A Science 86 Special Series on Psychotherapy

¢ LiFeis HARD. sometimes too hard to face alone.

Everv culture in the world recognizes this and

. includes a form of reprieve and comfort for its

members’ off davs. In our culture one such
refuge is psvchotherapy, wherein a person
seeks advice and help to overcome difficulties

' from someone unknown to him personally,

someone trained to give it, usually in exchange
for money.
The first experience with “‘the talking cure”

| often comes after a crisis. Let’s say your moth-
' er died six months ago, and you’ve had a head-

ache ever since. Last weekend you could not

. getvourself out of bed. You've never thought
i of seeking help from a therapist before, but

vou begin to think you're not getting enough

. from vour wife, vour friends.

Some people first seek counseling because

| thev are intellectually curious, others because
. theyv think their lives might be made richer

though they are not particularly troubled. Still
others are driven to it when symptoms like

; chronic pain and insomnia crowd into their

SEYMOUR CHWAST

lives for reasons they can’t even pinpoint.

People hope such things won’t happen to
them. Yet up to 20 percent of the U.S. popula-
tion face a bout of serious depression in their
lifetimes, and depression is only one of many
mental illnesses that can leave people func-
tional but in pain. : < .

One hundred years ago Freud started the
therapy business by opening his first office in
Vienna. Today there are more than 160,000
professional therapists in the United States
alone. Lots of customers come away satisfied,
but only in the past three decades has science
tried to figure out just what happened to
them, or to those who weren’t helped. In these
pages Science 86 presents an overview of the
research into what psychotherapy can—and
can’t yet—accomplish. We follow this review
with a consumer’s guide to some of the most
popular and highly regarded kinds of thera-
pies, a discussion of the drug treatments that
often accompany talking cures, and an insid-
er’s critique of the therapy industry.
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The demand for therapy
has increased 400 percent
in three decades.
Does it work?

TESTING

it HE

TALKING
CURE

BY NIKKI MEREDITH
ILLUSTRATIONS BY STEVE GUARNACCIA

SYCHOTHERAPY HAS BE-
"M COME such an estab-
‘Rlished accessory to con-
f temporary  American
life it’s easy to forget
that it was not always
so. As recently as 1957
only 13 percent of the
population had sought
some kind of psychological counseling in
their lifetimes. That number is now al-
most 30 percent—or 80 million peo-
ple—at a cost of over $4 billion annually.

This increase signifies a substantial
change in popular attitudes toward psy-
chotherapy, once considered the exclu-
sive province of the very rich and the
very disturbed. The new class of mental
health patients has been created in part
by the well-documented Sturm und Drang
of social change, such as the breakdown
of families, and in part by a standard of
living free enough from physical hard-
* ship to accommodate a quest for emo-
. tional fulfillment. Thus, the great major-

ity of those seeing therapists these days
- are not afflicted with severe and intracta-
" ble mental iliness but are more likely to
suffer from problems associated with
“normal” living.

Nonetheless, most who find their way
into a therapist’s office are truly unhap-
py, beleaguered by depression, anxiety,
phobias, or some other distress from the
long list besetting the human race. The
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variety of people and maladies for which
they seek relief has spawned a profusion
of new treatment techniques. There are
more than 250 brands of therapy now on
the market, including not only offshoots
of traditional individual, group, and fam-
iv therapies but a multitude of others.
The labels suggest that it is possible to
convert almost any activity into therapy:
work therapy, jogging therapy, breathing
therapy, pleasant experiences therapy,
soap opera therapy, and, for those not
interested in such here-and-now pur-
suits. past-lives therapy.

While each treatment form has its
champions, the therapies considered
most credible by professionals are sup-
ported by well-developed theoretical for-
mulations and have some sort of tradi-
tonal pedigree. Freudian psychoanaly-

| sis, the antecedent of them all, is the best
| known but, in fact, one of the least prac-
ticed. The analyst and his couch, so often
parodied in the media, is in reality acces-
sible onlv to those sufficiently healthy to
withstand the reliving and “working
through™ of early and often painful
stages of their lives and sufficiently
i wealthy to pay for four or five sessions a
| week for the two to 15 years that it might
| take.

