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Abstract
There is a need for studies that advance our knowledge of therapist effectiveness, expanding the definition of what constitutes 
therapeutic success. In the present study, four aspects of clinical outcome were analyzed using a sample of highly experienced 
psychotherapists (mean years of experience as therapy practitioners = 30) who also serve as clinical teachers. The four aspects 
were: (1) overall change in different outcome domains, including long-term outcome; (2) outcome with clinically distressed 
clients (i.e. clients above the level of clinical disturbance at pretreatment); (3) level of drop-out; and (4) the degree to which 
clients re-entered treatment during the follow-up period. Participants were 48 clients treated by 18 therapists. Treatments were 
open-ended, ‘therapy as usual’, mostly within the setting of independent private practice. Outcome measurements included 
the OQ-45.2 and IIP-64, with repeated measurements during therapy and extended long-term follow up (up to 3.5 years). 
Cohen’s d effect sizes and multilevel growth trajectories were estimated for patient change in symptomatic and interpersonal 
distress. The findings indicate that these therapists obtain very good outcomes overall, particularly with clients above cut-off 
for clinical disturbance. Moreover, there was a high level of maintenance and increase of treatment gains over time. No clients 
dropped out. Overall, the findings suggest that a sample of highly experienced therapists obtains particularly good outcomes 
as defined in more comprehensive terms than what is typical in psychotherapy research. Implications for the understanding 
of therapeutic success and clinical expertise are discussed.
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Psychotherapy research relies heavily on patient outcome as 
operational definition of therapeutic success, which in turn 
legitimizes practice. Outcome is typically conceptualized as 
patient change in symptoms from before to after treatment. 
Correspondingly, therapist effectiveness is also operation-
ally defined on the basis of patient outcomes, and refers to 
the therapist’s ability to produce positive client change (see 
Baldwin and Imel 2013). However, a definition based on 
patient pre to post change may be limited since it does not 
take into account the degree to which potential gains result-
ing from psychotherapy are maintained over time, the level 
of drop-out from psychotherapy and degree to which cli-
ents re-enter therapy after the end of treatment. Obviously, 

clients, therapists and health administrators, as well as policy 
makers, would expect that psychotherapy produces (at least 
relatively speaking) enduring effects so that the investment is 
worthwhile. Hence, we need to adopt a more comprehensive 
operational definition of what constitutes a good outcome 
in psychotherapy in order to study therapeutic success and 
evaluate the benefits of psychotherapy.

Furthermore, research on the relationship of therapist 
experience to therapy outcome has not provided a clear 
answer as to whether increased years of practice leads to 
therapists becoming more effective. On the contrary, this 
research area has produced somewhat counterintuitive 
findings; some studies find that therapist experience is not 
related to, or even negatively associated with, patient out-
comes (e.g., Goldberg et al. 2016a; Tracey et al. 2014).

In order to expand the scope of clinical outcomes as well 
as shed light on the possible link between patient outcomes 
and the clinician’s professional experience, in this study we 
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included a broader spectrum of clinical outcomes obtained 
by a select sample of highly experienced psychotherapists in 
private practice who, in addition, are also respected teach-
ers of psychotherapy. Although there are some indications 
that more experienced therapists may obtain better outcomes 
and higher alliances with more challenging or more severely 
distressed clients (Tschuschke et al. 2015), the empirical 
support for these indications is limited. By studying clients 
presenting with varying levels of clinical disturbance, we 
will reflect on the potential relationship of therapist experi-
ence and variations in clinical disturbance.

Our study thus has several aims. First, the study will focus 
on different aspects of clinical outcomes (i.e., change for 
clients with high initial clinical disturbance; level of drop-
out and re-entering therapy), ensuring a richer and more 
nuanced operationalization of outcome from psychotherapy. 
Second, the data collection is as long as 3.5 years post-ther-
apy ensuring a possibility to assess maintenance of change 
over time. Third, the sample of therapists is characterized by 
varied and extensive experience as clinicians, teachers and 
clinical authors, which presumably provides them with an 
opportunity to reflect on their own clinical practice and ena-
bles us to move beyond the question of the impact of clinical 
experience merely in terms of years of practice. What fol-
lows next is a brief presentation of the empirical literature 
in these realms.

Psychotherapy with Clients Who Are 
Clinically Distressed

Patients do not only seek therapy to get relief from sympto-
matic distress, but could do so for other reasons such as to 
explore existential concerns, to process issues around self-
concept and personal identity, or to get assistance in mak-
ing important life-decisions. These concerns are certainly 
worthy of psychotherapeutic attention. There are however 
reasons to study clients who present with clinical distur-
bance or increased psychopathology, which is the emphasis 
in this article since there is some support to suggest that 
inexperienced and experienced therapists may differ in their 
effectiveness in treating clients with more distress (cf. Keefe 
et al. 2014).

