychotherapy 

sessions to tease out the mechanisms at play (Hardy & Llewelyn, 2015).  

 

1.2.3 Process-outcome studies 

The separation of the accomplishments of outcome and process studies is relatively arbitrary, 

as the overreaching goal of all psychotherapy research is to understand what constitutes good 

treatment (Hardy & Llewelyn, 2015). Process-outcome research aims to uncover the features 

of the therapeutic process that lead to good outcomes (Kazdin, 2009), that is, patient change 

in problems, symptoms, and functioning. Psychotherapy process-outcome research involves 

the study of both common and specific factors, of which the former, in short, refers to the 

shared effective components across therapeutic affiliations, and the latter to the change 

mechanisms linked to particular methods (Crits-Christoph et al., 2013). The common factors 
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explain a larger proportion of variance in outcome than the specific factors and have received 

much attention (Lambert, 2013). The general findings from this research will be presented 

next. Importantly, specific and common factors are inextricably connected in theoretical and 

empirical terms; the common factors cannot be delivered or studied regardless of the method 

of a particular treatment approach, and vice versa (Wampold & Imel, 2015).  

 

Common factors include alliance, empathy, expectations, cultural adaption (leading to 

acceptance of treatment), and therapist effects (Wampold, 2015). The alliance is well-

documented as a vital part of the therapeutic process (Crits-Christoph et al., 2013; Wampold, 

2015). Meta-analytic results (Horvath, Del Re, Flückiger, & Symonds, 2011) indicate a mean 

effect size of 0.57 of alliance on outcome in adult populations. This exceeds the benchmark of 

a medium effect (i.e., 0.50) following Cohen’s (1988) rule of thumb. Research (Shirk, Karver, 

& Brown, 2011; Wampold & Imel, 2015) suggests that the general effect of alliance on 

outcome is crucial in adolescent populations as well. However, studies vary in their 

conclusions. Meta-analyses have estimated small mean effect sizes, from as low as 0.14 

(McLeod, 2011) to 0.21 (Karver, Handelsman, Fields, & Bickman, 2006). These results 

suggest that the role of alliance on outcome may vary between adults and adolescents. In 

youth psychotherapy, for example, therapist-rated alliance seems to better predict treatment 

dropout compared to youth-rated alliance (Ormhaug & Jensen, 2018). This stands in contrast 

to research on psychotherapy with adults, in which the patient dissatisfaction with the alliance 

constitutes a key predictor of session attendance and dropout (Bohart & Wade, 2013).  

 

Research has also explored in-session processes and how these processes relate to outcome. 

For instance, Andrusyna, Luborsky, Pham, and Tang (2006) found that greater accuracy of 

therapist interpretations preceded sessions in which patients exhibited a sudden positive 

change and symptom improvement in psychodynamic therapies. Another contribution relates 

to the therapist’s ability to notice, address, and repair ruptures in the alliance. Safran and 

Muran (2000) suggest therapy to be ineffective and even damaging when therapists are unable 

to respond appropriately to ruptures in the alliance. Contrarily, when therapists act and 

facilitate reparation, therapy dropout is often prevented, and instead, the patient benefits 

notably from the treatment. Furthermore, specific instruments have been developed to study 

in-session processes in psychotherapy. The present study used one such instrument, namely, 

the Adolescent Psychotherapy Q-set (APQ; Calderón, 2014), which is based on the principles 

of Q methodology.  
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1.2.4 Using Q methodology to conduct psychotherapy research 

The use of Q methodology in the field of psychology has a long history. In its original form, 

Q methodology aimed at systematically study human “subjectivity”. Subjectivity refers to a 

behavior or an activity that is situated in a particular context (Watts & Stenner, 2012). 

Subjectivity is investigated from a first-person perspective, accounting for the individual’s 

reported feelings or opinions in relation to some topic. The Q methodological study of 

subjectivity draws its strengths from both the quantitative and qualitative approaches by 

comparing small clusters of people, whose similarities and dissimilarities in attitudes towards 

various matters reveals idiosyncratic systems of preferences (Barbosa, Willoughby, 

Rosenberg, & Mrtek, 1998).  

 

Q methodology is an adaption of Charles Spearman’s factor analytic method. William 

Stephenson, the father of Q methodology and a pupil of Spearman’s, presented the principles 

of the new factor technique in Nature in 1935 (Stephenson, 1935; Watts & Stenner, 2012). 

Stephenson, trained in both physics and psychology, proposed that the central puzzle of the 

study of subjectivity is the person, not the tests, outlining a different approach than the one 

promulgated by Spearman. Traditional factor analysis is a method of data reduction, with the 

intention of unveiling latent psychological constructs that explain the connections between a 

selection of variables, otherwise known as by-variable factor analysis. Q methodology, on the 

other hand, is factor analysis by-person; instead of correlating the tests, the persons are 

correlated based on the similarity of their sorting profiles (Barbosa et al., 1998). The original 

Q study is conducted by presenting participants with a set of statements about a subject, 

which is called a Q-set. They are then instructed to sort the items from the Q-set into piles, per 

how they feel about or judge the material in the statements. The number of items a pile can 

hold usually forms a quasi-normal distribution, forcing the person to weigh the items against 

one another, and consequently generating an individual profile of preference concerning the 

overall subject (van Exel & de Graaf, 2005). The profiles, which are called Q-sorts, are 

analyzed using correlational statistics (Watts & Stenner, 2012). By associating profiles, the 

participants are correlated with each other and, based on their similarities, grouped. This 

grouping represents separate segments of subjectivity (Brown, 1980). 

 

Today, Q methodology is applied across many disciplines. Within the field of psychotherapy 

research, Q methodology has taken a new form in order to study the therapy process with the 

use of trained raters. Jack Block presented in 1961 an extension of Q methodology that treats 
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the method as a tool for data collection and analysis of any phenomenon (rather than for the 

study of subjectivity). The sorting is carried out by raters, not by the person or persons of 

interest (Calderón, 2014; Watts & Stenner, 2012). Building on Block’s extension, Enrico E. 

Jones (2000) developed the Psychotherapy Process Q-set (PQS), which is an observer-based 

rating instrument with a standardized Q-set and a coding manual, consisting of 100 items 

describing the patient and the therapist activity as well as the interaction. Jones’ PQS 

identifies so-called interaction structures, that is, patterns of transactions that occur in the 

therapeutic dyad over the course of a therapy session. Whereas the PQS describes the 

psychotherapy process with adult patients, it has also inspired the adaption of a Q-set suitable 

for child therapy (CPQ; Schneider, 2004), and, more recently, a Q-set to study the therapy 

process with adolescents; the APQ used in the present study (Calderón, 2014). 

 

The PQS, CPQ, and APQ are all pantheoretical and can be used to compare different 

treatment modalities, the application of specific therapeutic components, treatment dosage, 

and more. The rating procedure both enables and requires that the rater observes the therapy 

session of interest in its entirety, independently of other sessions or some standard. The 

instruments allow for the study of differences and commonalities between therapy sessions in 

a clinically near way (Smith-Hansen et al., 2012). A recent study combined the APQ with 

other process and outcome measures to study the mechanisms of change and how they related 

to outcome in a case study with a depressed adolescent girl who benefitted from short-term 

psychodynamic psychotherapy (Ness, Dahl, Critchfield, & Ulberg, 2018). The researchers 

coded sessions from the therapy using the APQ and discovered through the interaction 

structures that the therapist applied a combination of psychodynamic and cognitive-behavioral 

techniques. The interaction structures also revealed that topics related to autonomy, including 

exploration of dependency, issues regarding self-image, and peer relationships were recurrent 

over the course of her treatment. Another recent study (Di Lorenzo & Maggiolini, 2019) used 

the APQ to investigate what therapists saw as the ideal therapeutic stance in psychodynamic 

youth psychotherapy and found that the therapists emphasized interventions along an 

expressive-supportive continuum as well as making use of the therapeutic relationship. 
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1.3 Psychodynamic psychotherapy 

The therapeutic approaches within the psychodynamic tradition are manifold. Psychodynamic 

and psychoanalytic therapies are based on the concepts and methods of psychoanalysis, as 

described and elaborated by Sigmund Freud. Freud and Josef Breuer published the first 

studies on hysteria in 1893 (Strachey, 1955/1986), and up until the age of 82, Freud expanded 

and revised his theory of psychoanalysis (Strachey, 1964/1968). Psychoanalysis is an 

extensive theory of human personality development and functioning, psychopathology, as 

well as a treatment method (Gullestad & Killingmo, 2013). Even though there is no agreed-

upon definition, psychodynamic and psychoanalytic therapies share certain features, 

distinguishing them from other therapeutic methods. Blagys and Hilsenroth (2000) reviewed 

the comparative process literature and found the following techniques to be characteristic of 

the process of dynamic therapies: 1) the focus on affect and affective expression; 2) the 

exploration of the patient’s efforts to evade certain topics or activities that disrupt the 

therapeutic progress; 3) the identification of patterns in the patient’s thoughts, feelings, 

behavior, experiences, and relationships; 4) the importance of past and childhood experiences; 

5) the emphasis on the patient’s relational experiences; 6) the focus on the therapeutic 

relationship (transference-countertransference); and 7) the exploration of the patient’s dreams, 

fantasies, and wishes. Different therapeutic approaches under the dynamic umbrella vary in 

their focus and degree of application of the abovementioned techniques (Barber, Muran, 

McCarthy, & Keefe, 2013).  

 

1.3.1 Evidence for the psychodynamic treatment of depression 

The dynamic tradition embodies both short- and long-term treatments. The long-term branch 

includes long-term psychodynamic psychotherapy (LTPP) and psychoanalysis proper (de 

Maat et al., 2013). In adults, meta-analytic evidence supports the equal effectiveness of both 

LTPP (Leichsenring et al., 2015; Shedler, 2010) and psychoanalysis (de Maat et al., 2013) 

when compared to non-dynamic treatments. Short-term psychodynamic psychotherapies 

(STPP) have been more extensively researched than long-term alternatives (Barber et al., 

2013). There is now evidence for the efficacy and effectiveness of STPP when treating a wide 

range of mental disorders in adults (Abbass et al., 2014; Leichsenring, Rabung, & Leibing, 

2004; Steinert, Munder, Rabung, Hoyer, & Leichsenring, 2017). Fewer studies have 

investigated the effect of dynamic psychotherapy in child and youth populations. Nonetheless, 

in their review of the evidence base, Midgley and Kennedy (2011) cautiously concluded that 
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dynamic psychotherapy with children and youth was as effective as comparison treatments 

concerning a range of mental disorders. Further, the last decade has produced meta-analyses 

and high-quality RCTs that have contributed considerably to the evidence base. This research 

strongly suggests that psychodynamic psychotherapy is just as effective as other approaches 

in treating children and adolescents suffering from different mental health issues (Abbass, 

Rabung, Leichsenring, Refseth, & Midgley, 2013; Midgley et al., 2017).  