Most conventional therapies fall into
two classes: psychodvnamic—the most

| widelv dispensed form of treatment—
and behavioral. Psychodynamic thera-
pies, though much less intense than psy-
- choanalysis, are based on the same prin-
| cples and therefore delve into such
. things as unconscious motivation. Behav-
| joral therapies are derived from learning
| theory and focus on retramning behavior.
Instead of looking for hidden causes, be-
| haviorists guide their patients in chang-
ing their everyday actions and thoughts.
{ In recent years, abbreviated versions
| of the major therapies have gained in
| popularity. Brief therapy ranges from a
single session to as many as 20, but gen-
| erally the goal is to provide support, min-
imize weaknesses, and reinforce psycho-
logical defenses—with a minimum ex-
| penditure of time and money. (One of
the first practiioners of brief therapy
was Freud. Composer Gustav Mahler,
suffering from impotence with his wife,

{
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All 250 therapies
treat
the one syndrome
shared
by all patients:
demoralization.

was treated successfully by Freud in a
single four-hour session.) .

The use of drugs has also increased in
recent years, winning adherents among
both psychodynamic and behavioral
practitioners. There is mounting evi-
dence that some drugs are useful in
treating particular kinds of depression
and anxieties and especially when used in
conjunction with therapy.

As would be expected, the profusion
of patients and therapies has been ac-
companied by a growth in the supply of
mental health professionals—in 1975
there were 60,000 therapists in the Unit-
ed States; currently there are 160,000—
and also an increase in the number of
disciplines they represent. Psychiatrists,
once the dominant force in the field,
now must share clients with an ever-
growing stock of psychologists, social
workers, and a mix of other practitioners
such as psychiatric nurses and clergy-
men. In fact, the largest portion of the
nation’s therapy is now practiced by
nonpsychiatrists, who charge significant-
ly less for their services: the median cost
for psychiatric professionals in private
practice is $90 a session; psychologists
take in an average of $65; and the going
rate for social workers, who outnumber
psychiatrists by almost two to one, is $50.

The competition for patients and for
insurance reimbursement has sparked
fierce territorial disputes between pro-
fessional organizations, each claiming its
members have unique, superior attri-
butes. In fact, varied as their training
may be, the distinctions in actual practice
are not as great as the acrimony would
suggest. The differences in therapists’
methods are determined more by their
personalities and therapeutic ideologies
than by their academic backgrounds.
One bona fide difference is between
those licensed to prescribe drugs—
n‘amely psychiatrists, who are physi-
cians—and those who can’t. Some non-
medical therapists circumvent this limita-
tion by associating with a psychiatrist
who will prescribe for their patients.

The unfettered growth of the psycho-
therapeutic enterprise faced its first seri-
ous challenge in the late 1970s when the
Carter administration and Congress con-




~

A primer on the prbfessionals

Your favonte confidante, Aunt
Martha, has left town. You need
someone to talk to and have de-
cided that perhaps it would be
best to see a professional. Which
one should you choose? All the ti-
tles sound the same. But basical-
ly they fall into two categories:
type of training and type of thera-
Py used. The terms therapist and
psychotherapist really don't tell
you anything about qualifications
or method of therapy. Psychia-
trist, psychologist, clinical social
worker, psychiatric nurse, and
counselor are terms that explain
how the person was trained and
what their focus is. Psychoana-
lyst, behavioral therapist, group
therapist, and any other kind of
therapist are descriptive titles
that tell what kind of therapy or
approach will be used. Any pro-
fessional can receive training in
any type of therapy.
Psychiatrist is probably the
term heard most often. A psychia-
trist is a medical doctor who has
done aresidency (three or four
years) in psychiatry. Different
from psychology, psychiatry in-
cludes psychopharmacology (the
mind and drugs), management of
hospital patients, neurology, psy-
chopathology, and psychothera-
py. Because they are physicians,
psychiatrists are the only mental
health care providers allowed to
prescrnibe drugs—an important
difference if the patient has, for

instance, manic-depression—
but many other therapists work in
conjunction with a psychiatrist
who will prescribe for their pa-
tients. However, because most of
their training is in hospitals, psy-
chiatrists are familiar mainly with
severe mental illness, not every-
day problems such as mild anxi-
ety and depression. Many psychi-
atrists, however, have gone on to
receive additional training in psy-
chotherapy.

