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1. Short-Term Psychodynamic Psychotherapy (STPP): Origins and
Theoretical Foundation

The term Short-term psychodynamic psychotherapy (STPP) identifies a set of psychotherapeutic techniques-rooted in the

Freudian theoretical model  that developed over time newer and specific methodological approaches, progressively

departing from classical long-term models. STPPs largely refer to basic principles of psychoanalysis: clinical symptoms

are considered as expression of conflicts between unconscious psychic instances and the occurrence of pathologies is

linked with relational dysfunction in early development and object relations. Furthermore, therapeutic work is carried out

through the analysis of verbal and non-verbal communication and transferential/countertransferential dynamics .

At the same time, STPPs embody the need for change of traditional models in response to historical and social

progresses, which demanded for adjustments in psychotherapeutic interventions: expanding the fields of application,

identifying areas of intervention by determining indications and contraindications, verifying results and evaluating

costs/benefits .

The first reason for differentiation from classical models was certainly represented by the request for a limitation in the

number of sessions and the overall duration, which at present constitutes one of the founding features of STPPs. The

need for brevity of treatment, in opposition to the tendency to increase the duration of analysis, was firstly postulated by

Ferenczi and Rank , who questioned the centrality of the elaboration of infantile neurosis and the consequent

development of personality as fundamental paths for therapeutic change. The researchers argued that the analyst’s

attention should be focused on the emotional elements reproduced by the patient through the relationship with the

therapist (i.e., present transfert), since relational dynamics of the past tend to repeat in the present. Alexander and French

 proceeded in challenging the belief that short-term therapies could not lead to lasting transformation, emphasizing the

concept of recovery occurring outside the therapy session rather than during the analysis.

The second reason for evolving beyond classical models can be identified in the request for more versatility towards

different types of patients: frequently, subjects with severe psychic disorders could not tolerate a classical psychoanalytic

treatment. The overcoming of the theoretical and clinical Freudian psychoanalytic orientation was especially carried out

through the interpretative-applicative models proposed by the American literature. In particular, Luborsky performed

comparative studies on psychotherapies which underlined the role of transference as an essential working tool for the

management of emotional conflicts. By identifying a core conflictual relationship theme (CCRT) as foundation of

supportive-expressive therapies, Luborsky suggested current relational issues of the individual as the target of short-term

psychodynamic interventions, focusing the gain of insight towards recurring conflicts (both intrapsychic and interpersonal)

rather than to more classical psychoanalytic elements . This model led to a problem-centered psychotherapeutic

approach, therefore particularly suitable to a time-limited therapeutic setting such as the public health care system. In this

regard, the introduction of a manual of psychoanalytic psychotherapy proved to be a valuable asset, both for the training

of practitioners and for research development: therapists were provided a basic framework to measure elements

associated to the internal coherence and the outcome of psychotherapeutic practice . In fact, the same researcher

emphasized the need to obtain clearer parameters to determine a patient’s therapeutic improvement. Three areas were

identified:
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changes in the patient (better understanding of symptoms and conflicts, internalization of the alliance and ability to

consciously manage the problem);

modalities of change in the patient (active engagement, elaboration of relevant problems, ability to establish a

therapeutic alliance);

means used by the therapist (facilitation of expression, comprehension and reworking, ability to provide useful

elements to integrate the patient’s information).

Beyond the historical path of the various schools of thought (Table 1), it is necessary to highlight some common aspects

shared by the different STPP techniques. The concept of time has now become an integral part of the interpersonal

relationship, since the brevity of treatment holds major importance in accelerating the psychotherapeutic process. In this

regard, anxiety and pain for separation-in contrast with the desire for continuity and repetition-can increase the emotional

tension experienced in the context of therapy itself . Such distress can be exploited in a brief psychodynamic

intervention to provide the tools to help patients showing anxiety, depression and interpersonal difficulties, which are

considered the product of chronic maladjustments . In this field, the main techniques are represented by interpretation

and clarification: the therapist has thus the task of highlighting connections with significant interactions from the past,

comparing them to the present relationship.

Table 1. Comparison of Short term psychodynamic therapy schools.

 Malan Sifneos Davanloo Mann

Selection criteria Yes Strict Yes Broad

Number of meetings 20–40 12–20 5–40 12

Predetermined endpoint Yes No No Yes

Active therapist Yes Very active Very active Yes

Neutrality Yes No No No

Focus Yes Yes Yes Yes

Transference interpretation Yes No Yes Yes

Targeting defence mechanisms No Yes Yes No

Confrontational approach No No Yes No

Suggestive approach No No No Yes

Pedagogical approach No Yes No Yes

Relaxation techniques No No No No

Pharmacological treatment No No No No

These models are therefore based on techniques that favor a significant reduction in the time of intervention, foregoing

the complete restructuring of personality in favor of limited but not negligible objectives, such as clinical improvement and

social-relational functioning, contact with emotional experiences and cognitive acquisition of conflicts and limitations .