 

Notably, even though the relative effect size of psychotherapeutic treatment of youth 

depression has been smaller when compared to other common mental disorders (Weisz et al., 

2017; Weisz et al., 2006), the dynamic treatment of depression in children and adolescents 

has generally received good support (Midgley et al., 2017; Palmer, Nascimento, & Fonagy, 

2013). The largest randomized controlled trial to this date has been the Improving Mood with 

Psychoanalytic and Cognitive Therapies trial (IMPACT), which included 465 adolescents 

receiving treatment for moderate to severe depression (Goodyer et al., 2011). Results from the 

IMPACT trial found STPP to be equally effective as cognitive-behavioral therapy (CBT) and 

a brief psychosocial intervention (BPI) in maintaining a significant reduction in depressive 

symptoms one year after ended treatment. Although not significant, additional findings gave 

some indication of the possible long-term results of dynamic interventions: At 1-year follow-

up, 85% of the participants in the STPP arm no longer met the diagnostic criteria for 

depression, against 75% in the CBT and 73% in the BPI arms. Relapse rates were also lower 

among participants who had received dynamic psychotherapy, with only 4% having 

experienced relapse at 1-year follow-up, compared to 17% and 12% in the CBT and BPI 

arms, respectively (Goodyer et al., 2017). Others (e.g., Kolaitis et al., 2014; Salzer, Cropp, 

Jaeger, Masuhr, & Streeck-Fischer, 2014) have presented similar results, providing good 

support for the dynamic treatment of youth depression. 

 

1.3.2 Transference-countertransference 

Transference, as defined by Freud, occurs when “the patient sees in [the therapist] the return, 

the reincarnation, of some important figure out of his childhood or past, and consequently 

transfers him on to [the therapist] feelings and reactions which undoubtedly applied to this 

prototype” (Freud, 1940/1964, p. 174). Transference work entails analyzing and interpreting 

the transference in the therapeutic dyad (Høglend et al., 2011). The First Experimental Study 

of Transference-interpretations (FEST) found transference work to be particularly useful for 
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patients with a more severe and complex pathological picture as well as poorer interpersonal 

functioning (Høglend et al., 2011). A recent trial, inspired by FEST and IMPACT, set out to 

explore the effects of transference work in connection with youth depression (FEST-IT) 

(Ulberg, Hersoug, & Høglend, 2012). FEST-IT randomized 69 adolescents aged 16 through 

18 to short-term psychodynamic psychotherapy with or without transference interpretations. 

Five categories of transference interventions were outlined. The therapist either 1) addressed 

the patient-therapist transaction; 2) promoted discussion on thoughts and feelings about the 

therapy and the therapist’s style; 3) encouraged the patient to share beliefs about the 

therapist’s thoughts and feelings about him/her; 4) drew connections between the therapist 

and dynamic material; and 5) interpreted and linked repetitive interpersonal patterns to the 

patient-therapist transactions (Ulberg et al., 2020). Results from the trial indicate that 

adolescents invited by their therapist to discuss the therapeutic relationship in the here-and-

now improve significantly from their self-reported symptoms of depression in comparison 

with adolescents in therapeutic processes not engaging in this form of reflection (Ulberg et al., 

2020).  

 

Mirroring the phenomenon of the patient’s transference on to the therapist, Freud described 

the idea of countertransference in order to capture the therapist’s feelings towards the patient. 

Freud initially saw countertransference as a nuisance, as irrational reactions based on the 

therapist’s own unresolved conflicts (Freud, 1910/1968). However, as evident in his writings, 

he eventually came to regard countertransference as a therapeutic tool: “[the therapist] must 

turn his own unconscious like a receptive organ towards the transmitting unconscious of the 

patient” (Freud, 1912/1962, p. 115). Since then, the pendulum has swung back and forth 

between these two stances. Zachrisson (2009) proposes that the useful and interfering aspects 

of countertransference exist within the same phenomenon, providing knowledge of the patient 

and distorting the therapist’s perception and understanding. Countertransference is thus an 

omnipresent phenomenon in the therapeutic dyad that the therapist must sort and work out. 

 

The empirical study of countertransference presupposes that the therapists are aware of and 

are willing to report both positive and negative feelings emerging in interactions with patients. 

Such studies often deploy self-report questionnaires (Dahl et al., 2017). One widely used 

questionnaire is the Feeling Word Checklist (FWC; Whyte, Constantopoulos, & Bevans, 

1982), which contains words that outline the variety of feelings that may be invoked for the 

therapist in a therapy session. There are several versions with varying numbers of words, 
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ranging from 12 to 58. Studies have described between three to seven factors depending on 

the version used as well as the therapist and patient populations included (Breivik et al., 

2020). Ulberg and colleagues (2013) found four factors when applying a 24-item version of 

the FWC in individual therapy with adolescents. In their study, therapists would feel either 

Confident (playful, open, content, warm, happy, vigorous, enthusiastic), Inadequate (nervous, 

helpless, overwhelmed, tense, thunderstruck), Disengaged (indifferent, cold, irritated, tired 

of), or Pragmatic (prudent, neutral) during sessions. Countertransference feelings of 

inadequacy and, in particular, disengagement, have been linked to a poor therapist-rated 

alliance in adult (Dahl, Røssberg, Bøgwald, Gabbard, & Høglend, 2012) and in youth 

populations (Ulberg et al., 2013). Moreover, transference work in dyads where the therapist 

feels disengage could be harmful to the process, as well as have a negative impact on outcome 

– especially for patients with a history of poor, unrequited, and difficult relationships (Dahl et 

al., 2017).  

– 

The previous sections have provided a review of the relevant literature on the effective 

psychological treatment of youth depression. The following section focuses on the obstacles 

arising when treating adolescents. For the purpose of this thesis, particular attention will be 

paid to the current knowledge of youth psychotherapy dropout. 

 

1.4 Challenges in youth psychotherapy 

Ever since Antiquity, adolescence has been considered a unique developmental phase. 

Aristotle believed that issues concerning autonomy, identity, and choice of career, was central 

to the pubertal years, and Plato recognized that youth was the first life phase that offered the 

cognitive capacity of reasoning (Butcher & Kendall, 2018). Modern dynamic thinkers like 

Erik H. Erikson (1951/1995) have presented similar developmental themes. Erikson proposed 

that the essential task of youth was identity formation, in contrast to role confusion, and 

described the adolescent mind as “the moratorium, a psychosocial stage between childhood 

and adulthood” (p. 236). Contemporary research indicates that the cognitive and emotional 

development that occurs during the teenage years similarly manifests itself in the expression 

of mental health issues (Butcher & Kendall, 2018). Research on youth depression illustrates 

that the essential phenomenological components distinguishing adolescents from adults and 

children include complicated feelings of untimely and excessive guilt, shame, futility, as well 

as self-image and self-esteem issues – a change that is seen in relation to the young person’s 
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growing capability of reflective thought and increased social awareness (Fristad & Black, 

2018). Changes in the clinical picture of youth psychopathology alter what constitutes 

effective therapeutic interventions with this age group (Butcher & Kendall, 2018; Shirk, 

Stiles, & Leonard, 2018). Yet, the development of advanced cognitive capabilities also 

enables therapists to work within complex therapeutic tactics that require patient skills in self-

observation and self-monitoring (Shirk, 2001). In other words, youth psychotherapy requires 

sensitive tools to detect the cognitive and emotional stage of young patients.  

 

Conversely, doing transference work with adolescents seem to require additional tact. 

Experienced dynamic therapists stress that transference interventions need to be carefully 

adapted and relevant to the therapeutic material with adolescents, even more so than with 

adults. They argue that some young people may be better off without transference work, 

especially in cases with low mentalization abilities (Jones, Råbu, Røssberg, & Ulberg, 2020). 

Correspondingly, in terms of countertransference, adolescents may induce in their therapists 

reactions that secede themselves from those evoked with younger children and adults. These 

reactions can have distinct affective qualities as well as intensity, and may be challenging for 

the therapist to handle (Brandell, 1992; Tanzilli, Gualco, Baiocco, & Lingiardi, 2020). 

Working therapeutically with adolescents may then be particularly challenging. Moreover, the 

notion of change may confront the young person’s growing need for autonomy and identity 

formation (Meeks, 1971), especially as adults – including the therapist – is in a position where 

their influence over the young person is reduced in favor of peer influence (Shirk et al., 2018). 

The adolescent’s need to negotiate autonomy may thus be played out in the therapeutic 

relationship by arriving late, failing to attend sessions, or cease to show up. 

 

1.4.1 Youth psychotherapy dropout 

Premature termination of psychotherapy is a common problem when treating mental health 

issues. Reviews suggest that up to 74% of adult patients drop out of therapy at outpatient 

health care services (Swift & Greenberg, 2012). The last meta-analysis (de Haan et al., 2013) 

described similar rates in child and adolescent populations. Interestingly, among adults, 

depression, in particular, has been linked to higher dropout rates (Fernandez, Salem, Swift, & 

Ramtahal, 2015). In that connection, less severe depression at the beginning of treatment has 

been found to predict early therapy dropout in adults (Simon & Ludman, 2010). Depression 

and severity of depressive symptoms have, however, not been linked to therapy dropout 

among youths (O’Keeffe et al., 2018). Still, premature termination among young individuals 
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suffering from depression continues to be a major concern, as the underlying reasons for the 

depression most likely remain unresolved. Therapy dropout has been associated with poorer 

outcomes in depressed adults and children (Cahill, Barkham, Hardy, & Rees, 2003; Kazdin & 

Wassell, 1998; Saatsi, Hardy, & Cahill, 2007). In general, young individuals who drop out of 

therapy are believed to be at risk of their issues persisting and possibly worsen, and 

consequently growing up to rely on mental health care services (Reis & Brown, 1999). 

Nevertheless, recent findings question this view. Having investigated prognostic implications 

for depressed adolescents who dropped out of therapy, O’Keeffe, Martin, Goodyer, and 

colleagues (2019) found no significant difference between therapy dropouts and completers 

on a self-report measure of depressive symptoms. They did, however, find that youths who 

dropped out were more likely to satisfy the diagnostic criteria of depression at posttreatment, 

though not at subsequent follow-ups. Thus, the nature of youth psychotherapy dropout is 

largely incomprehensible.  

 

Researchers have long tried to understand and predict youth psychotherapy dropout. Early 

research (Kazdin, 1996) suggested that the presence of certain patient variables would 

increase the likelihood of premature termination of treatment. Several demographic variables 

have been investigated, including age, gender, socioeconomic status, and being of ethnic 

minority status, but findings have been conflicting and inconsistent (Bohart & Wade, 2013). 

In fact, the only demographic variable that appears to increase the risk of dropout is belonging 

to an ethnic minority (de Haan, Boon, de Jong, Geluk, & Vermeiren, 2014; de Haan et al., 

2013), an observation which stresses the importance of cultural adaption of any treatment 

(Wampold, 2015). Thus, the support for pretreatment patient characteristics is not adequately 

explored to reliably predict therapy dropout among youths (de Haan et al., 2013). Recently, 

however, a study suggested that psychological pretreatment factors may more accurately 

predict who drops out of therapy. Rubin, Dolev, and Zilcha-Mano (2018) found that low 

rater-evaluated intrapsychic functioning (i.e., ability to mentalize, reflect on one’s own role in 

interpersonal relationships, and process difficult experiences) at intake strongly predicted 

higher dropout rates at a university consulting center offering psychodynamic therapy. Low 

intrapsychic functioning has previously been associated with discomfort with the therapeutic 

setting, inclination to act out any relational matters with the therapist, and low levels of 

insight beginning treatment that leads to frustration – all of which increased the risk of 

premature termination (Waska, 2002). Other types of patient characteristics may offer insights 

into the in-treatment premises that the patients bring with them. In fact, in-treatment factors 
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appear to be more reliable predictors of dropout; and more importantly, therapists can 

influence and change such factors (Armbruster & Kazdin, 1994; de Haan et al., 2013). Few 

have delved into patient characteristics in exclusively adolescent populations. Hence, little is 

still known about the psychological characteristics that are important in youth psychotherapy.  