Recent analyses show that therapist effects (the propor-
tion of patient outcomes that can be attributed to individual 
therapists; see Baldwin and Imel 2013) increase with ini-
tial level of clinical distress in patients (Dinger et al. 2016; 
Saxon and Barkham 2012), as well as when treatment time 
increases (Goldberg et al. 2016b). This indicates that for 
less disturbed clients and in short-term treatments, thera-
pists are more or less equally effective (i.e. therapist effects 
are small), whereas when therapy is more challenging and 
longer lasting, the therapist makes more of a difference to 

client change. Whether experience has an influence in this 
is an important question for further investigation. In their 
review, Horvath and Bedi (2002) suggested that inexpe-
rienced therapists appeared to have more difficulties with 
“attuning to relational difficulties with severely impaired cli-
ents than their more experienced colleagues” (p. 60). In the 
same vein, Skovholt et al. (1997) suggested that expertise in 
the alliance domain involved “the ability to establish, main-
tain, and creatively use a positive working relationship with 
highly distressed—angry, depressed, rebellious, disturbed—
individuals” (p. 363). Correspondingly, in a discussion of 
therapist expertise in psychotherapy, Hill et al. (2017) sug-
gest that “experienced therapists are better at dealing with 
the more complex aspects of the therapeutic relationship” 
(p. 13).

Long Term Follow‑Up and Maintenance 
of Therapeutic Gains

Outcome studies using long-term follow-up measurement 
are rare even if both clients and therapists likely hope that 
potential treatment gains of psychotherapy are lasting (Ekroll 
and Rønnestad 2018). The relationship between duration of 
therapist professional experience and truly long-term effects 
(defined as > 3 years post-therapy follow-up) in treatments 
within out-patient/independent private practice settings has 
received insufficient research interest. In the meta-analysis 
of 23 studies of long-term psychodynamic psychotherapy 
of patients with complex and comorbid mental disorders 
by Leichsenring and Rabung (2008), the mean number of 
weeks follow-up was 93.23 (approximately 21 months). It 
is noteworthy that in their extensive review, only two studies 
were identified with follow-up data beyond 2 years (Monsen 
et al. 1995; Sandell et al. 2000). In a recent meta-analysis 
comparing effects of 20 psychodynamic versus other bona 
fide treatments, Kivlighan III et al. (2015) identified only 
one study with results beyond 2 years follow-up, while the 
modal number was only 12 months. There is indeed a need 
for more studies on the long-term effects of psychotherapy 
beyond 1–2 years to examine if treatment effects last over 
time. It is possible that with more experience therapists 
become increasingly skilled at stimulating client agency 
or other psychological resources, which could enable fur-
ther growth when the treatment is over (von der Lippe et al. 
2017). The longitudinal design of the current naturalistic 
‘therapy-as-usual’ study includes process, outcome, and 
follow-up data extending to 3.5 years post therapy.

It is plausible that the potential competencies acquired by 
highly experienced therapists may not so much be demon-
strated as client change at the end of therapy or in the short 
run but as sustained or increased change in a more extended 
follow-up period. Maintenance of gains is an important issue 
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both from an individual client perspective as well as from 
a societal cost-utility perspective. Relapse of symptoms 
has long been recognized as a major problem in the field of 
mental health (Ekroll and Rønnestad 2018). It is possible 
that therapist experience plays a role in the maintenance of 
treatment gains. We will summarize briefly the empirical 
literature on therapist experience level and outcome below.

Psychotherapists’ Experience Level, Patient 
Outcome and Drop‑Out

An extensive literature review by Tracey et al. (2014) con-
cludes that there is no established relationship of client out-
come with therapist experience (usually defined as years of 
practice). In reaching this conclusion, the authors draw on a 
range of conceptual and empirical contributions (e.g., Bald-
win and Imel 2013; Okiishi et al. 2003). Other research stud-
ies and reviews support this conclusion (e.g., Hubble et al. 
2009). This negative conclusion was also supported by a 
recent analysis by Goldberg et al. (2016a), reporting a small 
but statistically significant inverse relationship between 
therapist experience and client outcome.

Even though the dominant voice disconfirms a positive 
experience-outcome relationship, some other voices can also 
be heard. In a review of therapist variables, Beutler et al. 
(2004) scrutinized meta-analyses which failed to find an 
experience-outcome relationship, but located studies which 
effectively differentiated therapist experience level from 
extent of training. These found a positive therapist experi-
ence-patient outcome relationship. In a recent naturalistic 
study (Tschuschke et al. 2015), a positive effect of therapists’ 
increased experience was found, especially for clients with 
more severe problems. In the most comprehensive meta-
analysis to date of controlled studies on psychodynamic 
therapy outcomes for anxiety disorder, Keefe et al. (2014) 
concluded: “More experienced therapists may be better able 
to recognize and maintain a competent therapeutic focus on 
typical dynamics underlying specific anxiety disorders” 
(p. 320).

As an indirect aspect of client outcome, drop-out is 
another parameter potentially relevant to the understand-
ing of the therapist experience-outcome relationship. In a 
review by Roos and Werbart (2013), a weighted dropout 
rate of 35% was found. The authors noted that rates varied 
greatly and that “…clients often explain their discontinua-
tion of treatment with dissatisfaction with the therapist or 
therapy” (p. 396). In this review, the authors also noted that 
higher levels of therapist experience predicted lower rates of 
drop-out. Based on this literature we would expect low rates 
of drop-out in the present study with a highly experienced 
therapist sample.

