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Summary 
The mental health services have a strong obligation to offer evidence-based treatment to patients. 

There is increasing evidence for the effectiveness of several modes of psychotherapy, and the 

knowledge base of what kind of therapy that is most beneficial to which patients under what 

circumstances is growing. Factors connected with the client, the therapist and the therapy have 

all shown to be of great importance when answering the ‘what works for whom and how’ 

question. The research on these topics has seen a growing emphasis on qualitative methods. 

 One reason for the increased acknowledging of qualitative research in psychotherapy is 

the discrepancy researchers have sometimes observed between how patients have experienced 

psychotherapy and what theory has suggested and hypothesised to be the helpful ingredients of 

the therapies. In addition, there might be great diversity in the meaning different patients ascribe 

to concepts such as improvement and symptom reduction or to the phenomenon of receiving 

therapy. To explore how the patients experience psychotherapy without using predefined 

concepts or measurements, qualitative methods are suitable.  

Purpose 

The purpose of this thesis was to contribute to the knowledge base on how psychotherapy might 

work and be helpful to patients, seen from the patients’ perspective. Patient experiences of 

psychodynamic psychotherapy needs more research, and the main aims of this thesis were to 

explore what adolescent and adult patients with depression find helpful in psychodynamic 

psychotherapy, what improvement means to the patients, and to explore positions and mutuality 

in adolescent psychotherapy. 

Material and method 

This qualitative study was nested within two randomised controlled trials, the FEST-IT and MOP 

studies, which took place at outpatient clinics in Oslo and Vestfold Counties, Norway. Nine 

adolescent and 12 adult patients were qualitatively interviewed post-treatment about their 

experiences with psychodynamic psychotherapy. The semi-structured interviews covered what 

the patients experienced as helpful and not helpful in therapy, how therapy affected their 

relations and life circumstances and whether they could use something from therapy outside of 

the therapy room. The interview transcripts were analysed using content analysis in combination 

with hermeneutic interpretation and by applying positioning theory. 
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Paper I explored how adolescent patients, aged 16–18 years, experienced improvement 

in 28 sessions of manualised psychodynamic psychotherapy for depression. Although the 

interviews covered several themes, the paper focuses on improvement. 

Paper II analysed the transcripts used in paper I in light of positioning theory. The 

rationale for doing this was to illuminate more of the changing dynamics and the non-linear 

processes in psychotherapy that were left out to tighten the focus in paper I. Paper II addressed 

the different forms of mutuality and what storylines had evolved during the course of 

psychotherapy. 

Paper III was in one way a replication study of paper I, exploring how adult patients 

experienced improvement in 28 sessions of manualised psychodynamic psychotherapy. The 

interviews covered the same themes as the interviews with the adolescents. 

Results 

The analysis of both the adolescents’ and adults’ experiences of improvement (papers I and III) 

showed some interesting similarities. These were the need for talking about and getting advice or 

tips on how to deal with practical and specific challenges the patients encountered in their 

everyday lives. Examples could be what to say or do to better deal with relational difficulties at 

home or school. Others were how to make changes to better master troublesome thoughts, 

feelings or practical tasks. To achieve this, both the adolescents and adults emphasised a 

supporting and acknowledging therapist; opening oneself up to the therapist and accepting 

oneself; getting insight and new perspectives; and changing their ways of thinking, feeling or 

acting. The results also showed that the patients varied in their weightings of these factors and in 

the meanings they ascribed to them and that different factors were important at different stages 

of therapy. 

Paper II found that adolescents pass through different forms of mutuality in 

psychotherapy and that both challenging and supportive relational experiences could be present 

at the same time. The adolescents constantly evaluated and negotiated what to say and disclose in 

therapy. These negotiations offered both desired and undesired positions depending on each 

individual adolescent’s norms and moral perceptions. In the storylines that evolved during 

therapy, the adolescents were active in the co-creation of ever-changing positions. 
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Conclusion 

The three papers indicated how the interviewed patients experienced improvement in time-

limited psychodynamic psychotherapy. Change and improvement showed to be non-linear 

processes of great diversity, which could include paradoxical experiences with both beneficial 

and non-beneficial positions. The patients experienced relational factors, insight, emotional 

exploration and having new perspectives and understanding of oneself as well as guidance and a 

focus on how to deal with practical and specific challenges in everyday life as important paths to 

improvement. Hence, the studies point to the potential of psychodynamic psychotherapy, a 

relational-oriented psychotherapy mode, integrating a focus on how to master the specific 

challenges the patients face in their everyday circumstances. 

At the same time, the three papers illuminated the role of theory as important for the 

understanding of the patients’ experiences of therapy. The role of theory in the understanding of 

experiences of psychotherapy may prove beneficial to address in future qualitative 

psychotherapy research. 
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Sammendrag 
Det er en økende dokumentasjon for effektiviteten av ulike former for psykoterapi. Kunnskapen 

om hvilke terapiformer som er mest effektive for hvilke pasienter under ulike omstendigheter 

øker også. Faktorer både ved pasientene, terapeutene og terapiene, har alle vist seg å være viktige 

for å forstå mer av «hva som virker for hvem – og hvordan». 

 Forskning har iblant også påvist en diskrepans mellom det pasienter har opplevd og erfart 

som hjelpsomt i psykoterapi, og hva det teoretiske grunnlaget for terapiene har antatt og hatt som 

hypoteser skulle være de hjelpsomme «ingrediensene». Det kan også være store individuelle 

forskjeller i hva slags mening pasienter tillegger begreper som bedring og symptomlette. Selv 

fenomenet «gå i terapi» kan også ha ulike betydning for ulike pasienter. Kvalitative metoder er 

egnet til å utforske slike forhold. 

Hensikt 

Avhandlingens hensikt var å utforske pasienterfaringer ved psykodynamisk psykoterapi ved 

depresjon. Dette er en veletablert og utbredt terapiform, men det er forsket forholdsvis lite på 

pasientenes erfaringer og opplevelse av terapiformen. Hovedmålene med avhandlingen var å 

utforske hva ungdommer og voksne opplevde hjelpsomt, hva bedring betydde for dem, samt å 

utforske posisjoner og gjensidighet i ungdommers terapi. Overordnet var målet å bidra med 

kunnskap om hvordan psykoterapi hjelper – slik pasientene ser det – og da også kunnskap 

relevant for å tilpasse («skreddersy) terapi til pasientenes behov og situasjon. 

Materiale og metode 

Avhandlingen hadde sitt utspring i to større randomiserte kontrollerte studier, FEST-IT og MOP 

studiene. Disse foregikk ved poliklinikker i Oslo, og i tidligere Vestfold fylke. Ni ungdommer og 

tolv voksne ble intervjuet etter avsluttet behandling om erfaringene de hadde gjort seg med den 

psykodynamiske behandlingen de fikk. De ble spurt om hva de opplevde som hjelpsomt og ikke 

så hjelpsomt, hvordan behandlingen påvirket relasjoner og livet for øvrig, og hvorvidt de kunne 

dra nytte av noe fra behandlingen også utenfor terapirommet. Intervjuene ble og analysert ved 

hjelp av innholdsanalyse og hermeneutisk fortolkning. I tillegg ble posisjoneringsteori anvendt. 
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 Artikkel I utforsket hvordan ungdommer i alderen 16 – 18 år erfarte bedring i 28 timers 

manualisert psykodynamisk terapi for depresjon. Selv om intervjuene dekket flere temaer, 

fokuserte artikkelen på bedring. 

 Artikkel II analyserte intervjutranskripsjonene brukt i artikkel 1 i perspektivet fra 

posisjoneringsteori. Dette ble gjort for å belyse mer av de dynamiske og ikke-lineære 

endringsprosessene ungdommene også beskrev fra terapiene. Artikkel 2 fokuserte på ulike 

former for gjensidighet, posisjoner, og hva slags storylines som utspilte seg under terapiene. 

 Artikkel III var på en måte en replikasjonsstudie av artikkel 1, og tok for seg hvordan 

voksne pasienter erfarte bedring i 28 timers manualisert psykodynamisk terapi for depresjon. 

Intervjuene dekket de samme temaene som intervjuene av ungdommene. 

Resultater 

Analysene av både ungdommenes og voksnes erfaringer av bedring (artikkel I og III) viste noen 

interessante likheter. Dette var behovet for å snakke om, og få råd eller tips for hvordan 

pasientene best kunne takle praktiske og spesifikke utfordringer de møtte i hverdagslivet. 

Eksempler er hva pasientene kunne si eller gjøre for å møte utfordrende relasjoner hjemme eller 

på skole. Eller hvordan gjøre endringer for å mestre krevende tanker, følelser, og praktiske 

utfordringer på en bedre måte. Både ungdommene og voksne la vekt på en støttende og 

anerkjennende terapeut, det å åpne seg for terapeuten og akseptere seg selv, å få innsikt og nye 

perspektiv, samt å endre måten de vanligvis tenkte, følte og løste utfordringer på som viktig for å 

få det bedre. Resultatene viste også at pasientene varierte i vektleggingen av disse faktorene da 

det som var viktig for noen kunne spille en mindre rolle for andre. Det varierte også hva slags 

mening og betydning disse elementene hadde for pasientene, og at de ulike faktorene var viktig 

til forskjellige tider under terapiene. 

 Artikkel II viste at ungdommene gikk gjennom forskjellige former for gjensidighet under 

terapiene, og at både utfordrende og støttende relasjonelle erfaringer kunne være tilstede 

samtidig. Ungdommene evaluerte hva de skulle si, og vurderte hva de kunne være åpne med 

overfor terapeuten. Disse vurderingene kunne innebære både ønskede og ikke-ønskede 

posisjoner ungdommene kunne innta. Dette var avhengig av den enkeltes normer og moralske 

oppfatninger. Dette påvirket hvilke storylines som utspilte seg under terapiene. 
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Konklusjon 

Avhandlingen belyser hvordan de intervjuede pasientene erfarte bedring ved psykodynamisk 

psykoterapi for depresjon. Endring og bedring visste seg som ikke-lineære prosesser med stor 

variasjon. Erfaringene kunne også fremstå som paradoksale, og innebære fordelaktige og mindre 

fordelaktige posisjoner for pasientene. Pasientene erfarte relasjonelle faktorer, innsikt, 

emosjonell utforskning, samt å få nye perspektiv på og forståelse av seg selv som viktig for 

bedring. I tillegg til erfaringen av å få veiledning og et fokus på hvordan møte de mer praktiske 

hverdagsutfordringene. Avhandlingen peker mot potensialet i psykodynamisk psykoterapi, som 

kan sies å være relasjonelt orientert, også integrerer et fokus på hvordan pasientene kan mestre 

spesifikke utfordringer i deres dagligliv. 

 Samtidig belyser avhandlingen hvordan teoretiske perspektiv er viktig for forståelsen av 

pasienterfaringer. Teoriers rolle for forståelsen av slike erfaringer kan være fruktbart å undersøke 

mer i fremtidig kvalitativ psykoterapeutisk forskning. 
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1.0 Introduction 
Psychotherapy is a frequently used treatment approach for a wide range of mental disorders. 

These treatment approaches use psychological means to improve one’s mental health and self-

esteem and one’s interpersonal relationships and mastery of life challenges as well as to increase 

one’s capacity for problem solving and social functioning or resolving troublesome thoughts, 

feelings or behaviours (Kennair & Hagen, 2014; Lambert, 2013a). The early phase of 

psychotherapy was from the second half of the 19th century known as mental therapeutics or 

mental healing (Cautin, 2011). Psychoanalysis – as first developed by Sigmund Freud and his 

contemporaries at the turn of the 20th century – was at its beginning considered a variant of the 

early phase of psychotherapy (Lambert, 2013b). 

The field of psychotherapy has had, and still has, its controversies and debates regarding 

the best treatment approach for different disorders, what the active components in a given form 

of psychotherapy might be and how to establish evidence for the effectiveness of psychotherapy 

(Wampold, 2015). Today, psychotherapy constitute an extensive field of approaches for a variety 

of disorders, and in child and adolescent therapy for example, ‘an embarrassing wealth’ of more 

than 500 psychotherapies are said to be delineated (Kazdin, 2007). Nevertheless, there seems to 

be a shared opinion that established and theoretically well-founded psychotherapies overall are 

equally effective for several psychiatric disorders (Lambert, 2013a; N. Midgley, Mortimer, 

Cirasola, Batra, & Kennedy, 2021; Wampold & Imel, 2015). However, research has also 

challenged this picture. For example, a meta-analytic review of 15 evidence-supported therapies 

for adult depression argue that in most effective-studies the evidence is not conclusive. This is 

because of high levels of heterogeneity in the studies, publication bias and the risk of bias within 

the studies (Cuijpers, Karyotaki, de Wit, & Ebert, 2020). The ‘what works for whom’ question 

reflects an emerging emphasis on the individualising of treatment and the tailoring of therapy to 

the needs and circumstances of the particular patient. 

 Another important question research has addressed, is how psychotherapy works, and 

there seems to be no controversy in saying that there are great differences in how psychotherapy 

brings about change at the individual level. The statement ‘a new therapy for each patient’ 

captures the ideal of attuning psychotherapy to the particulars of the individual patient according 

to the general research findings (Norcross & Wampold, 2018). To identify how psychotherapy 
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contributes to changes the voice and experiences of individual patients are crucial, and requested 

(McLeod, 2013). This thesis contributes to the knowledge base by exploring how adolescent and 

adult patients in two Norwegian psychotherapy studies experienced psychotherapy for 

depression. The aims are what the patients found helpful, what improvement meant to them and 

the positions at play during therapy. 

1.1 Entering the research field 
Research that in different ways places the patients’ perspectives at the core of the research 

inspired me as I gradually entered the research field. Some of this research emphasised the 

patients as agentic and active contributors to their therapy. Patients were not solely ‘receivers’ of 

therapy upon whom the therapist ‘applied’ a treatment, and it was said there needed to be ‘… a 

reform in our thinking about the efficacy of psychotherapy’ (Bergin & Garfield, 1994, p. 825). 

Since this 1994 call for reform, there has been a growth in qualitative psychotherapy research 

from the patient perspective. Further, looking at therapy from the patient’s perspective, ideally 

when the patient’s problems, needs and goals for therapy are identified, has also been requested 

as most ‘… research and theory focuses on therapists’ interventions and on how clients receive 

and respond to them’ (Bohart & Wade, 2013, p. 220). Such perspectives were challenging to me 

also as a health professional as they questioned my position as a health worker. On what grounds 

could I say I was acting in a patient-centred manner when working clinically? I found it quite 

engaging trying to capture what the consequences would be if one should really open up for the 

perspectives of the patients in this, rather radical, way – both clinically and in research. Another 

inspiring perspective formulated in this thought experiment was that an insightful understanding 

of what patients do to get better was equally as crucial to know as what therapists should do to 

help them: 

 (…) therapy is a co-constructive activity of two creative learners. Furthermore, assume 

 that it is clients who ultimately are the ones to take what happens and to use it to change. 

 Then ask: How do they do it? We still know relatively little about this. 

(Bohart & Wade, 2013, p. 246) 

 It could be speculated what the mental health systems of clinics and practices would look 

like if they – if possible – were mainly based on evidence from what patients did to get better as 

opposed to evidence based on studies on predefined outcomes or theoretically derived concepts 
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and models. These perspectives are not necessarily mutual exclusively. However, based on the 

findings in a comprehensive qualitative meta-analysis of clients’ experiences of psychotherapy, 

the authors call for a new agenda in psychotherapy research. They recommend integrating more 

of the gains from qualitative psychotherapy research into psychotherapy research in general. The 

construction of psychological knowledge and of variables such as ‘therapist factors’ or ‘client 

factors’, for example, should be empirically grounded upon the experiences of the patients 

(Levitt, Pomerville, & Surace, 2016). This pointed to a third inspiring notion that the clients and 

their contribution to change were said to have become the ‘neglected common factor in 

psychotherapy’ (Bohart & Tallman, 2010) in spite of the insight that the dominating variance of 

the outcome of psychotherapy is regarded to be due to the clients (Wampold, 2001). 

Theoretical concepts and models are nevertheless important as theory will always guide 

the interpretations of the patients’ experiences or the direction of a psychotherapy. However, as 

underscored in the textbook used for the manualised treatments in this study: ‘Helping the patient 

change is far more important than being true to a theory’ (Gabbard, 2017, p. 115). This should 

not be understood in a polemical way, devaluing the use and development of theory, and this 

thesis promotes informing psychotherapy practice, research and theory with the experiences of 

the patients. 

This thesis is a clinical research study within the field of psychotherapy. Before turning 

to qualitative research within psychotherapy more specifically, I will address some research 

findings on what is considered helpful in psychotherapy. 

1.2 What works in psychotherapy? 
This thesis has its focus on individual patients’ experienced outcome of psychotherapy. There 

are, however, several theoretical constructs and proposed explanations for how psychotherapy 

brings about change. These proposed explanations are derived from the theoretical underpinnings 

of a given psychotherapy. Hence, the explanations might be conceptualised differently as 

different psychotherapies might subscribe to quite different traditions, theoretical frameworks 

and concepts. 

A core theme for psychotherapy practice and research is what is happening during the 

therapy sessions that helps patients reduce symptoms and improve their functioning (Crits-

Christoph, Connolly Gibbons, & Mukherjee, 2013). One question is whether the factors leading 



18 

to change and improvement appears across different treatment modalities (i.e. through common 

factors), or whether they are specific to a given psychotherapy mode with its distinct theoretical 

and methodological rationale (i.e. through specific factors). 

1.2.1 Common factors in psychotherapy 
There are several common factors in psychotherapy, assumed to apply to most “bona fide” 

psychotherapies across theoretical orientation. Summarized, Wampold and Imel (2015) mentions 

hope, expectations, relationship with the therapist, belief, the making of new or corrective 

experiences, agreement on goals, and empathy, as central common factors. However, one 

common factor also said to be the most important common factor, is the patient or client and the 

characteristics of him or her (Bohart, 2000). Basic patient factors may be of great individual 

differences, and as for all common factors, they appear across different treatment modalities, as 

well as they may influence and work out differently in different treatment modalities. This 

heterogeneity makes researching them complex. 

Examples of patient factors are one’s cultural belonging, ethnic minority/majority 

identity, as well as gender, age, or socio-economic status. In the case of gaining insight, for 

example, Hill et al. (2007) identifies central individual patient factors to be the patient’s 

reflexivity, openness to experiences, cognitive functioning, self-awareness, creativity-curiosity, 

motivation for change, comorbidity with certain personality disorders, and the general level of 

functioning. Environmental factors, like social support, also have crucial impact on the patient in 

psychotherapy (Hill et al., 2007). Other research has described the central role that patients play 

for the success of therapy as being due to the patients’ involvement and participation, their 

perceptions of psychotherapy, their agency, activity, and creativity, as well as their integration of 

therapy experiences into everyday life (Bohart & Tallman, 2010). 

 A contribution to the field of what works in psychotherapy, and one that builds largely on 

the common factor perspective is the Contextual Model (Wampold & Imel, 2015). It 

conceptualizes change mechanisms some differently and operates with three pathways through 

which psychotherapy “works”. The model hypothesizes these pathways as: 1) through 

belongingness and social connection between the patient and therapist (relational factors), 2) 

through the patient’s expectations (having hope for improving, getting explanations for their 

distress that helps them adapt more beneficial; achieved through some form of treatment), and 3) 



19 

through specific ingredients (tasks, therapeutic/healthy actions). The base for these pathways, 

however, are considered the therapeutic bond, or an alliance of trust, understanding, and 

expertise between the patient and the therapist. The Contextual Model present itself as a 

relationship-based model, and an alternative to a medical model of how therapy works. That is, 

the potential of psychotherapy is mainly not explained by the effectiveness of therapeutic 

interventions or techniques that are “applied” on the patient. Such procedures are in the 

Contextual Model labelled “medical” but finds their place in the Contextual Model as the third 

pathway (i.e., specific ingredients). Although the medical model acknowledges common factors 

like alliance or expectations as important for psychotherapy (represented in pathways 1 and 2), 

the Contextual Model criticizes the medical model for (over?) emphasizing the third pathway of 

techniques and interventions (Wampold & Imel, 2015). 

1.2.2 Specific factors in psychodynamic therapy 
Of the specific factors that have been empirically researched in psychodynamic therapy insight is 

regarded as essential (Jennissen, Huber, Ehrenthal, Schauenburg, & Dinger, 2018). Insight, or 

self-understanding, involves both emotional and intellectual (cognitive) dimensions. It refers in 

general to a patient’s understanding, or lack thereof, of his or her internal conflicts and non-

optimal patterns of relationships (Ulberg, Amlo, Dahl, & Høglend, 2017). Increased insight, 

presumably, will lead to symptom change, better coping mechanisms against stress and 

strengthening one’s capability to develop more optimal interpersonal functioning as well as 

making more beneficial health choices (Leichsenring & Schauenburg, 2014; Rosenblatt, 2004). 

Another specific factor is developing more mature defense mechanisms, that is, becoming 

resistant and less avoidant to exploring painful or difficult themes and material due to the anxiety 

and distress caused by this material (P. Ø. Johansen, T. S. Krebs, M. Svartberg, T. C. Stiles, & A. 

Holen, 2011). A third proposed specific factors is reflective functioning (mentalising). This 

construct refers to the capacity to understand oneself and others in terms of intentional mental 

states, such as feelings, desires, wishes, attitudes or goals (Luyten & Fonagy, 2015). However, 

the research findings on reflective functioning and its role in improvement and symptom relief 

differ. Levy et al. (2006) found significant changes in reflective functioning in patients with 

borderline personality disorder, whereas Vermote et al. (2010) could not demonstrate an increase 

in reflective functioning or some association between reflective functioning and improvement for 
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inpatients with personality disorders. Other proposed specific factors are increased emotional 

awareness and a less harsh self-view. 

Barber, Muran, McCarthy, and Keefe (2013) expands this picture and argue that specific 

factors in dynamic therapies may be regarded both as outcomes in themselves and as ways to 

decrease a patient’s level of symptoms. Building on research findings over decades, they 

categorized specific factors in dynamic therapies into five dimensions. First, fostering self-

understanding and insight into unconscious conflicts (e.g. Grande, Rudolf, Oberbracht, & Pauli-

Magnus, 2003). Second, develop a more adaptive defence style (e.g. P.-Ø. Johansen, T. S. Krebs, 

M. Svartberg, T. C. Stiles, & A. Holen, 2011). Third, less rigidity and increased flexibility in 

interpersonal relationships (e.g. in adolescents Atzil Slonim, Shefler, Dvir Gvirsman, & Tishby, 

2011). Fourth, improve ones’ mental representations of relationships, i.e., quality of object 

relations (e.g. Van et al., 2008). Fifth, better understanding of own and others’ mental states, i.e. 

reflexive functioning (divergent findings across disorders for this dimension; see e.g. Taubner, 

Kessler, Buchheim, Kächele, & Staun, 2011). 

Some common and specific factors are further addressed in the discussion section. 

1.2.3 Critics of “what works for whom?” 
The debate on common versus specific factors has a long history of sophisticated theoretical and 

empirical research. The debate is of great complexity due to for example different ways of 

defining and measuring the constructs (Barber et al., 2013). Studies in this field may be of great 

heterogeneity regarding design, methods, results and comparability. This, and methodological 

shortcomings or research bias, is criticised for making the studies less conclusive (Cuijpers, 

Reijnders, & Huibers, 2019). Another critique raised is the fact that how therapy works cannot be 

examined by randomised controlled trial (RCT) studies alone. Further, the only empirical 

conclusion so far to be drawn from the research on what works in psychotherapy is that it is not 

known whether therapies work through common factors, specific factors, or both, and that more 

and better research is needed to establish this (Cuijpers et al., 2019). 

 Due to this thesis’s qualitative focus on experiences of therapy, the thesis is delimited 

from a further debate of whether common or specific factors are the most influential in 

psychotherapy, and how beneficial the dichotomising into common and specific factors is for the 

field of psychotherapy research. Another debate is whether theoretical constructs of proposed 

change mechanisms – such as emotional awareness or insight in PDT or changes of 
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dysfunctional beliefs in cognitive behavioural therapy (CBT) – refer to some degree of 

overlapping phenomena. Whether such constructs mainly refer to the theoretical underpinnings 

of a given psychotherapy, or to what “objectively” happens in therapeutic encounters, is also put 

aside. A theory will tend to create “truths” about a phenomenon that in the next turn tends to be 

perceived as an essence of that phenomenon, and not as an essence of the theory; i.e. description 

becomes inscription (Denzin, 1994). 

1.2.4 What do patients seek from therapy? 
There is a growing recognition of the importance of patient-defined targets and outcomes in 

psychotherapy and that theirs perspectives need to inform and be better integrated into 

standardised measurements (Cuijpers, 2019). What counts for the patients seeking help is of 

great diversity. It may, for example, depend on the impact of the disorder, on the patient’s 

general life circumstances or on personal values and goals. In addition to symptom relief, a 

qualitative study identified the following four themes that former patients described as good 

outcomes of psychotherapy: establishing new ways of relating to others, less symptomatic 

distress or changing behavioural patterns that contribute to suffering, better self-understanding 

and insight and accepting and valuing oneself (Binder, Holgersen, & Nielsen, 2010). Other 

qualitative findings of helpful outcomes are awareness, increased insight and self-understanding, 

a change in behaviour, the solving of problems, empowerment, relief and a better understanding 

of one’s feelings (Timulak, 2010; Timulak & Keogh, 2017). However, there might be a 

discrepancy in what patients seek to achieve in therapy beforehand and what they in retrospect 

experienced as helpful. In addition, what patients hope to achieve in psychotherapy and how to 

obtain it might change during the course of therapy – as the patients gain new insights, their 

symptoms decrease, or they change their desires. 

 

1.3 The psychodynamic perspective 
The broad spectre of psychodynamic psychotherapies have their main origin in psychoanalysis, 

especially the way this tradition was developed by Sigmund Freud and colleagues from the end 

of the 19th century. According to Lambert (2013b) the first half of the 20th century tended to 

consider psychotherapy as an open-ended and long-term process that could go on for years to be 

considered effective. Shorter therapies, on the contrary, tended to be considered more superficial. 

Central to psychotherapeutic treatment was a focus on early life experiences, defences, repressed 
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inner conflicts (basically seen as stemming from the existential fight between life instinct and 

death instinct apparent in all human beings), or on unconscious motivation (Lambert, 2013b). 

The aims were, and are, not just treating the symptoms of for example a depressive disorder, but 

also addressing its underlying dynamics (Cregeen, Hughes, Midgley, Rhode, & Rustin, 2016). 

However, psychoanalytic psychotherapy is constantly developing and has changed since 

its early days. As described in Lambert (2013b), client-centered therapy (Rogers, 1942), for 

example, emphasized the client’s potential for self-healing requiring an environment of warmth 

and empathy from the therapist – not an emotionally neutral or distant “expert-therapist”. The 

Rogerian perspective tended to see techniques like the therapist’s interpretation of the patient’s 

conflicts or defences in therapy as potentially damaging. Other developments of psychodynamic 

therapy are learning-based treatments. These treatments emphasized behavioural changes and an 

active/directive therapist. Later they also included a focus on thoughts and thinking patterns, and 

developed into cognitive behavioural therapy (Beck, 1979; Lambert, 2013b). 

Lambert (2013b) also identifies societal forces (e.g., economic) as relevant for the 

ongoing development of psychodynamic therapies. Factors like the large costs of traditionally 

long-term psychotherapies, and the need for making affordable treatments available to all groups 

of the society, have led to an increased research focus on the effectiveness of psychotherapy. In 

particular the effectiveness of time limited psychotherapies has been researched, including their 

cost-benefit profile and number of sessions needed for a meaningful treatment outcome 

(Lambert, 2013b). The discussion section will shortly address some connections between this 

thesis’ results of time limited psychodynamic therapy, and client-centered therapy and cognitive 

behavioural therapy mentioned above. 

1.3.1 Psychodynamic psychotherapy today 
Contemporary dynamic therapies have a wide perspective on expected changes from therapy, 

beyond symptom relief. According to Barber et al. (2013) this includes for example insight into 

unconscious conflicts, for which symptoms are viewed as “products”. For example, when 

unacceptable desires or unprocessed traumas from early relational experiences turns into mental 

difficulties like anxiety, repressed aggression or depression. As such conflicts partake in the 

shaping of one’s personality, Barber et al. (2013) underlines that a goal for dynamic therapies 

also include some degree of personality change. Further, symptoms understood as repetitions of 
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earlier relational experiences also means that finding other ways of perceiving and relating to 

others, and oneself, are desired aims or outcomes for dynamic therapies (Barber et al., 2013). 