 

Some have approached the issue of youth psychotherapy dropout by asking the persons in 

question. O’Keeffe, Martin, Target, and Midgley (2019) interviewed 32 adolescent therapy 

dropouts and their therapists. The adolescents had dropped out of one of the treatment arms in 

the IMPACT trial, that is, either short-term psychoanalytic psychotherapy, cognitive-

behavioral therapy, or a brief psychosocial intervention. The researchers identified three 

distinct dropout types: dissatisfied, got-what-they-needed, and troubled. The dissatisfied 

dropouts often quit their treatment because they did not like the therapist’s methods or 

because of relational issues in the dyad. They felt that they were not benefitting from the 

treatment and that they could not address the aspects they were dissatisfied with. On the other 

side, the therapists of the dissatisfied type stated that their patients displayed some resistance 

and were not aware of their patients’ dissatisfaction. The got-what-they-needed dropout type 

reported stopping therapy as they felt they had improved and did not need further treatment. 

Similarly, the therapists of the got-what-they-needed dropouts saw that their patients had 

improved yet believed they could have benefitted more from continued therapy. The final 

type, the troubled dropouts, ended their treatment due to experiencing instability in their lives, 

causing an inability to engage in therapy.  

– 

To summarize, youth depression is on the rise. Psychodynamic psychotherapy is one effective 

way to treat youth depression. However, high dropout rates among youths pose a substantial 

problem both in clinical, empirical, and societal settings. On the one hand, therapy dropout 

constitutes a key challenge to sufficient health care provision; on the other hand, it has 

ramifications for the quality of care delivered to those who stay in therapy. In particular, the 

treatment may be impaired by long waitlists and sub-optimal treatment dosage and frequency. 

Therapy dropout is also often preceded by canceled or missed appointments, resulting in 

unnecessary expenses for mental health care services when treatment slots are left unutilized 

(Bohart & Wade, 2013; Kazdin, 1996). In a therapeutic sense, adolescence is a unique chance 

for emotional and relational corrective experiences, provided by meaningful relationships 

with secure and reliable adults. In this sense, therapy dropout constitutes a barrier, cementing 

poor inner working models of the world outside and the people in it. A comprehensive 
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understanding of the nature of youth psychotherapy dropout is of crucial relevance to the 

clinic, research, and policymakers. Research on this field has mainly focused on pretreatment 

patient factors. Even so, such factors are static, of which the therapist has minor influence. 

What the therapist can influence is the inner workings of the therapeutic setting. Yet, little is 

known about in-session processes in dropout therapies. Therapists, being aware of such 

processes, may be enabled to identify youth at risk and proceed to turn things around in time. 

 

1.7 Aim and research questions 

The present study’s endeavor was to examine predictors of premature endings in short-term 

psychodynamic psychotherapies with adolscents diagnosed with major depressive disorder. 

Therapy dropout was defined a priori by FEST-IT (Ulberg et al., 2012) as having attended up 

to 12 of the predetermined 28 sessions.  

 

The research questions were: 

1) How many depressed adolescents dropped out of the FEST-IT trial, and what 

characterized them before the therapy started? 

2) As presented with interaction structures, what early in-session processes are 

indicative of depressed adolescents who drop out? 

3) Is therapy dropout associated with a poor working alliance as rated by the therapist? 

4) Do therapists have negative emotional experiences during sessions with youths who 

drop out of treatment? 

5) Will youth psychotherapy dropouts have a poorer outcome than youths who complete 

therapy?
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2 Method 

2.1 Design 

The present study applied a mixed-methods design, combining independent between-group 

comparisons with a Q factor analytic approach to the in-session processes of prematurely 

ended psychodynamic psychotherapies with adolescents with major depressive disorder 

(MDD). Making use of the Adolescent Psychotherapy Q-set, this study set out to explore the 

early processes of interrupted therapies and how these processes related to both pretreatment 

and in-treatment variables, as well as outcome.  

 

2.1.1 The First Experimental Study of Transference work–in Teenagers 

The present study was part of the First Experimental Study of Transference work–in 

Teenagers (FEST-IT) (Ulberg et al., 2012; Ulberg et al., 2020) – a partnership trial between 

the Department of Psychiatry of the Institute of Clinical Medicine at the University of Oslo, 

and the Vestfold Hospital Trust. FEST-IT is a patient and observer-blind randomized clinical 

trial with a dismantling design directed at exploring the specific effects of transference work 

in short-term psychodynamic psychotherapy with 69 adolescents suffering from MDD.  

 

2.1.2 The treatment 

The treatment entailed short-term psychodynamic psychotherapy over 28 weeks, with one 

session a week lasting 45 minutes. The therapy sessions were audio-recorded. The patients 

were randomly assigned to one of two treatment modalities, either with transference 

interventions (n = 39) or no transference interventions (n = 30). Both treatment modalities 

applied general dynamic techniques and were standardized using the manual of the 

psychoanalytic arm of the IMPACT trial (Goodyer et al., 2011). The manual emphasizes 

techniques that aim at helping the young individual to overcome developmental issues. It 

outlines the importance of interpretation of unconscious conflicts, attachment theory, and the 

notion of inner working models. The interventions of both treatment modalities are directed at 

exploring the adolescent’s interpersonal relationships as well as the thoughts and feelings that 

the adolescent possibly evades and call attention to repetitive patterns of thoughts, feelings, 

and actions. In the treatment modality applying a moderate level of transference work (i.e., 

one to three per session), the therapists prescribed additional interventions that 1) addressed 

the dynamic of the patient-therapist relationship in the here and now; 2) instigated exploration 
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of thoughts and feelings regarding the therapy and the therapist; and 3) drew attention to 

direct manifestations of transference and linked repetitive interpersonal patterns to 

transactions between patient and therapist. 

 

2.1.3 Ethical considerations 

The present study analyzed sensitive and confidential patient data. The Regional Committees 

for Medical and Health Research Ethics (REC) approved the FEST-IT study protocol  

(REK: 2011/1424 FEST- IT). The present study was also approved by REC (Appendix A). 

Children and adolescents are considered particularly vulnerable research subjects, as they are 

less able to make informed and deliberate decisions compared to adults. Both treatment 

modalities offered in the FEST-IT trial are empirically founded and well-suited for the 

treatment of youth depression. All patients gave informed written consent prior to entering the 

trial. Every patient was given an identification number upon entering, and all patient-related 

data was anonymized and stored in the Services for sensitive data (TSD) platform. As an 

external contributor to the FEST-IT trial, the author of this thesis has signed a perpetual non-

disclosure agreement. 

 

2.2 Participants 

2.2.1 The patients 

The patients (N = 69) included were aged 16 through 18. They were recruited among 

adolescents with depressive symptoms referred to private practices and public child and 

adolescent outpatient health care services in the Oslo area and (the former) Vestfold county of 

the South-Eastern Health region in Norway. None of the adolescents were from minority 

populations. The adolescents met the inclusion criteria of the current Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR; 

American Psychiatric Association, 2000) unipolar MDD. Exclusion criteria were generalized 

learning difficulties, pervasive developmental disorders, psychosis, and substance abuse 

(Ulberg et al., 2012). Comorbidity was assessed in conformity with DSM-IV-TR criteria 

using the Mini-International Neuropsychiatric Interview (Version 6.0.0) (Sheehan et al., 

1998) and the Structured Interview for DSM-IV Personality (Pfohl, Blum, & Zimmerman, 

1997).  
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2.2.2 The therapists 

The therapists (N = 12) were experienced clinical psychologists or psychiatrists with a 

minimum of two years of formal education in psychodynamic psychotherapy, as well as 

special training in psychotherapy with children and adolescents. The therapists attended an 

additional 1-year training program to provide a moderate level of transference interpretations 

and dynamic psychotherapy without transference interventions. All therapists treated 

adolescents in both treatment modalities.  

 

2.3 Measures 

2.3.1 Process measures 

The Adolescent Psychotherapy Q-set (APQ) 

The Adolescent Psychotherapy Q-set (APQ) was the main process measure of the present 

study. The APQ is a theoretically neutral scoring instrument designed to describe the 

therapeutic process with youths by means that are fit for quantitative comparison and analysis 

(Calderón, 2014). The APQ is an adapted version of the Psychotherapy Process Q-set (Jones, 

2000) and the Child Psychotherapy Q-set (Schneider, 2003). It consists of 100 items.  

40 allude to the young person’s feelings, expectations, behavior, and attitudes (e.g., “Young 

person feels sad or depressed”), 30 to the therapist’s behavior and position (e.g., “Therapist 

attends to young person’s current emotional states”), and 30 to the nature of the interaction 

(e.g., “Humor is used”). The coding procedure involves placing the 100 items into nine piles, 

ranging from 1 (extremely uncharacteristic) to 9 (extremely characteristic). The middle pile, 

5 (relatively neutral), contains the items that are rather unimportant in describing the session. 

Based on one session as a whole, the rater considers the salience (i.e., the presence or obvious 

absence) of every item against one another before placing them in the most fitting pile. The 

rater strives to be as objective as possible, observing the session from a third-person point of 

view and taking note of behavioral and verbal cues as evidence for the presence or absence of 

each item. The coding manual (Calderón, Midgley, Schneider, & Target, 2014) provides 

definitions of every item with examples to aid in the scoring process. The items are thus 

carefully placed into one of the nine piles, each of which has a limit as to how many items it 

can hold; the extremities hold the least, the middle neutral the most. The prearranged pile 

limit forms a quasi-normal distribution, as shown in Figure 1 (Calderón et al., 2014). The 

APQ has demonstrated good validity and reliability (Bychkova, Hillman, Midgley, & 

Schneider, 2011; Calderón, Schneider, Target, & Midgley, 2017). 
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Figure 1. The prearranged distribution of items using the APQ. Screenshot from the specialized APQ 
sorting website (Dawson, 2013): Pile number, descriptor, and item limit per pile are indicated at the 
top. This finished Q sort belongs to a session included in the present study. 

 

The Working Alliance Inventory (WAI) 

The Working Alliance Inventory is a self-report tool used to measure the strength of the 

therapeutic alliance (Horvath & Greenberg, 1989). It is based on Bordin’s (1979) tripartite 

model of the working alliance, which incorporates three different aspects, that is, agreed-upon 

goals of the therapy, agreement on the tasks to reach the goals of therapy, and an emotional 

bond between the patient and therapist. In the present study, the revised 12-item short form 

(WAI-SR; Hatcher & Gillaspy, 2006) was used to assess the therapeutic alliance as 

experienced by the therapists, as the therapist-rated alliance has been proposed as a better 

predictor of dropout in youth psychotherapy (Ormhaug & Jensen, 2018). The WAI-SR 

statements are evenly distributed across the three domains of the working alliance, with four 

statements measuring each. The Norwegian version has a seven-point Likert scale ranging 

from never (1) to always (7). The total score (i.e., the average of all scores) from one session 

rated by one respondent ranges from 1 to 7, of which a score of 7 indicates a perfect working 

relationship. The WAI measures are widely used in research to assess the therapeutic alliance. 

