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Results from an earlier clinical trial comparing narrative therapywith cognitive–behavioural therapy (Lopes
et al., 2013) suggested that narrative therapy is efficacious for depression. However, there were significant
differences in symptom reduction on the Beck Depression Inventory-II, favouring cognitive–behavioural
therapy, if dropouts were included in the analysis, suggesting that time to recovery or improvement would
differ in both treatments. Contrarily, results showed that treatment assignmentwas not a predictor for differ-
ential effect. Using a survival analytic approach, it was found that four sessions were necessary for 50%
improvement and 16 sessions for 50% recovery. Additionally, depressive symptoms changes occurred
significantly faster than interpersonal changes, again regardless of treatment assignment. These results
support previous findings of the dose–response literature and of the phasemodel of change, with the advan-
tage of being specific to psychotherapy with depressive clients. Copyright © 2013 John Wiley & Sons, Ltd.

Key Practitioner Message:
• For 50%of clientswithmajor depressive disorder, it takes four sessions to improve and 16 sessions to recover,

regardless of whether they were treated with narrative therapy or cognitive–behavioural therapy. For those
clients who recover, they do so by session 11.

• Clients change depressive symptoms more consistently and much faster than they change interpersonal
problems. For clients who will not recover during brief interventions and especially for clients who
present strong interpersonal problems at onset, long-term treatment plans should be considered.

• More emphasis should be laid on symptomatic relief in the early stages of treatment and on interper-
sonal issues at later stages.

Keywords: Depression, Treatment of Depression, Psychological Treatment of Depression, Empirically
Supported Therapy (EST), Narrative Therapy, Cognitive–Behavioural Therapy, Survival Analysis

Results from an earlier controlled clinical trial comparing
narrative therapy (NT) with cognitive–behavioural therapy
(CBT) for depression (Lopes et al., 2013) showed significant
differences in symptom reduction according to the Beck
Depression Inventory-II (BDI-II; Beck, Steer, & Brown,
1996), favouring CBT, but only on the intend-to-treat (ITT)
analyses. Thisfinding suggests that although both treatments
are equally effective for those who complete treatment,
the timing in which clients attain reliable improvement
may differ in these treatments. Moreover, despite this
difference on the BDI-II, no differences (either in the ITT
and or the completer samples) were found on the Outcome

Questionnaire-45.2 (OQ-45.2; Lambert et al., 1996a),
which measures psychological functioning more globally
(besides symptoms, it also measures social functioning
and interpersonal problems). This raised the question of
whether treatments had differential effects on depressive
symptoms and interpersonal problems. Thus, this study
targets these two issues: the time needed for change in
both treatments and the time needed for change in
depressive symptoms and interpersonal problems also
in both treatments.

Time of Improvement within Psychotherapeutic
Treatment

A vast majority of evidence in psychotherapy outcome
research points out a positive correlation between the
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amount of psychotherapy provided and its benefit. In an
important meta-analysis, Howard, Kopta, Krause, and
Orlinsky (1986) assessed 2431 outpatients. ‘Dose’ was
defined as the number of sessions of psychotherapy the
client had been exposed to, which is a common unit in
across all psychotherapies. ‘Effect’ was defined as the
percentage of clients who improved at a certain point of
therapy. The results yielded that between 29% and 38%
of the clients improved between the first three sessions.
Then, half of the clients improved after eight sessions of
therapy, and 75% of the clients would still respond to
psychotherapy after 26 sessions, independently of the
ultimate number of treatment sessions. One major limi-
tation of this study is the lack of an operationalized
definition of improvement, which relied on therapist and
client ratings without using standardized measures of
clinical change.
This limitation was addressed by other researchers