Psychodynamic psychotherapy is relational in focus, and some of its essence is to explore 

aspects that are not fully known to the patient – especially as they influence the relationship with 

the therapist (Shedler, 2010). Distinctive features of PDT are identified to be the following: 

1. Focus on affect and the expression of emotions 

2. Exploration of attempts to avoid topics or activities that hinder the therapy 

3. Identification of patterns in actions, thoughts, feelings or relationships 

4. Emphasis on past experiences 

5. Focus on interpersonal experiences and the therapeutic relationship 

6. Exploration of wishes, dreams or fantasies 

(Blagys & Hilsenroth, 2000) 

Psychodynamic principles and theories are based on how experiences and development from 

early childhood on play a dynamic, sometimes repetitive, role later on in life. According to 

Gabbard (2017), one of these principles is that much of our mental life is unconscious. 

Childhood experiences cooperate with genetic and environmental factors and shape the adult 

person’s patterns of ways to relate to others. When these patterns of relatedness are repeated in 

the therapy room, that is, when the patient transfers his or her patterns of relatedness to the 

therapist, this transference will be a primary source for the therapist in understanding the patient. 

In addition, the therapist’s total emotional reaction to the patient, the countertransference, is 

considered to tell the therapist much about the patient’s inner mental world. Further, an 

important focus in therapy is the patient’s resistance to focusing on certain problems or difficult 

experiences. The patient’s symptoms and behaviour serve several purposes and are determined 

by complex, often unconscious forces. In helping the patient to get better, for example through 

insight into what is unconscious and problematic, the therapist assists the patient in achieving a 

sense of authenticity and uniqueness (Gabbard, 2017). 

 To summarise, PDT and the dynamic perspective emphasises the dynamic interplay from 

early childhood on between the child and its caregivers and other important people as a main 
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source for how we as adults relate to others and ourselves. However, how we act and react to 

each other are not necessarily predetermined in detail by what happened, or did not happen, 

during the early years. Nevertheless, unconscious inner dynamics play a profound role in the 

explanation of personal development; in how relationships are performed; and in the origin and 

maintenance of dysfunctional beliefs, relationships or patterns of behaviour. This element of 

psychic determinism is to large extent unconscious – we might show resistance to exploring it, 

but insight into what we are not fully aware of might help in making changes to reduce 

symptoms or adapting more beneficially to others. This points to developmental psychology as a 

source for the psychodynamic perspective (Gabbard, 2017; Johansen, 2012). The applying of the 

psychodynamic perspective in the thesis is described more detailed in section 1.5.1. 

1.3.2 Developmental perspectives 
Central to a dynamic understanding of adolescence (i.e., the period when going from childhood 

into a more matured “adult” state) is the consolidation of an independent identity. According to 

Nick Midgley, Cregeen, Hughes, and Rustin (2013) this may include what is conceptualized as 

an abstract loss of one’s childhood, and something that adolescents may experience as a total loss 

of a psychic home. Further as proposed in the works of Bowlby (1960), the way a child manage 

separation and loss will depend on the child’s ways or patterns of attaching to important others. 

For example, the child’s capacity to protest angst losses and its ability to receive comfort 

afterword; i.e. the child’s attachment style. In case of an insecure attachment, Cregeen et al. 

(2016) hypothesizes that experiences of loss – something almost inevitable from a developmental 

perspective – risks making the developing child more vulnerable to depression as secure 

attachment is perceived crucial for children’s emotional development. 

Further, dynamic theories emphasizes the achievement of autonomy and the development 

of a sexual body as crucial developmental processes in adolescence (Cregeen et al., 2016). 

Establishing a young-adult sexual identity may feel threatening or overwhelming. For some this 

may lead to manic or promiscuous activity, for others perhaps to a state of retreat or turning 

away. Adolescents may differ on a specter of these extremes, but a vicious circle where an 

adolescent withdraw from peer groups or friends may in some cases reinforce feelings of 

hopelessness - characteristics of adolescent depression. Thus, a dynamic perspective will tend to 

see adolescent depression as a developmental crisis (Nick Midgley et al., 2013). Adolescence as 

a time for self-definition, the growing importance of peer groups for the development of 
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personality and values, and the loss of an - ideally - safe state of being a child, may result in a 

consolidated identity. However, sometimes these processes may result in the emergence of 

different forms of psychopathology, e.g. depressive disorders (Blatt & Luyten, 2009, in: Cregeen 

et al., 2016). In addition, the seeking outwards also brings with it new ways of viewing and 

relating to parents and to one’s internal picture of the parents. In the moving away from the 

dependence upon the parents, an adolescent will rely on his or her presumable well-functioning 

internal parental figures and couplings as the basis for his or hers’ own efforts at coupling with 

others. This coupling may be supported by parents but may also create conflict or unsafety in 

one’s family. This in turn, might affect an adolescent’s feelings of uncertainty or loneliness and 

reinforce for example depressive symptoms like shame, guilt or anger. I here restrict the thesis 

from dynamic/analytic theories of how unresolved sexual fantasies/conflicts in toddlerhood may 

resonate with an adolescent’s evolving real/genital sexuality and the formation of a personal 

identity distinct from parents and family, i.e. oedipal phenomenon (Cregeen et al., 2016). 

 Another aspect is how “adolescence” is defined and perceived. In this thesis, an 

adolescent means a person aged 16-18 years at the time of inclusion to the study. This reflects 

Norwegian legislation. At aged 16, a person has the right to consent to research without the 

permission of parents or other caretakers, while at aged 18 a person will be referred to adult 

mental health services, not to child and adolescent mental health services (BUP). However, a 

chronological and juridical defined period of adolescence do not necessarily reflect 

developmentally aspects of the same period. As observed by Sawyer, Azzopardi, 

Wickremarathne, and Patton (2018), adolescence includes biological growth and major social 

role transitions. Earlier puberty (especially in well-nourished populations), the recognition of 

continued growth well into the 20s, as well as later completion of education and parenthood (i.e., 

delayed role transitions), all contribute to shifting opinions of adolescence. They propose an 

expanded and more inclusive definition of adolescence ranging from 10-24 years. This would 

more closely correspond to the great diversity in the growth of young persons, and in popular 

perceptions of this phase of life. Intentionally, this will contribute to the adjusting of legislation, 

social policies, and health systems to better reflect younger persons’ needs, challenges, and 

developmentally differences (Sawyer et al., 2018). 
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1.4 Depression 
Depressive disorders can be divided into major depressive disorders (MDDs), which the patients 

in this thesis suffered from, dysthymic disorder and depressive disorder not otherwise specified. 

They vary in severity and age at onset, but typical features of an MDD is a two-week period or 

more with a lowered, depressed mood or loss of pleasure or interest in almost all activities. To 

meet the diagnostic criteria for clinical depression, one must in addition experience four or more 

of the following symptoms: changes in weight/or appetite and in psychomotor activity; decreased 

energy; difficulties in concentrating, making decisions or in thinking generally; feelings of 

worthless, hopelessness or guilt; and recurrent thoughts of death or suicidal ideation, plans or 

attempts. The symptoms must clearly affect the person’s functioning socially, occupationally or 

in other important areas. The symptoms should also persist for most of the day, nearly every day, 

for at least two consecutive weeks. The degree of impairment, that is, which symptoms are the 

most straining, and the duration of an episode might vary. Untreated, a major depressive episode 

typically lasts for four months or longer, whereas less severe depressions, or depressions not 

meeting sufficient criteria for MDD, might persist for months to years, affecting general quality 

of life or functioning in several areas (DSM-IV TR; APA, 2000). 

 In adolescents, there is a growing recognition that depression might be experienced 

somewhat differently than in adults and that the mood swings more common in this period of life 

are not necessarily part of a normal developmental process. Especially irritability is noted as a 

significant symptom of depression in adolescents and young people (Cregeen et al., 2016). 

 Cultures might influence the experience and understanding of depressive symptoms, 

leading to misdiagnosis or to not recognising a person’s suffering or distress as depression – for 

example, when using somatic terms such as headache or problems with heart, ‘nerves’ or other 

expressions rather than sadness, guilt or hopelessness. Further, what today’s psychiatry sees as 

severe depression with somatic symptoms was earlier conceptualised as melancholia, a state or 

feature described even in antiquity. However, different times’ understanding of and meaning 

attributed to melancholia have varied. This makes it challenging to compare this phenomenon 

with the modern psychiatric diagnosis of depression. For example, the ancients saw melancholia 

as a kind of disease between genius and madness, and in medieval times it was viewed more as a 

moral weakness (Johannisson, 2015). 
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 Regarding prevalence and whether depressive disorders today have actually increased, no 

clear consensus has been established, but research has suggested this might not be the case in 

adults (Richter, Wall, Bruen, & Whittington, 2019). In adolescents, estimates have suggested an 

overall prevalence rate of depression to be 5 to 6% worldwide – girls 5,9%, boys 4,6% – but 

these estimates vary from below 2% to over 18% depending on the studies and the countries in 

which the studies took place (Costello, Erkanli, & Angold, 2006). In Norway, depression is the 

most frequent reason for consulting a general practitioner for mental problems and is, together 

with anxiety, the dominant contributor to sick leave. Public figures suggest that 20% of adults 

will suffer from depression during lifetime and 10% in a 12-month period. For adolescents and 

youths, the figures are less certain, but from puberty on there seems to be an increased incidence 

of depression and anxiety as well as adjustment and eating disorders among females. Further, the 

number of females aged 15–17 years diagnosed through the Child and Adolescent Mental Health 

Service (BUP) increased by 5% to 7% per year from 2011 to 2016 (Folkehelseinstituttet, 2018). 

 There might be great differences in how depression is experienced. As in other mental 

disorders, depression has no clear entities established by objective testing, and there are no clear 

thresholds for deciding whether a patient suffers from a certain disorder. Also, depression might 

have widely varying symptom patterns and numbers of episodes, and comorbidities with anxiety, 

substance use or personality disorders are prevalent (Cuijpers, 2020). Therefore, when treating 

depression, ‘the depression’ is perhaps not the only disorder or strain being treated. 

This calls for developing clearer diagnostic criteria for and measurements of depression 

but of course, also improving the treatment of the disorder and the distress that comes along with 

it. Different psychological therapies, such as PDT or CBT, are together with antidepressant 

medication the dominating treatment for depression (Marcus & Olfson, 2010). However, of 

depressed patients treated by specialists, up to 50% do not recover by six months, and 10% show 

a chronic course (i.e., do not recover from the initial episode over five years or more). Among 

the recovered, the risk of relapse is 40% or more over two years and exceeds 80% over 15 years 

(Simon, 2000). Studies have shown that early recognition and treatment are crucial as the 

duration of untreated depression correlates with worse outcomes (Kraus, Kadriu, Lanzenberger, 

Zarate Jr, & Kasper, 2019). Against this background, it seems important to improve the treatment 
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of depression in order to ease its burden for individuals and society and for the prevention of 

relapses. 

1.5 The FEST-IT and MOP studies 
Two research projects addressing the challenges of improving psychotherapy for depression are 

the two RCT studies from which this thesis originated: the First Experimental Study of 

Transference Work–In Teenagers (FEST-IT study; Ulberg, Hersoug, & Høglend, 2012) and the 

Mechanisms Of change in Psychotherapy (MOP study; Røssberg et al., 2021). 

 FEST-IT explored the effects of transference work for adolescent depression on five 

psychodynamic dimensions; the quality of relations in family and friendships, tolerance for 

affects, insight and capacity for problem solving (Psychodynamic Functioning Scales (PFS); 

Høglend et al., 2000). In addition, the effect of transference work on depression – both patient-, 

therapist- and evaluator-rated – was explored. Transference work means the adolescents were 

encouraged to talk about their relation to the therapist, such as their thoughts and feelings 

towards the therapist, in the sessions. The patients were randomised to transference or non-

transference treatment groups. The main results from the study were recently published (Ulberg 

et al., 2021) and showed that both groups improved significantly on the PFS during treatment. 

Interestingly, regarding the level of depression, which decreased for both groups during 

treatment, the transference group showed a significantly stronger decrease from the second half 

of therapy to one year after therapy had ended compared to the non-transference group. This 

long-term effect of transference work in adolescents with depression is beneficial, and the 

authors underscore the importance of, and the potential in, addressing relational factors between 

the adolescent and the therapist in the sessions (Ulberg et al., 2021). 

The MOP study (Røssberg et al., 2021) aims at examining proposed patient 

characteristics (moderators) and change mechanisms in CBT and PDT and strengthening the 

evidence base about for whom and how these treatments work in adults with depression. Another 

aim is to expand the knowledge on what mechanisms that lead to improvement in depressive 

symptoms, as well as to better psychosocial functioning. Inclusion in the MOP study is still 

ongoing; hence, no outcome results are yet available. The method section describes the FEST-IT 

and MOP studies in more detail. 
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1.5.1 Treatment in FEST-IT and MOP 
The FEST-IT and MOP-studies offered the patients time-limited or short-term psychodynamic 

psychotherapy (STPP), based and manualised on the general psychodynamic principles 

described in section 1.3.1. As outlined in the treatment manual used in the FEST-IT study 

(Cregeen et al., 2016), STPP for adolescents prescribes 28 weekly sessions at the same time, 

place and weekday. This predictability aimed at creating a protected, private setting in which, if 

necessary, deep-seated fears of for example abandonment or the adolescent’s own 

destructiveness were to be dealt with. As mentioned earlier, STPP focuses not solely on the relief 

of depressive symptoms. Addressing underlying vulnerabilities to depression, creating resilience, 

and fostering a capacity to manage difficult feelings and experiences, are also central to STPP. 

When succeeded, STPP aims at the adolescent patient: 

1. Can better manage depressive feelings and aggression 

2. Is less prone to guilt and devaluation of oneself 

3. Make more realistic assessments of one’s own and others’ behavior and motivation 

4. Has developed better sense of agency and sense of self identity 

5. Has better capacity to not acting out emotions but rather be thoughtful 

6. Has a more realistic view of one’s own responsibility 

7. Is less vulnerable to depression when facing loss, disappointments or criticism 

(Cregeen et al., 2016) 

STPP recommends several principles and techniques supposed to achieve these outcomes 

but underline the importance of balancing them and adjusting them to the individual adolescent 

situation and matureness. In addition, work with parents or other carers in cooperation with the 

adolescents may often be of importance for the adolescents to improve. 

 One central principle aimed at fostering insight and managing depressive feelings and 

thoughts is interpretation. Interpretation of the transference or the adolescent’s maladaptive 

defence against depressive feelings and thoughts, aims at uncover (i.e. express) the unconscious 

conflicts behind a patient’s symptoms, as well as to better tolerate depressive feelings and 

thoughts. Moreover, insight into unknown repetitive ways of relating to oneself and others, also 
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aims at a more flexible and less rigid interactional pattern. This is possible when the patients 

understands or recognizes such patterns. Interpretative (expressive) interventions include for 

example exploration of affect and interpersonal challenges through free association or focusing 

directly on such themes when brought up by the patient. However, dynamic child and adolescent 

psychotherapy do not understand “free associations” merely as what is put into words. Due to 

children or younger peoples’ level of development, drawings or free play are also considered as 

free associations and suitable for balanced interpretation by the therapist (Cregeen et al., 2016). 

 The therapist’s interpretation may also include helping the patient applying a new light 

on difficulties already known, as well as making connections between former and later 

relationships experiences – especially the relationship experiences with the therapist. Supportive 

techniques may create a positive and safe space for the patient and the therapist. These 

techniques may include factors considered common to other psychotherapies like warmth and 

empathy, and factors perhaps more unique to time limited dynamic therapies like boundary 

setting or gratification (Barber et al., 2013). Other techniques described as important in 

adolescent psychotherapy are: 

- Clarification. That is, a descriptive commenting/reflecting on what the patient is telling or 

feeling. 

- Validation. That is, conveying that the patient’s feelings or life situation are understood, and 

of validity but with attention to how this validation is perceived and interpreted by the 

patient (avoid unintended confirmation of any misunderstanding in the patient). 

- Mirroring. That is, reflecting the patient’s feelings by for example saying ‘It is painful, 

isn’t?’ 

- Asking questions. 

- Confronting. That is, an emphatic statement about a patient’s less constructive behavior 

towards oneself like ‘Have you noticed that you seem to have …’ 

(Cregeen et al., 2016). 

 

The FEST-IT and MOP studies supervised the therapists in these principles, and summarized, the 

therapies focused on: 
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1. The initial phase of the therapy 

Establishing framework and information gathering, examining transference elements and 

monitoring countertransference, exploring the patient’s capacity for reflection and 

curiosity, addressing the scope and appropriateness of time limited treatment, establishing 

the therapeutic alliance, articulate the patient’s difficulties (i.e., psychoanalytic 

formulation). 

 

2. The middle phase of the therapy 

Further building of trust, deepening the transference relationship, increase the patient’s 

capacity for confrontation with difficult areas in oneself and one’s relationships. The 

therapist helps the patient express her or himself through for example words or plays, and 

the therapist express her or his understanding of the patient’s communication (i.e., 

creating meaning that makes sense to the patient). 

 

3. The ending phase of the therapy 

Reviewing the progress and consolidating changes made, identifying warning signs of 

depression to avoid relapse, identifying and working through feelings about ending 

therapy, considering the need for any future treatment. 

(Cregeen et al., 2016) 

 

STPP has a predetermined number of sessions, typically up to six months or approximately 24 

sessions (28 in this thesis). Long-term psychodynamic psychotherapy might go on for years but 

does not need to as it is designed to have a natural ending at some future point. 

1.6 Qualitative research in psychotherapy 
The divide into qualitative and quantitative research methods does not mean they have to be 

contradictory to each other. This thesis views them on a continuum, seeing each approach as 

providing knowledge of value to the other (N. Midgley, Ansaldo, & Target, 2014). This will be 

discussed more in the method section as this thesis’s qualitative data were developed within 

RCT-designed research studies. There seems to be an increasing trend of ‘nesting’ qualitative 

studies within quantitative RCT studies. This allows for a more sophisticated analysis, for 



32 

example, when linking individual patients’ experiences of therapy to their measured outcomes. 

There is a growing recognition that patients in general experience more or different outcome 

effects than, for example, symptom relief or other outcomes typically measured in RCTs. 

Combining qualitative and quantitative approaches in the same research projects allows for a 

more comprehensive and nuanced understanding of the psychotherapy process. 

The amount of qualitative research within psychotherapy is small compared to the 

quantitative research, and there is great diversity of themes and questions that have been 

qualitatively explored. Patients, therapists or families; gender, age or social role; disorders, 

therapies or health systems; culture, ethnicity or minorities – these are but a few examples of 

topics and perspectives taken within qualitative psychotherapy research. The agendas of the 

researchers, the context and circumstances under which the qualitative studies take place and 

whom the participants are and what questions they are asked are of great importance when 

interpreting the findings and learning from them or comparing them (N. Midgley, Hayes, & 

Cooper, 2017). So also with the present study.  

 The qualitative psychotherapy studies referred to below and elsewhere in the thesis, 

including papers 1 and 3, report their findings as themes or categories meant to represent the core 

content, the essence, of the interviews. Such content analyses seem to presuppose that reality, say 

a patient’s individual experiences of psychotherapy, consists of ‘essences’ that can be collected, 

identified, sometimes counted and summed up or otherwise made manageable. This 

quantificational tendency in qualitative health research is criticised at a more general level, 

arguing that how knowledge is developed is just as important as what knowledge is developed 

and that the use of theory should play a more prominent role in qualitative knowledge production 

(Juritzen et al., 2017). This thesis has meant to incorporate a theoretical approach. An original 

contribution of methodological relevance, then, is how paper 2 applied positioning theory to the 

analysis. Paper 2 focused on the construction of the patients’ experiences of therapy, not their 

essences or factors per se. The method section addresses constructivism and essentialism further 

as well as the thesis’s use of theory. 

1.6.1 Qualitative research in adolescent psychotherapy 
A literature review by Freake, Barley, and Kent (2007) on adolescents’ views of their 

interactions with doctors, mental health workers and other helping professionals identified 
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several themes as important. Examples are: ‘What I tell them is confidential’; ‘They explain 

things and give me information and advice’; ‘They listen to me’; ‘They are kind, caring, 

sympathetic, understanding’; ‘I can trust them’; ‘They are competent, experienced and 

qualified’; ‘They are non-judgemental’ (Freake et al., 2007). These rather global themes are not 

restricted to psychotherapy. Nevertheless, they harmonise with the findings across 12 studies 

restricted to what adolescents and young people found helpful in psychotherapy or counselling 

(Gibson, Cartwright, Kerrisk, Campbell, & Seymour, 2016). First, adolescents want a genuine 

sense of connection to their therapist. This relationship is valued as important and is preferred to 

contain a degree of mutuality. Young people want their therapist to be non-judgemental, 

empathic and caring. Secondly, they want to be able to express their thoughts and emotions 

freely. Finally, young people seem particularly conscious of their lack of power in relation to 

adults. Their need for autonomy and control within the therapeutic encounter, and issues such as 

privacy and confidentiality, are important to the adolescents. This requires an equal relationship 

over which the adolescents are able to exercise control (Gibson et al., 2016). 

 In line with these findings from a variety of therapies for a diversity of disorders are also 

the findings from a study restricted to adolescents with depression and their experiences of brief 

psychosocial intervention (Dhanak et al., 2019). This study was from the Improving Mood with 

Psychoanalytic and Cognitive Therapies (IMPACT) study comparing CBT and short-term PDT 

with brief psychosocial intervention (Goodyer et al., 2017)). Dhanak et al. (2019) identified the 

following four themes as central for improvement in brief psychosocial, not psychodynamic, 

intervention: being heard and feeling safe; collaborative working enhancing therapy; gaining a 

different perspective on oneself and relationships; and a positive therapeutic relationship. 

 When it comes to the field of adolescents’ experiences of short-term PDT for depression, 

which this thesis is partly about, there seems to currently be two studies – paper1 in this thesis 

and the recent study by Marotti, Thackeray, and Midgley (2020). These two very similar studies 

have in common that they offered up to 28 sessions of STPP, were based on the same treatment 

manual (Cregeen et al., 2016) and included both improved and not improved patients aged 16–18 

years in their analysis. However, they differ in one important aspect – paper 1 included solely 

females, while the other included solely males. Issues related to this gender difference are further 

addressed in the discussion section. In STPP – a therapy with a large focus on the therapeutic 
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relationship, and where the open exploration of thoughts and feelings might make one vulnerable 

– Marotti et al. (2020) found that teenage boys experienced opening up and disclosing oneself; 

increasing one’s self-understanding; and developing an understanding, accepting and non-

judging therapeutic relationship to be crucial for improvement. The females in paper 1 also 

experienced these factors but also emphasised practical orientation as important. 

1.6.2. Qualitative research in adult psychotherapy 
Qualitative research in adult psychotherapy is more comprehensive than in adolescents. This has 

led to several meta-analyses across psychotherapy modes and orientations. Timulak (2007) 

reviewed seven studies and identified several helpful features across therapies. These included 

new insights, emotional experiences and behavioural strategies; the acceptance and 

understanding of the therapist; involvement in treatment; and a supportive and safe relationship 

to the therapist. Another meta-analysis (Timulak, 2010) included 41 studies that focused on 

patient-identified significant moments in psychotherapy. The findings were highly similar to 

those in Timulak (2007). The main findings were new insights, awareness and problem 

resolution along with feeling understood and reassured (Timulak, 2010). Because insight was 

central in both of these meta-analyses, Timulak and McElvaney (2013) conducted a meta-

analysis on significant events leading to insight. The analysis revealed two types of insight – 

painful insight, in which clients realised something painful, including feelings of sadness, upset 

and hurt, and self-asserting or empowering insight, in which the therapist’s support and 

validating promoted positive experiences.  

These meta-analyses foregrounded a comprehensive qualitative meta-analysis on clients’ 

experiences of individual psychotherapy. Levitt et al. (2016) built on the works of Timulak and 

colleagues and reviewed 109 studies, grouping their findings into the following five clusters 

(each with numerous subcategories): (1) Therapy is a process of change that involves structuring 

curiosity and deep engagement in a pattern of identification and narrative reconstruction. (2) 

Caring, understanding and accepting therapists allows clients to internalise positive messages 

and enter the change process of developing self-awareness. (3) A professional structure creates 

credibility and clarity but can undermine the authenticity of the relationship, make therapy 

inaccessible or foster dependence. (4) Therapy progresses as a collaborative effort with a 

discussion of differences. (5) Recognition of the client’s agency allows for responsive 

interventions that fit the client’s needs (Levitt et al., 2016). 
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Qualitative studies solely on PDT in adults are rare. Nilsson, Svensson, Sandell, and 

Clinton (2007) compared experiences of change in PDT and CBT. Satisfied PDT patients 

reported understanding oneself better as the most distinctive experience of change. Such changes 

came about by talking about and reflecting upon oneself and then piecing things together again. 

Gostas, Wiberg, Neander, and Kjellin (2012) also compared experiences of PDT and CBT. 

Surprisingly to the authors, it was the similarities between the two approaches that emerged, and 

they found it not meaningful to distinguish between PDT and CBT patients when analysing the 

data. The patients did not differentiate between the therapist and the methods they delivered. The 

study emphasised building up trust, adapting techniques to the patients’ needs and capacities and 

contract negotiations as important. Patients’ knowledge of their own needs, difficulties and 

desire for change had to influence and affect the contract and the process of psychotherapy 

(Gostas et al., 2012). These two studies included a variety of patients and diagnoses, and the 

studies had no sampling control or randomising nor manualised treatment or check of therapist 

adherence. 

 The only qualitative studies, to my knowledge, of experiences of short-term PDT for 

adult depression with sampling control, manualised treatment, supervision of therapists and 

treatment fidelity control according to the theoretical underpinnings of therapy are paper 3 in this 

thesis and the recently study by De Smet et al. (2019). Both found that the patients experienced 

improvement in STPP and CBT when they cared for themselves, gained increased self-

understanding and learned new coping skills. 

1.7 Aims 
The main aims of this thesis were to explore what adolescent and adult patients find helpful in 

psychodynamic psychotherapy for depression, what improvement means to the patients, and to 

explore positions and mutuality in adolescent psychotherapy. 
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2.0 Methodology and theoretical frame 
The aims of the thesis were to explore the patients’ experiences of PDT, what improvement 

meant to them and how the patients, in retrospect, positioned themselves and their therapists. 

This was done through qualitative interviewing. Before describing this method, the thesis’s 

broader epistemological frame is addressed. 

 Méthodos means following a certain way towards a goal (Tranøy, 2020), not necessarily 

towards something true. This is an important point as one could think that being true to a method 

and applying it conscientiously will lead to trustworthy and reliable results. Rather, this thesis 

shares the opinion that methods are ‘alive’, that is, qualitative methods become what they are 

when used in actual studies. Their functions are more to create awareness or trigger analytic 

insights than to constitute or determine insights through the rigorous application of the methods 

(Sandelowski, 2010). Further, the thesis shares the view of qualitative research as interpretative, 

which aims at understanding intentional actions and other meaningful material, not finding their 

explanations or causes (Malterud, 2011). Finding explanations and causes often presupposes a 

positivistic ideal of science, typical in the natural sciences, in which an independent reality ‘out 

there’ is seen as manageable and controllable. Research, then, should minimise, or best remove, 

biases and not ‘disturb’ this reality when researching it. Qualitative research may also be inspired 

by such logics and procedures, such as when neglecting contextual factors or the significance of 

the interaction between the involved persons. In contrast to presupposing some kind of essence 

or meaning to be revealed by a researcher standing outside of a research ‘object’, this thesis 

places the qualitative researcher closely connected to and intertwined with the research ‘object’. 

Furthermore, the researcher brings him or herself, his or her ideas, reflections, beliefs, and 

expectations to the project. This ‘bias’ of presuppositions and preunderstandings, conscious or 

not, will not necessarily disturb the research process. Rather, they make up the conditions that in 

the first place make understanding possible. This thesis’s emphasis on particularities and 

contextual factors, such as the acknowledgement of one’s own preunderstanding, also locates 

this thesis within social constructivism and hermeneutics. 