Studies have shown that the WAI-SR effectively differentiates the three components of the 
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working alliance, as well as having good validity and reliability (Hatcher & Gillaspy, 2006; 

Munder, Wilmers, Leonhart, Linster, & Barth, 2010). 

 

The Feeling Word Checklist (FWC) 

As outlined above, the Feeling Word Checklist is a self-report instrument used to measure the 

therapists’ countertransference feelings. The present study applied first a 24-word version 

(FWC-24; Odhammar, Sundin, Jonson, & Carlberg, 2011; Ulberg et al., 2013), denoting 

different feelings that the therapist might experience during a therapy session (e.g., playful, 

neutral, annoyed). After ten patients were included in the trial, four additional words (i.e., 

motherly, dominant, important and affectionate making up a Parental factor) were added 

from the 58-word version applied in the FEST trial (Høglend et al., 2011; Røssberg, Hoffart, 

& Friis, 2003). The instructions to the respondents were framed in the following manner: 

“Together with the adolescent, in this session I felt,” followed by the listed feeling words, 

after which each word is rated on a four-point rating scale ranging from 0 (not at all) to 3 

(very much). In the end, the therapist is asked to assess the patient’s motivation and resistance 

in the session using a rating scale with anchored endpoints that range from 1 (The patient 

displayed great resistance. Would not cooperate at all) to 10 (The patient displayed high 

commitment and partaking). 

 

2.3.2 Outcome measures 

The Psychodynamic Functioning Scales (PFS) 

The Psychodynamic Functioning Scales (PFS; Høglend et al., 2000) measure change beyond 

symptom relief following psychodynamic treatment. It consists of six subscales: 1) Quality of 

Family Relations; 2) Quality of Friendships; 3) Quality of Romantic/Sexual Relationships;  

4) Tolerance for Affects; 5) Insight; and 6) Problem Solving Capacity. The FEST-IT trial did 

not include the Quality of Romantic/Sexual Relationships scale due to the patients’ age. Each 

scale is rated from 1 to 100, divided into ten levels, of which a score between 1-10 represents 

the lowest functioning, and score a between 91-100 the highest functioning. To assist in the 

rating process, qualitative descriptors of how the patient relates to self and others accompany 

every level. In adult populations, the PFS has demonstrated good validity and reliability 

(Bøgwald & Dahlbender, 2004). Ness and colleagues (2018) found the interrater reliability to 

be on average good on the relational subscales (1 and 2) and fair to good on the dynamic 

subscales (4, 5, and 6) in an adolescent population. 
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Beck Depression Inventory (BDI) 

The Beck Depression Inventory (BDI-II; Beck, Steer, Ball, & Ranieri, 1996) is a self-report 

measure of depression. It consists of 21 items that together assess the intensity of the 

individual’s depressive symptoms during the past two weeks. The items are rated on a four-

point scale from 0 to 3, which consists of statements that increase in severity. Two items have 

seven-point scales to specify either increase or reduction in sleep and appetite. The total score 

of the BDI-II indicates one of four categories of depression severity: minimal (0-13), mild 

(14-19), moderate (20-28), and severe (29-63). Reports have demonstrated the validity and 

reliability of the BDI-II (Beck et al., 1996; Wang & Gorenstein, 2013). 

 

The Montgomery Åsberg Depression Rating Scale (MADRS) 

The Montgomery Åsberg Depression Rating Scale (MADRS; Montgomery & Åsberg, 1979) 

is an observer-rated measure of depression. The MADRS assesses ten different manifestations 

of depression, that is, external signs of depression, reported sadness, inner tension, sleep 

deprivation, diminished appetite, concentration difficulties, lassitude, inability to feel, 

pessimism, and suicidal ideation. Each symptom’s presence and severity are graded on a 

seven-point scale from 0 to 6, accompanied by appropriate descriptors. The total score varies 

from 0 to 60, of which higher scores indicating more severe depressive symptoms. A score of 

30-35 or higher is in line with the symptom severity associated with major depressive 

disorder. The cut-off score indicative of remission is either 9/10 (Cusin, Yang, Yeung, & 

Fava, 2010) or 10/11 (Zimmerman, Posternak, & Chelminski, 2004). In research, a cut off of 

11/12 is often used (Malt, 2016). Studies have reported very high internal consistency 

(Galinowski & Lehert, 1995), good interrater reliability (Montgomery & Åsberg, 1979) and 

validity (Müller, Himmerich, Kienzle, & Szegedi, 2003). 

 

2.4 Procedures 

2.4.1 Coding 

Four different raters coded the therapy sessions using the APQ in the present study. One rater 

was a FEST-IT researcher, a specialist in clinical psychology and a psychoanalyst, with more 

than 15 years of clinical practice and experience. Three raters, including the author of this 

thesis, were students in their sixth year of the clinical psychology integrated master’s program 

at the University of Oslo. One of the student raters had some clinical experience, while the 

two others had none, apart from the clinical training included in the master’s program. All 
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raters had attended a minimum of two full days of training in the APQ coding instrument by 

the developer, Ana Calderón. All raters subsequently coded therapy sessions from the 

IMPACT and FEST-IT trials until reliable. 30% of the sessions included in the present study 

were coded by two raters with a satisfactory inter-rater reliability of  > .60. 

 

The coding of sessions took place through a dedicated website (Dawson, 2013) for the PQS, 

CPQ, and APQ measures, which makes sure that each pile contains the correct number of 

items following sorting. The website also allows for easy reference to the APQ coding 

manual. Figure 1 gives an impression of the APQ sorting page of the online coding program. 

The coding procedure involved listening to the audio recording of a particular session whilst 

making note of its important features. After having listened to the session in its entirety, the 

rater would come to a short formulation of the material and then directly code the session. 

This procedure took approximately two to three hours to complete.  

 

2.3.2 Q factor analysis and statistics 

The Q sorts from were intercorrelated and by-person factor-analyzed using the PQMethod 

software (Version 2.35; Schmolck, 2014). PQMethod is tailored to meet the requirements of 

studies applying Q methodology by allowing the data to be entered into the program as they 

were collected, that is, as columns, instead of rows. PQMethod executed Principal component 

analysis for factor extraction and Varimax for rotation.  

 

The following statistical procedures were executed using IBM SPSS Statistics (Version 26). 

The one-way between-groups analysis of variance (ANOVA) was utilized to explore 

differences in outcome measures (PFS, BDI, MADRS). The more robust Welch’s test was 

added due to unequal sample sizes and unequal variances in the dependent variables between 

groups. Regular one-way between-groups ANOVAs were utilized to explore differences in 

process measures (WAI subscales, FWC motivation measure), as the assumption of 

homogeneity of variances was not violated. To reduce the risk of making Type I errors due to 

multiple testing, a Bonferroni correction (0.05 / number of tests) was applied for outcome 

measures and process measures separately, as well as for running post hoc tests in cases 

where the ANOVA analyses yielded statistically significant results. The effect sizes for any 

significant differences between group means were calculated in Microsoft Excel using the 

omega squared formula, which is corrected for upward bias with small samples (Hays, 1973):  
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         1 

𝜔2 =  
𝑆𝑆𝐵 − (𝑘 − 1) ×  𝑀𝑆𝑊

𝑆𝑆𝑇 + 𝑀𝑆𝑊
 

 

Omega squared gives the percentage of the variance in the dependent variable that is 

explained by group affiliation in the independent variable. Cohen’s (1988) rule of thumb 

suggests that an omega squared of .01 is a small effect, .06 a medium effect, and .14 a large 

effect.

 
1 SSB = Sum of squares between groups. (k – 1) = groups in the independent variable minus one.  

MSW = Mean square within groups. SST = Sum of squares total. 
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3 Results 

In accordance with the dropout definition of having attended up to 12 sessions, 21 patients 

were identified as dropouts, resulting in a dropout rate of roughly 30% in the present study.  

 

3.1 Pretreatment patient characteristics 

All adolescents included in FEST-IT were diagnosed with major depressive disorder (MDD) 

upon entering the trial. Table 1 presents patient characteristics of treatment completers and 

dropouts at baseline. There were more males among the dropouts. The percentage assigned to 

the treatment modality with transference work was slightly lower for the dropout group. The 

rate of personality disorders was larger among the completers, as was the high risk of suicide. 

 
Table 1. Pretreatment patient characteristics of completers and dropouts 
Pretreatment patient characteristics of completers and dropouts 

 Completers  Dropouts  Total 

  n = 48  n = 21  N = 69 

  n (%)  n (%)  n (%) 

Sex  
 

 
 

 

Female 41 (85)  16 (76)  57 (83) 

Male 7 (15)  5 (24)  12 (17) 

Treatment modality  
 

 
 

With TI 29 (60)  10 (48)  39 (57) 

Without TI 19 (40)  11 (52)  30 (43) 

Axis 1 (M.I.N.I.)  
 

 
 

 

Anxiety disorders 23 (48)  10 (48)  33 (48) 

PTSD 1 (2)  1 (5)  2 (3) 

Eating disorders 2 (4)  0 (0)  2 (3) 

Axis 2 (SIDP-IV)a      

     PD 21 (44)  5 (24)  31 (45) 

     No PD 26 (54)  16 (76)  37 (54) 

Suicide risk      

Moderate 4 (8)  3 (14)  7 (10) 

High 3 (6)  0 (0)  3 (4) 
      

  M (SD)  M (SD)  M (SD) 

Age 17.3 (0.7)  17.3 (0.9)  17.3 (0.7) 

Sessions 24 (4.9)  6 (3.3)  18 (9.6) 

Number of PD criteria (SIDP-IV)a 14 (9.1)  10 (5.7)  13 (8.4) 
Note. The table shows patient characteristics at baseline of 69 adolescents with MDD who either completed or dropped out 
of short-term psychodynamic psychotherapy. TI = transference interventions. PD = personality disorder. 
a Missing data for one patient among the completers (2% out on n).  
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3.2 Early processes of therapy dropouts 

3.2.1 Patient selection  

To identify cases for the investigation of early processes of prematurely ended therapies a 

search was carried out in the FEST-IT material. In accordance with the dropout definition of 

having attended a maximum of 12 therapy sessions, the search initially identified 21 patients. 

However, as the present study aimed at exploring third-session process variables, only 

patients that had attended the third session were of interest; this excluded three patients. The 

audio-recordings were missing for two of the patients meeting the abovementioned criteria. 

The procedure thus resulted in the inclusion of 16 patients. This dropout subsample consisted 

primarily of females (75%). The mean age was 17.25 (SD = 0.93). Half of the dropout 

subsample had been randomly assigned to the treatment modality with transference work. The 

prematurely ended therapies of the subsample had lasted an average of 6.69 sessions (SD = 

2.89). 

 

3.2.2 Q factor analysis 

Principal component analysis was performed for factor extraction and Varimax for rotation. 

To make a decision on the number of factors to retain and interpret, Watts and Stenner (2012) 

urge to use a combination of different criteria. Several objective criteria were explored in 

order to keep factors that explained a healthy portion of the total variance yet made clinical 

sense upon inspection. 