(Anderson & Lambert, 2001; Hansen & Lambert, 2003;
Hansen, Lambert, & Forman, 2002; Harnett, O’Donovan,
& Lambert, 2010; Kadera, Lambert, & Andrews, 1996;
Kopta, Howard, Lowry, & Beutler, 1994), who used the
clinically significant change criteria (Jacobson & Truax,
1991). According to this method, a client is considered to
have ‘improved’ when pre-treatment to post-treatment
change is statistically reliable; i.e., change at post-treatment
is greater than the standard error of the outcome instru-
ment (also referred to as the reliable change index [RCI]).
In order to be considered ‘recovered’, the client must
improve reliably, and the scores should lie within the limits
of the functional population. This definition became the
most used to assess clinically significant change in psycho-
therapy research (Bauer, Lambert, & Nielsen, 2004; Ogles,
Lunnen, & Bonesteel, 2001).
There seems to be a consensus among psychotherapy

researchers that the overall shape of the improvement
trajectories reflects rapidly increasing rates in the early
stages of treatment (Anderson & Lambert, 2001; Harnett
et al., 2010; Howard et al., 1986; Kadera et al., 1996), which
progressively slow down as the number of sessions
increases; i.e., the greater the doses, the fewer clients ben-
efit from the treatment (Barkham et al., 1996). However,
there seems to be a great discrepancy around the exact
doses needed to attain a certain level of clinically signifi-
cant change, which varies according to the clinical setting
and client population. Generally, it has been found that
25% of clients reach clinically significant change between
2 and 8 sessions of psychotherapy, 50% of clients between
8 and 21 sessions and 75% of clients with more than 25
sessions (Anderson & Lambert, 2001; Hansen et al., 2002;
Harnett et al., 2010; Howard et al., 1986; Kadera et al.,
1996; Kopta et al., 1994; Lambert, 2007). Further investiga-
tion about the number of sessions required to attain clini-
cal improvement is thus needed to establish more accurate
estimates (Kadera et al., 1996), specially within controlled

experimental settings and with homogenous client sam-
ples (Anderson & Lambert, 2001).

Symptomatic versus Interpersonal Change in
Psychotherapy

Howard, Lueger, Maling and Martinovich (1993) pro-
posed a descriptive model of change in psychotherapy,
called the ‘phase model’. Change is proposed to occur
through the progression across a sequence of three phases
that have been labelled remoralization, remediation and
rehabilitation. In the remoralization phase, the client seeks
to enhance subjective well-being through connecting
himself or herself to the therapist who helps the client in
getting a feeling of hope that the problematic experience
will change. The remediation phase targets the alleviation
of the client’s symptoms and life problems. The rehabilita-
tion phase starts at the point where symptomatic distress
has abated, and the client focuses on the patterns of func-
tioning that may have led to the precipitating problems
and symptoms. The therapeutic work is then directed to
acquire a better mode of functioning, in which, usually,
the interpersonal domain is the main focus.
The phase model was empirically supported by the

results indicating that remoralization preceded remedia-
tion, which in turn preceded rehabilitation (Hilsenroth,
Ackerman, & Blagys, 2001; Howard et al., 1993; Swift,
Callahan, Heath, Herbert, & Levine, 2010). Consistent
with the phase model, Kopta et al. (1994) found different
patterns of recovery for different clusters of symptoms,
with acute distress requiring less time to recover (five
sessions for 50% of the clients) than chronic distress
(14 sessions for 50% of the clients). Finally, for the cluster
the authors called ‘characterological symptoms’, which
consist mainly of interpersonal problems, the required dose
increases up to more than 104 sessions for 50% of the clients
to recover (Barkham et al., 1996; Kopta et al., 1994).
Two other related researches attempted to study the