2.1. Social constructivism 
Social constructivism criticizes a positivistic ideal of science and the view of reality as 

manageable and controllable. Understanding and developing of knowledge makes use of 

language and concepts and happens, so to say, within language. However, social constructivism 
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does not see the use of language as objective processes that mainly mirrors an independent and 

unaffected reality. Phenomena such as the social world or human actions are meaningful, but 

they do not have some kind of embedded meaning or essence in themselves. Rather, we 

understand and create meaning using language, and language is developed and constituted in 

social interactions between people (Jørgensen & Phillips, 1999). Understanding and knowledge 

do not come unmediated through an ‘objective’ representative language, nor are they found or 

discovered by a passively interpreting mind. Understanding and interpreting are active processes 

that make use of concepts and models developed under historical, social and cultural 

circumstances. A phenomenon, say the idea of the mental illness depression, is not determined 

by some nature of things. Mental illnesses as ideas with classifications and categories do not by 

necessity have to be as they are. They are not inevitable but rather brought into existence by 

social events, forces and historical processes (Foucault, 2013; Hacking, 1999). All the 

knowledge and insights of a given phenomenon could, in principle, be different. If they had been 

different, they would have equipped us with other concepts and models for the understanding of 

the phenomenon. Further, social constructivism regards models, concepts and theories about 

what reality is or how it functions as processes that simultaneously constitute this reality. What 

reality, be it the social, cultural or natural reality, may consist of in itself is not necessarily the 

point. The point for social constructivism is how socially processes make some discourses and 

descriptions of reality to those people take to be the true or preferable ones (Schwandt, 2000). 

For example, the opinion of depression as a disorder to be treated with psychotherapy rests on 

opinions of depression other than those needed for treating depression with antidepressant 

medication. The opinions also rely on quite different historical and cultural prerequisites to come 

into being, such as pharmacological technologies or the psychodynamic perspective guiding the 

treatment offered the patients in this thesis. 

2.1.1 Hermeneutics 
Another source for this thesis’s methodology is philosophical hermeneutics. As a philosophy, it 

aims to understand what is involved in the process of understanding, in other words, to 

understand understanding, not to prescribe procedures and techniques for the interpretation of 

text or human actions (Madison, 1991). Central to philosophical hermeneutics is that one’s 

prejudices and standpoints, one’s concepts and models, are not regarded as disturbing biases that 

hinder a clear, objective understanding of a phenomenon. Rather, they are the premises and 
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prerequisites that make understanding possible. The interpretation of, for example, a transcribed 

text from a qualitative research interview requires the engagement of the readers’ conscious and 

unconscious prejudices – the horizon – for the text to be understood. The text needs the reader to 

be meaningful, and in this process the text challenges the reader’s horizon: 

But this means that the interpreters’ own thoughts too have gone into re-awakening the 

 texts’ meaning. In this the interpreters’ own horizon is decisive, yet not as a personal 

 standpoint that he maintains or enforces, but more as an opinion and a possibility that one 

 brings into play and puts at risk, and that helps one truly to make one’s own what the text 

 says. 

(Gadamer, 2013, p. 406) 

Understanding is always to understand from a certain place or standpoint, and to understand 

something means to activate one’s preconceptions, not ignoring them (Schwandt, 2000). Often 

referred to as the hermeneutic circle, the understanding and interpretation of a part of the text 

influence the interpretation of a larger part of the same text. This, in turn, affects and sometimes 

changes the interpretation of the part in an ongoing circularity of part-whole interpretations 

(Smith, Larkin, & Flowers, 2009). 

 A parallel to the hermeneutic circle, which also complicates this thesis’s methodology, is 

that of interpretational levels, or ‘quadri-hermeneutics’ (Sandelowski, 2006). That is, the patient 

interprets his or her therapy. Secondly, this interpretation or elements of it is re-interpreted and 

conveyed during a research interview. Third, the researcher interprets this re-interpretation and 

conveys this interpretation to an audience. The audience, such as the reader of a research article, 

then, interprets this interpretation of the patient’s initial interpretation of the therapy. These non-

linear processes of interpretations, re-interpretations and representations are by no means 

predictable; they may change over time and are affected by the theoretical, political and 

ideological surroundings of the research project and its actors (Sandelowski, 2006). Rejecting an 

undisturbed relationship in which the told experiences from the therapy room are seen as directly 

linked to, and caused by, that which actually happened in that room do not mean that the 

patient’s accounts from the therapy room are not reliable or trustworthy, like fiction. The thesis 

tries to combine hermeneutics of faith with hermeneutics of suspicion, in other words, 

reconstructing the experiences on its own terms – at face value – and seeing them through 
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theoretical lenses to disclose ‘hidden’ or non-conscious aspects of these experiences (Ricoeur, 

1970, in Smith et al., 2009). The experiences told and put into words in the interview room also 

say something about what went on during the interview, not only what went on during the 

therapy. Experiential knowledge is translated into research knowledge, for which the translator’s, 

meaning the researcher’s, preunderstanding is crucial. 

2.1.2 Preunderstanding 
One way of making this thesis transparent and open is to describe the process of how my 

comprehension of preunderstanding changed and developed because, as I came to recognise, 

preunderstanding was more of a dynamic than static concept. 

 When I started the PhD project, I regarded my preunderstanding as important to be aware 

of since it would guide my attention and lay the premises for the kind of knowledge my project 

should bring into being. My preunderstanding was, in one sense, ‘everything’ and should be 

made as conscious as possible through reflection and introspection. This became increasingly 

difficult. The search for my preunderstanding looked more like confessing my ‘sins’, which, to 

be successful, depended on my willingness to be honest and sincere and not leaving anything 

out. It left me with the suspicious feeling that there was always more to reveal. I never got the 

feeling of having isolated or captured my preunderstanding nor of predicting how it would 

influence the research project, as if it were a crystal ball. My preunderstanding or position at the 

outset was being a psychiatric nurse with clinical experience from forensic psychiatry, studies 

within the history of ideas, a master’s degree within interdisciplinary health research and an 

interest in textual analysis and the philosophy of science. These factors, my personal experiences 

and being a male of 50 years in a high-income Western society surely affected what I tended to 

notice and overlook through the research project. The problem was to see in what way this would 

affect the project and me. What would have happened in the project if these preunderstandings 

and the person I was had been different? I failed in the mission of disclosing such questions. 

 Entering the field of psychotherapy research turned, at some point, my preunderstanding 

into a preunderstanding of limitations and negations – I was not trained as a psychotherapist but 

as a nurse; I had never delivered psychotherapy or worked at an outpatient clinic; I also felt I had 

limited knowledge of psychological and psychotherapeutic concepts and theories. At points, this 

made me think I did not have the required or ‘best’ preunderstanding for the project. These 
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limitations gradually became less disturbing when focusing on the fact that the project was on 

patients’ experiences of psychotherapy, not on psychotherapy per se. This eased the burden of 

not having the ‘best’ preunderstanding. Could there perhaps be some advantage to having come 

from the outside and exploring something I felt others knew a lot more about than me? This 

process made me aware of a fundamental methodological question, which is out of the scope of 

the thesis, but it concerns what position should be regarded as legitimate to do research within a 

given field. For example, what is, or should be, the preferable preunderstanding for doing 

research within psychotherapy? 

 Towards the end of the project, I realised I was caught up in a ‘positivistic’ view of 

preunderstanding that I believed I could identify and isolate and control the impact of. Even the 

impact if it had been different. Preunderstanding is not so much something I possess. Rather, I 

have a potential wealth of preunderstandings depending on what I encounter in, for example, the 

transcribed interviews. What seems strange or surprises me in a text, that which makes an 

impression upon me, also reveals something about me and my preunderstanding which was not 

known to me beforehand. As a text needs a reader to reveal the text’s meaning, the reader needs 

the text to reveal his or her potential preunderstandings. There is a two-way dialogic – not a one 

way mechanistic – relationship between one’s preunderstanding and what is to be understood: 

We should always aim at a correct understanding of what the ‘things themselves’ [the 

 objects of out interpretation] say. But what the ‘things themselves’ say will be different in 

 light of our changing horizons and the different questions we learn to ask. 

(Bernstein, 1983, quoted in Schwandt, 2000, p. 195) 

One area I felt my non-psychotherapist preunderstanding affected was that of theory – 

what role theory should have in the project and not least what kind of theory it should be 

informed by. Without training in psychotherapy theory or practice, I also found myself free from 

or without any ‘obligation’ to psychotherapy theories. I did not mistrust or dislike them; they 

were just not very familiar to me. My interest in interdisciplinary health research had also 

equipped me with perspectives and concepts from the humanities and sociology as well as with 

some curiosity about how to make use of such perspectives in the field of psychotherapy 

research. 
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2.2 Applied methods and theory in the thesis 
A theory aims at capturing or explaining something about the world through a set of ideas or 

concepts and the relationship among these ideas and concepts. Although theories are 

simplifications, they provide explanations and clarify parts of the world and what is going on in 

it. When linking ideas and concepts by proposing a relationship between them, theories offer a 

model for why the world is the way we take it to be (Maxwell, 2013). Different theories, then, 

will illuminate different aspects of the world, draw the attention to particular phenomena and 

leave other phenomena unexplained or even unnoticed. Consequently, what we see depends on 

the theories directing our eyes. This also means that what you see, the data, are theory-dependent 

and ‘created’ by theory. Empirical data are, so to say, not something that just accidentally 

happens to be there, and the social reality has to be constructed through analytical concepts such 

as institution, position or narrative, to be available for a certain strategy for analysing it (Esmark, 

Laustsen, & Andersen, 2005). 

2.2.1 Positioning theory 
When reading qualitative methodology, the philosophy of science and epistemology in the field 

of qualitative research, my attention was driven towards positioning theory. In addition, an 

interviewed adolescent described herself in therapy as being in a very vulnerable position. What 

do positions mean in psychotherapy? The thesis is partly inspired by positioning theory and 

applies this theory in paper 2. The concept of position has no agreed upon definition. It has been 

used and theorised and its meaning expanded since first introduced by Wendy Hollway 

(Hollway, 1984) and her analysis of how men and women in heterosexual relationships are 

positioned, that is, placed in relation to each other in a meaningful way through discourses 

(Slocum-Bradley, 2010; van Langenhove & Harré, 1999). Discourse theory is one source for 

positioning theory, underscoring that for a conversation to be meaningful and understandable to 

others, the speaking and use of language have to make use of cultural norms for the language in 

use. In general, people will tend to speak differently of, say, one’s psychological difficulties in a 

session with a psychotherapist than in a lunch break with colleagues. As the context for a 

conversation changes, the social and cultural expectations for what to say and how to convey 

one’s opinions and perspectives will change: ‘Generally things do not fall apart, so members 

must have to hand a repertoire of narrative conventions’ (Harré, Moghaddam, Cairnie, Rothbart, 

& Sabat, 2009, p. 10). Discourses form our mental world, our beliefs and meanings, as all these 
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phenomena become real and meaningful to us through language. Consequently, discourse theory 

locates our inner world in language and discourses, not as elements within ‘a self’. 

Positioning theory shares with social constructivism the diminishing of the self as more 

or less autonomous and delimited from its surroundings. The self is social, seen as relational and 

open, constituted by cultural discourses. The self is not a place or ‘container’ of essences such as 

feelings, thoughts and beliefs. Seeing discourses as what constitutes the self and the world in 

general makes discourses powerful. This structural power, however, is not in positioning theory 

seen as determining people’s thinking and believing – a critique raised against discourse theory 

(Jørgensen & Phillips, 1999). Emphasising human agency also anchors positioning theory within 

discursive psychology. Discursive psychology focuses on how people are agentic users of 

concepts, words and metaphors and create a reality that seems true or advantageous to the 

speaker (Jørgensen & Phillips, 1999). The view of people as active users of available discourses 

freer from structural expectations of behaviour points to the concept of role as a third source for 

positioning theory. 

2.2.2 Roles and positions 
Positioning theory offers a dynamic way of understanding the nuanced and changeable character 

of human encounters (van Langenhove & Harré, 1999). This is in contrast to the more static and 

formal concept of role that prescribes or proscribes relatively stable norms of behaviour based on 

social categories such as class, gender, age or ethnicity. Unlike roles, positions are plural, 

shifting and negotiable through social interaction. Placing the theory in a psychological context, 

Harré et al. (2009) state that ‘Positioning theory focuses on bringing to light the normative 

frames within which people actually carry on their lives, thinking, feeling, acting, and perceiving 

– against standards of correctness’ (Harré et al., 2009, p. 9). In human encounters, for example 

during a psychotherapy session, there are both formal and informal standards (i.e. norms) of 

what is regarded as correct to say or do by the therapist and the patient (Harré, 2012). The ‘right’ 

or ‘duty’ to open up about oneself is not the same for the therapist and the patient. There are 

different norms and professional guidelines for when, and whether at all, a therapist should be 

open about herself or himself to the patient, and positioning theory ‘… is the tool for exploring 

the relation between what is possible and what is permitted (Moghaddam, Harré, & Lee, 2008, p. 

13). The way in which different rights and duties – what is possible and permitted – are 

perceived and negotiated will determine the positions that the therapist and patient may occupy 
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or access during a therapy session – although their assigned roles are the same. The rights and 

duties people see for themselves and others in particular conversations will constitute their 

positions at that moment: 

Positioning Theory is based on the principle that not everyone involved in a social 

 episode has equal access to rights and duties to perform particular kinds of meaningful 

 actions at that moment and with those people. In many interesting cases, the rights and 

 duties determine who can use a certain discourse mode – for example, issuing orders, 

 giving grades, remembering a past event. A cluster of short-term disputable rights, 

 obligations, and duties is called a ‘position’. 

(Harré, 2012, p. 5, italics in original). 

Positions are ephemeral; they change from moment to moment and can be taken up, assigned, 

accepted, disputed or challenged. 

 In addition to the rights and duties, positioning theory builds on two other key aspects. 

One is actions and acts, or speech and gestures, and the meaning given to the speech and gestures 

by participants in particular social episodes. This builds on the opinion that the meaning of words 

becomes clear through their intended or unintended consequences in concrete social episodes – 

that is, in what the words produce, not in what they claim to represent (Slocum-Bradley, 2010). 

The other aspect is storylines. Strips of life unfold according to explicit or implicit local narrative 

conventions. In addition, storylines presuppose that strips of life usually are lived stories for 

which told stories already exist; in other words, the same story can be expressed in different 

media, such as words, film or plays – and in life itself (Harré, 2012). The significance of, for 

example, a therapist’s questioning will depend on the storyline the patient thinks is being 

unfolded at that moment, the patient’s opinion of what is going on right now. Several storylines 

may unfold at the same time, and patients and therapists may take relatively different storylines 

to be unfolding. Hence, storylines are powerful as they tend to direct the interpretations of what 

is to be said (Slocum-Bradley, 2010). These three aspects – positions, actions/acts and storylines 

– make up the three corners of the positioning triangle. Changes to one of them affect the others. 
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Figure 1. The positioning triangle (modified figure, from Harré et al., 2009) 

 

 In this thesis, the main storyline is the patient–therapist storyline, where some rights and 

duties of what to say and do are more obvious than other rights and duties. A patient seeking 

help, most likely, will feel some kind of obligation or expectations to try to respond to the 

therapist’s questions and utterances in an appropriate way, in line with cultural storylines for 

encounters with a psychotherapist. The way the patient then actually acts is also influenced by 

other storylines that the patients takes to be unfolded as well as the meaning the patient attributes 

to the therapist’s speech and gestures. The application of positioning theory in paper 2 was 

restricted to positions and storylines. Because we did not know what was actually said between 

the patients and therapists during the therapy sessions, an interpersonal positioning analysis was 

impossible. Rather, the analysis is of intrapersonal, or reflexive, positioning. This is the process 

by which persons positions themselves in private discourse in personal stories told to oneself in, 

for example, diaries or inner conversations (Moghaddam, 1999). Admittedly, in this study the 

stories are not solely private as they were told to an interviewer under the context of a research 

interview, which also has its cultural standards of correctness and positioning dynamics. The 

stories nonetheless were analysed as if they were ‘private’ as the positioning between the patients 

and the interviewers was not the focus of the study or taken into account. 

 

Positions 
(rights/duties) 

Storylines (narrative 
conventions) 

Actions/acts 
(gestures/speech) 
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2.3 Data gathering 
2.3.1 The FEST-IT and MOP studies 
This thesis consists of three qualitative studies nested within the two RCT studies, FEST-IT and 

MOP. FEST-IT is an RCT study aimed at exploring the effects of transference work, specifically 

relational interventions, in STPP for adolescents with depression (Ulberg, Hersoug, et al., 2012). 

The concepts of transference and countertransference are briefly described above. Transference 

intervention is considered a fundamental technique in psychodynamic psychotherapy (Gabbard, 

2006; Høglend, 2003). The participants in the FEST-IT study were randomised into two 

treatment groups, those with and those without transference interventions. In the transference 

group, the therapists encouraged the exploration of the patient–therapist relationship. In both 

groups, general psychodynamic techniques were used. The treatment manual (Cregeen et al., 

2016) focused on helping the patients overcome developmental and relational problems as well 

as emphasising the role of the interpretation of unconscious conflicts, and insight. The study 

recruited patients aged 16–18 years among adolescents referred to private practice or to public 

child and adolescent outpatient departments. The area covered both urban and rural places in the 

southeast of Norway. Follow-up was conducted at post-treatment and one year after treatment 

termination. The qualitative interviews took place at post-treatment or at one year follow-up. 

The MOP study is an RCT study designed to measure the effects of STPP (28 sessions) 

and CBT (16 sessions and three monthly booster sessions), respectively, in adults with 

depression (Røssberg et al., 2021). The overall aim of the study is to explore what patient 

characteristics (moderators) might be associated with different outcomes as well as the 

therapeutic processes and change mechanisms through which improvement might occur. 

Theoretical patient characteristics and change mechanisms in CBT and PDT will be analysed in 

both treatment modalities, attempting to answer the questions of what works for whom and how. 

The STPP therapies are manualised and supervised based on (Gabbard, 2017), whereas the CBT 

therapies are based on (Beck, 1979). The patients in the qualitative study, paper 3, were 

interviewed post-treatment. Inclusion and treatment in the MOP study are still going on. 

Both the FEST-IT study and the MOP study used the Mini International Neuropsychiatric 

Interview (Lecrubier et al., 1997) and the Diagnostic and Statistical Manual of Mental Disorders, 

4th Edition (DSM-IV; American Psychiatric Association, APA, 2000) as diagnostic criteria. 

While the FEST-IT study used the Beck Depression Inventory II (Beck, Steer, Ball, & Ranieri, 
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1996), and the Montgomery Åsberg Rating Scale (MADRS), the MOP study used the Hamilton 

Depression Rating Scale (Hamilton, 1960) and the Beck Depression Inventory II (Beck et al., 

1996) for measuring the depth of depression. In addition, the studies used several other clinical 

outcome measures. 

2.3.2 Selection of participants 
There was no strategic selection of the participants recruited for this qualitative study. The thesis 

was nested within the FEST-IT and MOP studies, and the participants were recruited when they 

met for their follow-up evaluations in the FEST-IT or MOP studies. This selection was random, 

meaning there were no criteria for being invited to participate in this qualitative study. All those 

meeting for evaluation during a given time period were invited to a qualitative interview. The 

selection of patients aimed not at being representative for the RCT studies’ populations in which 

they participated, such as regarding age, gender, co-morbidity, outcome measures, time spent in 

therapy, personality traits and socio-economic status. Most of these features were unknown due 

to the ongoing inclusion in the RCTs. 

2.3.3 Qualitative interviews 
The data gathering method used in this study was individual qualitative, in-depth interviews. 

Without predefined categories or concepts, semi-structured interviews are suitable for exploring 

new areas or lesser known topics with the purpose of producing knowledge. With the assistance 

of a mental health service user, we developed an interview guide consisting of five main themes 

relevant for the research questions (Appendix 1). The main themes in the interviews were how 

the patients felt about receiving therapy, what they experienced as helpful and not so helpful in 

therapy, how the therapy affected important relations and areas in their lives and whether they 

could use something from the therapy in the days to come. The same interview guide was used 

for interviewing both the adolescents (papers 1 and 2) and adults (paper 3). The interviewers 

aimed at supportive and dynamic interviews in which the participants were encouraged to 

elaborate on and say more about the topics raised. This also points to the structural power 

asymmetry in the interview situation. 

 Brinkmann and Kvale (2015) identifies several aspects of power asymmetry. A 

qualitative research interview is not an open, everyday conversation between equal partners with 

‘good conversation’ as a goal in itself. The dialogue is instrumental, that is, a means for 

providing the researcher with information the researcher has the right to use and interpret for 
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scientific purposes. It is the researcher who sets the agenda, defines the situation and place and 

decides which answers to follow up on and when to terminate the interview. The positions are 

fixed as the interviewer asks questions the interviewee is supposed to answer, not the other way 

around. In addition to these structural features of a research interview, asymmetry in this thesis 

was also related to education, age, academic positions and gender differences between the 

researcher and participants. For papers 1 and 2, nine female adolescents were interviewed by me, 

a male PhD student in his late 40s, who could be the same age as some of the participants’ 

fathers. Further, I am a health professional and could for some of the participants likely have 

reminded them of a therapist. The first interviews with the adolescents were conducted together 

with an experienced female researcher of higher age than me. This asymmetry, however, does 

not necessarily mean that the participants were suppressed. Power might be suppressive, causing 

the participant to say what they think the interviewer, due to the authority assigned him or her, 

wants to hear. Suppressive power might also arise when patients feel obliged to participate to 

give something back to those who have helped them. Power, however, is also a force that 

stimulates the process when two persons converse. The asymmetry might be productive as 

differences also invite separate worlds and backgrounds to meet and create common ground and 

shared understanding. 

Participants in asymmetric relationships, such as research interviews, are in many ways 

considered the less influential ones. They must, for example, accept the premises set by the 

research project. However, they are also powerful in that they possess and exercise control over 

the information the interviewer is dependent upon in order to succeed with the research project. 

Moreover, they have the power of not participating at all. From this perspective, the interviewer 

becomes the less influential one and dependent on the powerful and agentic participants’ 

willingness and ability to share the experiences over which they can claim ownership. 
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3.0 Analysis 
Papers 1 and 3 are qualitative descriptive studies aimed at qualitatively describing the patients’ 

experiences of therapy. When offering a comprehensive account of events in the ‘everyday terms 

of those events’, qualitative descriptive studies stay close to the data and to the surface of words 

and events (Sandelowski, 2000). Unlike studies of deeper interpretative activity, such as paper 2, 

qualitative descriptions have no mandate to re-present the data in other terms but their own. 

Qualitative descriptive studies see language as a vehicle of communication, not in itself an 

interpretive structure that must be read (Sandelowski, 2000). The main strategy for analysing the 

interview data in papers 1 and 3 was content analysis, principally described below. Hence, as 

mentioned in the introduction section, papers 1 and 3 presupposed some degree of essentialism 

in their analyses. 

 Paper 2 took its outset in positioning theory. This theory-driven analysis focused the 

interaction between the patients and the therapists the way the adolescents described it. Much of 

the descriptions of the adolescents’ therapy processes in paper 1 were left out due that paper’s 

focus on improvement. Positioning theory was used to address and understand more of the 

complexity in the descriptions of the patients’ therapy experiences. In this way, paper 1 

foregrounded and sensitised the analysis in paper 2. Both papers made use of the same interview 

transcripts but analysed them from different perspectives and with different aims. Paper 2 

focused on the patients’ experiences of therapy as positions negotiated and constructed by the 

patients and therapists, not as essences or factors within the patients. Paper 2 analysed the 

patients’ descriptions of the positioning, not the evolving conversation itself (the data were not 

transcripts of the conversations from the therapy room). The focus was on how the experiences 

came into being, not what they consisted of. One could say that paper 2 made use of a different 

understanding of content analysis than that in papers 1 and 3. The ‘content’ analysed in paper 2, 

then, was the shifting positions between the patients and therapists, not the factors of 

improvement located within the patients. The latter understanding of content analysis seems to 

be the most common one. 

3.1. Content analysis 
A widely used and acknowledged method for analysing qualitative descriptive data is content 

analysis, also called thematic content analysis. All authors read the transcribed interviews with 

the adolescents on their own (for paper 3, adult patients, two of the authors). This allowed 
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familiarization with the data and provided a first impression of the themes and subthemes. The 

first author thereafter read the transcribed interviews guided with the question: “What do the 

participants say about improvement?” This reduced the totality of the transcribed material. In the 

further analysis, the first author read and re-read the reduced texts several times and identified 

themes and subthemes that best represented the stated meanings, viewed in relation to the text as 

a whole. The texts were explored in detail, isolating sentences and utterances that thematised 

experiences of improvement. All authors discussed and revised the evolving categorizations and 

interpretations, and when necessary new categories were added, or categories were changed 

based on the discussion. This led to new perspectives and nuances until consensus about the 

understanding of the material was reached. This approach strengthened the internal validity of 

the findings and made the interpretations less dependent on individual preferences. This 

inductive thematic content analysis did not attempt to fit the data to pre-existing concepts or 

theoretical ideas (Green & Thorogood, 2013). The data reduction strategy followed these 

principles: 

1) Familiarising oneself with the data – listening to or reading the interview transcripts 

to get a first impression of what the participant actually says. 

2) Identifying codes and themes – an inductive comparative process in which a detailed 

and close reading of each interview transcript aims at classifying the emerging 

themes. Both similarities and differences are identified in sentences and phrases 

across participants and labelled with codes. The coding is under constant revision. 

3) Coding the data – further developing and refining the codes as new insights or themes 

occur from the reading and interpretation of the transcripts. 

4) Organising codes and themes – gathering the codes under the themes they are meant 

to represent. Extracts from the data illuminate the themes. 

(Green & Thorogood, 2013, pp. 203-218) 

 In addition to this, rather schematic, description of content analysis, it is important to 

underscore interpretation as dynamic processes. The identifying of themes starts as early as 

during the interviews, and the principle of the hermeneutic circle described above highlights a 

form of interpretation and analysis less linear than here described. 
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Hsieh and Shannon (2005) distinguish between three ways of approaching content 

analysis. Conventional content analysis is the one used in papers 1 and 3. The coding categories 

are derived directly from the text data without applying preconceived categories or theory. The 

data speak for themselves, so to say, and the researcher immerses into the data, allowing for new 

insights to emerge. The data in papers 1 and 3 were analysed ‘horizontally’, meaning the 

identification and organisation of codes and themes were done across the cases. The experiences 

were thus detached from the individual patient, decontextualized and used to represent a theme. 

The two other ways of approaching content analysis, directed and summative, were not applied 

in this thesis. 

A paradox in the thesis, also mentioned earlier, is that content analysis presupposes some 

degree of essentialism, as in papers 1 and 3. The thesis, however, also adheres to constructivism 

and the view that experiences are not primarily located within the patients as factors or essences. 

Rather, they are talked into being, for example, during an interview. They could, in principle, 

have been different depending on the dynamics between interviewer and interviewed, the time 

and place of the interview and other contextual factors. In addition, the significance a patient 

attributes to one’s experiences from therapy, most likely, will change over time. What a patient 

found helpful at therapy termination will not necessarily be the same after one or 10 years. The 

interpretation of one’s experiences and the meaning attributed to them are changeable during the 

course of life and due to, for example, personal growth and future experiences. Thus, the 

significance of people’s experiences might be seen as moving targets, tending to withdraw or 

resist their classifications ("classificatory looping", Hacking, 1999). 

3.2 Validity and reliability 
In line with this thesis’s idiosyncratic approach, the interpretations of the parts of the 

participants’ accounts also had to be representative of the wholeness of their accounts to claim 

validity. Crucial for achieving validity through such internal generalisability is to understand the 

variation of the phenomenon studied, in this thesis being experiences of improvement in 

psychotherapy (Maxwell, 2013). This does not mean that the results and interpretations have no 

interest or validity outside of the study. The results might very well have external generalisability 

but by criteria for validity other than statistical representation. 
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 Reliability concerns for example whether research findings are reproducible at other 

times and by other researchers. Findings confirmed by others are then regarded an indicator of 

trustworthy findings, and more likely regarded as telling something “true” about the world. The 

concept is more common within quantitative research (e.g., in interrater reliability tests that are 

measured). Reliability in qualitative interview studies typically refers to issues like whether the 

interviewees will give different answers to different interviewers, avoiding asking leading 

questions, the consistency of the developed categorises used in the analysis, and the use of 

multiple readers and interpreters of the transcribed interviews. Such procedures will not make a 

qualitative study “truer” according to an assumed objective and independent reality to which the 

study then corresponds. Rather, reliability as in this thesis relates to “objectivity” or “truth” as 

intersubjective consensus. That is, reliability based on agreement through rational discourse and 

reciprocal criticism between the researchers that interprets and analyses the data (Brinkmann & 

Kvale, 2015).  