 

First, Brown’s (1980) criterion of accepting factors that have two, but preferably three or 

more, significant factor loadings (i.e., correlating Q sorts), was considered. A significant 

factor loading for the present study was set to .35, somewhat higher than the conventional 

level of .30 (Bordens & Abbott, 2018). This was done to include as many Q sorts as possible 

and, at the same time, avoid confounding between factors. Brown’s criterion suggested that 

five factors could be further explored. Next, the Kaiser-Guttman criterion of keeping factors 

with Eigenvalues (EV) higher than 1.00 (Guttman, 1954; Kaiser, 1960), suggested reducing 

the number of factors to four. However, relying on the Kaiser-Guttman criterion may result in 

the extraction of too many factors (Kline, 1994). Consequently, a parallel analysis (Horn, 

1965) was run in IBM SPSS Statistics (Version 26), applying the syntax by O’Connor (2000) 

downloaded from https://people.ok.ubc.ca/brioconn/nfactors/nfactors.html. A parallel analysis 

calculates the EVs that would result from the data even when there are no factors present. The 
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factors whose EVs exceed the 95th percentile EVs generated from 1000 random data sets 

should be retained (Watts & Stenner, 2012). Only the EVs of the first and second factors met 

this criterion. The two factors made clinical sense and included fifteen of the sixteen Q sorts. 

A two-factor solution was retained. 

 

The two-factor solution explained 45% of the total variance, which is greater than the 35-40% 

that represents a reliable model in factor analysis (Kline, 1994). The first factor had an EV of 

4.06, the second an EV of 3.21. Both factors had at least three Q sorts that loaded 

significantly on them and that were non-confounded with the other factor.  

 

Based on the two-factor solution, all significant and non-confounding Q sorts were used to 

create the factor estimates. Here, a factor estimate represents the prototypical therapy session 

belonging to a factor. The factor estimates are calculated based on a weighted averaging of its 

Q sorts, with higher loading Q sorts contributing relatively more to the factor estimate (Watts 

& Stenner, 2012). Eight Q sorts generated the estimate for the first factor and seven for the 

second factor – in line with Brown’s (1980) conclusion that each factor estimate should be 

based on a minimum of two Q sorts, preferably three or more, to be reliable. Upon the 

creation of factor estimates, the z scores for every APQ item were calculated together with the 

factor arrays. A factor array is a factor-exemplifying Q sort that provides a visual 

presentation of what a perfectly loading Q sort might have looked like (Watts & Stenner, 

2012). Factor interpretation was based on the descriptions of the APQ items with the highest 

and the lowest z scores, as well as the patterning of APQ items in the factor arrays. The 

interpreted factors, that is, the interaction structures, were given clinically meaningful names.  
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3.2.3 Interaction structures 

Here, the interaction structures (INST) are presented by the use of clinically meaningful 

narratives. Each narrative is based on the items with the highest and the lowest z scores of the 

respective factor. All descriptions originate from the Adolescent Psychotherapy Q-set coding 

manual (Calderón et al., 2014).  

 

INST 1: Trust and vulnerability working with strong, painful affects 

The first interaction structure had an Eigenvalue (EV) of 4.06 and explained 24% of the 

variance. Eight out of 16 sessions made up INST 1 with a mean factor loading of .65, ranging 

from .37 to .80. 

 

In this interaction structure, the young person’s current peer and family relationships are a 

major focus of discussion (63; 2.051, 92). The young person describes and reacts to being 

unfairly treated by others (55; 1.501, 8) and elaborates on emotional qualities related to social 

exchanges (6; 2.067, 9). The young person voice feelings, thoughts, and perceptions of him-

/herself (35; 1.518, 8), and there is a discussion of how the young person’s perceptions of 

events and current emotional states are linked to past experiences (92; 1.584, 8). The young 

person appears focused deliberating these issues (67; –1.787, 2) and breaks silences and 

supplies information spontaneously and in response to the therapist’s probes, and actively 

pursues and explains (15; –2.157, 1). Moreover, the young person demonstrates powerful 

emotional involvement with the material (53; –1.964, 1) while experiencing outbursts of 

troublesome and painful affects (26; 1.355, 8) evident through intonations and vivid language 

(40; 1.277, 8). In sum, the young person shows the capacity to share the experience of being 

vulnerable (8; 2.125, 9). 

 

The therapist in this interaction structure, leaves the young person to determine what is and is 

not spoken of (17; –1.372, 2), and does not attempt to facilitate the young person’s talk, 

leaving the young person to decide how much to speak (3; –0.999, 8). The therapist aids in the 

exploration of particular incidents that do not make sense to the young person (9; 1.771, 9) by 

inviting curiosity on thoughts and feelings of self and others (97; 1.596, 8) and drawing 

attention to the feelings that the young person regards as inappropriate, wrong, and dangerous 

 
2 This entry refers to the APQ item number, its z score, and pile placement in the factor array, respectively. The 

items with negatively signed z scores were rephrased to avoid double negation. 
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(50; 1.370, 8). However, the therapist does not attempt to calm the young person’s anxieties 

around the current situation or instill hope that matters will improve (66; –1.504, 2). 

 

Finally, the young person and the therapist communicate with each other in a clear, coherent, 

and organized manner (54; 1.628, 9; 46; 1.218, 8) that is readily intelligible for the young 

person (5; –1.702, 2). The young person does not exert control over the interaction, working 

with the therapist in a collaborative fashion (87; –1.322, 2), and seems to manage the ending 

of the session without difficulty (52; –1.084, 2). The dyad appears to have a good working 

relationship, as the young person communicates that the therapist understands his/her 

experience and feelings (14; –1.847, 2), is trusting and unsuspicious (44; –2.141, 1), and 

demonstrates low resistance (42; –2.018, 1; 58; –1.960, 1). 

 

The adolescents of INST 1 had attended an average of 7.88 (SD = 3.27) sessions. This group 

consisted entirely of females. The mean age was 17.6. The majority (75%) had been assigned 

to the treatment modality with transference interpretations. 

 

INST 2: Resistance and emotional detachment in a dyad gone awry 

The second interaction structure had an EV of 3.21 and explained 21% of the variance. Seven 

out of 16 sessions were exemplary of INST 2 with an average factor loading of .67, ranging 

from .59 to .74.  

 

In this interaction structure, the young person does not seem to care about what is spoken of 

(53; 2.309, 9) and presents him-/herself as rigid, stilted, and repetitive (72; –1.815, 1) as the 

session goes over familiar ground, without any new developments (32; –1.432, 2). The young 

person talks in a rather affectless manner (40; –2.036, 1), whether describing events that 

might usually be a reason for excitement or distraught (13; –1.940, 1; 88; –1.576, 2). Overall, 

the young person seems unwilling to tolerate the emotional and practical hardship that the 

treatment might entail (73; –1.702, 2). And even though the young person appears depressed 

(94; 1.635, 8) and conveys feelings of inadequacy and inferiority (59; 1.305, 8), the young 

person pushes the therapist away when he/she responds caringly (78; –1.294, 2). Moreover, 

the young person displays low mentalization abilities (24; –1.895, 1; 23; –1.818, 1) and 

speaks without compassion and concern for him-/herself and others (25; –1.369, 2). 
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The therapist, in this interaction structure, works with the young person to try to make sense 

of his/her experience (9; 1.787, 8), by encouraging the young person to reflect on symptoms 

(39; 2.226, 9) as well as internal states and affects (97; 1.640, 8). When the young person’s 

statements demonstrate strong beliefs about self and others, the therapist does not challenge 

these views (71; –1.379, 2). Instead, the therapist asks for more information and elaboration 

on the issues at hand (31; 2.015, 9) and remains neutral in relation to the young person’s 

thoughts or behavior, although the young person might probe the therapist for his/her opinions 

(93; 1.395, 8). 

 

Lastly, many periods of silence characterize this interaction structure (12; 1.546, 8). The 

topics seem to evolve around the young person’s perceptions of self (35; 1.412, 8). The young 

person is clear and organized in self-expression (54; 1.221, 8) and readily understands the 

therapist’s comments (5; –1.303, 2). The working relationship, however, appears poor, as the 

young person resists the therapist’s attempts to explore thoughts, reactions, or motivations 

related to problems (58; 1.833, 9) and fails to assume some responsibility for the session by 

refraining from initiation and elaboration of topics or problems for discussion (15; 2.231, 9). 

In fact, the young person expresses dissatisfaction with the way the therapy is progressing 

(95; –1.382, 2). 

 

The mean number of sessions attended by the adolescents in INST 2 was 5.71 (SD = 2.06). 

This group consisted of both females (57%) and males (43%). The mean age was 16.8. The 

majority (71%) had been randomized to the treatment modality without transference 

interpretations. 
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3.2.4 The working alliance 

The therapists answered the Working Alliance Inventory (WAI-SR) right after the completion 

of the third session. Data were missing for 13% of the completers and 14% among the 

patients of INST 2. The total mean score for the completers was 4.8 (SD = 0.9). For the 

dropout subgroups, the average scores were 4.6 (SD = 1.0) and 3.8 (SD = 0.7) for INST 1 and 

INST 2, respectively. One-way between-groups ANOVAs were run to explore the effect of 

group membership on the different components of the working alliance: agreement on goal, 

agreement on tasks, and emotional bond. There was a statistically significant difference at the 

Bonferroni adjusted alpha of .013 (0.05/4) on the subscale Tasks: F (2, 53) = 4.87, p = .011. 

The magnitude of the effect of .12, estimated using omega squared, was medium to large 

(Cohen, 1988). Details are presented in Table 2. 

 

Table 2. Therapist-rated working alliance 
Therapist-rated working alliance 

  Completers   INST 1   INST 2         

 n = 42  n = 8  n = 6  ANOVA 

WAI-SR subscale M SD   M SD   M SD   F (2, 53) p ω2 

             

Goal 4.9 0.9  4.6 1.0  4.1 0.8  1.73 .188  
Tasks 4.5 1.0  4.3 1.0  3.1 1.0    4.87* .011 .12 

Bond 5.0 1.1   5.0 1.1   4.3 0.4   1.44 .245   
Note. Means, standard deviations, and one-way between-groups ANOVAs for differences in subscale scores of the therapist-
rated WAI-SR between completers and dropout subgroups (INST 1, INST 2). INST = interaction structure.  
* p < .013 (Bonferroni adjusted: 0.05/4).  

 

The Tukey honestly significant difference (HSD) test with a Bonferroni adjusted alpha level 

of .004 (0.05/12) was conducted for post hoc comparisons of group differences on the Tasks 

subscale. The post hoc revealed a difference between the means of INST 2 and the completers 

that trended towards significance (mean difference = –1.4, 95% CI: –2.5 to –0.3, p = .008). 