hypothesis of differential time for improvement and offer
empirical support for the phase model. Both studies
included CBT treatment in the research. In the first study,
Barkham et al. (1996) assessed 212 psychotherapy clients
with a first diagnosis of major depressive disorder (MDD;
American Psychiatric Association, 1980) using the BDI
(Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) to assess
depressive symptoms and the Inventory of Interpersonal
Problems (IIP)-32 (Horowitz, Alden, Wiggins, & Pincus,
2000; Horowitz, Rosenberg, Baer, Ureño, & Villaseñor,
1988) to assess interpersonal problems. To study the dose–
effect relation, clients were randomized to four experimen-
tal conditions: CBTor interpersonal therapy, plus a varying
treatment length (8 versus 16 sessions). Results indicate that
there were no differences between the two treatment
approaches. However, the recovery rates for depressive
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symptoms versus interpersonal problems differed across
different durations of treatments: clients who received
more therapy (16 sessions) had a significantly higher pro-
portion of recovery in the interpersonal problems scale than
those clients who only received eight sessions. Moreover,
the proportion of clients who achieved recovery on depres-
sive symptoms was significantly lower than the proportion
of clients who achieved recovery on the interpersonal level,
at all tested durations of treatment.
In the second study, Barkham, Rees, Stiles, Hardy and

Shapiro (2002) used a quasi-experimental design to assess
105 moderately depressed clients assigned to three condi-
tions: a 2-, 8- and 16-sessions intervention samples. The
results replicated the general trend of the dose–effect
research: larger numbers of sessions were associated with
a larger proportion of clients recovering. Specifically, and
more importantly, the authors revealed that whereas
many clients recovered from depressive symptoms in the
three groups, larger proportions of clients recovered in
the 8- and 16-sessions groups. Alternatively, the propor-
tions of recovered clients according to the IIP-32 were very
low in the two- and eight-sessions conditions but were
increased in the 16-sessions group.
Up to date, except the earlier mentioned study by Lopes

et al. (2013), the clinical trial by Vromans and Schweitzer
(2011) remains the only study, to our knowledge, testing
the efficacy of NT for depression by using a treatment
manual and a reasonable sample size (n= 47). Although
no direct comparison between change in depressive
symptoms and interpersonal problems was presented,
the authors showed stronger effect sizes (ESs) for depres-
sive symptoms (d=1.10) compared with interpersonal
problems (d=0.52), indicating that change in depressive
symptoms was greater than change in interpersonal
problems. Additionally, it was found that whereas im-
provements in depressive symptoms were maintained at
3-month follow-up, improvements in interpersonal symp-
toms were not.
Hence, the main aim of this study is twofold: (1) to

investigate the time it takes for depressed clients to attain
change and (2) to assess whether the courses of depressive
symptoms and interpersonal problems are different, as
proposed previously by Howard et al. (1993). Moreover,
as we have two different treatments, we aim to study if
these treatments have any differential impact both on the
pace of global change and on changes in depressive symp-
toms, compared with interpersonal problems.

METHOD
A brief summary of procedures of the clinical trial from
which these data are taken will be given. These proce-
dures were described in more details elsewhere (Lopes
et al., 2013).

Clients

Sixty-three clients (NT: n= 34, CBT: n= 29), diagnosed
with MDD according to the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition (American
Psychiatric Association, 2000), were assigned to a treat-
ment condition, according to their incoming order—one
to NT, the next to CBT and so on. Some clients (20.6%)
were included in the sample with a secondary anxiety
diagnosis or symptoms. Baseline demographic and clinical
characteristics were equivalent for both groups: mean age
in the mid-30s (M= 35.44, standard deviation [SD] = 11.51),
a majority of female clients (81% female), coming from a
middle to high social economic class and mostly single.
Global Assessment of Functioning (American Psychiatric
Association, 2000) was on average 60 (SD=10), which cor-
responds to moderate symptoms and moderate impact on
social or occupational functioning. A considerable number
of clients were taking psychoactive medication at the begin-
ning of treatment (NT=64.7%; CBT=55.2%, x2(1) = 0.59,
p=0.44).

Therapists

All of the 10 therapists were psychologists and had on
average 1.9 years of experience (SD=2.13). Weekly supervi-
sion, using videotapes of sessions, was provided in order to
assure the quality of the interventions and the adherence to
the manual. Details of therapists’ characteristics and train-
ing are given elsewhere (Lopes et al., 2013).