Further, validity and reliability concerns whether this thesis and its conclusion should be 

regarded as trustworthy, one in which to have confidence and of relevance for psychotherapists. 

Asking the question ‘How can I be wrong?’ might help to identify validity threats and validate 

qualitative research (Maxwell, 2013). For example, alternative explanations or interpretations of 

the data might be such threats. Other validity threats might be interviewees that adjust their 

accounts to what they suppose the interviewer wants to hear, biased or superficial interviews in 

which the interviewer mainly hears what his prejudices and expectations allows him to hear or 

asking leading questions or avoiding checking out one’s understanding during the interviews. 

Validity threats might also be when interpreting, analysing and reporting results that support 

specific theories or knowledge regimes or simply reporting what one thinks the reader wants to 

hear, or neglecting results that reduce the possibility for publication. Such validity threats might 

not be recognised or intended. Nevertheless, they tend to work in the background, affecting 

choices made. Hence, validity threats are closely connected to ethical issues and will to large 

extent rely on whether the reader and the audience in general can choose to rely upon and have 

confidence in the researcher and the research (Brinkmann & Kvale, 2015). 

 Openness and transparency are other ways to deal with validity threats. We used multiple 

readers in all the three studies, and the whole research team was involved in the analysis and 
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interpretations as well as in describing the research process in detail. In paper 2, for example, we 

aimed at illuminating mutuality through positioning theory and chose not to leave out the cases 

that perhaps did not fit so well with these theories (negative cases). This may, however, have 

given an unintended picture of positioning theory as a superior theory, or that all what is 

happening in the therapy room, is best explained as mutuality. The applying of the mutuality 

concept to all the cases in paper 2, displayed both the strengths and weaknesses of the concept. 

Displaying of cases for which a concept or theory do not work so well is an important aspect of 

being transparent about the research process. This transparency in turn, may contribute to the 

validity of the thesis as the limits of the results may become clearer. 

3.3 Generalisability 
Another element of validity is that of generalisability. Research findings might enhance their 

validity when they are useful for practice or for the development of theory, that is, when their 

relevance goes beyond the particular situation or context, from which they originated. Building 

on Stake (2005), Brinkmann and Kvale (2015) outlines the following three forms of 

generalisability. Naturalistic generalisation, or personal experiences leading to expectations of 

other situations and experiences, not formal predictions. Statistical generalisation, which is 

formal and based on a representative sample selected at random from a defined population. 

Analytical generalisation, which is based on whether the findings in one study can be used as a 

guide for what might occur in another situation based on an analysis of the similarities and 

differences between the two situations. This might be done by the researcher through rich 

descriptions that offer arguments for the generality of the findings to other situations. 

Alternatively, it might be done by the reader. For example, a psychotherapist makes treatment 

decisions for his or her patients based on knowledge of the therapist’s own therapy practice 

combined with the results from this thesis. This requires having detailed and rich descriptions of 

the studies, the participants and the results. Letting the reader do the generalisation might be 

understood as a democratic and empowering process in which the researcher plays a secondary 

role in the generalisation and translation of the research findings. 

 Another way of conceptualising generalisation in qualitative research is by contrasting it 

to quantitative research. Where the latter seeks to generalise to a population, qualitative research 

aims to generalise to the phenomenon under study (Levitt, 2021), which in this thesis are 

experiences and meaning-making of psychotherapy. Controlling the reception of research results 
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is of course impossible and speculating about the consequences other researchers or practitioners 

might draw from this thesis are out of the scope here. Nevertheless, I see the question of 

generalisability to be of high principal importance as it concerns the criteria to use when 

evaluating the quality, significance and usefulness of research findings. 

3.4 Ethical considerations 
Formal ethical approval for papers 1 and 2 was granted from the Regional Committees for 

Medical and Health Research Ethics in Norway (REC Central, 2011/1424). These studies were 

part of the FEST-IT study (ClinicalTrials.gov. Id: NCT01531101). Paper 3 was part of the MOP 

study (ClinicalTrials.gov. Id: NCT03022071) and was granted ethical approval from the Central 

Norway Regional Ethics Health Committee (REC South East 2016/340). In all three papers, 

written and informed consent were obtained. However, as argued by Brinkmann and Kvale 

(2015), ethical approvals and ethical procedures must be combined with personal virtues as 

ethics are involved at all stages of an interview study. Ethical judgement requires an 

understanding of the power and vulnerabilities at play in particular situations. The researcher’s 

willingness and ability to judge and act morally is crucial, especially in a situation when the right 

thing to do or say cannot be derived from guidelines or ethical principles. For example, one 

interviewee might benefit from talking about something not directly relevant for the research 

questions. Should the participant’s or the project’s needs be prioritised? Another example could 

be when a participant does not want to talk about something of potentially great benefit for the 

study or other patients. Such dilemmas demand ethical awareness to be identified and solved. 

 Ethical issues in interview studies appear in stages of thematising the study regarding 

expected improvement of the human condition and the design of the study, for which written 

obtained consent, confidentially and possible consequences for the participants are central. The 

audiotaped files from the interviews in the thesis, for example, were anonymised when they were 

transcribed and kept locked away and stored on a separate hard disk. Stressors for the 

participants in the interview situation could be protecting confidentiality, as well as being loyal 

to the participants’ stories in the transcripts. Further, the depth of interpretation and of whether 

the participants should be consulted on how their statements are treated in the analysis; the level 

of verification to ensure that the interviewer does not misunderstand; and reporting others’ 

experiences without breaking confidentiality when transforming private matters into publicly 

available articles (Brinkmann & Kvale, 2015). 
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 Of these dimensions, verification and analysing became challenging in paper 3. I did not 

myself conduct these interviews or transcribe them myself, as was the case for papers 1 and 2. 

This made me feel some distant to the interviews and whom the patients were. I had to get to 

know the patients through anonymised texts without the extra dimension of information one gets 

from being in the interview room. Doing the interviews and transcribing them also gives insights 

and reflections that foreground the analysis to come. Interpretation is a process of maturation that 

takes time to evolve. This process was somehow disturbed due to meeting the patients as texts. 

However, I felt more independent and with other obligations to a text that I myself had not 

produced and had not met the patients figuring within. 

The ethical significance of this is that non-verbal signals, such as gestures and changes in 

speech – tone, the emotional climate and changes in the participants’ – and my – feelings and the 

silent periods during an interview, affect the interviewer’s responsiveness. In addition, in the 

end, this has an impact on the results and on what is reported from the study. As I experienced in 

the interviews with the adolescents, what made an emotional impact during the interviews was 

more likely to be remembered and regarded as more important than utterances told in more 

neutral ways. Such impressions do of course not mean that the patients also regarded the same 

utterances as more important or authentic. Ethical ways of dealing with this were to include the 

whole research team to the analysis in order to balance and nuance the impression the interviews 

had made on me. Checking out one’s understanding with the interviewees through member 

checks/respondent validation is another way to avoid a situation where the researcher’s 

unreflexively sees only what his/her values and preconceptions permit to be seen (Maxwell, 

2013). This was not done in this thesis. 

 Another choice of ethical relevance in the papers was that of providing thick, detailed and 

varied descriptions of the patients’ experiences. This was done in an effort to pay justice to the 

nuanced significance the patients attributed to their experiences and to bring forth the voices of 

the patients. Thick descriptions – that is contextualising, making narratives or focusing particular 

examples – are ethically relevant as they might help the researcher to act morally due to 

contextual knowledge of those studied and of the study in which they partake (Brinkmann & 

Kvale, 2015). 
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 At an individual level, we were sensitive to whether, in any way, the interview situation 

should be straining to the participants. For example, this could be when the interview touched on 

personal or emotional subjects. A research interview about one’s personal experiences of 

psychotherapy might have several features in common with a psychotherapeutic conversation, 

but is not psychotherapy per se. Its aim is to develop knowledge, not the treatment of a disorder 

or personal suffering. The interviewers had to balance the needs of the research study with the 

needs of the participants when deciding the depth of and what to prioritise in the dialogue 

("World Medical Association Declaration of Helsinki: Ethical Principles for Medical Research 

Involving Human Subjects," 2013). This makes it important that the participants do not feel they 

are, for example, disclosing themselves too much or making themselves more vulnerable than 

they are comfortable in doing. If someone were to benefit from this study, it probably would be 

future patients, not so much those participating in the study. Alternatively, patients might feel 

positively about contributing to research or feel themselves and their experiences as being valued 

and acknowledged by the research project in which they partake. The patients are the ones being 

positioned as the weaker or vulnerable part in medical and health research. This does not mean 

that not researching on a certain theme would do no harm to the patients, as if the risk of doing 

harm appears right when beginning to research something. The harm might as well be done when 

offering health service without investigating the experienced consequences of what is offered. 

Hence, it might be unethical not to investigate what is helpful or not in psychotherapy. 

 In addition to the individual micro-level ethics, this thesis has its macro-level ethics in 

that the thesis’s place and functioning are also at the broader cultural and societal level 

(Brinkmann & Kvale, 2005). As an ethical critique, one could argue that the knowledge 

conveyed, and the perspectives taken in this thesis might contribute to the discourse of a 

‘therapeutic culture’. That is, (the increase of?) depressive symptoms or other mental problems 

could also be understood as consequences of a complex and demanding liberal society that 

expects too much of individual happiness, success or personal achievements (Madsen, 2017). 

These structural challenges, however, are then mainly addressed at the individual level in, for 

example, the therapy room. 
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4.0. Results 
4.1 Paper 1 
How do adolescents with depression experience improvement in psychodynamic 
psychotherapy? A qualitative study 

The purpose of paper 1 was to explore adolescents’ experiences of the factors promoting 

improvement in PDT. Although this relation-focused therapy mode is widely used, we know less 

of how the therapy mode is experienced, what the patients identify as helpful and what 

improvement means to the patients. Paper 1 included eight female participants from the FEST-IT 

study. The participants were offered a total number of 28 sessions, followed by a semi-structured 

qualitative interview about the experiences of therapy. The analysis combined systematic text 

condensation and hermeneutic interpretation. 

The analysis revealed four main themes, visualised in Figure 1: ‘Exploring oneself’ 

comprises autonomy and acknowledgment, openness, insight and acceptance of oneself. 

‘Therapist relation and characteristics’ includes confidence and trust in and support from the 

therapist as well as having a trustworthy and experienced therapist. ‘Focusing on everyday life’ 

includes learning and practical orientation. ‘Time factors’ refers to duration and frequency. 

However, the adolescents also experienced extra therapeutic factors as helpful, not 

included in paper 1. Examples were support from a teacher at school, or the partaking in the 

research project itself. There were several potentially straining – and therefore of ethical 

relevance – questionnaires and standardised evaluation measurements that somehow intertwined 

with the therapy. These, however, could also be found helpful: 

There are several papers and stuff. When I hear about the alternatives, there is much to 

be recognised. It’s so cool: they read this to me, and – then – I have experienced 

precisely that! And that means it’s not just me having experienced this. In this way, it has 

helped  pretty much. You think you are the only one being this way, but that’s not the 

case. No. 

In several ways, the adolescents were active contributors to their improvement. Paper1 did not 

address this in particular although there are signs they did in the paper. One adolescent improved 

when she could use her resources of writing in the therapy sessions: 
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I had a very hard time for a period, and I stopped talking. I wrote a lot, though, and we

thought ‘Let’s use what you write for something positively since you’re not doing very

well at the time’. I felt this very good because I’m much better to express myself in

writing. Therefore, when I couldn’t manage to say anything, we nevertheless achieved

something. For that, I was very glad.

The adolescents in paper 1 seemed to experience improvement through better relations to oneself

and others and by finding one’s place in the family or at school. The adolescents valued problem

solving and help with concrete challenges. Hence, therapy should be tailored to the needs of

adolescents with depression and incorporate the challenges they face in their everyday lives.

Figure 1. Adolescents’ experiences of improvement in STPP (paper 1)
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4.2 Paper 2 
Multiple mutuality: Positions and storylines in adolescent psychodynamic psychotherapy 

The richness and plurality in the adolescents’ experiences were striking, and some of this 

plurality had to be left out for the emphasis on improvement in paper 1. In the accounts from the 

adolescents, there were experiences from the therapy processes that did not fit into clear 

categories. Further, the adolescents did not just reveal the ‘factors’ their experiences ‘consisted’ 

of. Rather, they conveyed their personal stories, stories with many aspects and facets. There was 

a wealth of information in the transcribed interviews relevant for the understanding of 

adolescents in therapy. Both helpful and unhelpful experiences were present at the same time. 

Moreover, the adolescents could contradict themselves, or they gave paradoxical 

accounts from their therapies. There was no harmonic wholeness of their experiences, nor did 

their therapy experiences have a linear course such as ‘entering therapy – receiving therapy – 

ending therapy’. Yet, the stories were not fragmented or disintegrated. Even though, for example, 

the relation to the therapist was straining in periods, it seemed like the adolescents 

simultaneously could experience this relation as being cooperative and mutual. Mutuality 

became an analytical concept that included both attractive and unattractive relational 

experiences, in opposition to the concept of mutuality that excludes dichotomies. 

Another aspect that sensitised paper 2 was two adolescents using the concept of position. 

They did this in quite different ways. One adolescent expressed the initial part of her therapy this 

way: 

It felt like ‘…Okay, you’ve got one year to become cured, and we shall research 

whether you become cured or not’. Now, after therapy, I’ve changed my opinion. I do not 

feel like a test doll anymore. I’m just glad I can help others in the same position as 

 myself. 

Another patient, who had dropped out of therapy, doubted she would have told her therapist 

about her dissatisfaction even if the therapist had asked her about it: 

It might be I had not dared to be honest about it. I think it’s a little frightening, and… 

you are in a very vulnerable position. 
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What could position and mutuality mean in therapy? The aim of paper 2 was to obtain a 

more comprehensive insight into this. We did this by applying positioning theory to the analysis 

of the transcribed interviews used in paper 1. The results showed that the adolescents 

experienced multifarious forms of mutuality and partook in the co-creation of shifting positions. 

Examples of mutuality could be from conflicted to friendly or from quiet to conversational. They 

also constantly evaluated and negotiated what to say and disclose in therapy. These negotiations 

offered both desired and unattractive positions, dependent on each individual adolescent’s norms 

and moral perceptions. 

4.3 Paper 3 
Improvement in psychodynamic psychotherapy for depression: A qualitative study of the 
patients’ perspective 

The patient’s perspective on improvement in psychotherapy is crucial for the tailoring of therapy. 

Paper 1 explored this for adolescents. Paper 3 explored this for adults. The aim was to illuminate 

adult patients’ experiences of improvement and the factors aiding in time-limited psychodynamic 

psychotherapy for depression. Semi-structured, in-depth interviews were conducted with 10 adult 

patients who received up to 28 sessions of manualised psychodynamic psychotherapy in the 

MOP study. The post-therapy interviews focused on the participants’ experiences from therapy. 

The analysis identified the following four helpful dimensions: ‘Therapist activities’ 

comprised supporting and acknowledging, advising and offering tips for everyday life as well as 

questioning and pressuring. ‘Patient activities’ included opening up, caring for oneself and 

showing agency. ‘Facilitators’ for improvement were learning from therapy, learning to receive 

therapy and agreed goals. ‘Achievements’ comprised new perspectives and understandings, 

increased self-awareness and mastery and changed thinking and feeling. 

These themes and dimensions had a dynamic interplay, something paper 3 did not 

address specifically. For example, the interconnectedness of showing agency, a practical 

orientation, agreed goals and new understanding was exemplified by a patient that improved 

from not talking directly about her thoughts of committing suicide. She felt her life to be chaotic 

regarding both the family situation, her studies, and where to live: 
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I like green plants, and we started talking about that. But when you feel way down, and 

have suicidal thoughts and all such things, it looks quite silly and stupid talking about 

green plants in a house! But that strengthened me, it helped me finding my direction. 

However, the patient did not become much better. She could not figure out why, showed agency 

and addressed it with the therapist: 

I said I felt… ‘Why haven’t I become better? What is happening?’ Then we talked about 

these maintaining factors, the stuff making me… Things won’t be better if I all the time 

are angry at myself! 

Generally, paper 3 indicated that improvement in PDT seemed reliant on the degree to which the 

therapy could activate, and be relevant to, the patients’ everyday lives. Tailoring therapy for 

adults with depression should link the focus on symptoms and ways of thinking and feeling with 

the patient’s life circumstances. 
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5.0 Discussion 
The main aims of this thesis were to explore what adolescent and adult patients find helpful in 

psychodynamic psychotherapy for depression, what improvement means to the patients, and to 

explore positions and mutuality in adolescent psychotherapy. Papers 1 and 3 aimed at exploring 

improvement in adolescent and adult PDT for depression. Paper 2 aimed at exploring positions 

and mutuality in adolescent PDT by applying positioning theory to the analysis. The overall 

purpose was to contribute to the knowledge base on how psychotherapy might work. 

Summarised, the results showed that a practical and ‘down to earth’ orientation and 

getting advice and support from a non-judging and acknowledging therapist as well as feeling 

pressured through demanding questions, opening up oneself and showing agency, changed 

thinking and feeling and increased insight and self-awareness through exploration of oneself all 

contributed to improvement. These factors varied in the way they were helpful to the patients and 

in the meanings different patients attributed to them. Before discussing some of the main results, 

I will contextualize them to a broader field of psychotherapy. Finally, I will address some 

methodological questions. 

5.1 Results in theoretical context 
The results were experiences of time limited psychodynamic psychotherapy (STPP). On the 

background of psychoanalytic therapy traditionally perceived as a rather time-consuming therapy 

mode, it may seem surprising that the patients in this thesis experienced 28 sessions over a half a 

year as helpful in several ways. In addition, to some of them this was even sufficient. 

Both adolescents and adult patients emphasized for example therapy as a place for 

learning and having new experiences. This, and what the patients said they experienced as a 

supportive and directive therapist that allowed for patient agency, seems to have some familiarity 

with elements of a client-centred inspired therapy mode (Rogers, 1942). When adding that the 

patients also experienced changing one’s thinking or ways of behaviour as important for 

improvement, one could argue that this is in parallel with cognitive and behavioural therapy 

(Beck, 1979). Insight into maladaptive thoughts and feeling and better managing of them are 

central features of psychodynamic therapies described theoretical and in the treatment manuals 

(Cregeen et al., 2016; Gabbard, 2017). 
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The patients in this thesis experienced working with relational dimensions as crucial for 

improvement. For example, when talking about relational difficulties from their everyday life. 

Alternatively, through what may look like transference work (i.e., a therapist addressing the here 

and now relation between the patient and the therapist; for example, whether the adult patient in 

study 3 liked her therapist or not). Moreover, some patients experienced practicing on relational 

difficulties with their therapist as a mean to find other ways of relating to for example family 

members at home. Together with exploration of emotions and painful material, combined with 

what the patients experienced as tip or advice for the everyday life, it seems that the offered 

therapy fits with the description of dynamic therapies as being on a continuum from expressive 

(i.e. interpretative) to supportive (e.g. acknowledging)  (Luborsky, 1984, in: Barber et al., 2013). 

Both adolescents and adult patients described supporting and interpretative interventions 

as helpful, leading them to make new discoveries about themselves, finding new ways of relating 

to others, or better mastering of everyday challenges. 

5.1.1 Experienced and theorized changes 
Especial the adolescents in this thesis emphasised the importance of coming to terms with friends 

and peers at school, as well as parents. Relationships in their social surroundings were of 

particular importance as their social world also was the arena in which their depressive 

symptoms became clearer. To some of them the social world even reinforced their suffering if 

they not managed to fulfil expectations at school or for social engagement with family or friends. 

As one adolescent conveyed during the interview, her problems were not just typical teenage 

things, which seemed difficult for her parents to realize. From the adolescents’ experiences it 

also seems they improved from getting descriptions of themselves (clarification), emotionally 

understanding (validation), knowing that the therapist really understood how they felt through 

mirroring, or receiving questions. All of which are considered as basic clinical techniques in 

psychodynamic therapy for adolescent depression (Cregeen et al., 2016). The adolescents and 

adult patients’ emphasize on everyday challenges and practical orientation, including the 

experience of receiving what they described as advice or tip, are not underlined as typical 

dynamic interventions in for example the treatment manual. This does however not mean such 

interventions are contradictory for dynamic therapies. For example, when talking about 

challenging relational experiences with the therapist the patients may take something the 

therapist said for the sake of exploring the subject, as a tip for how to better relate or handle the 
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difficult relationship. Although the therapist did not regard this as a guiding or directing 

intervention, both adolescents and adult patients emphasized advices and therapy as a place for 

learning new ways of relating to others as important for improvement. New relationship 

capacities are nevertheless at the core of what dynamic therapies aims at (Cregeen et al., 2016). 

 As described in the introduction section, there exists several models of proposed common 

factors in psychotherapy. Summarized, Wampold and Imel (2015) mentions hope, expectations, 

relationship with the therapist, belief, the making of new or corrective experiences, agreement on 

goals, and empathy, as central common factors. When comes to the experiences of the patients in 

this thesis, they emphasized both getting new relational experiences with the therapist, the 

quality of this relationship, hope, and having agreed goals, as important for their improvement 

(i.e., common factors). They also experienced increased self-awareness (insight) and the making 

of new discoveries about their ways of acting and perceiving, as central (i.e., specific factors in 

dynamic therapies). In addition, the adolescent in paper 1 that experienced her therapist 

disclosing, may be understood as this therapist’s use of the countertransference in helping the 

patient progress in therapy. One could argue, then, that both common factors and specific factors 

are relevant to give a satisfactorily theoretical explanation of the patients’ experiences of 

improvement. 

5.1.2 Developmental considerations 
The results points to several similarities in what adolescents and adult patients experienced as 

helpful in psychodynamic therapy. For example, the focus on practical and everyday challenges, 

a better understanding of oneself, as well as mastering of troublesome feelings, thoughts, or 

relationships. Further, both adolescents and adult patients experienced a helpful therapist as 

supportive and acknowledging, but also one that could be challenging, asking demanding 

questions, as well as giving tips or advices for the everyday life. It is of great importance, 

however, to remember that the results do not illuminate whether the therapists actually offered 

advices or tips, nor the therapists’ level of directedness. The results illuminate the patients’ 

subjective experiences of some events in their therapies, but not the therapists’ accounts of the 

same events. 

 However, the dichotomizing into adolescents and adults may give a misleading picture of 

two distinct different groups of patients in this thesis. The youngest adult patient was aged 20 

years at inclusion to the MOP study, whereas some of the adolescents in the FEST-IT study were 
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over 18 years old when interviewed about their therapy experiences. This closeness in age, at 

least for some of the patients, may partly explain some of the similarities of their experiences. 

In general, the adolescents’ experiences seems not restricted to patients aged 18 years or 

below. As pointed to earlier, differences or similarities between an adolescent and an adult 

person do not necessarily reflect number of years lived. It may as well reflect developmental 

processes in individual young persons aged on a continuum perhaps as high as up to their mid-

twenties (Sawyer et al., 2018). Differences between people’ needs in psychotherapy may of 

course be explained due to their age and suffering but may of course also be due to for example 

individual differences of personality, experiences made during the course of life, or in their 

present life situation, i.e., due to different moderators. 

The importance of integrating a practical orientation and everyday focus in 

psychodynamic therapy for depression has also been reported in other studies. For example in 

adults (De Smet et al., 2020), and in elderly aged over 60 years suffering from late life 

depression (Dakin & Arean, 2013). As some similar findings of what is helpful in psychotherapy 

is found in patients from nearly the whole span of life (adolescents, adults, and elders), one could 

argue that patients of very different ages also share some common values of what they want their 

lives to look like. Similar findings may indicate that patients of different ages enter therapy with 

coinciding needs that they seek to satisfy. Alternatively, divergent findings may indicate that 

patients enter therapy with rather different needs that will affect what they seek from therapy, 

and what they find helpful and emphasize in therapy. One adolescent patient in the FEST-IT 

study, for example, said she entered therapy just to be sure she had not gone crazy. A female 

adult patient in the MOP-study said she entered therapy to fix herself so she could fix her 

relationship with her partner. Therapists do not necessarily know about such needs and 

motivations, but varying needs and motivations for seeking help may nevertheless have a 

considerable influence on the therapy process, and what a particular patient find helpful. It may 

be challenging, then, to predict what patients of varying motivations, ages and other 

characteristics will tend to find helpful in the delivered therapy, as well as what therapists should 

say or do to help them. 

This touches upon the question of generalizability and the degree to which the results in 

this thesis can be translated into recommendations or “guidelines” for the treatment of other 

adolescents or adults suffering from depression. In one way they cannot because this thesis’ 



65 

results are not first and foremost about the therapists’ actions or interventions which, 

theoretically, may be “generalized” or recommended as guidelines. Therapeutic actions and 

interventions may be generalized to other patients, but the experiences of these actions and 

interventions cannot be generalized. Although different patients may share and have some if 

these experiences in common, the experiences per se are not generalizable. Due to the 

idiosyncratic nature of making meaning of experiences – which this thesis’ results are about - 

this thesis’ results cannot be “generalized” or directly be transformed into guidelines. Further, it 

is not known whether the thesis’ results, in one way or another, are representative for the patient 

population in the FEST-IT and MOP-studies, or for a wider population in general. Although the 

results are not generalizable to a population, they are however generalizable to a phenomenon. 

That is, the results reflects the phenomenon of receiving therapy and possible ways of making 

meaning of that phenomenon (generalization to the phenomenon; Levitt, 2021). Other ways 

patients may make meaning of one’s therapy experiences than those in this thesis are of course 

also possible. 

However, when comes to adolescents it cannot be kept out that what seems to be therapist 

activities like acknowledging and supporting, and focusing on challenges at home or school, may 

be beneficial for the treatment also for other adolescents. In principle, every helpful aspect of the 

phenomenon of receiving therapy the adolescents in this thesis experienced, may of course also 

be helpful to other future adolescent patients. However, they do not need to. The way different 

adolescents, and patients in general, interpret their therapy, and what they need from their 

therapist seems crucial for therapist to be attentive to, trying to understand, and take into account 

when choosing their techniques and interventions. The task, then, is how therapists can get this 

kind of information and feedback from their patients. This thesis point to the potential of 

therapists addressing the here and now aspects of therapy (Ulberg et al., 2021). For example, 

exploring what is happening between them, checking out the patients’ reactions and fantasies 

about the therapist, asking clarifying questions, or in different ways being responsive to what the 

patients are saying. Therapists’ addressing of the here and now, for example, but also 

understanding not to address the here and now as well as how to do address it, was not a focus in 

this thesis. Due to developmental aspects in the proposed 10 – 24 years period, however, younger 

patients may need different ways therapists should seek feedback compared to older patients, 
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independent of their categorizations as “adolescent” or “adult”, under or over the 18-year 

threshold. 

5.1.3 Practical orientation 
One main helpful aspect both adolescents and adults emphasised was what they experienced as 

getting advice or tips for the everyday life as well as to have a focus on concrete challenges. It is 

perhaps not surprising the patients appreciated and valued the experience of getting help with 

specific challenges in the everyday life. They also considered the effectiveness of PDT to the 

degree the therapy was integrated and meaningful to their personal life; relationships; and 

functioning at home, school or work. One’s everyday life is to large extent the place where 

mental disorders make their perhaps most influential impact and cause suffering. It is also the 

‘place’ where we subjectively experience the quality of our lives. However, as further discussed 

in section 5.2.3, one could be surprised that this was emphasised as helpful experiences of 

manualised PDT. This relation-focused, nondirective therapy mode considers, for example, the 

expression of emotions, working with internalised patterns of relatedness or dynamics of past 

experiences as important ways to achieve insight, symptom relief and improvement (Blagys & 

Hilsenroth, 2000). Furthermore, as stated in the main theoretical framework for PDT, practical-

oriented interventions are ‘… classically regarded as not truly psychoanalytic’, and they are 

theoretically described as ‘secondary strategies’ (Gabbard, 2017, p. 115). 

However, the emphasis both the adolescent and adult patients placed on practical-

oriented and everyday-life difficulties does not need to be viewed as contradictory to PDT. There 

might be differences in the theoretical descriptions of PDT compared to the individualised 

delivery of the therapy. The practical application of PDT must also take into account the 

particular patient’s needs and context. Therapists are most probably very well aware of this, and 

the results of this thesis point to the potential in tailoring therapy to the patient’s practical, 

relational and emotional circumstances. There is also the possibility that the patients in this thesis 

made use of elements from the therapy not emphasised in the theoretical rationale for PDT. In 

line with this perspective is research pointing to that ‘… clients select from therapy what they 

need to get better’ (Bohart & Tallman, 2010, p. 89). What PDT is or should be about – for 

example, the degree of practical orientation or how active the therapist should be – is subject to 

debate but out of the scope here. The treatment mode has developed over history, and what has 

been emphasised as key features has undergone, and is still undergoing, changes and 



67 

modifications (Høstmark Nielsen, 2012). PDT seems to have a dynamic understanding of itself 

and resists being regarded a static therapy mode. 