Aims and Research Questions

Using a broad definition of outcome, and a well-defined 
sample of highly experienced therapy practitioners, we hope 
to broaden the perspectives on clinical outcomes and thera-
peutic effectiveness in the current study. We investigated 
four dimensions of patient outcome: (a) overall outcome 
through treatment and follow-up; (b) outcome with clients 
above the level of clinical disturbance at pretreatment (c) 
level of drop-out, and (d) the degree to which clients have 
re-entered treatment during the follow-up period. The fol-
lowing five research questions were explored:

1.	 What are the overall outcomes, as measured by stand-
ard outcome measures (i.e., the OQ-45 and IIP-64) for 
clients in psychotherapies conducted by a highly expe-
rienced therapist sample?

2.	 What are the outcomes for clients with high levels of 
symptomatic distress (i.e., in the clinical range at pre-
treatment)?

3.	 To what degree do clients in these therapies maintain 
their gains at follow up?

4.	 What is the drop-out rate for clients in these therapies?
5.	 What proportion of clients re-entered therapy during the 

3.5 years follow-up period?

Method

Setting

This paper presents the results from a longitudinal, natu-
ralistic study of clients in the independent private practices 
of 18 psychotherapists who were highly experienced as 
therapists, teachers and supervisors. For a description of 
the study, see Rønnestad (2009). Six of the therapists had 
academic appointments in a university setting (including 
three professors), and consequently had a part-time prac-
tice as therapists. The others were full-time clinicians, also 
with experience as teachers at private and/or public training 
institutions. Of the 17 therapists in private practice, all but 
one had contracts with the county for partial, third-party 
reimbursement, which implies that therapy was generally 
provided at a low cost for the clients.

Treatments

Forty-six of the 48 clients who participated received treat-
ment in the context of the psychotherapists’ private practice, 
while two clients received therapy in a public out-patient 
clinic. All therapies were open-ended. Some of the therapies 
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were psychodynamic in the more pure form, while the 
majority of treatments were integrative as described in the 
section on Therapists below. Treatment duration, defined as 
the number of sessions, varied greatly, with a low of eight 
sessions and a high of 216 (see Table 1). The mean number 
of sessions for all clients was 64.9 (Mdn = 46). For clients 
above cut-off on OQ-45, the mean number of sessions was 
76.3 (Mdn = 63), while the mean number of sessions for cli-
ents below cut-off was 40 (Mdn = 31).

Participants

Therapists

Twenty-two psychotherapists, who were all highly expe-
rienced and who also had experience as psychotherapy 
teachers, were invited to participate. Of these, 19 therapists 
agreed to participate initially, but one therapist dropped out 
early and was not included in the study. Of the 18 therapists 
who participated, 15 were licensed psychologists with a spe-
cialist status in the national association of psychologists (a 
status awarded after a minimum of 5 years post-licensure 
training and practice including extensive supervision and 
course-work). Three of the therapists were medical doctors 
with a specialty in psychiatry. The mean number of years of 
therapy practice was 30, varying between 15 and 45, while 
the mean number of years of experience in private practice 
was 17. Therapists’ mean age when they started with their 
first clients in the project was 63. The majority had extensive 
experience as teachers of psychotherapy (M = 19 years), and 
all but one had also been sought out for personal therapy by 
several other therapists. This variety in professional roles is 
reflected in the data of clients seen by each therapist. Based 
on data from 17 therapists (missing data from one thera-
pist on number of clients seen per week) the mean num-
ber of clients seen per week was 12.8. Eight therapists saw 
between four and eight clients per week, four therapists saw 
between 10 and 15 clients per week, while five therapists 
saw between 20 and 25 clients per week.

To assess theoretical orientations, the therapists were 
asked to rate the degree to which their work was influ-
enced by each of the following on a 6-point scale from 0 
(‘not at all’) to 5 (‘very much’): analytic/psychodynamic, 

behavioral, cognitive, humanistic, systemic, and other 
(with space to specify which). Using a criterion of mod-
erately to strongly influenced (defined as ratings of 3, 4 or 
5) the most frequently endorsed theoretical orientations 
for the 15 therapists (missing data on theoretical orienta-
tions were from three therapists): Cognitive or Cognitive 
Behavioral (13), Analytic/Psychodynamic (12), Human-
istic (11), and Systemic (11). Therapists varied in terms 
of how many theoretical orientations they rated as moder-
ately to strongly influencing their practice. Only two said 
they were moderately or strongly influenced by a single 
orientation, six were influenced by three orientations at 
this level, and nine claimed to be moderately or strongly 
influenced by four or more orientations. Thus, all but two 
(both psychodynamically oriented) could be considered 
‘broad spectrum’ integrative/eclectic in their theoretical 
orientation.

Clients

Clients were recruited in these therapists’ private prac-
tice (with the exception mentioned above) and assessed as 
typical of other clients in their practice. Exclusion criteria 
were: psychosis, a main drug diagnosis, known neuropsy-
chological damage, or age below 18 years.

The 48 clients had an average age of 38 years, ranging 
from 24 to 71 years; 62% were females and 38% males. 
Educational levels varied greatly, with a modal level 
between 3 and 5 years of college education. Ten percent 
had not finished high school. One in six was either unem-
ployed or on sick leave.