INST 1 did not differ significantly from either INST 2 or the completers on the Tasks 

subscale. 
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3.2.5 The therapists’ countertransference feelings 

The therapists reported on their own emotional experiences and rated the adolescents’ 

motivation immediately after the third session using the Feeling Word Checklist (FWC). Data 

were missing for 23% of the completers. Among the dropouts, data was missing for 13% in 

INST 1 and 14% in INST 2. This totaled sample sizes of n = 37 (completers), n = 7 (INST 1), 

and n = 6 (INST 2). The last cluster in Table 3, Parental, belongs to the 28-item version that 

was added to FEST-IT after ten patients had been included in the trial. 36% of the data was 

missing for the Parental cluster. Table 3 displays the mean of feelings reported by therapists 

from each FWC cluster after session three. The therapists of the completers and INST 1 

reported feeling confident, parental, and pragmatic. Therapists of INST 2 mainly felt 

pragmatic, less confident and parental, as well as more disengaged. 

 
Table 3. Therapists’ emotional experiences during sessions with completers and dropouts 
Therapists’ emotional experiences during sessions with completers and dropouts 

  Completers   INST 1   INST 2 

Cluster n = 37   n = 7   n = 6 

 M (SD)  M (SD)  M (SD) 

Confident 1.5 (0.5)  1.6 (0.6)  1 (0.5) 

Inadequate 0.7 (0.5)  0.8 (0.6)  0.8 (0.6) 

Disengaged 0.3 (0.5)  0.4 (0.3)  0.8 (0.8) 

Pragmatic 1.2 (0.7)  1.1 (0.9)  1.4 (0.6) 

Parental 1.3 (0.6)   1.7 (0.4)   0.8 (0.2) 
Note. The clusters originate from Dahl and colleagues (2012) and Ulberg and colleagues (2013). The table shows the mean 
intensity of the therapists’ emotional experiences during session three with depressed adolescents who received short-term 
psychodynamic psychotherapy. The adolescents either completed or dropped out (INST 1, INST 2) of treatment. The FWC is 
rated on a scale from 0 (not at all) to 3 (very much). INST = interaction structure. 

 

FWC motivation and resistance scale 

A one-way between-groups ANOVA was conducted to explore differences in the therapist-

rated patient motivation between the completers and the dropout subgroups (INST 1, INST 2). 

With a Bonferroni adjusted alpha level of .013 (0.05/4), results indicated that there was a 

statistically significant difference in motivation between groups: F (2, 47) = 10.66, p < .001. 

Post hoc comparisons using the Tukey HSD test with a Bonferroni adjusted alpha level of 

.004 (0.05/12), implied that the mean motivation score of INST 2 (M = 2.66, SD = 1.41) was 

significantly lower (p < .001) than the mean score of the completers (M = 6.60, SD = 1.99). 

Using the omega squared, a very large effect of .28 was revealed, indicating that 28% of the 

variance in motivation was explained by group membership. INST 1 (M = 6.22, SD = 2.03) 

did not differ significantly from the completers (p = .883). The difference between INST 1 

and INST 2 trended towards significance (p = .005)  
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3.3 Patient outcome 

The Psychodynamic Functioning Scales (PFS) and the symptom measures Beck Depression 

Inventory (BDI-II) and the Montgomery Åsberg Depression Rating Scale (MADRS) were 

reported at pretreatment, posttreatment and 1-year follow-up. Data were missing at 

posttreatment and 1-year follow-up, as many failed to attend the interviews, especially among 

the dropouts. The sample sizes at posttreatment and 1-year follow-up were insufficient to 

conduct statistical analyses. The n for every measure according to time point are presented in 

the tables. A Bonferroni corrected p-level of .017 (0.05/3) was applied to the statistical tests.   

 

3.3.1 Psychodynamic Functioning Scales (PFS) 

One-way between-groups ANOVA with Welch’s test was run to examine the impact of group 

membership on the total mean of the PFS at baseline. The results were not significant. See 

details from the ANOVA in Table 4 together with the total mean at posttreatment and 1-year 

follow-up. Average baseline scores on the PFS scales Quality of Family Relations, Quality of 

Friendships, Tolerance for Affect, Insight, and Problem Solving Capacity are included to 

illustrate the adolescents’ basic inter- and intrapsychic functioning before beginning the 

treatment. Although not statistically tested, the PFS scale Insight appeared particularly low 

among the youths of INST 2. All PFS scale scores can be found in Appendix B. 

 

Table 4. Psychodynamic functioning of completers and dropouts 
Psychodynamic functioning of completers and dropouts 

  Completers   INST 1   INST 2   ANOVA 

Time/PFS scale  M SD   M SD   M SD   F (df) pa 

 n = 48  n = 8  n = 7    

Pretreatment PFS 62 4.6  60 2.5  60 6.2    0.76 (2, 12) .488 

Family 62 8.6  57 6.2  61 11.0    
Friendships 64 8.0  65 5.5  61 8.8    
Tolerance for affects 56 5.3  57 4.6  53 8.0    
Insight 59 6.4  60 3.7  49 11.6    
Problem solving 60 5.3  59  3.1  58 8.3    
            

 n = 45  n = 6  n = 4    

Posttreatment PFS 67 6.1  67 2.5  61 4.5    

            

 n = 35  n = 3  n = 3    

1-year follow-up PFS 71 6.2  69 1.8  66 3.1    

Note. Means, standard deviations, and one-way between-groups ANOVA for differences between completers and dropout 
subgroups (INST 1, INST 2) on the PFS total mean at pretreatment, posttreatment, and 1-year follow-up. The mean 
pretreatment scores on the PFS scales are also included. The PFS ranges from 1-100. INST = interaction structure. 
 a Bonferroni adjusted alpha level of .017 (0.05/3). 
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3.3.2 Depressive symptoms (BDI, MADRS) 

To investigate differences across mean depression scores, one-way between-groups ANOVAs 

with Welch’s test were conducted for pretreatment scores. The analyses did not yield any 

significant results. Yet, pretreatment differences in MADRS scores could be considered 

trending towards significance with a conventional alpha threshold of .05. For display 

purposes, details of BDI and MADRS are presented in separate tables (Table 5 and Table 6, 

respectively). The tables include average scores from posttreatment and 1-year follow-up.  

 

Table 5. Self-reported depressive symptoms of completers and dropouts 
Self-reported depressive symptoms of completers and dropouts 

    Completers          INST 1          INST 2              ANOVA 

Time/measure M SD   M SD   M SD   F (df) pa 

 n = 43  n = 8  n =7    

Pretreatment BDI 29 9.0  32 7.3  25 13.4  1.13 (2, 11) .359 
         

 n = 45  n = 6  n = 4    

Posttreatment BDI 16 12.5  15 10.2  19 19.2    

         

 n = 37  n = 2  n = 4    

1-year follow-up BDI 11 12.4  16 13.4  9 9.4   . 
Note. Means, standard deviations, and one-way between-groups ANOVA for differences between completers and dropout 
subgroups (INST 1, INST 2) on the self-report depression scale BDI. The BDI ranges from 0-63. INST = interaction structure. 
 a Bonferroni adjusted alpha level of .017 (0.05/3). 

 

Table 6. Observer-rated depressive symptoms of completers and dropouts 
Observer-rated depressive symptoms of completers and dropouts 

    Completers          INST 1          INST 2              ANOVA 

Time/measure  M SD   M SD   M SD   F (df) pa 

 n = 47  n = 8  n =7    

Pretreatment MADRS 23 6.1  24 4.8  18 4.5  3.67 (2, 13) .056 
         

 n = 45  n = 6  n = 4    

Posttreatment MADRS 12 6.9  13 7.8  18 8.1    
         

 n = 35  n = 2  n = 3    

1-year follow-up MADRS 9 8.2   13 10.6   11 5.1     
Note. Means, standard deviations, and one-way between-groups ANOVA for differences between completers and dropout 
subgroups (INST 1, INST 2) on the observer-rated depression scale MADRS. The MADRS ranges from 0-60. INST = interaction 
structure. 
a Bonferroni adjusted alpha level of .017 (0.05/3). 
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4 Discussion 

This study aimed at exploring the features of dropout in a sample of depressed adolescents 

receiving short-term psychodynamic psychotherapy. A broadened understanding of the 

underlying processes of therapy attrition may enable therapists to predict who among their 

young patients are at risk of dropping out. The main finding suggests that depressed youths 

who prematurely end treatment constitute a heterogeneous group.  

 

4.1 Pretreatment characteristics of youth therapy dropouts 

FEST-IT set out to explore the effects of the specific dynamic component of transference 

work in short-term psychodynamic psychotherapy with depressed youths. The trial included 

69 adolescents aged 16 through 18 with major depressive disorder (MDD). The present study 

found that, among them, approximately 30% were characterized as dropouts, having attended 

no more than 12 of the predefined total of 28 sessions. 

 

In general, both completers and dropouts shared similar characteristics before beginning the 

treatment. However, some indications of differences were observed. First, dropout appeared 

at a higher frequency among male patients. Second, although not statistically tested, the 

completers seemed to have a slightly higher degree of illness and comorbidity, as the rate of 

personality disorders and a high risk of suicide were greater among these adolescents. The 

marginal group variation indicated between completers and dropouts was not surprising. 

Indeed, previous research, endeavoring to identify similar predictors, has yielded inconsistent 

and conflicting results. Hence, few, if any, factors have been reliably applied to predict who 

drops out of youth psychotherapy (de Haan et al., 2013).  

 

4.1.1 Differences between dropout subgroups 

Following the Q factor analysis, the dropout sample was divided into two subgroups. These 

dropout subgroups (INST 1, INST 2) revealed some noteworthy in-group heterogeneity 

regarding patient characteristics in the dropout sample. First of all, INST 1 consisted only of 

adolescent girls, while INST 2 was made up of mainly adolescent boys (57%). Considering 

the overall ratio of male to female (4:19) participants in FEST-IT, observing this many 

adolescent boys within INST 2 is conspicuous. Secondly, the adolescents of INST 2 were 

younger beginning treatment, with a mean age of 16.8, compared to 17.6 in the INST 1 group 
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and 17.3 in the total FEST-IT sample. In other words, INST 2 were mainly younger 

adolescent boys. Taken together, these observations indicate that there might have been 

important differences regarding the adolescents’ developmental level. 

 

Further, differences in baseline psychodynamic functioning (PFS) and depressive symptoms 

between completers and dropout subgroups were tested statistically. Even though the analyses 

did not yield any significant results, the completers and youths of INST 1 appeared to be 

somewhat more depressed than youths of INST 2 at baseline as rated by observers on the 

MADRS. This third observation alludes to an interesting and clinically relevant difference in 

the depressed youths’ point of departure; in an adult population, less severe depression at the 

beginning of treatment was found to predict early therapy dropout (Simon & Ludman, 2010). 

However, the severity of depressive symptoms has not been linked to a higher risk of dropout 

among depressed youths (O’Keeffe et al., 2018). The fourth observation was with regard to 

psychodynamic functioning. Although not statistically tested, some clinically interesting 

observations were made, as adolescents of INST 2 seemed less able, cognitively and 

emotionally, to understand the dynamics of their inner life, how it relates to past experiences, 

interpersonal patterns, and repetitive behaviors (Høglend et al., 1997). In contrast to the 

completers and the INST 1 youths, whose scores were 59 and 60, respectively, the youths of 

INST 2 were, on average, given a score of only 49 on the Insight scale of the PFS. The 

following qualitative descriptor corresponds to a score of 49:  

 

Superficial (learned) or misleading ideas of inner conflicts and past and present 

experience. Distortions of judgement of self versus others also when no disputes. 