Treatment Conditions

The CBT manual used in this clinical trial was based on the
typical CBT treatment manual for depression (see, e.g.,
Beck, Rush, Shaw, & Emery, 1979; Fennel, 1997; Leahy &
Holland, 2000; Lopes et al., 2013; Rush, Beck, Kovacs, &
Hollon, 1977), which relies on the principle that depressive
symptoms are maintained due to a dysfunctional way of
interpreting reality. The client is therefore encouraged to
try new ways of thinking about himself or herself, the
world and/or others and to test those new reformulated
hypothesis in reality. A behavioural activation module pre-
cedes the cognitive restructuring phase. Since literature
about CBT for depression is vast, we refer the reader to
the original treatment manual upon which our treatment
was based (Beck et al., 1979; Leahy & Holland, 2000).
Narrative therapy focuses on the role of narrative pro-

cesses in the organization of experience, knowledge and
behaviour. Problems arise as autobiographical narratives
that are restricted to problematic contents, which White
and Epston (1990) call problem-saturated narratives. The
purpose of psychotherapy is to help clients shape new
identities and narrate stories in richer and more gratifying
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ways. Thus, the therapist engage the client in activities to
‘rewrite’ self-narratives, e.g., by encouraging the external-
izing conversations (White, 2007), which involve the use
of language in a way that detaches (and sometimes even
personifies) the problem from the person. Tasks assignments
are suggested to intensify the person’s awareness of the influ-
ence of the problem and the processes by which it maintains
a deleterious influence on daily life, such as self-observation
tasks or letters addressed to the problem, often from an
externalizing perspective. The new alternative narrative ele-
ments that arise are called unique outcomes (White, 2007).
The therapist helps the client to identify and elaborate unique
outcomes by exploring how they emerged, what made them
possible, what do they mean for the client’s life or what are
their implications for the life of the person (White, 2007).
For an overview of the psychotherapeutic process and
further details of the strategies and techniques, we refer the
reader to the original unpublished manual (Gonçalves &
Bento, 2008, upon request) and to the previous works of
White (2007; White & Epston, 1990), upon which the manual
was based. Neither of the clinical manuals laid special
emphasis on the interpersonal area, but they were flexible
enough to deal with interpersonal issues when they were
evaluated to be at the core of the client’s problem.

Length of Treatment
In both conditions, treatment was planned to be 20weekly

60-min sessions. Sessions 1 to 16 were scheduled weekly,
whereas sessions 17 to 20 were scheduled every other week.
Overall, clients received on average 13.8 sessions (SD=6.8).
NT clients received an average of 12.94 sessions (SD=7.05),
whereas CBT clients received an average of 14.90 sessions
(SD=6.48); t(61) =!1.13, p=0.26. Termination was initiated
either after 20 sessions, as scheduled by the treatment
manual (regardless of the clinical status of the client), or as
mutually agreed between the therapist and the client at an
earlier stage (in case the client has reached the therapeutic
goals). Dropout was defined as the unilateral termination
by the client without the therapist’s approval or knowledge
(Richmond, 1992) and/or failure to attend the last scheduled
appointment (Hatchett, Han, & Cooker, 2002; Hatchett &
Park, 2003). Fourteen clients (41.2%) dropped out in the NT
group compared with nine (31%) in the CBT group; how-
ever, this difference was not statistically significant (Fisher’s
exact probability= 0.27).

Measures

Structured Clinical Interview for Diagnostic and Statistical
Manual of Mental Disorders, fourth edition
The SCID-I (First, Spitzer, Gibbons, &Williams, 2002) is the

most used diagnostic interview in research and was used to
assess the presence of MDD, the existence of comorbidities,
medication use at the onset, previous suicide attempts and

comorbidities. Also, to assess the initial severity of partici-
pants at pre-treatment, the Global Assessment of Func-
tioning Scale (American Psychiatric Association, 2000)
was used. The SCID-II (First, Gibbon, Spitzer, Williams,
& Benjamin, 1997) was used to assess the presence of a
personality disorder, which was an exclusion criterion.