Measures of symptomatic distress and interpersonal 
functioning indicate that the clients seemed to be within 
the range of typical private practice/outpatient clients, 
with a mean score of 75.1 on OQ-45 and a mean score of 
1.28 on the IIP-64, measured at the beginning of therapy.

The original intention-to-treat sample consisted of 55 
clients. Early in the project, three clients discontinued par-
ticipation in the study but continued in therapy with their 
psychotherapists, so these were not regarded as therapy 
drop-outs. Generally, the reasons why these clients did not 
continue in the research study were sensitivity issues and 
burdensome logistics. One client did not meet the inclu-
sion criteria; another was excluded due to clearly invalid 
outcome data, and a third was excluded for having con-
siderable language problems. One therapist with one cli-
ent withdrew early from the project without providing a 
reason for doing so. A completer sample of 48 clients was 
thus included in the study. Thirty-three of these (68.75%) 
started out with symptoms in the clinical range (i.e., with 
a total OQ-45 score ≥ 63).

Table 1   Therapy duration defined as number of sessions

All clients OQ-45 ≥ 63 OQ-45 < 63

N 48 33 15
Mean 64.9 76.3 40.0
SD 52.1 56.8 28.0
Mdn 45.5 63.0 31
Range 8-216 8-216 12–111
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Instruments

The Outcome Questionnaire 45.2 (OQ-45) of Lambert et al. 
(1996, 2004) was used to assess the level and change in clients` 
clinical distress. The OQ-45 is a self-report measure composed 
of 45 items with a Likert-type response format ranging from 0 
(not at all) to 4 (almost always).The instrument includes three 
subscales: symptomatic distress (SD), interpersonal relations 
(IR), and social role functioning (SR). Summed scores are 
computed, with higher scores representing increasing levels 
of psychopathology.

The OQ-45 was administered in a paper and pencil format. 
A total score of 63 or more indicates symptoms of clinical 
significance while reliable change is defined as a change of 14 
points or more on the total score (Lambert et al. 1996, 2004). 
Extensive analyses of the psychometric properties of the scale 
have been conducted in the USA and elsewhere (e.g., Lambert 
et al. 1996; Bludworth et al. 2010; Kim et al. 2010) indicating 
good test–retest reliability, high internal consistency and con-
current validity. Analyses of the OQ-45 have also been done 
in Norway suggesting that the translated scale is adequate for 
clinical and research use (Amble et al. 2014). Cronbach’s alpha 
for a clinical Norwegian sample was .93 for the total score, .90 
for symptom distress, .78 for interpersonal relations, and .77 
for social role functioning (Amble et al. 2014, p. 509). How-
ever, confirmatory factor analyses showed that the correla-
tions among the latent factor subscales (SD, IR and SR) ranged 
between .57 and .75, similar to that found in other countries, 
and higher than desirable for subscale analyses. Consequently, 
only the Total (sum) score was used in the present study.

A Norwegian translation of the Inventory of Interpersonal 
Problems or IIP-64 (Horowitz et al. 2000) was used to assess 
the level and change in clients’ interpersonal problems. The 
IIP-64 consists of 64 items rated on a 5-point scale from 
0 (not at all) to 4 (extremely). The IIP-64 consists of 39 
items following the phrase “It is hard for me to…” and 25 
items that describe “Things that you do too much”. A total 
interpersonal distress score (IIP global) was calculated from 
the mean of the IIP-64 at measurement points. This global 
score is considered an appropriate index of an individual’s 
interpersonal functioning (Gurtman and Balakrishnan 1998). 
According to Horowitz et al. (2000), the test–retest reliabil-
ity, internal consistency and construct validity are excellent. 
In a study of outpatient clients, the psychometric properties 
of the Norwegian translation of the instrument have been 
replicated (Monsen et al. 2006).

Procedures

Outcome Assessments

Data on the OQ-45 and IIP-64 were scheduled to be col-
lected at the 1st session (T1); at the 3rd, 6th, 12th, and 20th 

session (if therapy lasted that long); and thereafter every 
20 sessions, up to and before the last therapy session (T2). 
Follow-up data were collected at approximately 1.5 years 
(T3) and 3.5 years (T4) post-termination. However, in this 
naturalistic study slight modifications of data logistics inevi-
tably occurred. Not all therapists felt comfortable collect-
ing OQ-45 and IIP-64 data in the first session, and if so, 
data were collected during one of the two following ses-
sions instead. As change on outcome measures may have 
taken place already after the first session, effect sizes may 
thus be underestimated in those cases.

Interviews

After the completion of therapy, all clients and therapists 
were interviewed about their experiences in therapy. The 
post-therapy interview (soon after the end of treatment, T2) 
served several purposes for the project at large. For this arti-
cle, it was used to answer research question 5 on drop-out, 
based on clients’ and therapists’ reflections on the nature 
of treatment termination and the extent to which the end-
ing of treatment was agreed upon. Drop-out was defined 
as occurring when a client terminated therapy without 
discussing whether to do so with the therapist. This defini-
tion effectively matches Hatchett and Park’s (2003, p. 228) 
definition as “termination by failure to attend the last sched-
uled appointment,” which was one of the two definitions 
recommended by Wierzbicki and Pekarik (1993) for use in 
research. The incidence of drop-outs was found analyzing 
transcripts of post-therapy client-interviews with all clients 
about how their therapy ended. The whole completer sample 
in this study (48 clients) was interviewed after the end of 
their treatment.