Painful feelings accompanied by harsh self-blame or incorrectly ascribed to external 

factors. Little or no reflection on personal motives, unaware of important aspects of 

attitudes and behaviors (fundamentalism). May deny symptoms as sign of disturbance. 

Excessive pessimism or optimism. (Høglend et al., 1997, para. 44).  

 

Low intrapsychic functioning, which conceptually includes abilities related to insight, was 

recently identified as a strong predictor of therapy dropout in a large young adult population 

receiving psychodynamic psychotherapy (Rubin et al., 2018). In adult populations, low 

intrapsychic functioning has previously been linked to a poor alliance (Harris, 2004; Hersoug, 

Høglend, Havik, von der Lippe, & Monsen, 2009) as well as discomfort in the therapy setting 

and inclination to act out any relational problems with the therapist, like prematurely ending 
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the treatment (Waska, 2002). To the author's knowledge, similar questions in adolescent 

populations have thus far been unexplored. All the same, the pretreatment characteristics 

indicate that the adolescents of INST 2 had a poorer point of departure beginning therapy as 

they may have lacked the cognitive and emotional developmental abilities to make use of and 

benefit from the treatment at that point in time.  

 

4.2 The divergent processes of youth therapy dropouts 

The Q factor analysis of the third sessions of the dropout therapies revealed two very different 

interaction structures. The first interaction structure (INST 1) was named Trust and 

vulnerability working with strong, painful affects, and the second (INST 2) was named 

Resistance and emotional detachment in a dyad gone awry. The interaction structures created 

the dropout subgroups for the statistical analyses that followed. These additional analyses of 

the third session processes, that is, of the therapist-rated working alliance and motivation and 

the therapists’ countertransference feelings, yielded results that further distinguished the 

dropout subgroups. Together, the analyses provided an in-depth picture of the early processes 

indicative of youth psychotherapy dropout in the present study. In the following, these 

divergent processes are compared and discussed.  

 

4.2.1 The patients 

The adolescents’ different levels of engagement and vulnerability during the third session 

were perhaps the most distinguishing feature that emerged from the interaction structures. 

Whilst the INST 1 youths were both quite verbal and emotionally expressive in discussing 

topics that were important to them, the youths of INST 2 acted indifferently, kept silent, were 

emotionally aloof and disconnected, and seemed unwilling to delve into painful psychological 

material. The statistical analyses rendered support to this observation: The adolescents’ 

motivation as rated by their therapists (FWC motivation and resistance scale) indicated that 

the INST 2 youths were significantly less motivated and acted as if in opposition. Conversely, 

the youths of INST 1 appeared involved and participated to the same extent as the youths who 

completed their treatment. Furthermore, the adolescents of INST 2 exhibited very low 

abilities to represent the connection between their own and others’ behavior and the 

accompanying mental states – that is, to mentalize; and throughout the session, these 

adolescents experienced no further insight into their issues. Contrarily, in INST 1, the 

adolescents’ current emotional and relational problems were discussed in light of and 



 37 

connected to their past experiences. Based on the interaction structure of the INST 1 youths, it 

is hard to find any apparent reason as to why these adolescents decided to drop out of therapy.  

 

Interestingly, the interaction structures of the present study may be said to mirror two of the 

dropout types that O’Keeffe, Martin, Target, and colleagues (2019) identified among 

depressed adolescents who had dropped out of IMPACT (Goodyer et al., 2011). The youth of 

INST 1 conceptually resemble the got-what-they-needed dropout type, which quit the 

treatment after having experienced improvement. Bearing in mind the engaged style of the 

adolescents that informed INST 1, it seems as if they were readily able to benefit from fewer 

sessions than prescribed and simply stopped going when they felt that matters had improved. 

The other type, the dissatisfied dropouts, was the largest of the distinct categories identified 

by O’Keeffe and her colleagues. The dissatisfied dropouts stopped going to therapy either 

because they felt uneasy with the therapist or the therapist’s methods; hence, they felt that the 

treatment did not meet their needs and that they were unable to benefit. Looking at INST 2, a 

similar pattern emerges: The adolescents appeared uncomfortable with the therapist and the 

therapeutic setting, holding their feelings at bay and the therapist at a distance.   

 

4.2.2 The therapists 

There were both similarities and dissimilarities between the therapists’ activity in INST 1 and 

INST 2. Mainly, all therapists let the adolescents steer the session but with opposite results: 

Whereas the adolescents in INST 1 assumed responsibility or felt comfortable with the space 

they were given, the adolescents in INST 2 were left with long periods of silence, perhaps not 

knowing what to say or missing the appropriate vocabulary. Correspondingly, dissatisfaction 

among adolescents that dropped out of the psychoanalytic treatment arm in IMPACT often 

stemmed from not knowing what to say and feeling awkward with the silence that followed 

(O’Keeffe, Martin, Target, et al., 2019). Further, all therapists remained neutral, refraining 

from calming the adolescents’ anxieties regarding their problems (INST 1) and voicing their 

opinions about the adolescents’ thoughts and behaviors when directly asked (INST 2). In 

other words, the therapists in both interaction structures did not appear to be particularly 

expressive-supportive, which other dynamic therapists have deemed important when working 

with young individuals (Di Lorenzo & Maggiolini, 2019). All therapists also aided in the 

exploration of events and experiences that did not make sense to the adolescents. However, 

the attention of the exploration differed, as INST 1 therapists focused on the feelings of the 
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adolescents and their significant others, comprising feelings that the adolescents avoided; 

INST 2 therapists primarily encouraged reflection on symptoms, all the while asking for more 

information and elaboration on the feelings and internal states of the adolescent.  

 

When considering how the therapists felt during the third session, according to the dropout 

subgrouping, a noteworthy configuration emerged. Even though these observations were not 

statistically tested, they revealed clinically meaningful differences. The completers and youths 

of INST 1 evoked a similar feeling pattern in their therapists, who felt parental, confident, and 

pragmatic. Interestingly, the parental feelings that the therapists of INST 1 reported had a 

notably higher mean intensity than the mean intensity reported by the therapists of the 

completers. The INST 2 therapists felt more pragmatic and less confident; however, they did 

not report feeling parental to the same extent as the other therapists. In their study of 

countertransference feelings in an adult population, Dahl and colleagues (2012) found that 

therapists’ parental feelings towards their patients were associated with patients’ relatively 

higher levels of psychological mindedness, a concept which theoretically overlaps with the 

notions of mentalization and insight. The observations in the present study thus seem to be in 

line with Dahl and her colleagues’ results, as the INST 2 youths showed poorer mentalization 

skills and insight. Moreover, the INST 2 youths also evoked relatively stronger feelings of 

disengagement in their therapists – yet, marginally so – compared to adolescents of INST 1 

and the completers. Countertransference feelings of disengagement have been found to be 

possibly harmful to the therapeutic process in adult populations (Dahl et al., 2012; Dahl et al., 

2017) and are associated with a lower alliance in both youth and adult psychotherapy (Dahl et 

al., 2012; Ulberg et al., 2013).  

 

4.2.3 The relationship 

The interaction structures revealed important differences in the therapeutic relationship 

between the dropout subgroups. Essentially, whereas INST 1 youths appeared trusting and 

unsuspicious of their therapists and exhibited low resistance, participating in a collaborative 

manner, the INST 2 youths presented high levels of resistance throughout the third session. 

Likewise, when the INST 1 youths expressed that they felt understood by their therapists, the 

INST 2 youths voiced dissatisfaction with the treatment. Perhaps that was why the INST 2 

therapists refrained from challenging the youths’ strong beliefs about themselves and others, 

that is, to avoid further dissatisfaction. In line with the interaction structures, the statistical 
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analyses revealed significant differences between the groups. Regarding the working alliance 

(WAI-SR), in the INST 2 dyads, the adolescents and their therapists appeared to be less in 

agreement with how they were going to work with the adolescents’ issues compared to the 

INST 1 youths and the completers. While the therapists of both the INST 1 youths and the 

completers rated the subscale Tasks above average, the INST 2 therapists perceived the 

agreement on tasks in the dyad to be poor. The post hoc test result, however, only trended 

towards significance (p = 008), albeit in relation to a strictly adjusted alpha level of .004.  

 

Another interesting observation that surfaced when the total dropout sample underwent a 

subgrouping, was the allocation to treatment modality within INST 1 and INST 2. While 75% 

had been assigned to receive transference interventions among the youths of INST 1, this ratio 

was turned upside down among the INST 2 youths, of which only 29% received transference 

interventions as part of the treatment. As the majority of the therapists were restrained from 

addressing the adolescents’ experience of the therapist, the relationship, and the therapeutic 

methods in the here-and-now, the INST 2 youths’ experiences remained largely undisclosed. 

Addressing the relationship in the here-and-now with the aim of repairing small ruptures 

proactively, are thought to prevent dropout (Safran & Muran, 2000). Given the opportunity, 

adolescents are willing to share their thoughts and feelings of the therapeutic relationship and 

setting; still, they are not likely to bring up the topic of their own accord – they need an 

invitation (Ulberg et al., 2020). One may merely speculate about whether or not some level of 

transference work could have improved relations and prevented some among the INST 2 

youths from dropping out of therapy. Since these adolescents in particular had lower abilities 

of mentalization and insight, in addition to not being on the same page as their therapists as to 

how they should be working together, they may not have been suitable candidates for 

psychodynamic psychotherapy at the time. Nevertheless, as the second interaction structure 

has illustrated, these adolescents explicitly voiced that they were dissatisfied with the progress 

of treatment. It would perhaps have been fruitful if the therapists had encouraged the 

adolescents to reflect on the therapy and the therapeutic stance, in line with the second 

category of transference interventions in FEST-IT (Ulberg et al., 2020). Consequently, sorting 

out any misconceptions of what was expected of them, and further instruct and explain the 

rationale behind the treatment methods. 
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4.3 Psychotherapeutic change following therapy dropout 

The results of the present study illustrate that many adolescents failed to attend the interviews 

at posttreatment and 1-year follow-up. This downward trend seemed particularly pronounced 

among the dropout subgroups. The non-attendance at posttreatment and 1-year follow-up 

made the statistical comparisons at these points in time unfeasible, due to very small dropout 

subgroups. Moreover, it was hardly a coincidence which adolescents who attended and who 

did not. Consequently, the little data that exists on the dropout subgroups at posttreatment and 

1-year follow-up is most likely not representative. Even so, with the reservations related to the 

non-attendance in mind, a comparison of the outcome now follows.  

 

With regards to the adolescents’ psychological functioning, there were no differences in 

outcome between the completers and the dropout subgroups at posttreatment and 1-year 

follow-up. However, small dissimilarities emerged on the PFS at posttreatment. All 

adolescents were rated within the range of 61 to 70. Yet, both the completers and the INST 1 

youths had mean scores in the upper half, whereas INST 2 youths had a mean score of exactly 

61. At 1-year follow-up, all groups invoked higher scores, and the dissimilarities were less 

apparent. On the symptom measures, all adolescents showed, on average, similar scores at 

both time points. On the BDI, the youths of all three groups reported depressive symptoms in 

the mild range (14-19) at posttreatment; at 1-year follow-up, the symptoms were further 

reduced to minimal (0-13) for the completers and INST 2 youths, whereas the INST 1 youths 

still scored within the mild range. On the MADRS, all adolescents were rated as mildly 

depressed (12-22) at posttreatment. The completers and INST 2, could be considered to be in 

remission at 1-year-follow-up (cut-off between 9/10 to 11/12) (Cusin et al., 2010; Malt, 2016; 

Zimmerman et al., 2004), whereas INST 1 continued to display mild symptoms of depression.  