Beck Depression Inventory-II (Beck et al., 1996)
The BDI-II was the primary measure of depressive symp-

toms. It consists of 21 self-report depressive symptoms
rated on a 4-point scale ranging from 0 to 3, and total score
ranges from 0 to 63. It has been translated and validated
with a Portuguese sample (Campos & Gonçalves, 2011;
Coelho, Martins, & Barros, 2002). In the present analyses,
the BDI-II total score is considered to be an index of acute
and chronic distress, as defined by Kopta et al. (1994), and
its reduction an indication of remoralization and remedia-
tion, as proposed by Howard et al. (1993).

Outcome Questionnaire-45.2 Interpersonal Relations
(OQ-45.2 IR) subscale (Lambert et al., 1996a)
The 11 self-report items of OQ-45.2 IR subscale were

extracted from the OQ-45.2 (de Jong et al., 2007; Lambert
et al., 1996a). It measures a range of interpersonal com-
plaints such as loneliness, conflicts with others, family and
marriage problems and sexual life, which are rated on a
five-point Likert scale ranging from 0 to 4. Thus, the total
score ranges from 0 to 44, where high scores indicate inter-
personal problems and low scores indicate satisfaction with
interpersonal relations (Lambert et al., 1996b). Lambert et al.
(1996a) found good internal consistency (!=0.74) and test–
retest reliability measures (r=0.80). Furthermore, Lambert
et al. (1996a) indicated that the OQ-45.2 IR subscale
correlates significantly with all but two subscales of the IIP
(Horowitz et al., 2000), the most widely used measure
of interpersonal functioning. For a comparison with
the results obtained by Kopta et al. (1994) and Barkham
et al. (1996), we assume that the OQ-45.2 IR subscale is
equivalent to the ‘characterological’ symptoms, which
are interpersonal in nature. In the phase model, it would
reflect the rehabilitation phase (Hilsenroth et al., 2001;
Howard et al., 1993; Swift et al., 2010).

Clients were asked to complete both questionnaires every
fourth session (i.e., at sessions 1, 4, 8, 12, 16 and 20), which are
handed to the participants before the session took place.

Analysis

Definition of Clinically Significant Change
A standardized definition of clinical change was used

(Jacobson & Truax, 1991). The values that determine the
threshold for the clinical and non-clinical samples and
the RCI are given below. According to norms gathered
from meta-analysis (Seggar, Lambert, & Hansen, 2002),
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changes on the BDI-II greater than 8.46 are considered
to be a reliable change (i.e., improvement), and if, si-
multaneously, the score falls below 14.29, the client is
considered ‘recovered’. Regarding the OQ-45.2 IR
subscale, the client is considered dysfunctional when
the score is above 14 points. Change is considered
reliable (RCI) when a score changes by eight points
or more.

Definition of an event. The event should be a binomial
variable that occurs after a period, which in this study is
defined as recovery and improvement (as described above).
A client was only considered improved and recovered if the
status was reached and kept until the last session of treat-
ment (Anderson & Lambert, 2001).

Survival Analysis
A survival analysis of an event implies that the

whole sample has been included in the analysis, i.e., also
those participants who did not reach the event of interest
during the observation period. The Kaplan–Meier (KM)
method (Kaplan & Meier, 1958), a non-parametric tech-
nique for analysing survival data (Harnett et al., 2010;
Willett & Singer, 1993), was used for the present analyses.
To evaluate whether or not the KM survival curves were
statistically different, the log rank test (Mantel–Cox test)
was used.

Effect Sizes
Pre-treatment to post-treatment ESs using Cohen’s d

(Cohen, 1988) were calculated for the BDI-II and the OQ-
45.2 IR subscale. For a more conservative ES estimate of
post-treatment, the value of the last observation carried
forward (Shao & Zhong, 2003) was used. Paired t-tests
were applied to evaluate the statistical significance of
pre-treatment to post-treatment differences on the BDI-II
and the OQ-45.2 IR subscale.