Three-and-a-half years after completion of therapy, the 
clients were interviewed again. At the time these analyses 
were conducted, only 28 clients were interviewed at fol-
low-up. Data from seven clients had not yet been analyzed, 
and for the remaining 13 clients, data were not available 
for various reasons (such as the research teams’ inability 
to locate clients and practical limitations such as audiotape 
malfunction). Client narratives in the interviews were used 
to answer research question 5 about whether clients had re-
entered therapy in the follow-up period.

Statistical Analyses

In order to study clinical outcomes of this sample we ana-
lyzed the data the following way: First, means and stand-
ard deviations were computed for OQ-45 and IIP-64 at four 
time points: during the first three sessions (T1); at the last 
session (T2), at approximately 1.5 years post therapy (T3), 
and at 3.5 years post therapy (T4). Magnitude of change 
in mean scores was computed using the Cohens’s d effect 
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size measure (Cohen 1977) for the following time intervals: 
T1–T2, T2–T4, and T1–T4. The pooled SD was used as 
variation estimates for all comparisons. Supplementing the 
conventional definitions of effect size threshold as small 
d > = .20, medium d > = .50 and large d > = .80 (Rosenthal 
and Rosnow 1984), we added very large d > = 1.30 as intro-
duced by Rosenthal (1996).

Descriptive analyses of the outcome data of the 48 outpa-
tients also included calculations of the proportion of patients 
who obtained reliable improvement, reliable deterioration 
and no change (see Jacobson and Truax 1991) using the 
pre-determined cut-off limits for the total scale of the OQ-45 
(Lambert et al. 1996) with a positive change ≥ 14 points 
indicating ‘reliable improvement’, and negative change ≥ 14 
indicating ‘reliable deterioration’, while scores in between 
indicate ‘no change’.

Inferential Statistics

In order to further study change in this client group, growth 
curve analyses were performed, using a multilevel mode-
ling (MLM) approach (i.e. Snijders and Bosker 2012). This 
was appropriate because of the structure of the data, with 
repeated outcome measurements nested within patients. 
Unlike commonly used statistical procedures (such as 
repeated measures ANOVA), multilevel models account 
for data dependency due to covariance between levels (in 
this case, level 1 and 2) in the data, thus reducing the risk 
of committing Type I errors (the error of rejecting the null 
hypothesis when it is true) (Raudenbush and Bryk 2002). 
Another advantage is that multilevel models are robust 
in permitting nested models with unequal sample sizes 
on different levels, and in the way missing data are han-
dled (Hox 2010; Tasca and Gallop 2009). In the following 
MLM analyses, the intercept and slope were treated as fixed 
effects. The random models included only the intercept due 
to the limited N. The models tested the starting point (inter-
cept) and change (slope) in the sample as a whole over the 

measurement waves (T1–T4), in order to examine whether 
the group improved significantly in the outcome variables 
over time. Guided by a deviance statistic (AIC), we exam-
ined whether change was linear or non-linear (i.e. curvilin-
ear). A linear slope demonstrated a slightly better fit to the 
data. The Time variable was coded 0–3 corresponding to 
session T1 (initial assessment); T2 (treatment termination); 
T3 (1.5 years follow-up) and T4 (3.5 years follow up). The 
longitudinal analyses were performed on two outcome vari-
ables (i.e. OQ total and IIP total). The analyses were done 
for the full sample and the clinically distressed subsample 
(i.e. with OQ-45 total of 63 or higher at pre-treatment). The 
analyses corrected for number of sessions which varied 
greatly in this naturalistic study. The models were estimated 
using restricted maximum likelihood estimation (REML) 
procedures. The Linear Mixed Models, IBM SPSS (version 
25.0) program was used to conduct the multilevel growth 
curve analyses.

Results

Research Question 1: Overall Change

As shown in Table 2, the initial Total OQ-45 score for all 
clients at T1 was 75.6, which is similar to norms provided 
by Lambert et al. (2004) for university outpatient clients 
(normative M = 78.0, SD = 25.71) and also for clients treated 
for an emotional problem within the Employee Assistance 
Program or EAP (normative M = 73.02, SD = 73.02). For cli-
ents within the EAP, the Total OQ-45 normative was lower 
for ethnic Caucasians (M = 63.9, SD = 22.7) who would 
most resemble Norwegian clients. Initial mean Total OQ-45 
scores in the present study were lower than reported in a 
study by Amble et al. (2014) in a Norwegian clinic where 
clients were treated in an in-patient as well as an out-patient 
setting (M = 92.3, SD = 20.2).