5.1.4 Gender 
Although ‘gender’ was not a result from the studies, some research has introduced a gender 

aspect to the importance of practical orientation for adolescent and adult patients. For example, 

opinions about masculine norms of not showing vulnerability or cultural expectations of males 

not addressing mental problems such as depression should assumedly make males prefer 

therapies of practical orientation or problem-solving tools, not talking therapies. Females, then, 

are suggested to prefer therapies in which showing vulnerability and opening up about feelings 

and thoughts are central as this should be less unfamiliar or threatening to females (Liddon, 

Kingerlee, & Barry, 2018; Rice, Telford, Rickwood, & Parker, 2018; Rochlen et al., 2010). 

 This thesis does not point to a dichotomy of what men and women find helpful in 

psychotherapy. Female adolescents in paper 1 (no male adolescents were interviewed) also 

preferred a practical orientation with a focus on the specific challenges and how to deal with 

them as central for improvement. Some even wished they had learned more on how to deal with 

specific challenges. In addition, male adults in paper 3 valued the exploration of feelings and 

inner dynamics for their improvement. Psychodynamic outcome research in this field, however, 

has shown that female patients – especially those with difficult relationships to others – on 

average improved more than male patients did from working with relational difficulties in 

therapy, meaning that females showed better and sustained effects of transference interpretations 

compared to males (Ulberg, 2010; Ulberg, Høglend, Marble, & Johansson, 2012). This does not 

mean male patients do not prefer talking about relational difficulties in therapy, and some of the 

male patients in this thesis said they actually practised on relational difficulties from their private 

life with the therapist. They also valued opening up and becoming more aware of their own 

needs and feelings. 

 This diversity is also supported by the results in Marotti et al. (2020), who interviewed 

adolescent boys after STPP. These boys experienced the process of disclosure, self-

understanding and developing a unique therapeutic relationship as important for improvement. 

Both Marotti et al. (2020) and this thesis contribute with insights into and nuances on the opinion 

that there should be clear differences between males and females in what they prefer, and 
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improve from, in therapy. This is in line with another study finding that counselled boys in an 

all-boys school placed less emphasise on cognitive tasks or problem solving and emphasised 

emotional exploration as helpful (Dunne, Thompson, & Leitch, 2000). 

 On the other side, a meta-analysis of general school-based counselling found that 

relational factors such as talking openly and being listened to and problem-solving activities and 

strategies for dealing with problems facilitated improvement (Griffiths, 2013). The value of 

guidance and problem solving is also underscored in an overview of how children and youth 

view therapy (Hanley & Noble, 2017). This might point to this age group’s more or less specific 

‘here and now’ orientation, something this thesis regards important for therapists to bear in mind. 

 In line with this thesis’s theoretical orientation, one could also see gendered experiences 

from therapy through positioning theory. Could it be, for example, that male and female 

therapists assign their patients different positions depending on their gender? That is, assigning 

the patients different rights or possibilities for what to talk about, and how to talk about it, 

depending on the patient’s gender. This thesis did not explore such questions but might be of 

relevance for future qualitative research to address. 

5.1.5 Receiving questions 
A helpful factor the patients experienced, which also seems seldom reported from qualitative 

psychotherapy studies, were questions. Exploring or challenging questions from a therapist they 

could trust and have confidence in helped the patients to become more aware of themselves and 

their ways of thinking and feeling. The patients could express this process also in terms of 

getting tools or strategies. The questions, and the increased insight that followed, also seemed 

helpful to show more agency in their everyday life, or towards their therapist. The adult patients 

emphasised the ‘why’ question as essential. Another study that reported questions as helpful is 

Watson, Cooper, McArthur, and McLeod (2012). Interestingly, that study and this thesis were 

both on relational-oriented therapies. The patients, however, also valued and experienced 

directive factors such as being asked questions, being challenged or pressured to open up or 

address difficult material and having an active, advising – sometimes directive – therapist, 

‘someone who clearly speaks up’ as one adolescent in paper 1 put it. Although questioning 

seems seldom reported in qualitative studies, the treatment manual used in the FEST-IT study 

regard questioning as a technique to help an adolescent patient elaborate what he or she is 
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saying, as well as to clarify aspects of what the patient is describing. The treatment manual also 

underline that questions, or any intervention, should not be a nontherapeutic acting out of a 

therapist’s countertransference reactions (Cregeen et al., 2016). However, questions might be 

important in several therapies of different orientations. CBT, for example, emphasises Socratic 

questions as central in the ‘guided discovery’ intervention (Beck, 1979; Dattilio & Hanna, 2012). 

However, the patients in this thesis seemed to bring the experiences of questions back to a 

relational context. They attributed relational qualities such as trust or care in the therapist as 

being due to the emphatic and trustworthy way they experienced the therapist asking the 

questions. In this way, questions might operate at several levels. They have the potential to 

strengthen a therapeutic relationship at the same time as the patients potentially experience the 

questions as demanding and challenging because the answers to some of the questions can be 

painful and frightening getting into. 

To summarise, it seems like the patients in this thesis improved when the therapy focused 

on both problem solving and the exploration of feelings, thoughts and relationships. This points 

to the potential in balancing between such interventions in cooperation with the patient – whether 

they be a male or female, an adolescent or an adult (Griffiths, 2013). Qualitative research 

findings from therapies from a range of orientations might differ when it comes to whether 

young or adult patients improve from problem solving, being asked questions or disclosing 

feelings and thoughts. This might reflect differences in, for example, the contexts and theoretical 

orientations of the studies, the interview questions or in the delivery of the therapies. 

Alternatively, opposing patient experiences may also reflect the varied wishes and needs that 

patients – adolescents and adults – present with (Hanley & Noble, 2017). What the patients 

present with will likely also affect what the they select from therapy to get better (Bohart & 

Tallman, 2010). The patients in this thesis were all diagnosed with depression. As pointed at in 

the introduction, this does not necessarily mean they presented with identical problems or needs, 

due for example to the heterogeneity in symptom patterns, comorbidity or the severity of the 

level of depression (Cuijpers, 2020). Hence, they did perhaps experience different aspects as 

helpful although they received the same type of therapy. 

5.1.6 Mutuality and positions 
Paper 2 identified unique mutuality with corresponding storylines and positions for each of the 

nine interviewed adolescents. The use of the concepts of positions, storylines and rights and 
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duties aimed at capturing the changeable and complex processes of adolescent psychotherapy. 

These processes were not so well grasped in paper 1, which mainly focused on the factors that 

contributed to improvement. Mutuality was chosen as an overarching concept for these processes 

in which the adolescents maintained and developed a therapeutic and helpful relationship with 

their therapists. They did this also when they felt negative towards, or frustrated by, the therapist 

or the therapy. Mutuality became a concept that could include dichotomous experiences from 

therapy, such as satisfied and dissatisfied, pleasant and unpleasant or close and distant. 

 One patient in paper 2 had a storyline labelled ‘different types of questions’. Although 

the adult patients in paper 3 also experienced improvement through questions, the position 

analysis revealed another dimension of what made questions helpful for this patient. Central to 

this were that the questions differed from the questions the patient used to receive in her 

everyday life. These new types of questions positioned this patient as a talker with a right to 

disclose more of her feelings than the questions from her private relationships invited her to. 

Explorative questions of how the patient felt also seemed to assign her the legitimate right to 

open up about her inner life. This right seemed to be new to the patient. The questions seemed to 

be powerful and helpful due to their unlikeness to other questions, not solely due to the content 

of the questions. Therapy as a place to get different and new experiences, such as relational 

experiences, or when it comes to types of questions, might have great potential and something 

therapists might use for the benefit of the patients. 

 Another result from paper 2 was the storyline ‘the power of breaking norms’. This 

referred to a therapist who, according to the patient’s opinion, had opened up about himself. This 

helped the patient to start talking about difficult relationships in her family. The right to talk 

about this was not something she initially could assign herself due to her norms of not talking 

others down. In the first period of the therapy, she had experienced the therapist as a strange old 

man and as someone it seemed immoral (‘she didn’t like to’) to be open with about negative 

relationships in her family. The therapist’s disclosure positioned the therapist more like a friend 

to the patient. This also changed the storyline to one of friends talking and being open with each 

other. In this storyline, talking about troublesome relations at home changed its meaning from 

‘talking others down’ to showing confidence in the therapist. 
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 The role of therapist disclosure in psychotherapy has been intensively debated (Knox, 

Hess, Petersen, & Hill, 2001). To the patient in the ‘power of breaking norms’ storyline, the 

therapist’s disclosure seemed beneficial because this assigned her with some new rights – it 

offered her a new position – and thereby a new storyline. This new storyline made her interpret 

what was going on in therapy somewhat differently, as friends that could trust each other and 

showing confidence. Another interpretation might be that the therapist was a role model, 

showing the patient how to progress in therapy by demonstrating openness (learning to be in 

therapy was also expressed by adult patients in paper 3 as important for improvement). 

 Paper 2 also illuminated other examples of how the patients resisted talking about certain 

themes as this would have placed them in an, to them, unattractive position, that is, without a 

legitimate right to disclose, for example, troublesome childhood experiences. With a lack of 

norms that could permit such talk, they needed to be repositioned. That meant acquiring other 

norms so they could permit themselves to explore more of the material they resisted disclosing. 

As discussed earlier, positioning theory tends to see people as ‘trapped’ within discourse 

conventions (Moghaddam et al., 2008). This represents a way of understanding, for example, 

resistance in therapy. Troublesome or conflicted material might be ‘pushed’ away due to 

constraining, perhaps unconscious, norms that regulate what is ‘permitted’ to say. For example, 

one lacks the right position to disclose sensitive topics. Alternatively, constraining inner 

dynamics, perhaps unconscious, regulate what is ‘permitted’ to say – such as one lacks the right 

insight to disclose what is asked for. At a theoretical level, one could argue that both the 

positioning perspective and the psychodynamic perspective view the patients as limited or 

supressed by forces and structures they had to become free from in order to improve in therapy. 

Unconscious pre-existing discourses, or unconscious inner dynamics, then, made an obscured 

impact on how the patients understood what was going on in therapy. 

5.2. Relational concepts I: Mutuality and alliance 
5.2.1 Mutuality 
Mutuality is a key construct within the tradition of person-centered psychotherapies. The concept 

relates to Rogers (1957) model of six hypothesized necessary and sufficient conditions of 

therapeutic personality change. Three of these conditions relate to qualities of the therapist – 

their genuineness, empathy, and unconditional positive regard. The other three emphasizes that 

the client and therapist must be in psychological contact, the client allowed being vulnerable or 
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anxious and, not least, that the client perceives the therapist’s empathic understanding and 

positive regard (Rogers, 1957). Research on these conditions within person-centered 

psychotherapy, however, has tended to conceptualize relational factors like empathy and positive 

regard, as the provision of these conditions from the therapist to the patient. Research has paid 

less attention to the process of receiving these conditions, as well as what is required for the 

patients in order to receive them. Consequently, the “Rogerian” conditions for a relational 

climate of growth and healing have forgotten their origin as reciprocal, and mutual phenomenon 

for which both the therapist’s and the patient’s contribution is equally weighted. As well as these 

conditions acknowledge both the patient’s and therapist’s significance to the other (Murphy, 

Cramer, & Joseph, 2012). 

 One important aspect then – and as understood in person-centered psychotherapies, is 

that mutuality is what exists between the patient and therapist. That is, mutuality refers to the 

element of the therapeutic relationship that are shared between the two. Hence, the patient and 

therapist experience for example mutual alliance, mutual resistances, mutual regressions, mutual 

transferences, or mutual affective involvement, as well as mutual empathy and unconditional 

positive regard (Aron, 1996, in: Murphy et al., 2012). Relational oriented research has 

characterized this as having a rather radical intersubjective and social constructivist view of the 

therapeutic relationship, and for having a flexible approach to the therapist’s position, i.e. seeing 

the therapist as embedded in a interpersonal field of “irreducible subjectivity” (Barber et al., 

2013). 

Given the imbalance of role power between the patient and the therapist, the therapeutic 

relationship is not an equal relationship. However, person-centered psychotherapy underscore 

that relationships being unequal from the outside, due to power imbalance, nevertheless may be 

experienced as mutual from the inside. That is, both client and therapist experience congruently, 

to varying degree, unconditional acceptance and empathy. Of course, in meeting each other 

mutually the therapist’s focus remains centered on the client’s moment-to-moment experiencing 

in the session. But mutuality do implies that both the patient’s and therapist’s experiences has 

equal validity (Tickle & Murphy, 2014). The mutuality perspective is influenced by the “I-Thou, 

I-It” distinction as concepts to understand human encounters (Buber, 1992). This distinction 

stresses the paradox that existential and “real “ I-Thou encounters between human beings cannot 
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be anticipated or planned, they have to be received. It is, however, out of the scope of this thesis 

to further address Buber’s dialogical philosophy. 

Mutuality is further described as a relational process that develops through three aspects: 

first, through the struggle and conflict that can exist within therapeutic work; second, through the 

mundane, uneventful periods of therapy; as well as third, through the dynamically challenging 

and intense anxiety-invoking moments. Every moment in the therapy is an opportunity for 

mutuality to develop. Mutuality is not a state, a goal, or a preferred way of relating. Mutuality 

emerges through the struggle of encounter, and develops because of these experiences and not 

instead of them (Tickle & Murphy, 2014). Summarized, a short definition of mutuality highlights 

that mutuality in psychotherapy refers to the co-experiencing by client and therapist of key 

therapeutic relationship variables, especially mutual empathy, positive regard, or a mutual 

perception of the relationship being “real.” It refers to the mutual bond, self-disclosure, 

resonance, and liking between client and therapist as perceived by either or both parties 

(Cornelius-White, Kanamori, Murphy, & Tickle, 2018). 

5.2.2 Alliance 
The concept of therapeutic alliance and especially the repairing of alliance ruptures (episodes of 

tension or breakdown between the patient and therapist; Safran, Muran, & Eubanks-Carter, 

2011) is considered the very essence of a therapeutic change process. Something it seems this 

concept has in common with mutuality. Therapeutic alliance emphasizes the importance of the 

real, human aspects of a therapeutic relationship. As such, the concept also highlights the 

importance of a supportive therapist – not a distant or neutral one – and that the patient identify 

with the therapist and adapts to the therapist view of the treatment process. Further, the 

understanding of the alliance also has developed. Initially it was a psychodynamic construct 

meant to view the patient as a collaborator in the therapy process. After a period of what became 

perceived as dominated by transference and object relational approaches, alliance became 

considered a trans-theoretical formulation, and today as a common factor (Barber et al., 2013). 

Alliance as a trans-theoretical formulation builds to large extent on the works on “the working 

alliance” of Bordin (1979). Today the concept is commonly defined as 1) the emotional bond 

between the patient and therapist, 2) the agreement on the goals of treatment, and 3) the 

collaboration on the tasks of treatment (Ben David-Sela, Dolev-Amit, Eubanks, & Zilcha-Mano, 

2021). 



74 

Different psychotherapeutic traditions emphasize different aspects of the alliance, and 

may thereby change or modify the original meaning of the concept (Cregeen et al., 2016). 

Person-centered psychotherapies, for example, see the therapist’s empathy and warmth as 

essential to create change (Murphy et al., 2012; Rogers, 1957). Psychoanalytic child 

psychotherapy, another example, may make use of concepts like “containment” and “container” 

to describe central features of the alliance, simultaneously as concepts like “goals” or “tasks” are 

regarded not fully consistent with the STPP treatment model. “Goals” may in STPP be reframed 

as one overarching “aim” and operationalized as “hope and expectations” to make them more 

consistent with psychoanalytic practice (Cregeen et al., 2016). 

Research has shown that both “mutuality” and “therapeutic alliance” have a strong 

positive connection with therapy outcome (Ben David-Sela et al., 2021; Cornelius-White et al., 

2018; Flückiger, Del Re, Wampold, & Horvath, 2018). The concepts seem to cover some 

overlapping relational phenomenon, but mutuality also operates with “mutual alliance”, i.e. the 

sharing of the alliance elements like bond, task, or goals between the patient and the therapist. As 

I see this, mutuality seems to incorporate the therapist’s experiences, thoughts and emotions in 

the therapy room as something to be shared with the patient. Mutuality so to say call upon the 

therapist to become visible to the patient. Of course, in a way that is therapeutic to the patient. As 

I see it, this is what the countertransference concept also describes. The FEST-IT and MOP-

studies operationalized the concepts of countertransference – including the therapist’s total 

emotional reaction to the patient – to understand more of the patient’s inner life and dynamics. 

As well as interpreting these reactions with empathy and for the benefit of the patient. 

Mutuality seems historically to have developed as a reaction to an image of a therapeutic 

stance of distance and neutrality. By that, mutuality also offers other values and pictures of the 

“ideal” therapist. Mutuality is perhaps in need of the insights offered by the concept of 

transference to avoid uncritical closeness or nontherapeutic sharing of the therapist’s opinions of 

and reactions to the patient. Mutuality stresses psychotherapy as a meeting between to persons in 

which both parties are equally important as human beings, not primarily as patient and therapist. 

Despite their origin in different traditions, both “mutuality” and “therapeutic alliance” seems 

beneficial as concepts to guide clinical practice. For example, when a therapist asking him or 

herself whether a patient is experiencing a strong enough emotional “bond” to benefit from a 
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confrontation or an invitation to explore the patient’s feelings towards the therapist. 

Alternatively, whether the therapist should share his or her opinion about the “bond” and make it 

mutual. Since patients and therapists may differ in how they judge relationships phenomena, it 

may be of value making relationships phenomena mutual in their joint efforts towards their 

agreed goals and aims. The concepts of mutuality and alliance can inform each other and perhaps 

add value to each other and optimally, being concepts therapists of different theoretical 

orientations may use to expand their repertoire of therapeutic actions. Even though they have 

some opposites and belong to some degree of competing traditions. 

Regarding research on relationship phenomena in psychodynamic psychotherapy, 

mutuality may be a beneficial construct to consider. Especially in adolescent psychotherapy in 

which mutuality has been reported as important (Binder, Moltu, Hummelsund, Sagen, & 

Holgersen, 2011; Everall & Paulson, 2002; Lavik, Veseth, Froysa, Binder, & Moltu, 2018). 

However, it seems paramount to define and make clearer theoretical considerations and 

clarifications before adopting concepts from one psychotherapy tradition into another tradition. 

This is because different concepts tend to carry with them different opinions or values about the 

phenomenon they tend to describe, and thereby ascribes different values of the same 

phenomenon. Whether psychotherapy should be a mutual enterprise or journey is not obvious 

given the definition of mutuality as something that is shared between the therapist and patient. 

Mutuality in person-centered psychotherapy may thus mean something different than, say, a 

psychodynamic understanding of the concept. 

5.3 Relational concepts II: Positioning theory and transference 
5.3.1 Transference 
The relation between “positioning” and “transference” may be illuminated by the question: 

“What is happening in therapeutic encounters?” This is, of course, a question of great 

complexity. The transference relationship, elaborated in the introduction section, focusses on 

how a patient’s inner pictures of oneself, others and the relation between oneself and others, 

especially the maladaptive ways of relating, repeats itself in the relationship with the therapist. In 

addition, transference has a particular focus on the patient’s inner mental life of emotions and 

thoughts, and how these are directed towards oneself or the therapist (Cregeen et al., 2016). 

Together with the countertransference (i.e. the therapist’s total emotional reaction to the patient), 

such transferred material can be interpreted, given meaning to, and be useful in the further 
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exploration of the patient’s desires, inner conflicts, or development of symptoms. The insights 

then achieved, is regarded essential for change and improvement. The transference concept 

seems to presuppose transferred material as essences in the patient – and in the therapist – and 

aims at an understanding of the patient’s situation and inner conflicts. 

5.3.2 Positioning theory 
Positioning theory, anchored within the narrative turn of the social sciences as well as in 

discursive psychology, does not necessarily contradict this. Instead, positioning theory focuses 

more on how the use of language (i.e., words, metaphors, stories) are the means by which 

unconscious experiences and “transferred” ways of relating to oneself and others, become real 

and manageable for the therapist. A patient’s story with its inherent positions of involved persons 

cannot represent experiences, for example relationship experiences, in a neutral, objective way. 

Instead, stories will capture, shape, reduce, and categorize experiences in its own terms, and 

thereby stories will generate options for how to feel about, orient to, and respond to the 

experiences (Guilfoyle, 2018). The telling of a patient’s story of suffering, conflicts or symptoms 

in the therapy room is, in the light of positioning theory, not solely a transference of earlier 

relationship experiences or conflicted inner dynamics, something pointing backward in time. It is 

as well a process of meaning making pointing forward in time as stories also provides identities 

and positions that can guide us on who we “are” or “should be” in this or that situation, 

according to norms and standards of correctness (Harré et al., 2009). A therapist may of course 

not always be aware of which positions that are at play during therapy. Positioning may operate 

unconsciously but as with the transference, the ascribing and adopting of positions is considered 

having a strong impact on the therapeutic relationship. As well as therapeutic change are 

associated with shifts in positions (Guilfoyle, 2016). This may occur when, for example, a 

patient moves from a rather passive position to an agentic position that ascribes the patient a 

legitimate right to address relationship challenges with the therapist. 

This thesis view theories of transference and positioning as fruitful concepts for therapists 

to reflect upon in their efforts in helping the patient improving. Although the concepts belong to 

different traditions (psychodynamic versus narrative psychotherapy) and focuses on different 

aspects of the same phenomenon (i.e. the psychotherapeutic relationships), both concepts are 

considered as having a strong impact on the therapeutic relationship. In conclusion, both 

mutuality and alliance, transference and positioning, are concepts aimed at explaining, 
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theorizing, and describing what is happening in therapeutic encounters. However, they do this 

from very different perspectives and theoretical traditions, and thereby illuminates different 

aspects of these encounters. 

5.4. Methodological discussion 
The discussion of the results of this thesis points to two pitfalls regarding their generalisability 

and relevance for other patients in other contexts. One pitfall is to take the patients’ individual 

interpretation of their therapies as a discussion of the therapy itself, assuming there is an 

unbiased link from the patients’ experiences of therapy back to what happened in the therapy 

session (a radical positivistic stance). Another pitfall is assuming that the patients’ experiences of 

therapy do not relate to the therapies but solely reflect the research interview and the context 

under which the experiences were brought into being, totally disentangled from the therapy room 

(a radical constructivist stance) (Schwandt, 2000). To balance the pitfalls, the interviews’ content 

should be combined with a focus on the circumstances under which this content was produced 

(the "hows" and "whats" of interviews; Järvinen, 2005). 

 This thesis’s view is that during the interviews, the patients and interviewers established a 

language-based connection to the therapy sessions. They established the connections they 

perceived as relevant, seen in relation to what the interview situation was about, meaning the 

storyline of the research interview. The connections required a shared understanding of how to 

use language, what words and concepts meant and how the things and phenomena they talked 

about related to each other. Through a sound and well-reasoned combining of elements and 

phenomena, it became possible to create trustworthy ‘causes’, ‘correlates’ or ‘connections’ from 

the interviews back to the therapy. 

Simultaneously, the thesis acknowledges that what is said during an interview might also 

point forward in time as people might have intentions and some future goals that motivate what 

to emphasise and what to avoid during an interview. Examples could be face work like being 

regarded as rational or intelligent or avoiding feelings of shame or embarrassment both in the 

patients and the interviewer (Goffman, 1967). Positioning theory conceptualises this as the 

distinction between what is possible and what is permitted to say due to standards of correctness 

in different social settings (Moghaddam et al., 2008). Both these perspectives on how the result 

came into being should be kept in mind when learning or generalising from the thesis’ results. 
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5.4.1 Content analysis 
One critique of content analysis relates to the process of categorising, summing up and gathering 

the data under abstracted concepts. This process is convenient since, as in papers 1 and 3, it 

makes it possible to compare results from rather incomparable patients, contexts or studies. 

However, by neglecting contextual and situational circumstances at the individual level, 

phenomena that do not fit with dominating categories might be overlooked and neglected. In one 

way, unique or vaguer, indistinct experiences risk being valued to the extent they align and go 

with the more dominating findings. Hence, a content analysis risks weakening, not strengthening, 

the voice of the patients under study (Juritzen et al., 2017). The thesis attempted to do this justice 

by conducting a comprehensive analysis and a detailed description of the results in papers 1 and 

3. 

5.4.2 Nested within RCTs 
The studies of this thesis were nested within two different RCTs with manualised treatment and 

training and frequent supervision of the therapists. Such study designs are requested as they 

increase the probability that the therapist delivers the intended treatment in accordance with the 

theoretical underpinnings of the treatment. However, this might be misleading if understood as a 

streamlined and theoretical cultivated therapy will lead to ‘cleaner’ experiences of the actual 

therapy. As if the patients’ experiences are reflecting the therapy and by scrutinising these 

experiences, the received therapy will be revealed. Patients, however, 

 (…) are not passive recipients of treatment like patients in surgery. Rather, they actively 

 intersect with what therapists have to offer (…) How they learn involves their degree of 

 involvement, their resonance with therapists and methods, how much effort they put in, 

 their own creativity, and how they interpret and implement the input they receive. 

(Bohart & Wade, 2013; p. 220) 

 Following this quote’s emphasis on patient agency, it becomes problematic interpreting 

patient experiences of therapy solely as reflections of the received therapy or its theoretical 

underpinnings. This point was exemplified in the peer review process of paper 3, where, in my 

opinion, the challenge of the interpretation of patient experiences was strikingly illuminated. As 

one reviewer commented: ‘Most importantly, many of the examples from the interviews that 

they present on pages 8–24, including quotes of patients’ comments, suggest that the treatment 
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actually was largely consistent with cognitive-behavioural therapy, not psychodynamic 

psychotherapy’. Another reviewer put it this way: ‘The dimensions that were identified, and the 

examples provided to illustrate them, remind strongly of common CBT techniques and strategies 

(my first thought was: The patients were recruited from the CBT group)’. One could argue, then, 

that in order to find therapy-specific differences, one perhaps should apply to the analysis of the 

data the theoretical perspectives and the concepts belonging to the therapeutic mode under study. 

Although this thesis was nested within manualised RCTs with treatment fidelity control, the 

results also illuminated that there was no ‘control’ or anticipation of the patients’ experiences of 

the therapies. 

5.5. Limitations 
The thesis did not explore what the therapist said during therapy, such as whether the 

therapist actually delivered advice or tips. Experienced therapy is not the same as delivered 

therapy, and behind the helpful experience of, for example, just ‘opening up’ – something 

perhaps taken for granted that patients should do – there might have been sophisticated efforts 

from a skilled therapist to help the patient in doing the everyday-like thing of opening up. The 

therapists’ perspectives were not illuminated in the thesis. Consequently, caution has to be 

shown if trying to translate this thesis’ results into what therapists should say and focus on in the 

treatment of future patients. 

To fill in the picture of what happened in the therapy sessions, one could have analysed 

the audio or video recordings from the therapy sessions or, alternatively, have the patients 

comment on the recordings to identify significant moments during therapy using the 

Interpersonal Process Recall method (Elliott, 1986; Larsen, Flesaker, & Stege, 2008). The 

patients’ experiences of improvement were not seen in relation to their outcome measurements, 

which could have added relevant perspectives for the understanding of their therapy processes. 

Nor do the results provide systematic information of the patients’ degree of improvement or 

satisfaction with the therapy. 

 In paper 2, the definition of mutuality did not lean on the definition used in the tradition 

of person-centered psychotherapies. The thesis could have benefited from including non-

improved patients, or by giving more attention to the experiences of the included patients that 

were not so helpful. Moreover, the study did not recruit any male adolescents, making it 



80 

impossible to compare possible differences in female and male adolescents’ therapy experiences. 

The results are not applicable directly to other patients of other therapies or disorders. The thesis’ 

qualitative design developed knowledge based on individual patients’ experiences. Such 

ideographical knowledge, principally, do not correspond to other contexts than the one in which 

it originated. There was no strategic sampling of the patients. Those patients who met for their 

follow-up assessment in the FEST-IT and MOP-studies in a given period were simultaneously 

invited to a qualitative interview. 