RESULTS
One-fourth of the ITT sample (23.8%) attended eight
sessions or fewer, and almost half of the clients
(49.2%) attended 16 sessions or more. The mean num-
ber of sessions attended was 13.9 sessions (SD = 6.8),
and the median was 16. Out of the 63 clients of the
total sample, only two (3%) had scores in the functional
range of the BDI-II, and seven (11%) had scores in the
functional range of the OQ-45.2 IR subscale at
pre-treatment. These clients were also included in
all analysis.

Improvement and Recovery on Depressive Symptoms
and Interpersonal Problems

Proportion of Clients Improving
The survival analysis for depressive symptoms (BDI-II)

revealed that 49.2% of clients improved, whereas only
15.9% improved in interpersonal problems (OQ-45.2 IR
subscale) [x2(1) = 15.95, p< 0.001].

Proportion of Clients Recovering
Similarly to the improvement rates, significantly more cli-

ents recovered from their depressive symptoms (34.9%),
when compared with their interpersonal problems (14.3%)
[x2(1) = 7.23, p=0.01].

Differential Time Effect of Treatment Group
Separate survival analyses were carried out to assess

whether time to improvement and recovery of depressive
symptoms and interpersonal problems were associated
with treatment assignment. Log rank (Mantel–Cox) tests
show that neither for the time to improvement [BDI-II:
x2(1) = 0.7, p= 0.40; OQ-45.2 IR subscale: x2(1) = 0.23,
p= 0.63] nor for the time to recovery [BDI-II: x2(1) = 0.06,
p= 0.81; OQ-45.2 IR subscale: x2(1) = 0.03, p= 0.87] the
survival curves of the two treatment conditions differ
from each other.

Improvement of Depressive versus Interpersonal Problems
As analyses revealed no significant differences for treat-

ment group regarding time to improvement or recovery in
depressive symptoms or interpersonal problems, the total
sample (n= 63) will be used in the following survival
analyses, which aim to assess the hypothesis that change
in symptoms occurs faster than change in interpersonal
problems (Barkham et al., 1996, 2002; Howard et al.,
1993; Kopta et al., 1994). Thus, Figures 1 and 2 compare,
respectively, the probability rates of improvement and
recovery of depressive symptoms and interpersonal prob-
lems for the total sample.

Figure 1 shows the survival curves for improvement of
depressive symptoms and interpersonal problems. The
curves differ significantly from each other [x2(1) = 17.12,
p< 0.001]. Thus, four sessions of psychotherapy are neces-
sary for the 25% of the sample to improve from depressive
symptoms. Comparatively, more than 20 sessions are
necessary for the same 25% of the sample to reach clinical
improvement from interpersonal problems. By session 4,
only 11.7% of the sample had improved their interpersonal
symptoms.

Recovery of Depressive Symptoms versus Interpersonal
Problems
In Figure 2, the KM survival curves comparing the

probability of recovery for depressive symptoms and
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interpersonal problems are displayed. The survival curves
differ marginally from each other [x2(1) = 6.65, p= 0.10].
They show the same probability of change in the first

sessions, but already on the fourth session, the BDI-II
curve starts to show a higher probability of improvement
per session when compared with the OQ-45.2 IR subscale
curve. The differential probability of depressive symp-
toms and interpersonal problems recovery is clearer by
the end of the treatment. At the end of 12 psychotherapy
sessions, 25% of clients had recovered in their depressive
symptoms, whereas only 11.5% had recovered from their
interpersonal problems.

Time to Recovery of Depressive Symptoms Only for Those
who Recovered
If we considered only clients who recover of depressive

symptoms, after four sessions, 25% of the clients (n= 22)
had recovered, whereas 50% recovered only after 11
sessions.