Table 2   Outcome for all clients

Large effect size (Cohen’s d) in bold; medium effect size in bold/italics. T1 = session 1; T2 = last session; 
T3 = 1.5 years post termination; T4 = 3.5 years post termination

Cohen’s d

T1 T2 T3 T4 T1–T2 T2–T3 T2–T4 T1–T4

OQ-45 total
 N 48 46 26 28
 M 75.06 55.23 54.48 53.81 .82 .03 .06 .98
 SD 22.54 25.56 22.46 20.74

IIP-64 total
 N 48 46 26 29
 M 1.28 1.01 .91 .92 .50 .19 .09 .74
 SD .53 .54 .49 .44
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For the whole sample, the mean Total OQ-45 score 
dropped to 55.2 by the end of therapy (T2), which was main-
tained both 1.5 years post termination (T3) and at 3.5 years 
follow-up (T4). The T1–T2 difference in mean OQ-45 scores 
produced a large effect (Cohen’s d = .82), and the gain was 
maintained at 3.5 year follow-up. The mean OQ-45 score at 
3.5 years post therapy (T4) was 53.8, and thus the T1–T4 
difference in OQ-45 mean scores (from beginning of therapy 
to 3.5 years post-therapy) showed a large effect (Cohen’s 
d = .98).

Similarly, the mean IIP-64 score at T1 for all clients was 
1.28, dropping to 1.01 at T2, and then stabilizing at T3 and 
T4 with IIP-64 scores of .91 and .92 respectively. The T1–T2 
difference in mean IIP-64 scores yields a medium effect size 
of .50, a gain that was maintained at 3.5 years follow-up. The 
difference in mean IIP-64 scores between T1 and T4 yielded 
a medium effect size of.74.

In sum, analysis of improvements in OQ-45 scores across 
time (T1–T2; T1–T4) for all clients produced a Large effect, 
and improvement in IIP-64 scores for all clients showed a 
Medium effect size. According to the definitions of reliable 
improvement, no change and negative change from start to 
termination (T1–T2) as provided by Lambert et al. (2004), 
30 clients (66.6%) of the 45 clients for which we have data 
showed reliable change/improvement, 14 clients (31.1%) 
demonstrated no change, and one client (2.2%) deteriorated.

Multilevel Growth Curve Analyses—Overall Sample

The growth curve analyses assessing change in OQ-45 and 
IIP-64 scores, correcting for treatment length, yielded highly 
significant change (i.e. p < .001) over the four measurement 
waves in both outcome measures: OQ total (slope = – 5.9, 
p < .001); and IIP total score (slope = − .11, p < .001). See 
Table 3 below.

Research Question 2: Clients with Initial Clinical 
Disturbance

For clients who started treatment above the cut-off for clini-
cal disturbance (N = 33), the OQ-45 mean score at T1was 
87.21, dropping to 65.91 at T2, constituting thus a Very 
large effect size (Cohen’s d = 1.34) (See Table 4). The gain 
was maintained at T4, with a mean OQ-score of 62.28, just 
below the cut-off for clinical disturbance. The T1–T4 change 
represented a Very large effect size (Cohen’s d = 1.44).

The initial IIP-64 Total mean score for clients above 
cut-off for clinical disturbance was 1.50, which dropped 
to 1.19 at T2, producing a Medium effect size (Cohen’s 
d = .65). These clients continued to improve in the follow-
up period with an IIP-64 mean score of 1.04 at 3.5 years post 
therapy. This yielded a Large (T1–T4) effect size (Cohen’s 
d = 1.01).

Analyses of reliable improvement on the OQ-45, no 
change and negative change for clients with clinical distur-
bance as defined above showed the following results from 
T1 to T2 for the 30 clients for whom we have data: 22 clients 
(73.3%) changed reliably, 7 clients (23.3%) did not change 
reliably, while no clients deteriorated. From T1 to T4, we 
have available data from 18 clients above level of clinical 
disturbance, of these 13 clients (72%) changed reliably, 
while 5 (28%) demonstrated no change. No clients deterio-
rated from the beginning of therapy to 3.5 years post therapy.

Multilevel Growth Curve Analyses—Clinically 
Distressed Sample

Examining patients who started out above the level of 
clinical disturbance (i.e. OQ total ≥ 63), and correcting for 
number of therapy sessions, the MLM analyses showed 
that a reduction in distress as measured by both outcome 
measures was highly significant (i.e. p < .001): OQ total 
(slope = − 8.36. p < .001); and IIP total score (slope = − .16, 
p < .001). The growth coefficients (the reduction in distress 
as one moves from T1–T2 and so on) in both measures were 
larger for clinically distressed clients compared to the full 
sample. See Table 3 for details.

Research Question 4: Incidence of Drop‑Outs

The dropout rate for this sample was found by analyzing 
transcripts of post-therapy client-interviews about how their 
therapy ended. We had interview data to answer this ques-
tion for all clients (at the end of treatment). Based on the 
definition of drop-out used in this study, there were no drop-
outs. In all therapies one of the participants initiated some 

Table 3   Results of multilevel growth curve analyses: Fixed effects 
models (unstandardized coefficients and standard errors)

N = 48/N = 33
OQ total total score of Outcome Questionnaire 45.2 (Lambert 
et  al. 1996), IIP total total score of the IIP-64 (Horowitz et  al. 
2000), Estim. coefficient estimate, S.E. standard error, estimation 
method restricted maximum likelihood (REML)
**p ≤ 001, *p ≤ .01

Models OQ_total
Full sample/clin. distressed

IIP_total
Full sample/clin. 
distressed

Estim. (S.E)/ Estim. (S.E)/

Fixed effects
 Intercept 61**(3.29)/

77.65**(5.05)
1.10**(.07)/
1.41**(.13)