The thesis did not focus on factors outside the therapy room and their contributions to 

improvement, as for example social support or getting a job. Although some of the interviewed 

patients mentioned facilitation at school or work as important for their improvement, the thesis 

did not explore the important role of extra therapeutic factors for the patients’ recovery 

processes. 

In relation to this qualitative thesis, one could argue that the therapies delivered in the 

FEST-IT and MOP-studies differ from the therapies usually offered at outpatient clinics. 

Supervised therapists delivering 28 sessions of manualized psychodynamic therapy to patients 

that participated in a RCT-study do perhaps not reflect what most patients usually are offered at 

ordinary outpatient clinics. However, this may not be limitations of these RCT-studies per se. 

The results in this qualitative thesis have their origin in therapies that are perhaps not 

representative for therapies usually offered depressed patients, although substantial elements 

may be present in both. 

5.6 Conclusion 
This thesis explored how adolescent and adult patients experienced psychodynamic 

psychotherapy for depression, with emphasis on improvement and mutuality. Summarised, it 

seems like the patients experienced improvement when the therapy focused on both problem 

solving and the exploration of feelings, thoughts and relationships. Further, it seems that the 

patients appreciated what they experienced as therapists sometimes being active in their 

questioning, and as someone who could be flexible and adjusting their interventions to the 

patients’ situation and everyday life challenges. The impact of this points to a psychodynamic 

approach that also incorporates interventions traditionally not regarded as core 
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psychoanalytically. This may be of relevance for the future development of psychodynamic 

psychotherapy. 

 Mutual relationships developed side by side with shifting, sometimes tensioned, positions 

in the adolescent psychotherapy. Both relational factors, insight, emotional exploration, having 

new perspectives and understanding oneself as well as guidance and a focus on how to deal with 

practical and concrete challenges in everyday life were experienced as important paths to 

improvement for both adults and adolescents. The results, as well as the methodology of 

researching them, were discussed. The space and emphasis the thesis has given to 

methodological considerations aimed at offering transparency and illuminating some important 

aspects involved in the creating of qualitative knowledge. 

The results may be considered as indicators of what may be helpful to other patients with 

depression as well. They also corresponds well with the theoretical perspectives referred in the 

thesis, as well as with outcome studies on what works in psychotherapy. In general, patients 

represent great diversity in their needs, life situations, and in the impact of a psychiatric disorder. 

Thus, it may require great diversity in what a therapist should do and say to help an individual 

patient to achieve similar experiences as the patients in this thesis. Small scale qualitative studies 

alone are not sufficient to draw conclusions on how therapy should be delivered. This thesis, 

however, points to some patient experiences that perhaps may increase the chances for a helpful 

therapy. Checking out during the course of therapy whether a patient achieves some of the same 

experience as those made in this study, may be a place to start. Of course, this may be a 

demanding process and requiring a methodology of sound ethical and therapeutic standard, 

which also may have an influence on the very delivery of psychodynamic psychotherapy. 

One unique aspect of this thesis is its focus on experiences of manualized and supervised 

time limited psychodynamic psychotherapy. This research design is rather rare, and the results 

may serve as reflections upon this treatment modality, not only psychotherapy in general. In line 

with this thesis’s understanding of generalising from qualitative methods, the thesis will – 

hopefully – be inspiring for therapists in their efforts of tailoring psychotherapy to the needs of 

the individual patient. 
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Appendix 
Semi structured interview guide 

Main theme Specific questions (some examples) 

How did you experience being in 

therapy? 

Can you talk about the treatment you 

got? 

How was your relationship to the 

therapist? 

How did the treatment suit your 

needs? 

What contributed to improvement in 

your therapy? 

In what way did it contribute? 

How did you experience the therapy? 

What changed during the therapy? 

In what way did the changes help you? 

How did you notice improvement? 

Can you describe a moment where you 

really experienced that the therapy was 

helpful?  

Was there anything in therapy that you 

experienced as not being helpful?  

In what way was it not helpful? Why? 

What should have been different? 

If you get problems later, will you 

seek help again? Why/why not? 

How did therapy influence 

relationships and other important 

aspects of your life? 

How did it affect your relationships in 

family/friends/work/school? 
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Was there anything from therapy that 

you can use today or in the future? 
When do you use it? In what way? 
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Abstract

Background: There is emerging evidence for the effectiveness of psychodynamic psychotherapy for depressive
disorders. However, we know less of how this relation-focused therapy mode is experienced and what the patients
themselves identify as helpful. Hence, the purpose of this study is to explore adolescents’ experiences of factors
promoting improvement in psychodynamic therapy.

Methods: Eight female patients participating in a Norwegian study on psychodynamic therapy, the First
Experimental Study of Transference Work – In Teenagers (FEST-IT), were included. The participants were offered a
total number of 28 sessions. Semi-structured qualitative interviews about experiences with therapy were then
conducted and analysed with systematic text condensation and hermeneutic interpretation.

Results: The analysis revealed four main themes. ‘Exploring oneself’ comprises autonomy and acknowledgment,
openness, insight and acceptance of oneself. ‘Therapist relation and characteristics’ includes confidence and trust in
and support from the therapist as well as having a trustworthy and experienced therapist. ‘Focusing on everyday
life’ includes learning and practical orientation. ‘Time factors’ refers to duration and frequency.

Conclusions: Together with a supportive and listening therapist, the adolescents improve by exploring themselves
within the frames of a time-limited treatment period. Improvement seems to be experienced through better
relations to oneself and to others and by finding one’s place in the family, or at school. Adolescents value problem
solving and help with concrete challenges. Hence, therapy should be tailored to the needs of adolescents with
depression and incorporate the challenges they face in their everyday life.

Trial registration: ClinicalTrials.gov. Id: NCT01531101. Date of registry: 8 February 2012, retrospectively registered.

Keywords: Adolescent depression, Psychodynamic psychotherapy, Experiences of improvement, Therapeutic
change, Qualitative study

Background
Major depressive disorder (MDD) is a prevalent psychi-
atric disorder associated with significant disability, mor-
tality and economic burden [1]. Depression is strongly
associated with reduced quality of life and capability to
work or study and impedes relations in family and social
life. In the US, the 12-month prevalence of major depres-
sive episodes (MDE) equates to 11.3% [2]. In Norway,

Sund et al. [3] found the prevalence of life-time depression
to be 23% among adolescents aged 12–15. Adolescent
depression enhances the risk of later depression and
impaired psychosocial functioning in adult life [4]. This
calls for high priority in identifying and treating depres-
sion in adolescents.
Psychotherapy for adolescent depression often relies on

psychodynamic therapy (PDT) or cognitive-behavioural
therapy (CBT). Both treatments are shown to be effective
and helpful [5–7]. However, less is known of how therapy
works and what the helpful factors are. To achieve a better
understanding of how therapy contributes to improve-
ment and what improvement means to those receiving
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help, the experiences of the patients are central. To
explore this field further, qualitative methods are suitable
and requested [8–12].
Although there are several case studies and descrip-

tions of patients in PDT, systematic qualitative studies of
how patients experience this intervention are few.
Nilsson et al. [13] compared experiences of change in
PDT and CBT in adult patients. Satisfied PDT patients
reported a feeling of understanding oneself better as the
most distinctive experience of change. Changes came
around when talking about and reflecting upon oneself
and then piecing things together again. Gostas et al. [14]
compared patients’ experiences in PDT and CBT with a
focus on the contract and the process within the two
approaches. Analysing the empirical data, they found the
methods to be quite similar. The results of the study
underscore building up trust, adapting techniques to the
patients’ needs and capacities and contract negotiations
as important. Patients’ knowledge of their own needs,
difficulties and desire for change have to influence and
affect the contract and the process of psychotherapy.
Some studies have qualitatively explored adolescents’

and young people’s needs in therapy or counselling.
Gibson et al. [15] grouped the findings from 12 qualita-
tive studies into three areas, as follows: First, adolescents
want a genuine sense of connection to their therapist.
This relationship is valued as highly important and is
preferred to contain a degree of mutuality. Young people
want their therapist to be non-judgmental, empathic and
caring. Secondly, they want to be able to freely express
their thoughts and emotions. Finally, young people seem
particularly conscious of their lack of power in relation
to adults. Their need for autonomy and control within
the therapeutic encounter, and issues such as privacy
and confidentiality, are important to the adolescents.
This requires an equal relationship over which the
adolescents are able to exercise control [15].
Henriksen [16] interviewed adolescents with various

diagnoses after different types of successful outpatient
treatment. Helpful factors included talking about
difficult emotions, strange thoughts or crucial events.
Scrutinising their destructive thoughts, preconceptions
and actions was important as well as the therapist
challenging such thoughts and actions. Also viewed as
important was adjusting the therapy to the adolescents’
preferences.
Some of these 13 studies have included adolescents

with depression in their sample, but none of the studies
are restricted to PDT. This paper contributes to the evi-
dence base as, to the best of our knowledge, no studies
have qualitatively examined how adolescents with a de-
pressive disorder experience improvement through PDT.
To lessen this knowledge gap is of major importance.
MDD is frequent among adolescents and seems to

increasing worldwide, and PDT is a well-known and
widespread treatment for depression. Nevertheless,
depression seems to be undertreated [17], and dropout
rates seem high [18–20]. Accordingly, establishing the
best possible treatment for adolescents with a depressive
disorder is of major importance, and increasing know-
ledge on how therapy works is crucial. Consequently,
the main focus of the present study is to explore how
adolescents with depression experience improvement
through PDT.

Method
Design
Participants were recruited from the Norwegian rando-
mised controlled trial (RCT) study the ‘First Experimen-
tal Study of Transference Work – In Teenagers (FEST–
IT)’ [21]. The present study is qualitative and nested in
this RCT. The FEST–IT study aimed to explore the
effects of relational interventions in psychodynamic psy-
chotherapy for adolescents with depression. The study
recruited patients, aged 16–18 years, among adolescents
referred to private practice or to public child and adoles-
cent outpatient departments in the southeast of Norway.
This area covers both urban and rural places. The inclu-
sion criteria was a diagnosis of MDD as defined in the
Diagnostic and Statistical Manual of Mental Disorders,
4th Edition (DSM-IV). The exclusion criteria were
generalised learning difficulties, pervasive developmental
disorder, psychosis or substance abuse. The FEST–IT
study offered 28 sessions of therapy and used the pub-
lished manual [22] of the ‘Improving Mood with Psycho-
analytic and Cognitive Therapies (IMPACT)’ study [23].
The manual focuses on techniques aimed at helping
young people overcome developmental and relational
problems as well as emphasising the role of the inter-
pretation of unconscious conflicts, insight and the con-
cepts of internal working models. With the agreement of
the adolescent, parallel work with parents was included.
Antidepressant medication could be added in severe
cases according to Norwegian national guidelines. The
patients were randomised to two treatment groups,
those with and those without transference interventions.
In the transference group the therapists encouraged
exploration of the patient-therapist relationship. In both
groups, general psychodynamic techniques were used.
Follow-up was conducted at post-treatment and one
year after treatment termination.

Data collection
An interview guide was developed for the in depth inter-
views. The main questions covered the adolescents’ ex-
periences of therapy in general, what within the therapy
sessions was helpful, or not so helpful, and how therapy
affected important relations and areas in the adolescents’
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everyday lives. Thirteen adolescents were invited to par-
ticipate in the present qualitative interview study when
they met for their evaluation. There was no purposive
sampling, and they were recruited as the inclusion to the
RCT was still going on. Consequently, the qualitative
interviewers did not know whether the interviewed pa-
tients had received therapy with or without transference
interventions. Furthermore, the interviewers were blind
to the outcome assessments at evaluation and did not
know whether the patients had improved or deteriorated
during the interventions. The interviewers did not know
from which of the therapists the patients had received
treatment. The qualitative interviewers conducted nine
individual in-depth interviews. One patient had com-
pleted only four sessions of her therapy, had no experi-
ence of improvement and is not included in the present
report. We have no reason to believe that the nine inter-
viewed adolescents are non-representative of the study
population in general. The first author conducted the
interviews either alone or together with the third author,
both experienced psychiatric nurses. In line with the
Declaration of Helsinki [24], attention was paid to
whether, in any way, the interview situation should be
difficult or straining. The audiotaped interviews lasted
from 40 to 60 min. The first author transcribed verbatim
the interviews immediately after they took place. All
transcriptions were anonymised.

Participants
All of the interviewed participants were female ethnic
Norwegians attending secondary school, and their mean
age at inclusion to FEST–IT was 17 years. All met the
criteria for MDD, and the baseline level of depression
had a mean of 29.7 (range 22–37), whereas for the study
population as a whole it was 28.7 (range 10–58, SD 9.0),
as measured with the Beck Depression Inventory II
(BDI-II) [25]. One patient had been diagnosed with a per-
sonality disorder (Axis II, SIDP-interview for DSM-IV).
Seven of the interviewed patients met with a male therap-
ist, and two met with a female therapist. Registered
attendance varied from 19 to 28 sessions (mean 26, 8
sessions). Housing varied evenly among living with one or
both parents or alternating between them.

Analysis
We see the interviewer as a co-producer of the data
who, together with the participant, affects the interview
process. This interactive approach means that the data
are seen not only as objective information coming from
inside the patient but are also produced in a unique
encounter between the persons involved, who act and
react upon each other [26]. To help organise and cat-
egorise the transcribed interviews, the computerised
program NVivo 11 was used (QSR International Pty

Ltd.). To narrow the focus, the first author read the
transcribed interviews guided by the question: ‘What
does the adolescent say about how they have experi-
enced improvement?’ This reduced the totality of the
transcribed material. The texts were read and re-read
several times and were coded into categories that best
represented the meaning stated, as seen in relation to
the interview as a whole. This also meant that the same
part of the text could be used to illustrate different
themes and represent various categories. This depended
on the context of the utterance as well as the interests
and pre-understanding of the authors. The reading of
the transcripts and the analysis and categorising pro-
cesses were discussed among the authors and revisions
made. This developed over time, making the interpreta-
tions less vulnerable to individual preferences and biases.
In this hermeneutic circle of interpretation, we identified
differences and similarities among the adolescents’ expe-
riences. We tried to avoid reducing the complexity and
the variations in the material. This led to a close reading
of the nuanced descriptions of individual processes of
improvement experienced by the adolescents.
The development of themes and categories followed

the procedure of systematic text condensation (STC)
[27]. STC involves analytic reduction with specified shifts
between the de-contextualisation and re-contextualisation
of data. We first searched for a general impression of the
transcripts as a whole, with our awareness tuned to the
voice of the participants. Then, we first identified prelim-
inary themes and secondly identified and sorted out
meaning units. Meaning units are de-contextualised text
fragments from all the interviews containing information
about the research question. These were coded and
labelled and grouped into the themes identified in step
one. We then extracted meanings from all the codes and
condensed them into descriptions. Finally, an authentic
quotation was given to exemplify and illustrate certain
aspects of the meanings embedded in the codes [27]. In
the present study, all eight participants are represented,
each with at least two quotations. To preserve anonymity,
the quotations are not attributed to specific participants.

Results
The adolescents experienced several factors promoting
improvement in therapy. We organised them into four
themes, each with several subthemes. ‘Exploring oneself ’
describes an ongoing process during the therapy sessions
and includes insight into and acceptance of oneself,
autonomy and acknowledgement as well as openness.
‘Therapist relation and characteristics’ describes confi-
dence and trust in and support from the therapist as
well as having a therapist who is trustworthy and experi-
enced. ‘Focusing on everyday life’ refers to learning and
practical orientation as important for combining therapy
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with everyday life. ‘Time factors’ comprises both the
frequency of sessions and the duration of therapy (see
Table 1).

Exploring oneself
Exploring oneself means how the adolescents expand
their understanding of themselves. This appears when
they integrate new perspectives into their feelings,
thoughts and behaviour. They see themselves from an-
other perspective and get alternatives to the way they
normally see themselves.

Autonomy and acknowledgment
The concept of autonomy mainly refers to independence
from others’ judging or opinions of oneself and to differ-
ent aspects of the management of control. One adoles-
cent said: ‘The therapist was very good at helping me
with my image of myself ’. This was made possible simply
through the therapist’s behaviour: ‘He just sat there and
listened to me’. This helped her a lot more than friends
that used to actively argue against her negative opinions
about herself. Through the therapists listening, she
became more independent of how her friends viewed
her and her situation. Autonomy also appeared as im-
portant for the adolescents towards the therapist.
Central here was to exercise control over what to say
and when to say it and not being forced to talk about a
subject until the adolescents felt comfortable in doing
so. In addition, therapy contributed to autonomy in
everyday life: ‘In one way, it helped me to take actions,
speak up, do this-do that, and stop paying attention to
things’. However, autonomy and control over when to
say what was also experienced in a more demanding
way. This appeared when the therapist did not wait
patiently for the adolescent to open up about a subject,
and thus the adolescent experienced a form of pressure:
‘It was something that I tried to keep deep inside of me.
And then, I was not allowed to do that. And that was
very relieving, in a way being forced to really feel it’.
Acknowledgment refers to valuing and affirming the

adolescents and their situation. The therapists, the ado-
lescents and the therapy itself all contributed to this

acknowledgement. Entering therapy was in itself experi-
enced as a crucial acknowledgment of oneself as a
suffering person. This came about as the adolescent was
valued as suffering heavily enough to require help and
their difficulties not being devalued as a typical
teenage-thing. Receiving a diagnosis could also be an
acknowledgement as it offers an explanation to the way
one is, as if saying: ‘It’s okay; there is a reason for the
way you are’. This eased the burden from expectations
telling the adolescent to pull herself together.
An opposite way of acknowledging occurred when

the therapy debunked the adolescents’ fear of being
out of their mind or crazy. Acknowledgment through
normalising the situation and problems was also
imparted by, or more precisely, attributed to, the
therapist: ‘I got confirmation that I had good reasons
for being sad and down… he somehow confirmed that
“You have a tough and difficult time, but here we can
talk about it”’. An active and acknowledging therapist,
in contrast to a careful listening therapist, was also
crucial for improvement: ‘To me, it was very reward-
ing coming to a therapy session and saying: “Hi, I did
it!” I subsisted a lot on the acknowledgement I would
then receive. It’s very fun when somebody gives you
praise for fulfilling something difficult’.
The adolescents’ own acknowledgements which con-

tributed to improvement in therapy varied in content
and direction. First, it was very helpful to acknowledge
that they themselves had problems and actually were
struggling. The importance of not denying or belittling
their difficulties and painful feelings but rather acknow-
ledging them as real was in a distinct way stated by a
patient explaining what really helped her in therapy: ‘Ac-
tually, one of the most important things I learned was
“Okay, I’m not doing well” because I wouldn’t quite
admit it to myself ’.
In addition, the adolescents acknowledging not only

their problems or neglected feelings but also their
dreams and wishes also facilitated improvement. To take
these seriously was for one experienced as a turning
point in therapy. Taking something seriously meant for
her to verbalise and tell the therapist that she actually
knew what she wanted. By putting it into words, hearing
it loud and admitting what she really wants to do with
her life, made the wishes in a way real and true: ‘To say
out loud that this is what I want in one way puts reality
and goals into it’.

Openness
To be open, or opening up, refers among other things to
the adolescents’ basic experience of talking with another
person. They describe how therapy opened up their
feelings and thoughts, seeing this as very important.
Sometimes the therapist took the active part: ‘He made

Table 1 Factors promoting improvement: themes and main
categories

Themes Main categories

Exploring oneself Autonomy and acknowledgment
Openness
Insight and acceptance of oneself

Therapist relation and characteristics Confidence, trust and support
Trustworthy and experienced

Focusing on everyday life Learning
Practical orientation

Time factors Duration and frequency
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me realise things, and just opened me up’. Often the
adolescents described themselves as taking the active
part as they opened themselves up. The therapist asked
questions that motivated this process. Especially helpful
were questions about what they felt in different situa-
tions. Going deeper into what they felt simultaneously
expanded their repertoire and the nuances of their feel-
ings. Being asked questions no one else had asked before
also made the adolescent more open to themselves. This,
in turn, could make them more open towards others. In
different ways, openness was described as an obvious
necessary, but demanding process, and several also
described challenges in being open with the therapist.
Another adolescent put it this way when talking about
what really helped her in therapy: ‘Just to open up.
There’s nothing scary about opening up, and people need
someone to talk to’.

Insight and acceptance of oneself
The interviewees described insight as recognising one’s
needs and as becoming more aware of their feelings.
Thinking through and analysing their feelings when they
appeared made this possible. When going deeper into
their feelings they made several discoveries about them-
selves, and as one put it: ‘The key was that I learned to
think more, go deeper into things. Then first, I realised,
“Wow; this is actually the way I am”’.
Several of the adolescents experienced this intimate

and complex connection between thinking and feeling as
ways to insight. Some emphasised working with their
feelings as more important than focusing on their think-
ing. Others experienced the opposite, achieving insight
when they became more aware of their thinking. For
one, the work with ‘the feeling and the thinking’ was
experienced as gaining control: ‘My way of thinking
changed. My feelings are just my feelings. But due to my
way of thinking, I got better control over my feelings’.
In addition to such internal endeavours, there was also

the experience that insight into oneself led to better un-
derstanding of their relation to other people: ‘I didn’t
understand how people could be the way they were, when
I was not at all like them’. This connecting of one’s own
psychological and emotional state to an appropriate
understanding of the behaviour of other people was seen
as an important achievement in therapy: ‘I understood
why the world was going around’.
Acceptance of oneself describes how increased know-

ledge into, and differentiation between, their feelings and
needs helped the adolescents to a more sensitive form of
caring for themselves. And not to ‘have too high expecta-
tions of oneself ’, as one said. This became clear in their
relations to family members, friends or other pupils at
school: ‘During therapy I became better at recognising
what’s best for me. And then to take that space, and

actually do what’s good for me’. For one adolescent,
struggling to stop harming herself, it became important
to recognise that she could identify herself with some-
thing other than the harm she did to herself. Frightened
of being empty inside or being of no importance, ther-
apy helped her to put some of herself into the core of
who she was: ‘And that made me realise I exist whether I
cut myself or not’.
Taking other peoples’ perspective into account and

considering oneself with the same tolerance with which
one look upon others also facilitated acceptance of one-
self. One adolescent, who was afraid of making mistakes
or looking dumb in front of her classmates, found it very
helpful to understand that nobody cared about whether
or not she made some mistakes: ‘Nobody cares about it,
except me’. This made her realise that she was too
critical of herself. Another way acceptance of self was
put into words was allowing oneself or to give oneself
permission to suffer and have problems and show it to
others. Showing the therapist that there were problems
in their life made it easier to show it and talk about it
with others. One patient, often feeling that she did not
get anything out of therapy, nevertheless experienced
‘the allowing of self ’ as one of the most important
achievements from therapy: ‘Even though I’ve often felt
that I didn’t achieve anything in that therapy, I was
always told, “You are allowed to be who you are”. That
is very cool to keep in mind. I think about that every
day’.

Therapist relation and characteristics
The relation to the therapist plays a crucial role in ther-
apy. Experiences of confidence, trust and support are
central in this helpful relation. Additionally, the therapist
should be trustworthy and experienced.

Confidence, trust and support
The adolescents pay a great deal of attention to the ther-
apist. They wonder who the person in front of them
really is; they notice differences in the therapist’s way of
being, changes in, for example, hairstyle, the way he or
she talks and so on. They try to know their therapist. It
is a one-way relationship, and as one said: ‘It is a person
who is close to me, but for whom I am just one out of
many. And that, also, is very special’. In this relationship,
the patients nevertheless experienced safety and comfort
facilitated by the fact that the adolescent did not have to
fear the consequences of what they said: ‘All the time, in
a way I tested the limits of what I could say without
being afraid of being judged’. Trust and confidence were
crucial for a safe therapeutic relationship, expressed by
one this way: ‘In one way, I can say whatever I want,
without what I say backfiring on me’.
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Being vulnerable and crying in front of another person
can be relieving. Feeling irrational and destroyed, the
importance of trust and confidence was clearly described
by one adolescent: ‘Having someone else helps a lot. It’s a
place where it is okay to be weak, it’s okay not to know
what you are talking about, what you should do, who
you are or anything’. Another way confidence and trust
were experienced was more directly connected to what
the therapist was saying. One adolescent who really
seemed to rely on the therapist said: ‘I took all that he
said to heart. I had such strong faith in him that I felt
everything he said was right. Because he was one that I
trusted’. Another adolescent experienced a reduction in
feelings of suicidality and anxiety as well as a strong de-
crease of panic attacks shortly after entering therapy.
Her explanation for this improvement centred on the
safety of therapy, not necessarily on the therapist: ‘I felt
that being in therapy, no matter whatever happens in
there, also can give safety, or help a little, in itself ’.
Another way in which the relational work contributed

to improvement was through support. Although, as one
of the adolescents saw it, you basically have to do the
work yourself, the relation played an important role:
‘What I needed was the guidance and support from a
person with a little more competence than me’. Support
from the therapist was for another adolescent the only
real support she experienced in her process of deciding
whether to quit school and move in another direction in
her life. Feeling all alone, without support from family or
friends in what was most important to her, therapy
became the only place where she experienced support:
‘It was very satisfactory feeling that somebody felt it was
a good choice for me, that I should do it, and under-
stands it and actually supports me fully and entirely’.
This support made things less lonely and easier to stand
up for when her choice was questioned.
Central in the relation, and important for improve-

ment and progress in therapy, were the roles into which
the adolescents placed their therapist. One adolescent
looked upon her therapist as an ordinary person. Being a
good girl, she tried to be nice and polite in shaping the
relationship with the therapist. This caused her to avoid
talking about what she saw as difficult or problematic.
She did not want the therapist to think in a negative way
about herself or people she cared about. Gradually
realising that this pleasing attitude was hindering her in
speaking freely, she progressed when she changed her
view of the therapist: ‘I actually began to look upon him
as a therapist and not just an ordinary human being I
was to make a good impression upon. This was very im-
portant for the whole treatment’.
Another adolescent made an opposite change in her

relation to the therapist. Her experience was of a silent
therapist, just sitting and listening to her. The focus on

her and her problems sometimes made her feel she was
getting worse. A turning point arose when she realised
that the therapist was not just a typical therapist but
quite a nice man with a life of his own. She then grad-
ually acknowledged the therapist as an ordinary human
being she could trust: ‘I then, actually, saw him more as
a friend I could confide in’.
While the former patient needed the ordinary person

to become a therapist, the latter needed the therapist to
become an ordinary person. Changing their views on the
role of the therapist was crucial as it helped the adoles-
cents to develop themselves through the further relation
with their therapist.

Trustworthy and experienced
When describing how the therapist contributes to im-
provement, the adolescents emphasised a therapist that
in different ways is dependable, experienced and trust-
worthy: ‘He seemed so experienced and talked with such
self-confidence. So I became quite convinced, like “okay,
what he says is actually true”’. The same patient experi-
enced a crucial turning point in therapy when the ther-
apist opened himself up a little, giving a focus other than
on her and her problems: ‘He disclosed some of his own
experiences. And I felt that was the real turning point
between the two of us. And then I actually saw him more
as a friend I could confide in’. Another adolescent attrib-
uted what made her trust and rely on the therapist more
to the role and position: ‘It is something with him being
educated… it’s his job, in a way. It has a lot to do with
the authority he had as a therapist, I think’. One adoles-
cent felt that the therapists’ gender had great influence.
She felt much better off with her male therapist than her
former female therapist. She explained this as being
partly because she had expected a female therapist and
partly because the one she got was good at talking: ‘He
was somehow good at articulating and expressing himself
and could somehow ask the right questions’. He was
experienced as a reassuring therapist in that he was
quiet until she began to talk. The adolescents need for
being in focus and to have another person’s time and
attention was important. This was for one of the adoles-
cent’s the main experience of what the therapist had
done and, actually, what she felt she needed in therapy:
‘It was a person sitting there listening to me. And just
listened to me and only wanted to help. One that actu-
ally sat there listening and talking’.

Focusing on everyday life
The adolescents regarded improvements in life outside
of therapy as important as well. Learning and practical
orientation seem to be crucial factors when integrating
therapy into everyday life.
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Learning
The adolescents experienced learning in the close rela-
tionship with their therapist. They used the relation to
practice on how to take oneself seriously or how to take
care of oneself in an appropriate way. They tried to
apply experiences and learnings from therapy in their
everyday life: ‘Something that is often helpful for me,
which I also learned there, is to talk afterwards, when
one has calmed dawn’.
They experienced learning about themselves and dis-

tinguishing oneself from others as well as about difficult
feelings such as anger. Considering how to prevent re-
lapse and learning about feelings, thoughts and situa-
tions where symptoms of depression occur was
recognised by one adolescent as very useful: ‘If I in a
way now get a kind of negative thought, I know what to
do with it’. Another adolescent put it this way when
explaining how she managed to stop behaviour that was
not in her interest: ‘It was not me that wanted to do it. It
was “the sick me”. I became very good at distinguishing
the sick part of me from the healthy part. And that I am
still very happy for’.