Effect Sizes

Pre-treatment to post-treatment ESs are an alternative
strategy to compare treatment impact on depressive
symptoms and interpersonal problems. As Table 1 shows,
it was found that the pre-treatment to post-treatment ES
value for the BDI-II for the total sample was d= 0.79,
whereas for the OQ-45.2 IR subscale, it was only d= 0.34.
Furthermore, the pre-treatment to post-treatment ESs
were statistically significant for the BDI-II but only mar-
ginally significant for the OQ-45.2 IR subscale (Table 1).

DISCUSSION
The main aim of this study was to test whether the time to
attain clinically meaningful change was different in NT
and CBT. Survival analyses indicate that being assigned
to either NT or CBT treatment was not associated with
the time to improve or recover. This finding is coherent
with the Dodo Bird Verdict (Luborsky, Singer, & Luborsky,
1975; Luborsky et al., 2006; Stiles, Shapiro, & Elliott, 1986;
Wampold et al., 1997), a paradigm in psychotherapy
theory and research that suggests psychotherapy equiva-
lence of all bona fide treatments (Wampold, 2001).
Consistent with the finding that improvement occurs

before full recovery (e.g., Anderson & Lambert, 2001;
Kadera et al., 1996), it was found that after four sessions,
25% of the clients had improved from their depressive
symptoms, which is similar to the five sessions for 25%
of improvement reported by Anderson and Lambert
(2001). These figures are also very similar to those found
by Kadera et al. (1996).
To the authors’ knowledge, this is the first research

studying the phase model within an NT setting. The fact
that a larger proportion of clients improved and recovered
from depressive symptoms than from interpersonal

Figure 1. Comparison of Kaplan–Meier survival plots for
improving reliably of depressive (Beck Depression Inventory
[BDI]-II) and interpersonal problems (Outcome Questionnaire-
45.2 Interpersonal Relations OQ-45.2 IR subscale) for the
entire sample

Figure 2. Comparison of Kaplan–Meier survival plots for recov-
ery of depressive (Beck Depression Inventory [BDI]-II) and inter-
personal problems (Outcome Questionnaire-45.2 Interpersonal
Relations [OQ-45.2 IR] subscale) for the total sample
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problems yields evidence for the phase model for NT and
CBT of depression. Additionally, the calculation of pre-
treatment to post-treatment ESs highlights that more
consistent change on the BDI-II (medium ES) and only
modest change on the OQ-45.2 IR subscale (small ES)
occurred in both treatments. Moreover, findings from the
survival analyses add the information that not only
greater change occurs in the symptomatic level but also
that it occurs significantly faster than change in the inter-
personal level.
In another study with NT, using a large sample and a

standardized treatment procedure, Vromans and Schweitzer
(2011) reported similar results. The authors found large pre-
treatment to post-treatment ES on depressive symptoms
(on the BDI-II) and only medium pre-treatment to post-treat-
ment ES on interpersonal problems (onOQ-45.2 IR subscale).
This was also observed in a different study with a sample of
clients who underwent psychodynamic psychotherapy of
depression (Hilsenroth et al., 2001), which may suggest that
the phase model might apply to brief psychotherapies for
depression in general. However, in order to generalize these
findings, further research with other psychotherapy models
and settings should be conducted.

Strengths

The strengths of the study to be highlighted are its
innovative nature by showing data from a clinical trial of
an understudied form of psychotherapy (NT), its specific-
ity to depressed clients, the use of a survival analytic
approach and the use of a standardized evaluation of clin-
ical improvement.