 Slope − 5.88**(1.12)
− 8.36**(1.35)

− .11***(.002)/
.16**(.03)

 N of sessions .14*(.06)/
.05 (.05)

.002 (.001)/

.0003 (.001)
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discussion about whether they were moving towards the end. 
The therapist tended to define this as an issue to explore, 
and they worked together to reach a concerted decision. In 
the few cases where either the therapist had preferred that 
the client had continued therapy in order to deal with some 
“unfinished business”, or the client would have preferred to 
go further, they seemed to recognize both the professional 
capacities of the therapists and the capacities of the clients 
to decide for themselves. Our analyses thus yielded that all 
therapies ended as a result of a mutual agreement.

Research Question 5: Further Therapy in Follow‑Up 
Period?

Analyses of 28 client interviews at the 3.5 (T4) years follow-
up indicated that none of the clients had reentered therapy 
with their therapist in the study. Note that there was no 
instruction to not restart therapy or seek other therapists 
during the extended follow up period. Of the 28 clients, 
three (10.7%) reported in the interviews that they had been 
in contact with other therapists: One client had reentered 
therapy with another psychotherapist, a second had seen a 
psychiatrist for medication, and a third had recently had two 
sessions with a new therapist, possibly starting a new ther-
apy. It should be noted that as the response rate is only 58 
per cent as we only had 3.5 year follow-up interviews with 
28 clients, the results should be interpreted with caution.

Discussion

The aim of the present study was to investigate various 
aspects of clinical outcomes and possibly to nuance our 
understanding of the therapist experience-client outcome 
relationship and clinical effectiveness. Using a sample of 
highly experienced therapists, the present study analyzed 
several important aspects of client outcomes; document-
ing overall good outcome—particularly with clinically 

distressed clients, high maintenance of treatment gains, no 
drop out, and a general tendency not to seek new treatment 
in the lengthy follow-up period.

What stand out as the most important findings from 
this study are the good outcomes measured at the end of 
therapy for clients with high levels of clinical distress, and, 
more importantly, the good results at follow-up, indicating 
sustained client change. It is noteworthy that the change 
in interpersonal functioning (as measured by the IIP-64) 
seemed to continue after treatment termination. In symp-
tom distress, as measured by the OQ-45, the effect sizes of 
changes from the beginning of treatment to treatment termi-
nation, as well as to follow-up, were very large.

There were no drop-outs in this study, that is, all 48 thera-
pies ended according to a mutual agreement, which is rare 
as far as we know from the literature referred to above (e.g. 
Roos and Werbart 2013). Three clients reported to having 
had some form of contact with other therapists in the follow-
up period. The results on additional contact with therapists 
are important for at least two reasons. Firstly, they render the 
possibility that the good long-term effects of this study can 
be attributed to client’s participation in effective therapies 
during the follow-up period unlikely. Secondly, these results 
suggest that for the majority of clients, with the exception 
of the three returning clients, therapies have ended without 
much “unfinished business”.

Comparatively, how good are the results of this study, 
and how can we understand them? Measured at treatment 
termination, the Cohen’ d effect sizes based on responses to 
the OQ-45, varied between .86 and 1.34, which place these 
results in the upper part of what can be expected given the 
commonly reported effect size estimate of psychotherapy 
at or around a Cohens d of .80 (Wampold and Imel 2015). 
For the IIP-64, the effect sizes are as expected lower than 
for symptom distress at treatment termination, but in fact it 
increased to a large effect at 3.5 years follow-up.

Since so few studies have been conducted with follow-up 
results beyond two years, we have insufficient comparison 

Table 4   Outcome for clients 
above cut off for clinical 
disturbance (i.e. OQ-45 
total ≥ 63)

T1 = session 1; T2 = last session; T3 = 1.5  years post termination; T4 = 3.5  years post termination. Large 
effect size (Cohen’s d) in bold; medium effect size in bold/italics; small effect size in italics

Cohen’s d

T1 T2 T3 T4 T1–T2 T2–T3 T2–T4 T1–T4

OQ-45 total
 N 33 31 16 17
 M 87.21 65.91 60.84 62.28 1.34 .23 .17 1.44
 SD 14.36 22.34 21.29 19.88

IIP-64 total
 N 33 32 16 17
 M 1.50 1.19 .99 1.04 .65 .38 .30 1.01
 SD .49 .42 .51 .37
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of typical effect sizes for such an extended follow-up period. 
Even if we looked at studies with shorter follow-up terms, 
comparison would still be difficult to make for various rea-
sons as treatment context/setting, therapists backgrounds and 
qualifications, clients characteristics and outcome measures 
(with differential sensitivities to change) may have differed. 
Also, as studies typically do not report if clients have had 
additional therapy during the follow-up period, one does not 
know if follow-up results are due to the therapies studied. In 
the present study that is not a problem, as described above.