Practical orientation
Helpful experiences which the adolescents all seemed to
share was when therapy became practical and focused
on concrete challenges in their everyday life. This could
also include becoming conscious of the way they think
and then getting help for, and actually making, concrete
changes in their way of thinking. One adolescent who
had lost contact with friends and family members due to
her rejection of them became convinced by the therapist
that the friends wanted to be with her because they
actually loved her, not because they felt pity for her: ‘He
made me understand that the negative thoughts were
wrong. And that made me make contact with them
again. So all those I’d lost contact with I now have back
again’. Another patient found that her way of thinking
changed by doing a form of therapy homework. Not
thinking of problems before going to bed but rather
thinking of nice things was something she continued to
do after ending therapy: ‘I still use those things very
much in my everyday life. Concrete suggestions I got in
therapy’. Another adolescent with periods of having
great difficulty getting out of bed, getting dressed and fa-
cing the day experienced improvement in therapy this
way: ‘It was when talking about things and getting some
suggestions on concrete practical things one could do to
get started. And that was what I felt as the most import-
ant to me’. Also crucial for improvement was receiving
explanations for their situation and understanding the
reasons behind and causes of why they got angry or sad
or why they were depressed, achieved through detailed
questions such as what in particular had made them feel,

or react, exactly the way they did in this or that concrete
situation. One adolescent explained what she felt therapy
had helped her with in the following way: ‘It was to
handle problems I had in my everyday life and in a way
figure out where the core problem of everything was. Find
out why I become depressed and why I was so sad all the
time’. Another illuminated how therapy, as a place where
one could get answers, created positive expectations.
When having a difficult period in between the therapy
sessions, she could think: ‘I’m looking forward to going
back and talking about this. Why it is the way it is’.
Another described explanations and answers she had
received in therapy in terms of tools: ‘I felt I got some
good tools. I kind of learned or understood why I think
the way I do. It opened up a lot the way I think and
made me understand more of why I felt the way I felt in
different situations’.

Time factors
Time factors refers to two dimensions of helpful experi-
ences, the frequency of the sessions and the duration of
the therapy period. For different reasons, the adolescents
expressed satisfaction with the duration of the therapy,
which was initially 28 weeks. One adolescent who
needed some breaks between sessions and stretch out
her therapy over a one-year time span experienced
relapse during therapy: ‘I think it was fine that it lasted
for such a long period because suddenly things were going
well. But then I got worse again’. Tailoring therapy to the
adolescents’ situation was also discussed by another
patient. She was allowed to continue her useful treat-
ment after the original 28 weeks due to difficult changes
in her life: ‘If it had stopped where it was supposed to, I
think I would have become very empty inside and very,
very alone with the situation I was in at that moment’.
Another said: ‘Getting the opportunity for a long enough
treatment period was very useful for me, because I don’t
think I would have achieved much from a shorter
therapy period’. Going to a predictable and continuous
therapy once a week was essential for her improvements
in therapy: ‘I somehow always had that thing. I think
that was just as useful as the therapy itself ’. The helpful
aspects of therapy as fixed, weekly appointments was
expressed by another this way: ‘To keep it going every
week, having a fixed schedule has helped quite a lot. It
has been a very good way to make the everyday life less
demanding’.

Discussion
The present study revealed four themes important for
the adolescents’ improvement, each with several sub-
themes: ‘Exploring oneself ’ describes an ongoing process
during the therapy sessions and includes insight into and
acceptance of oneself, autonomy and acknowledgement as
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well as openness. ‘Therapist relation and characteristics’
describes having confidence and trust in and support from
the therapist as well as having a therapist who is trust-
worthy and experienced. ‘Focusing on everyday life’ refers
to learning and practical orientation as important for
combining therapy with everyday life. ‘Time factors’ com-
prises both the frequency of sessions and the duration of
therapy. Our findings are in line with the focus in the
treatment manual [22]. The patients experienced improve-
ment through increased insight (Exploring oneself ) and
the relation to the therapist (Therapist relation and char-
acteristics). The experience from therapy intervened with
everyday life (Focusing on everyday life). Over time (Time
factors), the patients developed more adequate internal
working models, and experienced improvement. Thera-
pists should pay attention to these aspect in therapy for
adolescents with depression. The four themes are made
up of dynamic elements and are visualised in Fig. 1. We
conceptualise this as ‘dynamics of improvement’ and will
discuss some of the core elements below.

Exploring oneself
‘Exploring oneself ’ covers insight, acceptance of self,
autonomy, acknowledgement and openness. Paying
attention to the adolescent’s experience and situation, in
contrast to being more structured and task-focused in
the initial phase of therapy, is found to facilitate greater

participation later on in therapy [28]. In the present
study, exploring oneself contributed to improvement
through an expanded understanding of the self. It also
seems that the adolescents’ new understanding not only
makes them more aware of themselves and who they are
but that it has the potential to promote concrete im-
provements in their everyday life as well. The intraper-
sonal exploring of oneself in combination with its effects
at the interpersonal level is of major importance. Central
to the concept of autonomy in the present study is to
become more independent of the experience of others’
judging of oneself and the managing of control. The
managing of control mainly refers to when to say what
in therapy and not being forced to talk about issues the
patient is not ready for. This is in some contrast to the
findings by Gibson et al. [15], where exercising of con-
trol is exemplified by an adolescent who ended counsel-
ling when she did not like what her counsellor was
saying. The concepts of autonomy and control are cen-
tral in both these studies. The meanings and actions at-
tributed to these concepts, however, are quite different.
This is of importance when understanding the adoles-
cents’ experiences.
Control and autonomy seem to be central factors

facilitating adolescent therapy, as demonstrated in
Binder et al. [29] and underscored in Carver et al. [30]
and Sauter et al. [31]. Interestingly, in our material

Fig. 1 The figure reveals the different aspects of experienced improvement in PDT for adolescents
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autonomy and the exercising of control are experienced
in combination with both ‘being forced to’ and ‘not
being allowed to’ avoid difficult themes or feelings. The
exercising of autonomy contributes to improvement
when the adolescents choose to give in to the therapists’
power and influence. Therapy is established as a place
where power and pressure are exercised. In Gibson and
Cartwright’s [32] discussion of the possible pitfalls of
client power and agency (defined as the capacity of the
young client to construct themselves as active in coun-
selling within social constraints), power seems to be
considered as something that is used to exercise control
in therapy and where the therapist’s power risks disem-
powering the adolescent. Our findings add important
nuances to this. The power of the therapist is experi-
enced and described as therapeutic and contributes to
improvement. The productive or therapeutic power is
contextual, not something the adolescent, or the therap-
ist, brings into therapy and uses in a superior or inde-
pendent way. Hence, the patient’s situation, the therapist
and their relation as well as the society’s view of adoles-
cence [32] should be considered when trying to under-
stand what power and the exercising of control are an
expression of.

Therapist relation and characteristics
The relation to the therapist is important and, with
youth, the therapeutic relationship is found to have
moderate to large effects on treatment outcome [33]. In
the present study, ‘therapist relation and characteris-
tics’ refers to having confidence and trust in and
support from the therapist as well as having a ther-
apist who is trustworthy and experienced. These
factors of the therapeutic relationship are of major
importance for improvement. The importance of a
supportive and non-judging therapist is in line with
previous studies [29, 34], and the supportive nature
of the therapist is also found to be important for ad-
olescents in their willingness to collaborate in thera-
peutic interventions [35].
In the present study, the adolescents varied in regard

to the degree to which they noticed and were aware of
their therapist. When an adolescent strongly needed to
be in focus and have the therapist’s time and attention,
the presence of the therapist was hardly noticed at all.
However, the adolescents were in need of different
therapeutic characteristics, and a comparable example
exists in the findings of Gibson et al., where the adoles-
cents in counselling wanted a relationship more of a
friendship than a professional relationship [15]. The
dichotomisation of the therapeutic relationship into
opposites such as friendship and a professional relation-
ship is in the present study experienced as more com-
plex and paradoxical. For one patient, the relationship

first became helpful and therapeutic, and as we see it
professional, when the therapist used the self-disclosing
strategy. However, the adolescent experienced this turn-
ing point as gaining a friend to confide in. Hence, having
a professional relationship may be experienced as it’s
contrary, namely, as having a friendship. This must be
taken into consideration for therapists working with
adolescents with depression.
A society’s view of adolescence will affect the expecta-

tions the adolescents encounter. In the study by Binder
et al. [29] of how adolescents prefer their therapists to
interact with them, the authors assume adolescence as a
period where, among others, a sense of being unique
and special is central. This might cause conflicts, and a
central role for the therapist is to provide a space differ-
ent from the closeness in a child-parent relationship.
Central in this ‘conflict-discourse’ of adolescence is
striving for autonomy and uniqueness and to become an
individual independent from others [29]. The present
study does not necessarily contradict this but rather
points in another direction. The adolescents improve
when therapy helps them to find their place within their
families and social surroundings. They seem not particu-
larly occupied with themselves as adolescents or as
having a genuine need for being unique or special. The
present study shows more of a picture of adolescents
who want to be included and considered as grownups
with responsibility and opinions that are valued. The
present study shows the participants’ need for support
and help in finding their individuality and uniqueness as
steps towards a broader goal: better relations to import-
ant others and themselves. They want to live an ordinary
life without conflicting relations or troublesome symp-
toms. A focus on these factors in therapy contributed to
improvement. As the adolescents put into words how
therapy contributed to improvement, they view them-
selves in relation to their social surroundings. When
they give meaning to what improvement means, they
place themselves in a discourse of responsible and
conscientious individuals. The adolescents negotiate ex-
pectations from family or social surroundings in relation
to their own needs and desires. They do this with care
for themselves and for those they are to become more
independent of and unique to.
The therapist is central in this process, and, in the

present study, helpful therapist characteristics relate to
the role and position of the therapist and to the therapist
as a person. Self-doubt as a therapist combined with a
high degree of self-affiliation as a person is, admittedly
in adults, found to be particularly helpful [36]. We
believe this to be the case with young persons as well.
The adolescents’ need for a person they can confide in,
depend upon and have the attention of requires a
therapist who believes oneself to be such a person.
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Focusing on everyday life
Learning and practical orientation were emphasised by
the adolescents as important for their improvement.
These occurred when therapy became directed towards
concrete challenges in their everyday life. Dunne,
Thompson and Leitch [37] found that adolescents place
less importance on factors such as cognitive tasks and
problem solving and rather emphasise emotional explor-
ation as helpful. Their study reports on questionnaire
and interview data from counselling in an all-boys
school in Ireland. Hence, all 11 participants were male
adolescents, and the therapist in the study was trained in
client-centred therapy and reality therapy and was also
the study’s chief researcher [37]. Such differences in
gender, design and context, compared to the present
study, may partly explain the different results. Neverthe-
less, these two studies question an assumption of female
adolescents as emotionally oriented and male adoles-
cents as practically oriented. However, in a qualitative
meta-analysis the importance of using strategies and
guidance are underscored. Reporting on helpful factors
in school-based counselling, both relational factors such
as talking openly and being listened to and problem-
solving activities and strategies for dealing with prob-
lems were reported as helpful [38]. Hence, therapy
should regard both problem solving and emotional
exploration as ways to improvement and weight the bal-
ance between them in cooperation with the adolescents.
The value of guidance and problem solving is under-

scored in Hanley and Noble’s overview of how children
and youth view therapy [39]. The practical orientation
the adolescents in the present study reported as crucial
to improvement included getting explanations for their
situations and answers to what was happening to them.
Why they no longer felt happy or were so sad. To
change their thinking and to get advice on what to do or
say to better get along with oneself and others also
helped the adolescents to improve and increased their
social wellbeing and functioning. To some extent, this
practical, down-to-earth oriented improvement seems
for the adolescents to have a specific goal: to feel
normal and to have a sense of uncomplicated social
belonging with good relations at school, in their fam-
ilies and with friends. Such effects, beyond symptom
relief, seem to be supported by Pattison and Harris’s
investigation into the effectiveness of counselling
children and young people [40].
The adolescents in the present study improved by

talking about emotions and thoughts and by this getting
to know themselves better. By exploring their thoughts
and actions, it became clearer what alternative ways to
handle their problems could be. Henriksen (2013) found
it helpful when the therapist challenged the adolescents’
strange thoughts or actions [16]. In our material it seems

like the therapists’ challenges were experienced in a
more indirect way. Suggestions from the therapist of
what to do or say in everyday life, or questions about
their thinking, seemed to reinforce the challenges the
adolescents put to themselves in their efforts to achieve
improvement. Therapists need to be aware that they
might put forth challenges without intending to. More
research on the role of advice and suggestions, and how
to best deliver these to create improvement, is also
underscored in Hayes and Brunst [41], and the present
study adds nuances to this issue.

Time factors
Time as a helping factor relates to the experience of
receiving a sufficient number of sessions, which for the
patients in the present study comprised 28. Fixed weekly
encounters with the therapist, and periods with infre-
quent appointments, helped in regard to improvement.
The factors of frequency of sessions and duration of the
therapy period contributed to improvement when they
were adapted to the shifting needs in the adolescents’
everyday life. This is in correspondence with the findings
by Gibson et al. [15]. As time passes within and between
therapy sessions, it seems the adolescents experienced
having a possibility from which they, with crucial help
from the therapist, are allowed to mature and grow. This
almost makes time itself into an independent factor that
contributes to improvement. A firmly established ther-
apy period contributes to providing the necessary stabil-
ity in a confusing and difficult period in the adolescent’s
life.

Limitations and strengths
Contextual factors are essential to understand why and
how particular experiences and meanings from therapy
come into being. In the discussion, we compare experi-
ences generated from different contexts and circum-
stances. The experiences are summed up into categories,
making comparisons with other studies possible. How-
ever, this risks weakening the voice of the patients by
neglecting unique experiences that do not easily fit into
those categories [42] and by leaving outside the situated
meaning attributed to the experiences. The present
study included only female participants, and, due to its
qualitative design, the findings are not generalizable in a
statistical sense for the population at large. Our findings
are helpful for therapists in the tailoring of therapy.
Further studies, however, are needed.

Conclusion
Eight female adolescents’ experiences of improvement in
PDT are explored. Together with a supportive and lis-
tening therapist, they achieved improvement by explor-
ing themselves within the frames of a fixed treatment
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period. Improvement seems to have been experienced by
better relations to oneself and to others and by finding
one’s place in the family, or at school. They highly
valued help with concrete challenges and problem solv-
ing. We see this as crucial for therapists to be aware of
in therapy. The tailoring of therapy to the needs of ado-
lescents with depression should carefully consider the
individual challenges they face in their everyday life.
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Abstract: The patient’s perspective on improvement in psychotherapy is crucial for tailoring the
therapy he or she is receiving. The present study aimed at exploring the factors aiding and the
patients’ experiences of improvement in time-limited psychodynamic psychotherapy for depression.
Semi-structured, in-depth interviews were conducted with ten adult patients who received up to
28 sessions of manualized psychodynamic psychotherapy in the Norwegian study “Mechanisms of
change in psychotherapy” (the MOP study). The post-therapy interviews addressed the participants’
experiences from therapy. The data were analyzed with thematic content analysis and hermeneutic
interpretation. The analysis identified four helpful dimensions: “Therapist activities” comprised
supporting and acknowledging, advising and offering tips for everyday life, questioning and
pressuring. “Patient activities” included opening up, caring for oneself and showing agency.
“Facilitators” for improvement were learning from therapy, learning to receive therapy and agreed
goals. “Achievements” comprised new perspectives and understandings, increased self-awareness
and mastery and changed thinking and feeling. Improvements from psychodynamic therapy seemed
reliant on the degree to which the therapy could activate and be relevant to the patients’ everyday
life. Tailoring therapy for patients with depression should link the focus on symptoms and ways of
thinking and feeling with their life circumstances.

Keywords: improvement; depression; psychodynamic psychotherapy; patients’ perspective; qualitative
study

1. Introduction

Depressive disorders are the third leading cause of disability worldwide [1]. In spite of the
increased use of antidepressant medications and easier access to modern psychotherapy, major
depressive disorder (MDD) is expected to rank first in terms of Disability Adjusted Life Years (DALYs)
in high-income countries by 2030 [2,3]. MDD is associated with significant mortality, economic burden,
reduced quality of life (e.g., impeded relations in family or social life) and diminished capability to
work or study [4].

Although medication and psychotherapy are helpful for many patients, they do not help everyone,
and many patients relapse and suffer from repeated depressive episodes [5]. Some patients even
experience deterioration or worsening in therapy [6,7]. Randomized controlled trial studies (RCT)
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often overlook patients’ subjective experiences, and there is a need to improve psychotherapy to better
help depressed patients. To achieve this, it is crucial to understand how patients experience therapy
and what they identify as helpful.

The body of qualitative research addressing these questions has grown in recent decades [8–10].
This has led to several meta-analyses across psychotherapeutic orientations, influenced by the works
of Ladislav Timulak [11], who reviewed seven studies and identified several helpful features across
therapies, including new insights, emotional experiences and behavioral strategies; the acceptance and
understanding of the therapist; involvement in treatment; and a human connection to the therapist
as part of a supportive, safe relationship. Another meta-analysis included 41 studies that focused on
patient-identified significant moments in psychotherapy. The findings were highly similar to those of
the first meta-analyses, and the main findings were new insights, awareness and problem resolution
along with feeling understood and reassured [12]. Insight was central in both of these meta-analysis.
Timulak and McElvaney [13] conducted a meta-analysis of seven studies on significant events leading to
insight. Their analysis revealed two types of insight: 1) Painful/Poignant insight, where clients realized
something that was painful, including feelings of sadness, upset and hurt. The therapists’ empathic
reflections or collaborative interpretations facilitated these events. 2) Self-Asserting/Empowering
insight, where the therapists’ supportive and validating reframing promoted positive experiences and
facilitated these events.

These meta-analyses foregrounded a comprehensive qualitative meta-analysis on clients’
experiences of individual psychotherapy. Levitt et al. [14] built on the works of Timulak and
colleagues and reviewed 109 studies, grouping their findings into five clusters with numerous
subcategories: (1) Therapy is a process of change that involves structuring curiosity and deep
engagement in pattern identification and narrative reconstruction. (2) Caring, understanding and
accepting therapists allow clients to internalize positive messages and enter the change process of
developing self-awareness. (3) A professional structure creates credibility and clarity but casts suspicion
on care in the therapeutic relationship. (4) Therapy progresses as a collaborative effort with a discussion
of differences. (5) Recognition of the client’s agency allows for responsive interventions that fit the
client’s needs [14].

However, comparing qualitative findings from different studies from a variety of contexts could
weaken the significance and uniqueness of each study when abstracted, summed up or in other
ways made manageable in ways more associated with a quantitative research paradigm [15]. This is
addressed by Levitt et al. [16] for the case of qualitative research on client experiences of psychotherapy.
The agendas of the researchers, the context and circumstances under which the qualitative studies took
place, the identities of the participants and what questions they were asked are of great importance
when interpreting, learning from or comparing the findings [17]. As the same helpful factors may
mean different things in different patients’ lives, there is a need for studies focusing on the meaning
attributed to the experiences and how the patients contribute to the therapy process [18]. The present
study contributes to this by exploring how ten adult patients suffering from depression experienced,
and attributed meaning to, improvement in manualized time-limited psychodynamic psychotherapy
(PDT) with sampling control, a check of treatment fidelity and therapist supervision.

Qualitative studies restricted to psychodynamic/psychoanalytic therapies have explored different
aspects of helpful in-session factors. One of these studies, included in the abovementioned meta-analysis
of Levitt et al. [14], found that for young adults the therapeutic relationship and the therapist’s
way of working, continuity and overcoming obstacles were helpful [19]. One study not included
in the meta-analysis found that patients felt it was helpful to work through obstacles, such as a
strained relationship with the therapist [20]. Others have found a secure attachment to the therapist,
understanding of interpersonal and emotional patterns (insight) and restoration of a coherent life story
to be helpful factors [21]. Werbart and Levander [22] reported the importance of working through the
patients’ unrealistic wishes for what to achieve through therapy. Factors such as sharing what is inside
of oneself, gaining new perspectives and understandings and therapy as a place and time for oneself
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have also been found to be helpful [23]. These studies also seems to fit with the clusters identified
in Levitt et al. [14], although the study designs and selection of the participants varied. None of the
studies examined time-limited PDT, and this well-established and widely used routine therapeutic
intervention has been the subject of little qualitative research.

To the best of our knowledge, only one previous qualitative study [24] has examined adult patients’
experiences of time-limited PDT for depression with a study design comparable to that in the present
study: sampling control, manualized treatment, therapist supervision and treatment fidelity control
according to the theoretical underpinnings of the therapy. De Smet et al. [24] interviewed improved
and recovered patients in an RCT study on cognitive behavioral therapy (CBT) and time-limited
PDT for depression. The study also found that the patients improved and recovered when they
cared for themselves, gained increased self-understanding and learned new coping skills. The study
included improved patients from both the CBT and the PDT groups according to self-reported
depression symptoms.

Rigorous study designs, such as in the present study and in the study of De Smet et al. [24],
are important because they strengthen the probability that the therapists actually delivered the intended
therapeutic intervention. Understanding the experiences of even a few patients, as in the present study,
has the potential to advance the theoretical understanding of the change processes and increase the
effectiveness of psychotherapy [25]. Insight into the patients’ experiences of psychotherapy might
inspire and contribute to therapeutic work with other patients—the main aim of the present study.
Accordingly, the present study explored how patients participating in a large RCT study on depression
experienced improvement in time-limited PDT and the significance of their experiences.

2. Materials and Methods

The study took place within an ongoing RCT on mechanisms of change in psychotherapy in
Norway called the MOP study (Clinical trial registration: Clinical trial gov. identifier: NCT03022071).
By experience, we refer to the thoughts and feelings the patients communicated about their therapy in
the interview situation. Hence, we limit experience to the patients’ retrospectively verbalized feelings
and thoughts about their therapy, conveyed during a research interview under particular circumstances.
However, non-verbalized or pre-reflexive experiences from therapy may be just as real and influential
to the patients, even though they did not verbalize them in the present study.

2.1. Design, Ethics and Data Collection

The Central Norway Regional Ethics Health Committee (REC South East 2016/340) approved
the study. Oral and written informed consent was obtained from all participants, randomized to
16 sessions and three monthly booster sessions of CBT or to 28 sessions of PDT. Inclusion and treatment
in the MOP study is still ongoing. Hence, outcome data for the participants are not available. When the
patients finished the treatment, they took part in a follow-up evaluation. The evaluators invited all
patients who met for this evaluation in a given time period (n = 12) to participate in an explorative,
qualitative in-depth interview. The open, though semi structured, interviews had a duration of 45 to
60 min and took place at the outdoor clinic where the patients had received therapy. We aimed for an
informal and supportive tone in the interviews, encouraging the participants to elaborate on themes of
relevance. The questions covered the patients’ experiences from therapy in general, what had been
helpful or not so helpful, how therapy had affected their relations in life outside therapy and the extent
to which the patients could use anything from therapy in life outside of therapy. The second author,
who was also the leader of the MOP study, conducted the interviews. A research assistant transcribed
the interviews verbatim and anonymized all the transcriptions.

2.2. Participants

Of the 12 interviewed participants, two had dropped out of therapy due to dissatisfaction.
They reported no experience of improvement and were not included in the present study. Of the
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remaining ten, one completed 18 sessions, while the others completed all 28 sessions. The mean age
at inclusion of the interviewed persons, seven females and three males, was 32 years (range 20–45).
All met the criteria for MDD according to the Mini International Neuropsychiatric Interview [26].
The mean baseline level of depression was 17 (range 11–26), as measured by the Hamilton depression
rating scale [27]. Four patients were diagnosed with personality disorder according to the Structured
Clinical Interview for DSM-IV Axis II [28]. One was unemployed; the rest studied or worked, but sick
leave did occur. Five lived with a partner, while the others lived with parents, alone or in other ways.
Several had children.

2.3. Therapists and Treatment

All therapists had a minimum of two years training in PDT. In addition, they received one year of
training on the principles of time-limited PDT before receiving study patients for therapy. Experienced
senior PDT researchers/clinicians monitored adherence to the treatment principles through weekly
group supervision of the therapists, including discussion of all the therapies, throughout the therapy
period. The supervision was based on video recordings from the therapy sessions and focused on
the initial phase of treatment, establishment of a case formulation, how to conduct treatment for the
individual patient and termination of the time-limited treatment. The dynamic therapy was based
on the general psychodynamic principles described in Gabbard [29]. Short-term psychodynamic
psychotherapy (STPP) is a well-known treatment mode based on general psychodynamic principles,
including interpretation of unconscious conflicts, insight and the concepts of internal working models.
The STPP manual used in the “First Experimental Study of Transference-Interpretation” [30], describing
specific features of time-limited therapy, was used as the guideline for treatment. Further, the treatment
encouraged the patients to explore sensitive topics, including an exploration of the patient–therapist
relationship [31]. The therapists also focused on interpersonal relationships outside of therapy as a
basis for their interventions.

2.4. Analysis

The analysis process and the interviews proceeded simultaneously, and the interviewer gained
knowledge and experience as more interviews were conducted. This affected the interviewers’
reflections on and awareness of the subjects and topics brought up by the participants and informed
the final analysis [32–34]. The first author read the transcribed interviews guided by the following
question: “What do the participants say about improvement?” This allowed familiarization with
the data, provided a first impression of the themes and subthemes and reduced the totality of the
transcribed material for further analysis. The first author then read and re-read the texts several times
and identified themes and subthemes that best represented the stated meanings, viewed in relation to
the text as a whole. The second author, who conducted the interviews, gave feedback and commented
on the coding into themes and subthemes. This inductive thematic content analysis did not attempt
to fit the data to pre-existing concepts or theoretical ideas [35]. All authors read, commented on and
contributed to the analysis as well as to the manuscript as a whole. This approach strengthened the
internal validity of the findings and made the interpretations less dependent on individual preferences.

Our analysis used a hermeneutic approach [36], according to which understanding is a continuously
interpretative process where the interests and pre-understandings of the interpreter—the horizon—is
tested against the text. The horizon is “( . . . ) an opinion and a possibility that one brings into play and
puts at risk, and that helps one truly to make one’s own what the text says” [36] (p. 406). Like the
interviewer is not on the outside of the interview, the interpreter is not on the outside of the text but is
rather a part of it and becomes engaged with it through conscious and unconscious preconceptions.
For example, the first author’s preconception was influenced by not being a psychotherapist but an
experienced nurse from the field of forensic psychiatry. The co-authors were two psychiatrists trained
in CBT or PDT and one historian of ideas.
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To understand something, then, means to activate the preconceptions, not to ignore them, as it is
not possible to get rid of them and still achieve a clear understanding of something in the world “out
there” [37]. Often referred to as the hermeneutic circle, our interpretations of a part of the text influenced
the interpretations of the larger part of the same text. This, in turn, affected and sometimes changed
the interpretation of this part in an ongoing circularity of part–whole interpretations [38]. This process
also included text fragments of what the interviewer said during the interviews. The interviewers’
questions and responses also affected the best way to interpret and understand the patients’ utterances.

3. Results

The analysis identified many actions and processes within the therapy sessions that led to
improvement. These were categorized into four dimensions with several subthemes (see Table 1).
They were not clear-cut, and the same text fragments could illustrate more than one theme or
dimension. The first dimension refers to the therapists’ activities and comprised supporting and
acknowledging, offering advice and tips for everyday life and questioning and pressuring. The second
dimension describes the patients’ activities and included opening up, caring for oneself and showing
agency. The third dimension refers to the facilitating factors in therapy and comprised learnings from
therapy, learning to receive therapy and having agreed goals. The fourth dimension—achievements
in therapy—included new perspectives and understandings, increased self-awareness and mastery
and changed thinking and feeling. The patients experienced several of the same factors as helpful.
However, there could be large variations among the patients in terms of how they emphasized these
factors and the meanings they attributed to them. The results were ordered by what the participants
regarded as most helpful, what the authors saw as most striking in each patient’s story of improvement
and by the meanings different participants attributed to their experiences. The quotes that are given
below illustrate the themes presented, but they do not necessarily reflect the actual patient’s most
distinguished experience from therapy.