Psychologists who specialize
in psychotherapy and diagnosis
are called clinical psychologists.
They have Ph.D.’s in clinical psy-
chology, which includes work in
basic psychology, psychopathol-
ogy, psychotherapy, and re-
search. They have had at leasta
one-year intemship in a mental
health care setting and must
pass a state examination. About
45,000 of the therapists practic-
ing in the United States are psy-
chologists. Says psychologist Sol
Garfield, “Whereas psychiatrists,
as physicians, are more inclined
to view psychological disorders
as diseases orillnesses, psychol-
ogists tend more to view them as
learned pattems of behavior, or
habit disorders." :

CHnical social workers and
psychiatric soclal workers han-
dle a growing segment of the
mental health care market. The
former travels to a variety of sites,
while the latter works in a tradi-

-

tional office. For accreditation
they have to have at least a mas-
ter's in social work and two years’
experience in a clinical setting.
Most states require an examina-
tion. Social workers emphasize
seeing the patient as a part of her
environment.

Although all registered nurses
can work in a psychiatric setting,

. some have continued their

schooling and received a mas-
ter’s or doctorate in psychiatric
nursing. These psychiatric nurse
specialists can be certified by
the American Nursing Association
in either adult or child and adoles-
cent psychiatric nursing. The only
mental health specialists besides
psychiatrists who have a medical
background, their approach is to
see body and mind as a whole.
Any of these professionals can
be skilled in one or many of the
few hundred therapies available.
The oldest type of psychother-
apy is psychoanalysis. Psycho-
analysts have been trained at
one of many institutes through-

- out the United States and Eu-

rope. Although most are psychia-
trists, psychoanalysts can be
psychiatric nurse specialists, clin-
ical social workers, or psycholo-
gists.

There are also marriage and
family therapists (specialists
solely in that therapy), mental
health counselors, pastoral coun-
selors, and others who have alt

been well trained, sometimes
with the same course work. With
more than 160,000 qualified
therapists in the United States
alone, there is fierce competition
among the professionals. Since
fees can vary by more than $50 a
session, insurance coverage is
the focus of the war over pa-
tients. Each type of therapist tries
to get a state license or accredi-
tation, often necessary for cover-
age. Qualification for licensing
and accreditation differs from
state to state, as does insurance
coverage.

Everyone adds something dif-
ferent to the profession. As Dan-
iel Goleman, psychologist and
behavioral science writer for the
New York Times, says, ‘‘All but
the most adamant of psychother-
apists will acknowledge that the
competence of a given therapist
depends more on his training, ex-
perience and innate ability than
on his academic credentials or li-
cense.”

Where to go from here? Call lo-
cal mental health clinics, ask
friends for recommendations, or
call local professional associa-
tions. Relationships with thera-
pists are intimate. if they are not
willing to discuss their methods

and fees in advance, call some-
one else. They should heip, not
confuse. Don't be afraid to ask
questions. Aunt Martha would be
proud. —Heléne Ross

sidered instituting national health insur-

ance and needed to decide what kinds of
therapy to include. With Reagan’s elec-
tion, the prospect of national health in-
surance with or without psychiatric bene-
fits faded along with the government’s
interest in regulation, but the continued
rise in health costs has had its own regu-
latory effect.

Psychotherapy has been one of the
fastest growing segments of total health
costs, and therefore has been targeted
for substantial cutbacks from the insur-
ance industry. Many companies have lim-
ited expenditures by requiring practi-
tioners to justify extended treatment to a
panel of professionals and by putting ar-

bitrary ceilings on benefits. Federal em-
ployees, for example, once had excellent
Blue Cross mental health coverage that
paid 80 percent of any sort of treatment
up to $50,000. Now their best Blue
Cross coverage pays 80 percent of only
50 visits a year.