Broadening the Scopes of Clinical Outcomes 
and Clinical Expertise

Compared to most psychotherapy studies, a unique feature 
of the therapists in this study is that they are highly experi-
enced as therapists in addition to being experienced psycho-
therapy teachers. This combination of roles likely provides 
a context where a reciprocal influence of the teacher and 
therapist roles is possible. Typical senior roles like teach-
ing, supervision and consultation have been found to influ-
ence therapists’ career development across many parameters 
such as nationality, profession (psychology, medicine) as 
well as therapists’ theoretical orientation (Orlinsky et al. 
2001). In their roles as psychotherapy teachers, in combi-
nation with their practitioner experience, therapists in this 
study have had rich opportunity to acquire a comprehensive 
and nuanced body of conceptual knowledge, which has been 
found to characterize optimally developing therapists (e.g., 
Rønnestad and Skovholt 2013); master therapists (e.g., Jen-
nings and Skovholt 2016; Jennings et al. 2013), and those 
with demonstrated expertise (e.g., Chi 2006). That said, 
we cannot know if the therapists in this study actually had 
acquired a rich body of conceptual knowledge fostering opti-
mal development. However, as they have been selected as 
teachers and one may assume that the teacher role supports 
an articulation of a nuanced and rich body of conceptual 
knowledge, we may infer that they do possess a high degree 
of conceptualizing abilities, which might have supported 
their therapeutic skills.

Research on the professional development of psychother-
apists (Orlinsky and Rønnestad 2005) supports the positive 
valence of theoretical breadth, which has been found to pre-
dict the role performance of ‘healing involvement’ (defined 
by items reflecting skillfulness, infrequent difficulties, use of 
constructive coping strategies when difficulties arise, being 
invested in affirmative relationships with clients, in addition 
to the experience of a sense of efficacy and flow in thera-
peutic work; see Orlinsky and Rønnestad 2005). However, 
it may be that the underlying element explaining the results 
above is not theoretical breadth per se, as defined by the 
number of theoretical orientations endorsed. Rather, it may 
be the richness of conceptual ideas that the therapists have 

available when understanding the clients and the therapy 
process, that guides their choice of concrete interventions, 
a perspective consistent with the findings of Ekroll and 
Rønnestad (2016). Taken together these results substanti-
ate a claim that therapist expertise is something more than 
merely years of experience or even number of clients seen. 
It seems to be characterized by a certain way of organizing 
and using one’s knowledge and skills as well as a way of 
staying attuned with and responsive to clients. It involves 
the ability to build and sustain a sufficiently strong working 
alliance with highly distressed clients, as well as being able 
to foster lasting changes, an idea that is in line with previous 
writings (e.g. Hill et al. 2017).

We do not have data that document the therapists’ expe-
rience with deliberate practice, such as systematic moni-
toring of processes, ongoing consultation and attending to 
additional clinical courses, which is suggested as key to 
the development of expertise (e.g., Goldberg et al. 2016c; 
Rousmaniere 2017; Tracey et al. 2014). However, it seems 
reasonable to assume that the therapists’ varied experiences 
in terms of clinical practice and teaching have provided 
opportunities to rehearse and reflect upon their own prac-
tices in ways that are associated with favorable therapist 
development and clinical expertise.

Strength and Limitations of the Study

There are three important features of this study. First, the 
background of the therapists is unique, with therapists not 
only being highly experienced psychotherapists, but also 
experienced in the psychotherapy teacher role. Secondly, 
follow-up data on standard measurement instruments are 
collected as long as 3.5 years post therapy. Thirdly, client 
interview-data were also collected on client experiences dur-
ing the follow-up period, making it possible to assess top-
ics such as whether clients had seen other therapists in the 
follow-up period.

Along with this, there are several limitations to be 
reported. First and foremost, we do not have a design that 
allows us to make causal claims about the impact of thera-
pists’ experience level on client outcomes. In order to make 
such claims, one should be able to contrast the results of 
these therapists with those of other therapists with low or 
lower levels of clinical experience, or study therapists of var-
ying levels of experience within a longitudinal study design. 
This was not the scope for the present study. Moreover, we 
do not have comparative results from similarly experienced 
therapists who are not psychotherapy teachers. Thus, we 
cannot know if the addition of the therapy teachers expe-
rience has boosted the results. Adding to this, is missing 
data at follow-up, as well as the incompleteness of the data 
on whether clients had reassumed therapy in the follow-up 
period (i.e. we only had data on 58% of the sample on this). 
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Data on client characteristics is limited by relying largely 
on the OQ-45 and IIP-64 to measure degree of symptomatic 
distress and degree of impairment. We do know that patients 
evaluate the outcome of psychotherapy in more complex 
ways than these measurements may capture. Although it 
would have been possible in this project to assess outcome 
by other methods such as qualitative analyses of transcripts 
of sessions, and of client interviews both immediately after 
therapy ended and at 3.5 year follow-up, this was not the 
scope for this article. Since the initial data-collection was 
done during the first three sessions of therapy, and not pre-
therapy, we have not been able to assess change that had 
already taken place before initial assessment. Effect sizes 
may thus be slightly underestimated.

These limitations notwithstanding, in order to further 
study clinical outcomes and the role of increased clinical 
experience, we propose that one broadens the scope of what 
constitutes a good outcome and move to study in-depth how 
high performing therapists conduct their work and create 
productive, collaborative relationships with their clients, 
leading to sustainable therapeutic gains.
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