Table 1. Dimensions and themes promoting improvement in time limited psychodynamic psychotherapy
(PDT) for depression.

Dimensions Themes

Therapist activities
Supporting and acknowledging

Offering advice and tips for everyday life
Questioning and pressuring

Patient activities
Opening up

Caring for oneself
Showing agency

Facilitators
Learnings from therapy

Learning to receive therapy
Agreed goals

Achievements
New perspectives and understanding
Increased self-awareness and mastery

Changed thinking and feeling

3.1. Dimension One: Therapist Activities

3.1.1. Supporting and Acknowledging

The patients could feel supported and acknowledged in two ways. One occurred when the
therapist gave direct praise or used non-critical words to describe one patient’s suffering. This was
done as an alternative to the patient’s own harsh words: “That someone else know and listen to how I am,
without being as critical as me, one who sees that I’m suffering but puts other words to it than I would have done”.
This was helpful to the patient and made her feel that the therapist really saw her. The therapist of
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another patient said that things would be all right. Due to the patient’s varying receptivity, the therapist
repeated encouraging platitudes and sayings. This helped the patient to gradually accept herself and
integrate the hope she felt the therapist gave her: “She said she cared, and I got the feeling that she saw the
whole of me and the sides I didn’t like ( . . . ) She held on to that it was possible to fix me, that something within
all the chaos was of value”. The patients could also experience support and acknowledgement when the
therapists normalized the patients’ situation, thoughts or feelings. In addition, they could experience
support and acknowledgement simply when the therapists listened to them. For one patient, being
listened to caused her to feel that she was being taken seriously by the therapist and that her problems,
especially those from her childhood, were not because of her: “She listened and like, in a way, confirmed
that it shouldn’t be like that. I think she just made me talk and talk until I realized it wasn’t my fault”.

3.1.2. Offering Advice and Tips for Everyday Life

The patients valued receiving tips or suggestions about what to say or do to master everyday
challenges. The importance of talking about such challenges and difficulties was a central experience.
One patient illustrated this by what she actually chose to talk about in therapy when she was given the
choice: “You in a way could talk about anything. And I talked about a dinner party where I didn’t manage to
talk because I was so afraid of saying something stupid or something like that”. Another patient experienced
the concrete and everyday orientation in this way: “I went through the week and then I could stop at things
I’d like to talk about”. Some of the everyday problems appeared in close relationships, while others were
due to strained thoughts and feelings, and therapy offered a place to practice difficult tasks: “Totally,
what have been the most important to me is that I’m actually talking with my wife about how I feel. I now have
some practicing in talking about difficult things and feelings”. Another put it this way: “What my therapist
made me do was to put myself into focus in an everyday in which I felt I couldn’t put myself into focuses”.
For another patient, the focus on the concrete was what she needed to improve: “Sleep, and go out
and do things. Because I almost just sat inside watching TV-series all day”. Another patient improved by
working on her relational challenges from life outside of therapy within the therapy sessions. She
believed the therapist recreated and challenged these relationships and, in one moment, she even
wondered whether or not the therapist liked her. This, however, made her more conscious of herself at
a deeper level, which led to a personal revelation: “I just have to trust myself. I can’t be liked by everyone”.
She contrasted this experience with her expectations for therapy, thinking her problems were due to
her negative thoughts about not being good enough.

3.1.3. Questioning and Pressuring

The therapists asked different types of helpful questions that served several purposes. A central
question was the “why” question. This challenged and helped the patients to really think through
and explain their opinions about themselves, other people or a situation. Often, they realized that
these beliefs and judgements were wrong or that their ways of thinking did not make sense or were
unreasonable. One patient expressed how the therapist’s “why” question had helped her: “’Why’. She
[the therapist] was rather stubborn. She kept pressing me to do things, or questioned things I not at all felt
any need to questioning; ways of thinking or behaving, just everything. So ’Why’”. Helpful questions could
be confrontational or they could help to analyze a demanding situation. They could help patients to
not remain stuck in depressive feelings: “Instead of thinking that this is shit, so just: ‘why do I feel like
this? How did it become like this? What can I do with it?’” Some questions, which had a more existential
character with a focus on what the patients really wanted to do in life, helped them to make other
choices and gain new experiences in their everyday lives. An important aspect of questioning was
the way in which the therapists asked their questions: “It’s the way she responds, the way in which she
asks or continue the conversation that creates trust”. The therapist’s nonverbal communication style and
the emotions the therapist signaled when asking the questions were also central: “Then she, some laid
back, said: ’Does it matter, anyway?’ And I thought: ’Well maybe it doesn’t’”. One patient improved and
gained more self-confidence through better contact with her feelings, achieved by exploring questions:
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“It was her questioning. It could be ’What do you feel now?’ A question simple as that”. Another patient
improved by exploring her worries and the negative fantasies she had about the way others would
view her: “She asked questions like ’Yes, but what would had happened if you had said something? Would
people ( . . . ) what ( . . . )?’ She almost repeated it all the time: ’What had happened?’ only to illustrate that it
isn’t so much that might happen, it isn’t that much”. This helped her to free herself from her worries and
to focus more on the person she was: “It was something with letting others’ thinking go, others’ thoughts
about me go. And rather focusing on the core of myself ”.

3.2. Dimension Two: Patient Activities

3.2.1. Opening Up

For some patients, a basic feature of opening up was actively choosing to be open with their
therapist and with themselves. This came more naturally to some than to others. The patients
experienced strain or made great efforts related to openness, but they improved when they managed
to open up about their feelings and the situations they had dealt with. One patient emphasized that
choosing to be open was essential for her improvement: “I think it was a combination of some trust and
that I kind of decided for myself that I wanted to become better. And I believe the only way to be better is to open
up oneself ”. Another patient, who found it difficult to be open to others, summed up what she felt had
been helpful in her therapy: “It just helped that I could open up myself a little. Be honest and just say things
as they are and then, in a way, being heard. I felt I could be open without being deemed”. As she became more
open in therapy, she realized that she was usually not very open with others. Another patient put
it this way: “It’s kind of a relief just putting words on it. Then it’s not something just on the inside of you”.
One patient was not used to being open about her feelings, and she did not see the benefits of being
open with the therapist either. However, in retrospect, she realized it after the therapy had terminated:
“It was that we talked much about the same things. But, as I somehow feel, it was a reason for it”. A male
patient reported that his openness in therapy was a way to practice talking about difficult themes.
This helped him to be more open with his partner. He improved through and appreciated the trust
he felt in his therapist due to the way the therapist responded to his openness: “She was very good at
telling me how she understood me, if she got it right. That was very good and surely increased the trust. All the
time I knew she got it right, and didn’t misunderstand or misinterpreted anything”. Another male patient
improved by opening up about what he really felt and not just talking about what he felt superficially,
as he used to do: “I managed to open up. I’ve always been thinking I’ve been very open about my feelings
because I could talk about them. But I don’t think I was”.

3.2.2. Caring for Oneself

The patients improved in two ways when they cared for themselves: outside of therapy and
within the therapy sessions. Outside of therapy, the patients improved when they took better care
of themselves instead of accepting what was happening to them. These changes occurred when the
therapists helped the patients to see that challenging situations or relations could be changed. With the
therapists’ encouragement and support, the patients discovered that they themselves could have an
impact on their circumstances: “We talked a lot about this. It strengthen me and I feel today that I in some way
see the value of it. Now I take time for myself in which I shall love myself and take care of myself ”. The patient
even saw this self-care as her way to avoid relapses: “I think I will use this for the rest of my life to prevent
depression”. Another patient felt she did not gain very much in therapy and completed 18 sessions.
Nevertheless, she appreciated the focus on taking care of herself by saying no to things, being aware of
her wishes and needs and communicating them to others: “Now I’ve tested it [to speak up]. It’s not
the end of the world, one does not necessarily get rejected, which is positive. So it’s just to keep going and
practicing it”. Another self-care experience was to stop thinking negatively about oneself. One patient
complained about his partner, but the therapist made him realize that he could affect the relationship:
“[the therapist] ’Yes, she sets the agenda, but it’s also up to you setting the agenda’. And I, like, ’okay, that’s
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true’. A person might set many premises but you yourself also have to set the agenda as the relationship is to be
run by both. This became a little revelation”. Another patient was relieved to discover that he could view
himself as an actor with agency and act more clearly towards his partner: “It was something with that
power and impact, and not having to feel so disheartened and alienated”.

3.2.3. Showing Agency

Within the therapy sessions, the patients improved when they showed agency toward the therapist.
One patient felt that therapy did not help her, and on two occasions she explained this to the therapist.
The first time was due to having the wrong focus: “Just saying [to the therapist] ’Do you know what, this
is not going forward’ helped me. I felt we were working with some inner self and I was whatsoever not there at all.
I hardly could get up in the morning”. The second time she felt that she had a long way to go and needed
the therapist to not give up on her: “When I got the response the first time and things actually got better
I felt like ’It’s possible to speak up’, and that gave some mastery. When you’re down and depressed you don’t
feel any mastery”. By confronting the therapist, she changed the direction of the therapy, experienced
mastery and improved. One patient did not know whether the therapist liked her (a question from a
questionnaire she completed during the research project). She addressed this with her therapist, and
they talked about it for one session. Consequently, she felt that she reached a turning point in her
relationship with the therapist: “She (the therapist), like ’Do you think I like you, or do you think I don’t?’
It became rather confronting but I felt it somehow got better, then, when I, like, addressed this and we focused
on it”. Another patient erected boundaries and avoided asking the therapist about personal issues.
This was something she initially thought might help her to build a relationship with the therapist:
“It somehow was okay just talking about myself. I feel that if I had another relation to her it somehow would have
been more difficult talking to her”. She prioritized her own needs by not giving in to her impulse to focus
on the therapist.

3.3. Dimension Three: Facilitators

3.3.1. Learnings from Therapy

The patients tried to remember things the therapist had said or done and apply them to their
everyday lives. In particular, the “why” questions were helpful, and the patients improved by
transmitting these questions to life outside of therapy: “I use it very often when I’m stressed, or worried, like
’What might happen, and why is it so bad?’” Others used concepts like “strategies” or “tools” to explain
how they used learnings from therapy as a way to manage symptoms or difficulties outside of therapy.
Another learning was to give oneself rewards when doing something good: “I thought the only way to
learn something was to punish myself. I always punished myself, but that we turned around”.

3.3.2. Learning to Receive Therapy

The patients underscored the importance of being familiar with how therapy works and how the
therapist would conduct the therapy. One patient improved and reached a turning point in therapy
when, after approximately ten sessions, the therapist made it clear that she would gain more from
therapy if she also gave more of herself: “That was a turning point. I was open for therapy but not open
for contributing. I was very open for that therapy should make me better and such things but I wouldn’t
participate in it, if you see, because I thought it was so difficult”. Another patient gradually developed a
better relationship with her therapist. She improved when she changed her incorrect expectations of
therapy as a place to talk about everything from childhood and began to understand how she and
the therapist were supposed to work together. Initially she experienced the silence in therapy as the
therapist’s lack of interest in her. However, she learned that the silence had a purpose: “I think it was,
like, to be familiar with the therapy and that she just sat there and listened to what I said (...) After a while it also
became comforting; that it’s possible to be silent and thinking through what has been said”. One patient had
to learn what getting familiar with the therapist meant. She asked the therapist personal questions,
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felt dumb and became uncertain. Nevertheless, she experienced some advantages from the therapy
work when she did not know much about her therapist she dealt with: “It became more neutral, and
was easier to go into those challenging relations”. Some patients indicated that the therapist explained
what methods they would use, and that silence was part of these methods. This made therapy more
predictable. Once the significance of silence was understood, it was experienced as effective and
helpful, as indicated by this patient: “[the therapist] like forced me to take control, to take initiative and to
talk about things. [The silence] just forced out some fighting spirit. A bit silly but it forced a lot out of me”.
Another experienced the silence in this way: “It triggered me to think”. Yet another patient recognized
the value of the silence in retrospect: “Sometimes it was frustrating, other times it was good. In retrospect,
it surely was good because I myself had to think and find an answer”.

3.3.3. Agreed Goals

The patients attributed different levels of significance to having goals in therapy. One patient
improved gradually through therapy, became less angry and explained the connection between goals,
feelings and mastery: “I felt a lot of anger, and I noticed that this pressure was reduced. I believe this came
about as we established some new goals. Constantly looking at the goals and reevaluate them, like ‘You know
what, we’re far away from that’ or ‘Wow, this we’ve managed, we can move on’. Because when you are down you
don’t feel any mastering. Then it’s important to have goals that you master, things you manage to do”. Another
patient reported that beginning to work again had much greater significance to her depression then
she initially was aware of, adding: “We also sat three goals, which were to free me from acknowledgment from
my parents, become more self-secure and be more creative”. Setting goals was also significant for another
patient because she was dreading the sessions, feared she would not be taken seriously and wondered
whether she really had good reasons for being in therapy: “My therapist took things very seriously, and we
defined a kind of main goal in the therapy. At once it became, like, ’okay, there is actually a reason for being here’.
I became convinced”. The patient experienced that she was met in a serious way through agreed goals,
which also served as a validation of her suffering.

3.4. Dimension Four: Achievements

3.4.1. New Perspectives and Understandings

The patients gradually achieved new or more nuanced opinions about themselves when they
realized the limitations of their original opinions: “I do think a lot about myself. But what I think
isn’t necessary what other thinks”. For one patient, receiving other opinions was related to hope and
motivation to make changes: “Once a week going to a person and emptying the garbage. At least it gave
me another view and more hope. More guts, like ’Okay, I’ll fix this!’” New perspectives could also come
about through the therapists’ open questions: “He just said, like, ’Why haven’t you looked at it from another
side? There are more sides’. Then it became, like, oh my God, so ridiculous. Everything has more than one side.
Always”. Other patients obtained new perspectives through the therapists’ interpretation or feedback:
“She had some comments or did some observations from what I said, and made me see things in a different way.
She was good at, like ’So, what you mean are ( . . . )’ or ‘what you say are ( . . . ).’” New perspectives could
also arise simply through the therapists’ affirming and supportive way of being, which for one patient
contrasted previous negative experiences of close relationships: “In a way she was an opposite of all those
patterns I’ve build, an opposite of bad experiences. She became an opposite of how I believe other relates to me”.
The patients underlined how important trust and confidence in the therapists were for integrating new
perspectives. One put it this way: “He just couldn’t had done it, say, after two weeks and, like, ’Yes, but look
here ( . . . )’. Then I wouldn’t had believed it”.

The patients achieved new understandings during therapy. This could mean understanding
something they had not been aware of before or a new perspective on something they had already
known. One patient gradually came to understand the circumstances in her childhood that had
made her too independent as a child and too analytical and practical as an adult: “I began to see the
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connection a lot more, see my story a lot more; how I became the one I am: not good at being vulnerable”. A new
understanding of a troubled family background led another patient to more nuanced opinions about
himself and his depression: “It created some kind of understanding; that things have had their reasons ( . . . )
and realizing for myself that this is a disorder, it’s not my fault”.

3.4.2. Increased Self-Awareness and Mastery

For some patients, increased self-awareness related to the existential dimensions of life. One patient
had a troublesome relationship with her partner and entered therapy thinking she should fix her
depression and thereby her relationship. That did not happen: “In the process of going to therapy, you
became more aware of who you are. What your needs are, what you can live with, and what you can live without”.
She had to break up with her partner, which she explained as follows: “When being more aware of
myself and coming out of the depression, you see that you’re more worth than you think”. For another patient,
increased self-awareness related to the existence of life itself—and what to do with it: “Theoretically
I just may take my own life without anyone to stop me. Not that I think of that now but I think much of my
troubles was a fear of, like... ’I can do whatever I want. Where shall I begin with all this?’ ( . . . ) There were so
many questions I didn’t manage to bear. What was important to me?” Working through these existential
questions helped her to find her own way. One patient described what had been helpful in therapy for
her: “I had a room to open up and room to see myself ”. This achievement occurred due to the therapists’
feedback and descriptions of her: “She could see things from the outside and offer quite good descriptions of
me, which I hadn’t thought of before. I kind of became more aware of myself ”. An opposite way to achieve
self-awareness was demonstrated when the therapist of another patient drew some connections to the
patient’s past. The patient became more aware of himself through contrasting his difficulties in life
today with an earlier and challenging period of his life, specifically when his parents divorced: “Those
things were in a way waked up again; that of restraining my problems and not telling about them. Such parallels
that ( . . . ) It kind of raised awareness and made me see myself at that time and that I don’t want to go in that
( . . . )” For him, the focus on the past and his increased awareness of who he was today was a turning
point in therapy.

3.4.3. Changed Thinking and Feeling

Changed thinking was a salient feature of improvement, sometimes closely connected to silence:
“In the silent periods you kind of could reflect a little more”. Changed thinking could relate to accepting
ones’ situation: “In one way I still think in the same way. But it’s like I’m aware of other ways of thinking;
that everything isn’t dark all the time. Like, it’s okay to be where you are in life even if you don’t want it, it’s
just how things are now. Just accept it”. Changed thinking also related to reduced rumination: “To let
things go. I didn’t have to ruminate that much: Why I’m so stupid, why I’m so quiet, why I don’t get along with
people, why ( . . . ) It circulated ( . . . ) Why am I like this?” Rumination about personal matters was one of
this patient’s most extensive symptoms, and changing these thoughts led to the most improvement in
therapy. Another, male patient was able to reduce his rumination by changing his focus from situations
to emotions: “It’s about those ruminations. That you rather should go into the feeling and not the situation. If I
feel anxiety or tension, then rather stay in it and feel it. Instead of trying to find a solution to the situation”.

Changed feelings occurred in several ways, and the patients could feel too much or too little,
have incorrect feelings or not know their feelings well. A focus on feelings was a central theme in
the patients’ improvement: “I practice on being angry. I went from being only indifferent or sad to a wider
emotional range including some positive feelings. I think both positive and negative feelings are difficult”.
One patient did not achieve a change in her feelings per se; rather, she began to feel: “That I got some ease
of my feelings as I could open up to her. I got a room to cry and to feel that thing hurts. When I suppresses my
feelings and the pain ( . . . ) it anyway will be there. I suppose I brought it up the light”. Another described it
in this way: “If I should mention a real trigger point then it would be to listen to my feelings and not just be in
my head. This created the greatest change”. One patient needed the therapist to express her own feelings:
“She [the therapist] expressed herself in a way so I could recognize my own feelings and better understand them”.
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For one male patient, the change in how he related to his feelings was the most helpful achievement in
therapy: “What I think I gained most from in therapy was that I learned to open up and talk about feelings”.

4. Discussion

The present study explored how adult patients experienced improvement in time-limited PDT.
The analysis identified four main dimensions, categorized as therapist activities, patient activities,
facilitators and achievements. Different studies conceptualize and group their findings in different
ways, depending on, for example, the investigators’ preunderstandings. As a result, the concepts and
categories developed in the present study are not necessarily specific for time-limited PDT. They may
also be found to align with the results of studies of other psychotherapeutic interventions. Nevertheless,
there seem to be several overlapping conceptualizations in the framework of the present study and
the framework developed in the meta-analysis of Levitt et al. [14]. One important aspect, however,
is the need to conceptualize and categorize individual patients’ experiences. Another is the meaning
and significance different patients attribute to their experiences. The present study focused on the
significance of the patients’ experiences with therapy as seen in retrospect, not on how therapy might
have caused these experiences.

Different findings from different qualitative studies may reflect differences in the content of the
therapies under study. Obviously, it may be difficult to experience something as helpful if it were not
part of the therapy. Further, due to the researchers’ backgrounds and preunderstandings, differences in
the reported experiences may also reflect variances in the conduct of the qualitative interviews and in
the research designs. The present study, for example, was on supervised and manualized time-limited
PDT for depression, making it challenging to compare it to studies of other therapies with different
study designs.

4.1. Therapist Activities

In contrast to the psychodynamic/psychoanalytic studies of Leonidaki et al. [21], Palmstierna and
Werbart [19] and von Below et al. [23], which mainly reported relational and intrapersonal factors as
helpful, the present psychodynamic study found it was helpful for therapists to also offer advice or
tips for everyday life. Practical factors were also reported for other adults [24], elderly individuals [39]
and adolescents [40]. In Dakin and Arean [39], the relevance of practical orientation may partly be
explained by the fact that their patients also suffered from executive dysfunctions. Nevertheless, as
Bohart and Tallman [18] observe, patients tend to take from therapy what they need to get better. Hence,
similar findings may indicate that patients in different studies enter therapy with coinciding needs
that they seek to satisfy. Those needs are not necessarily known to the therapists or to the researchers.
In any event, we view practical-oriented interventions as important in psychodynamic therapy, despite
the fact that such interventions are “ . . . classically regarded as not truly psychoanalytic” and are,
theoretically, described as “ . . . secondary strategies” [29] (p. 115).

Another helpful therapist activity was questioning, either by asking exploratory questions or
by doubting and carefully framing the patients’ opinions through, for example, the “why” question.
The value of asking questions was also highlighted in a study on relationally oriented therapy [41].
Improvement through questioning is a rarely reported helpful experience in psychotherapy. Perhaps
questions are regarded as self-evident and are taken for granted in psychotherapy. Nevertheless,
patients seem to gain insights and develop alternative ways of problem-solving through questions,
especially the “why” question. In CBT, for example, the use of Socratic questions holds a prominent
place in the “guided discovery” intervention [42,43]. In the present study, however, the patients
emphasized the emotional and relational qualities that the therapists transmitted along with the
questions. The helpful questions did not stand alone; that is, they were not only useful for making
discoveries about themselves. Rather, the questions were embedded in what the patients experienced
as trust in or comfort with the therapists. Asking questions entailed more than what the questions
literally meant, and the patients seemed to attribute personal qualities to the therapists based on
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the way in which they asked their questions. Questions asked in an adequate and satisfactory way
could give patients a feeling of being understood and of having value, conveying genuine interest and
contributing to a good relationship with the therapist. For the patients in the present study, it seemed
important that the therapists were aware of this emotional dimension of asking questions.

As in the present study, Levitt and Piazza-Bonin [44] found that, with different types of therapies
(not only PDT), feeling pressure from oneself and the therapist and receiving guidance and approval
from the therapist were central themes for improvement. Such support from therapists and help with
everyday issues like relationships seem to resonate with findings from studies across the human life
span. For example, studies of problem solving therapy (PST) and supportive therapy (ST) in elderly
individuals [39], psychodynamic therapies in adolescents [40] and adults in the present study have
all reported several of the same helpful experiences among patients in three different phases of life,
with great variance based on development, age and social roles. The patients in these three studies
seemed to have all experienced improvement in psychotherapy to the extent that the therapy, directly
or indirectly, related to and had some positive effects not only on symptoms or personal well-being
but also on their relations and life outside of therapy. This suggests that patients, independent of age
and other circumstances, share some common conditions regarding what to achieve through therapy,
which should be kept in mind by therapists meeting patients of different ages.

Some of the valued therapist activities, such as support and help with everyday issues, may be
regarded as non-specialized and mundane themes that are common to most people’s lives. However,
others have reported similar results [45–48]. As mentioned above, patients generally seem to take from
therapy what they need to get better [18]. Emphasizing discussions about mundane or non-specialized
issues as a helpful strategy in therapy—and the importance of an active patient—does not mean that
the findings of the present study diminish the contributions and value of therapists. It also does not
mean that the work of the therapists in the present study was simple, non-specialized or solely talk,
as the present study did not explore what the therapists actually said or did. Rather, as one implication
of the present study, the findings indicate we should not overlook how important “simplistic” or
common themes may be for patient improvement just because they seem too obvious. Others have
made similar arguments, reporting that eye contact, warm and personalized greetings from therapists
and paraphrasing are crucial for alliance in psychotherapy [49].

4.2. Patient Activities

As in the present study, De Smet et al. [24] found that patients improved and recovered from major
depression when they actively cared for themselves, increased self-understanding and learned new
coping skills. The findings illuminate that patients in therapy are active contributors. De Smet et al. [24]
included improved and recovered patients from both CBT and PDT groups in their analysis, measured
by statistical outcomes. These measurements, however, did not grasp the multidimensional nature of
the outcomes in the way the patients experienced them. For statistical measurements to be clinical
meaningful, they should be interpreted and contextualized within the patients’ personal narratives.
Several other studies have also shown that improvement, even recovery, goes beyond symptom relief,
which is what is typically measured in outcome research [50–52]. The present study reports solely on
PDT patients where the outcome measures are unknown due to the ongoing recruitment of participants.
This makes the selection of participants less comparable to that in De Smet et al. [24]. The present
study reports on the patients’ opinions and understandings of their improvement. Nevertheless, we
argue for the importance of combing measured outcomes with experienced outcomes when evaluating
and developing psychotherapy [53].

4.3. Facilitators and Achievements

The patients achieved new perspectives and insights during therapy, similar to what was reported
in von Below et al. [23]. Together with changed thinking or feeling, this helped them to manage
better outside of therapy. Furthermore, they tried to apply the techniques they learned to reduce
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symptoms or things the therapists had said or done to real situations in their everyday lives. In addition,
they underscored the well-known importance of having agreed goals. However, the patients in the
present study also reported that the very act of receiving therapy was something they had to learn.
They did not always know what the therapists expected from them or why there might be periods
of silence. Improvement and satisfaction with the therapy seemed closely related to whether such
frustrations were addressed and resolved. Thus, the obstacles in therapy in the present study were
also related to the situation or context in which the relationship between the patient and the therapist
evolved. It seems important, then, to consider that what facilitates improvement in therapy may
sometime relate more to the situation than to relational factors. The patients’ view of themselves, their
therapists and the situation of being in therapy should all be considered in the therapy process.

Generally, as argued by Timulak and Keogh [54], what is helpful for one patient may be unhelpful
for another, and the same helpful factors may be helpful in contrary ways for different patients.
Each patient will have his or her own context—culturally, personally or valuably—according to
which the patient will understand his or her life and therapy. Thus, when making efforts to improve
psychotherapy it seems crucial to develop patient feedback systems that are sensitive to individual
factors and preferences, such as those described in the present study. This is true even if these
preferences differ from what qualitative and quantitative evidence has shown to be helpful and
important in psychotherapy to this point.

4.4. Limitations and Strengths

A hermeneutic approach is not suitable for developing generable, nomothetic knowledge that
corresponds to contexts other than the one in which it originated. Its strength lies in its ideographical
perspective, focusing meaningful and coherent descriptions of events that, in principle, cannot occur
again. Hence, our results do not apply directly to other individual patients, and are not statistical
generalizable. Rather, they express what some patients with depression, and potentially other similarly
diagnosed patients, might benefit from in therapy. The present study did not address the complex
theoretical question of how, or from where, experiences originate and come into being. We assume that
patients would likely have nuanced or highlighted other aspects of their therapy experiences if they
were to share these experiences with other people in other contexts and circumstances. This must be
considered when applying the results of the present study to other patients in other clinical settings with
other therapeutic interventions or psychiatric disorders. Hence, our results may fail if used to facilitate
the therapy of other patients if they are not situated specifically for those patients’ circumstances
and ways of interpreting their individual situations. Reporting only the helpful aspects of PDT and
leaving out unhelpful experiences might give a biased impression of the “superiority” of PDT. This is
unintended. Hypothetically, the patients we studied might have experienced other therapy modes as
equally helpful. Additionally, our results do not provide any information about the patients’ degree of
improvement or satisfaction with the therapy. Although the present study focused on intra-therapeutic
factors, we recognize that improvement is multifactorial and includes extra therapeutic factors, such as
support from family and friends or getting a job [55,56]. A strength of the study is the amount and space
given to the patients utterances described in an empirical and patient near tone. This was done without
viewing their experiences through specialized theoretical lenses or concepts. As such, we believe this
study provides insights into how patients themselves might feel they improve from depression.

5. Conclusions

The present study explored ten adult patients’ experiences of improvement in time-limited PDT.
The patients experienced improvements by opening up, taking care of themselves and demonstrating
agency. They experienced the therapists as helpful through the therapists’ questions and the pressure
that followed and when they gave the patients support or advice for dealing with everyday life.
The patients improved as they gained new perspectives and understandings of themselves, increased
their self-awareness and changed their ways of thinking and feeling. They achieved this through agreed
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goals and learnings from therapy, after gradually learning how to receive therapy. The patients seemed
to experience the helpful therapy as a dynamic whole, in which a focus on symptoms and intrapsychic
functioning was combined with a focus on the challenges they faced in life outside of therapy.
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