There is an assumption that mental
health services are more vulnerable to
cutbacks than other medical services be-
cause there is less scientific evidence to
support them. *‘People in science would
like to believe evidence drives public pol-
icy, but it doesn’t always,” says Gerald
Klerman, former administrator of the
federal Alcohol, Drug Abuse, and Men-
tal Health Administration. One example

of this is the fate of prison therapy pro-
grams. Conventional wisdom has it that
psychological rehabilitation efforts in
some prisons were discontinued because
they didn’t work. However, it appears
that no treatment program for adult of-
fenders had been fairly tested, according
to the National Academy of Sciences.
While science may not drive public
policy, policy seems to be driving science.
For as unwelcome as mental health cut-
backs and the prospect of government
regulation have been to practitioners,
both have encouraged research. There
are signs that the enormous gap between
treatment and scientific study has begun
to narrow. “We now have the method-
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ology to conduct credible psychotherapy
studies,” says John Docherty, former di-
rector of research at the National Insti-
tute for Mental Health. “From a re-
search standpoint, the field is the healthi-
est it’s ever been.” ’ .

The erratic history of systematic re-
search got off to an explosive start in
1952 when British psychologist Hans J.
Eysenck published a review comparing
the improvement rates of a group of
“untreated” neurotics with the improve-
ment rates of groups that had been treat-
ed with psychoanalytic or eclectic (mixed
treatment) psychotherapy. He reported
that 72 percent of the “untreated”
group improved, while only 64 percent
of the group treated by eclectic therapy
and 44 percent of the psychoanalytic pa-
tients got better.

At the time, psychoanalysts were quite
popular and were cranking out reports
of spectacular successes. Eysenck’s
study, though widely criticized, served to
challenge this long-enjoyed complacen-
cy, and systematic research became a se-
rious pursuit.

Despite the subsequent invalidation of
Eysenck’s work, many of the points for
which he was criticized—issues of bias
and methodology—have continued to
weaken therapy research. He was ac-
cused of selecting only studies that would
prove his point and of comparing studies
in which the key variables were too dispa-
rate. For example, there was no way of
determining if the illnesses of the treated
and untreated groups were comparable
in severity. Moreover, the studies Ey-
senck compared did not use a uniform
definition of improvement. Critics also
pointed out that many of the “untreated
groups” were cared for by general prac-
titioners and thus actually received some
therapy, i.e., attention, reassurance, and
suggestion. (To this day, the problem of
setting up a placebo-free study baffles
researchers.)

The pattern established by Eysenck
and his critics continued for the next few
decades. Every study was followed by an

attack on the findings and research
methodology, which was then followed
by another study with different findings,
which was also attacked, and so on. The
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result was a collection of studies, whose
findings canceled each other out.

The impasse was broken in 1980,
when psychologists Mary Lee Smith,
Gene Glass, and Thomas Miller pub-
lished the results of an analysis of 475
studies revealing that the average patient
who received therapy was better off at

_ the end of treatment than were 80 to 85

percent of cbmparable patients who did
not receive such treatment. Having con-
sidered only studies meeting minimum
standards of controlled trial research—
those including a control group—the re-
searchers concluded: “Psychotherapy
benefits people of all ages as reliably as
schooling educates them, medicine cures
them, or business turns a profit.”

Although the Smith study is consid-
ered the most comprehensive and bias-
free ever done, it created an impasse of
its own. All the therapies examined, psy-
chodynamic or behavioral, got compara-
ble results for the treatment of all disor-
ders. This despite dramatic differences
in philosophy and procedure.

While upsetting the proponents of
various therapies, the findings con-
firmed the ideas of those in the field who
believe that it is the general rather than
the specific aspects of therapy that pro-
duce change. Psychiatrist Jerome Frank,
one of the most respected spokesmen for
this point of view, says that all therapies
share features that are effective at treat-
ing a syndrome shared by all patients:
demoralization. Regardless of their com-
plaints, he says, patients feel helpless, un-
able to cope, depressed, guilty, and
worthless. -

The elements contained in every ther-
apy that are effective in treating this con-
dition, says Frank, include a special rela-
tionship in which the therapist expresses
concern and engenders trust; a special
setting—the therapist’s office—that is
seen as a sanctuary; and a conceptual
framework that, in addition to providing
an explanation for the patient’s behav-
ior, offers hope that the treatment will
relieve the suffering. And all therapies
produce a degree of emotional arousal
and an increase in patients’ awareness of
alternatives.