 

The observations above – although, with reservations in making any inferences regarding the 

dropout group as a whole – are in line with recently published findings on the effects of 

dropout on outcome in youth psychotherapy for depression, which suggest that there are no 

significant differences in outcome between completers and dropouts (O’Keeffe, Martin, 

Goodyer, et al., 2019). Therefore, the observations made in the present study aligns with the 

findings presented in O’Keeffe, Martin, Goodyer, and colleagues (2019), and contrast 

findings from child and adult populations where dropout has been associated with poor 

outcomes (Cahill et al., 2003; Kazdin & Wassell, 1998; Saatsi et al., 2007). Yet, O’Keeffe and 
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her colleagues (2019) when investigating the same sample of depressed adolescents, found 

that upon derivation of different dropout types, the dissatisfied dropouts showed significantly 

poorer outcome than the got-what-they-needed dropouts at a later follow-up. This raises 

questions about whether a got-what-they-needed type should be understood as dropouts or if 

there is a need for looking at therapy dropout in a new way (O’Keeffe, Martin, Target, et al., 

2019). Such within-group differences may previously have been masked by treating youth 

psychotherapy dropouts as a single group.  

 

These observations prompt the inquiry into new ways of understanding and defining therapy 

dropout. According to Gastaud and Nunes (2010, as cited in Deakin, Gastaud, & Nunes, 

2012), therapy dropout is defined in terms of one of the following three categories in the 

literature: non-attendance, discontinuation before a given number of sessions has been 

completed, and therapist evaluation of each case. In youth psychotherapy, the latter two seem 

to be the most widely used (de Haan et al., 2013), as in the present study, which applied a 

given number of sessions. Dossett and Reid (2019) have proposed an alternative need-based 

definition of therapy dropout: Since individual differences moderate the relation between 

treatment dosage and symptom relief, and the aim of psychotherapy is to reduce the 

individual’s symptoms and suffering and increase general functioning, individuals will have 

different needs in terms of treatment at intake. Both the INST 1 group of the present study and 

the got-what-they-needed dropouts (O’Keeffe, Martin, Target, et al., 2019) may thus be 

considered successful terminators. The INST 2 youths and other dissatisfied dropouts may 

have terminated their treatment before having achieved therapeutic response; and 

consequently, continue to suffer and be in need of mental health care services later in life. 

 

4.4 Strengths and limitations 

The present study made use of a mixed-methods design, which enabled the exploration of 

both in-session processes and between-groups comparisons of depressed adolescents who 

dropped out of short-term psychodynamic psychotherapy. The Adolescent Psychotherapy Q-

set (APQ) was the primary process measure selected to describe the therapy process, due to its 

theoretically neutral manner of quantifying the complex activity in the therapeutic dyad 

without depriving it of its clinical significance. To the author’s knowledge, the present study 

is the first to use the APQ instrument to examine the in-session processes of prematurely 

ended therapies with adolescents. Using the APQ with the resulting interaction structures 
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revealed two distinct dropout subgroups. The present study shows that adolescents may have 

very different and intricate reasons for prematurely ending therapy, a finding that would have 

been masked had the dropouts been treated as one group.  

 

The present study had some limitations. First and foremost, a single session cannot capture 

the variability in process over the course of a whole therapy. For instance, the youths of  

INST 1 appeared to have had a fruitful third session, yet, the understanding made available by 

the third session interaction structure is only a fragment of the total picture. As with the 

youths of INST 2, there may have been signs of disengagement earlier or further down the 

line; the third session may have been the exception, not the rule. Therefore, generalizing from 

the third session is ill-advised. The second limitation is also related to the generalizability of 

findings. None of the adolescents who participated in FEST-IT had ethnic minority 

background. As being part of an ethnic minority has been associated with higher risk of 

dropout from youth psychotherapy (de Haan et al., 2014; de Haan et al., 2013), this may very 

well have skewed the dropout rate, the content of the interaction structures, and results on 

other measures.  

 

Further, the present study had some methodological limitations. As mentioned, the sample 

sizes, particularly those of the dropouts, were small – and consequently, insufficient for 

statistical analyses at posttreatment and 1-year follow-up. More patients could also have 

added variance in the material for the Q factor analysis, possibly resulting in additional 

factors. Hence, the limitation of sample size is also related to the issue of generalizability, as 

the interaction structure may only have represented the dynamic in the therapeutic dyad 

among a selected few. In conclusion regarding sample size, even though the omega squared 

correct for upward bias with small samples, the effect sizes in the present study were most 

likely inflated due to the sample sizes (Gelman & Carlin, 2014).  

 

Among other methodological limitations is the issue of multiple testing, which were corrected 

for in the present study. In general, multiple testing downgrades the credibility of research 

findings and is considered one of the reasons for the lack of reproducibility of scientific 

results (Benjamin et al., 2017). The Bonferroni correction (0.05 / number of tests) applied in 

the present study is a simple and widely used correction, designed to tackle the issue of 

multiple testing. The Bonferroni correction is, however, very conservative, as the adjusted 

alpha levels of the present study illustrates (e.g., .004 for process variables with post hoc 
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tests). Any threshold for statistical significance is arbitrary, and it involves a delicate balance 

between running the risk of making Type I versus Type II errors. Benjamin and colleagues 

(2017) have suggested reducing the default threshold for statistical significance from p < .05 

to p < .005 in order to minimize the rate of false positives for claiming new discoveries. 

However, in retrospect, as the present study conducted an exploratory investigation of the 

nature of youth psychotherapy dropout, minimizing the risk of false negatives should have 

been weighted higher. The non-significant observation that youths of INST 2 appeared less 

depressed than their peers (p = .056), was described as “trending towards significance” given 

a conventional significance threshold of .05. Even though statisticians (Olsson-Collentine, 

van Assen, & Hartgerink, 2019) strongly advice against reporting results with p values 

between .05 and .10 as trending, it may just as well have been fitting to do so given the 

exploratory nature of the present study.  

 

4.5 Implications and future directions 

The observations made in the present study may have important implications for clinical 

practice. The present study saw that poor abilities for insight and mentalization were 

prominent among young individuals who displayed much resistance and emotional 

detachment during sessions early in therapy. These adolescents voiced dissatisfaction with the 

treatment progression and the therapeutic tasks. Service providers and therapists working with 

young people ought to consider the adolescents’ cognitive and emotional functioning before 

beginning treatment, and thus decide if they will be able to benefit from a dynamic approach. 

Treatment should always be adapted to the patient’s needs. For some adolescents, an insight-

oriented focus may be out of their reach, leading to frustration, discomfort, and confusion – 

and ultimately therapy dropout. Future studies should explore these matters with larger 

samples.  

 

Furthermore, the present study suggests that some young people drop out of therapy having 

benefitted from the treatment, experiencing no need to continue. This finding ought to 

stimulate a discussion around what constitutes therapy dropout in clinical and empirical 

settings. New definitions, like the need-based definition of therapy dropout (Dossett & Reid, 

2019), should be thoroughly explored in research. The finding raises further questions about 

treatment dosage and a one-size-fits-all approach within mental health care services. In 

contrast to the adolescents who seem to readily benefit from dynamic therapy, young 



 44 

individuals with lower intrapsychic functioning may be in greater need of both a tailored 

therapeutic approach and a higher treatment dosage and frequency. Clinicians and researchers 

should strive to accurately identify the latter group, since these adolescents appear to be prone 

to drop out of therapy due to dissatisfaction with the treatment.  

 

4.6 Conclusion 

Youth depression is on the rise. Psychodynamic psychotherapy is an effective way to treat 

depression, yet, treatment attrition is a major concern in clinic and research settings. The 

endeavor of the present study was to explore characteristics of dropout in short-term 

psychodynamic psychotherapy with depressed adolescents, to understand the processes 

behind and foresee who are vulnerable to premature termination of treatment.  

 

This study identified two groups of therapy dropouts using the Adolescent Psychotherapy  

Q-set. The first resembled the therapies of completers and seemed to readily benefit from the 

treatment. These adolescents trusted their therapists and felt understood; likewise, their 

therapists felt confident, parental, and pragmatic working with them. Moreover, it is 

hypothesized that these adolescents aptly quit their treatment, having achieved therapeutic 

response. The second was characterized by lower intrapsychic functioning beginning 

treatment. The therapeutic relationship in these dyads was poor, lacking mutual agreement on 

the therapeutic tasks. Resistance was high, and their therapists felt less confident and parental, 

and more disengaged. The therapists did not invite reflection on the therapeutic relationship in 

the here-and-now (i.e., transference work) with these adolescents. Taken together, the present 

study thus imply that adolescents differ in their ability to work insight-oriented, and that this 

may affect their capacity to partake and benefit from therapy when they are not invited to 

discuss aspects of the treatment that they are dissatisfied with.  

 

Youth psychotherapy dropouts constitute a heterogeneous group. Still, they are often treated 

unitarily in the research literature, which may have contributed to the inconsistent and 

conflicting findings regarding therapy dropout predictors (O’Keeffe, Martin, Target, et al., 

2019). The current findings introduce new perspectives from which clinicians, researcher, 

service providers, and policy makers can understand therapy dropout among adolescents. It 

appears that young people with low intrapsychic functioning are more vulnerable to bad 

experiences with mental health care services, albeit needing the help and the support the most. 
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Appendix B 

 
 
Table A1. PFS subscales of completers and dropouts 
PFS subscales of completers and dropouts 

  Completers   Factor 1   Factor 2 

Time/PFS subscale M (SD)  M (SD)  M (SD) 
      

Pretreatment n = 48  n = 8  n = 7 
Family 62 (8.6)  57 (6.2)  61 (11.0) 

Friendships 64 (8.0)  65 (5.5)  61 (8.8) 

Tolerance for affects 56 (5.3)  57 (4.6)  53 (8.0) 
Insight 59 (6.4)  60 (3.7)  49 (11.6) 
Problem solving 60 (5.3)  59 (3.1)  58 (8.3) 

      

Posttreatment n = 44  n = 6  n = 4 

Family 69 (9.0)  68 (4.1)  63 (10.1) 

Friendships 73 (9.3)  71 (3.0)  63 (6.7) 
Tolerance for affects 65 (8.4)  62 (8.8)  60 (8.6) 
Insight 67 (8.2)  62 (3.8)  62 (10.0) 

Problem solving 69 (8.4)  64 (5.2)  63 (3.4) 
      

1-year follow-up n = 34  n = 3  n = 3 
Family 72 (10.0)  73 (2.5)  73 (12.5) 

Friendships 74 (9.1)  76 (5.3)  70 (13.9) 

Tolerance for affects 70 (7.7)  64 (10.7)  63 (7.0) 
Insight 70 (6.3)  61 (9.0)  65 (8.7) 
Problem solving 72 (7.3)   68 (14)   66 (5.6) 

Note. Mean and standard deviations on PFS scales between completers and dropout subgroups (INST 1, INST 2) at 
pretreatment, posttreatment, and 1-year follow-up. 
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