Another crucial feature of STPP is the setting negotiation: it is necessary to define both the area in which the therapy will

be developed and the frequency and duration of meetings (more frequently weekly, 45 min each). The total number of

sessions generally varies from 10 to 30 (12 according to Mann’s school), ranging from 7 to 40; in some circumstances

ultra-short techniques (less than 6 meetings) may be applied. Particular attention is paid to the definition of the focus,

which must address a precise therapeutic theme towards which the intervention is targeted. The content of the focus can

be equally represented by a symptom, conflicts, maladaptive or critical preconscious situations or to grief and separation-

related issues .

Lastly, the therapist has to seek an effective management of the therapeutic alliance, with moderately active and empathic

involvement or, according to the model of the American schools, with an aggressive and deliberately provocative attitude

to induce an intense motivational reaction in the patient .
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In addition to the technical and ideological motivations that brought to the development of different techniques, the debate

around psychotherapy has been centered on public assistance and hospitals as pivots of psychiatric care .

Interest towards more detailed treatment modalities was motivated by various factors: growing need for applicability of

treatments in the public health care system, demands for cost containment, and lack of scientific studies documenting

efficacy, safety, appropriateness, and cost-effectiveness of therapies .

In response to the need for evaluation of effectiveness, validity and reproducible and scientifically comparable models, in

the last decades psychotherapy has been object of systematic research. A number of studies have evaluated the clinical

efficacy in treating major psychiatric disorders  and verified the superiority of these therapies in sample

groups compared to controls or placebo . Other studies have evaluated the psychodynamic approach by examining

possible predictive factors of outcome and selecting the most suitable techniques according to the characteristics of the

patients . Despite such caution, the relationship between this type of therapeutic intervention and its effects on

psychiatric disorders still requires further evaluation .

The choice of psychotherapeutic intervention undergoes rigorous patient selection criteria. The indications for treatment

are not only limited to the clinical characteristics of the disorder: other variables such as patient’s insight, level of

education, motivation for change, relational skills and available economic resources are also taken into account.

Currently, STPP find application in Depressive disorders, Anxiety Disorders, Eating Disorders (especially in Bulimia

Nervosa), stress-related disorders and occasionally in Somatoform Disorders and substance use disorders . The

efficacy of the treatment in Personality Disorders has not yet provided definitive data. Absolute contraindications to

treatment are current psychotic symptoms, drug addiction and personal traits that may interfere with the therapeutic

relationship.

2. STPP in the Treatment of Major Depressive Disorder (MDD)

In recent years, the therapeutic approach to MDD has increasingly embraced the use of psychotherapeutic treatment,

both in association with pharmacotherapy and in monotherapy. The growing need for more flexible models arised

alongside the first results of controlled studies that showed high rates of non-response and relapse in patients treated with

antidepressant monotherapy , as confirmed by more recent research . Moreover, such necessity for versatility is also

strengthened by the modern conception of depression as a spectrum of disorders, whose clinical presentation depends on

multiple emotional, psychomotor, cognitive, personality and somatic aspects . In particular, depression can lead to

somatic changes as well as psychic symptoms: it is widely acknowledged that somatic symptoms predict worse prognosis

in MDD independently of psychiatric characteristics, medical comorbidities, lifestyle and disability, especially if

cardiopulmonary and gastrointestinal systems are involved . Somatic symptoms are also related to biological structural

changes of the brain, feature which furtherly contributes to the complexity of depression .

Given these premises, the brief psychodynamic approach targets a substantial modification of the substrate of the

depressive disorder, focusing on the therapeutical relationship and on a series of consecutive, timeframe-related goals:

decreasing intensity of symptoms through expression of suppressed negative feelings;

modulation of Super-Egoic standards of perfection, in order to reduce feelings of inappropriateness and guilt and to

strengthen self-esteem;

increasing awareness on the patient’s current interpersonal relationships .

Concerning MDD, guidelines recommend psychotherapy in monotherapy as a first line in case of mild to moderate

depressive symptoms, while a combination of medication plus psychotherapy is suggested in case of moderate to severe

symptomatology . Therefore, most of the studies on STPP in patients with MDD are focused on combined approach

 and only few evaluated STPP monotherapy . Regarding ‘minor’ depressive disorders, there are few

evidence concerning STPP monotherapy as well .

Furthermore, according to the APA guidelines  psychodynamic psychotherapy is particularly indicated in patients with

MDD with specific characteristics such as the presence of chronic feeling of emptiness, rigid self-expectations and lack of

self-worth, history of childhood abuse, loss or separation or chronic conflict in interpersonal relationship. Moreover STPP,

as other psychotherapeutic strategies, has to be preferred as a first line in case of MDD during pregnancy, post-partum,

childhood and adolescence .
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Given the above, STPP in monotherapy has less evidence than cognitive-behavioural therapy (CBT) or interpersonal

therapy (ITP), which are thus the first two psychotherapy approaches recommended by the most recent guidelines 

. However, the time-limited and problem-focused approach of STPP can make it more suitable in the public health

context compared to other psychotherapeutic techniques.
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