Limitations and Future Directions

The sample of therapists was composed of a considerable
number of post-graduate students. It remains unclear to
which extent this may have influenced the results regard-
ing the speed of change. Some evidence suggests that
more experienced therapists achieve quicker results than
their less experienced colleagues (e.g., Aveline, 2005;

Okiishi, Lambert, Nielsen, & Ogles, 2003). Alternatively,
there are also studies that found no evidence for differen-
tial dose–response curves for professionals and therapists
in training (e.g., Beutler et al., 2004; Hansen & Lambert,
2003). In the present study, the clinical experience of the
therapist was not associated with the speed of recovery
and improvement.
Also, this kind of research may confound the number of

psychotherapy sessions one client received with the time
elapsed from the first observation to the last. Thus, it
should be highlighted that ‘the effects could reflect merely
the passage of time rather than the dose of treatment’
(Barkham et al., 2002, p. 472). This limitation may refer
to the area of psychotherapy outcome research in general,
but has special relevance for the scientific question raised
by this study, namely the time it takes for a client to
change.
Future research should assess clients’ symptom progress

and interpersonal changes at every session during treat-
ment and also evaluate the follow-up period, given the
recurrent nature of major depression.

Implications

The dose–response research has steered the political
discussion around the number of psychotherapy sessions
offered by health agencies (Anderson & Lambert, 2001;
Hansen et al., 2002; Harnett et al., 2010; Kadera et al.,
1996; Lambert, 2007). One of the arguments is that the
number of sessions offered by these agencies is often not
informed by empirical research and hence set up arbi-
trarily. As a consequence, it is argued that public health
systems and health insurance companies offer less
psychotherapy than what would be necessary for clients
to attain significant clinical benefits. Our estimates corrob-
orate the dose found by other researchers that between
8 and 21 sessions of psychotherapy are required for 50%
of clients to improve from depressive symptoms. A typical
MDD client who recovers does so by session 11.
In that sense, these findings are informative for clini-

cians to elaborate a more accurate treatment plan and

Table 1. Pre-treatment to post-treatment effect sizes in each outcome measure

Outcome measure Treatment group Pre-treatment mean (SD) Post-treatment mean (SD) df t p d†

BDI-II CBT 33.90 (11) 18.90 (13) 28 6.08 0.000 1.25
NT 29.09 (10) 22.59 (13) 33 3.09 0.004 0.56
Total 31.3 (10.7) 20.9 (13.3) 62 6.19 0.000 0.79

OQ-45.2 IR subscale CBT 21.41 (5.8) 18.06 (7.6) 28 2.37 0.025 0.50
NT 20.70 (5.7) 19.15 (7.7) 33 1.37 0.179 0.17
Total 21.03 (5.73) 18.65 (7.62) 62 2.66 0.010 0.34

†Effect sizes have been categorized along a continuum of ‘small’(0.2=<ES=< 0.5), ‘medium’ (0.5 =< ES=< 0.8) and ‘large effect’ (ES>=0.8) (Cohen, 1988).
BDI-II = Beck Depression Inventory-II. OQ-45.2 IR =Outcome Questionnaire Interpersonal Relations. SD= standard deviation. df=degree of freedom.
d=pre-treatment to post-treatment effect size. CBT= cognitive–behavioural therapy. NT=narrative therapy.
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adjust clients and therapists’ expectations regarding treat-
ment length. It is suggested that clinicians can reduce
dropout rate significantly by informing the clients of the
expected length of treatment (Swift & Callahan, 2011). It
was also observed that clients who expected to have more
psychotherapy sessions in fact end up attending more
sessions (Owen, Smith, & Rodolfa, 2009). Moreover, for
the few clients who will not recover during brief interven-
tions, and especially for the clients who present strong
interpersonal problems at onset, long-term treatment
plans should be considered.
These findings yield additional evidence for the phase

model of change in a sample of depressive clients. No em-
pirical support was found for the claim that CBT produces
a more ‘superficial’ symptomatic level (e.g., Dobson &
Dobson, 2009). In NTand even in stronger interpersonally
focused treatments (e.g., IPT; Barkham et al., 1996, 2002),
changes in interpersonal problems occur but rather slow
compared with changes in depressive symptoms. Thus,
these findings support the idea shared by clinicians that
special interventions should be applied at different phases
of treatment, with more emphasis laid on symptomatic
relief in the early stages of treatment and focusing on
interpersonal issues at later stages (Howard et al., 1993).
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