From all indications, most practition-

ers are not very flexible. Researchers
have found that few therapists, regard-
less of their treatment philosophies, vary
their techniques to meet the needs of
individual patients. But it may be that
specific treatments are crucial. “A major
theme of research now is the develop-
ment of specificity,” says Docherty. “It is
the increasing focus on specific factors
that is leading to definitive answers.”
The National Institute of Mental
Health is now funding several projects
that seek to compare specific treatments
for specific disorders. Although the re-
sults are not yet available, one of the
most ambitious is a rigorously controlled
study on the treatment of depression.
The study compares the success rates of
cognitive therapy and interpersonal
therapy, both of which have done quite
well in preliminary trials in the treatment
of depression, a malady that afflicts more
than eight million adults annually. Cog-
nitive therapy teaches patients to modify
thoughts that produce feelings of unwor-
thiness, frustration, and hopelessness.

Interpersonal therapy, on the other

hand, uses more traditional techniques
and focuses on relationships and social
functioning. The improvement rates of
the two therapies will be compared to a
group receiving antidepressant drugs.
Identical trials are being conducted at
three research sites—University of Okla-
homa, University of Pittsburgh, and
George Washington  University—thus
getting a much larger sample of patients
than is generally feasible and also provid-
ing simultaneous replication.
Researchers in this collaborative study
have gone to great lengths to standardize
treatment because in many earlier stud-
ies it has been almost impossible to de-
fine exactly what therapy was adminis-
tered. Even among therapists within the

More than

250 brands of therapy

are marketed today.

Their names

suggest that

it is possible to convert

- almost any
activity into therapy.
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You can’t talk about a cure in psy-
chotherapy until you've defined
what the illness is. To make that
process easier, the American Psy-
chiatric Association publishes a
field guide of sorts called Diagnos-
tic and Statistical Manual, Third
Edition. DSM-iH attempts to de-
scnbe every mental iliness in terms
SO unequivocal, so objective, that
any two therapists, regardless of
which forms of treatment they dis-
pense, will, after examining a given
patient, arrive at exactly the same
diagnosis. To get a feel forhow a
therapist might use the DSM-ill,
first consider this case history, from
an APA teaching guide called DSM-
1i1 Case Book.

T

T
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A 29-year-old car salesman was
refemred for evaluation by bis cur-
rent girl friend, a psychiatric nurse,
who suspected he had a mood dis-
- order, even though the patient was
reluctant to admit that he was a
. "“‘moody’” person. Since the age of
14 he has experienced repeated
altemating cycles that he terms
“‘good times and bad times."” Dur-
ing a “‘bad’’ period, usually lasting
four to seven days, he sleeps 10to
14 hours daily, lacks energy, confi-
dence, and motivation—"'just veg-
etating,”’ as he putsit. Then he
abruptly shifts, characteristically
upon waking up in the moming, to

T

L

e T e B e g et T

. The case of the moody car salesman

athree- to four-day stretch of over-
confidence, heightened social
awareness, promiscuity, and
sharpened thinking— "“Things
would flash in my mind.’* Occasion-
ally the ““good"” periods last seven
to 10 days, but culminate in irrita-
bie and hostile outbursts, which of-
ten herald the transition back to
another period of *‘bad” days.

Inschool, A’s and B's altemated
with C's and D's. As a car sales-
man his performance has aiso
been uneven; even on “‘good
days'' he is sometimes penlously
argumentative with customers and
loses sales that appeared sure. Al-
though considered a charming
man in many social circles, he
alienates friends when he is hostile
and imtable.

DSM-Hi-style diagnosis is largely a
matter of excluding ilinesses that
don’t apply and seeing what’s left.
So the therapist evaluating the car
salesman would begin by asking
himself, Does the patient suffer
from some organic iliness that
could be causing these symp-
toms? If the answer were yes, the
diagnosis might be primary degen-
erative dementia with depressive
features (DSM-HI! diagnosis number
290.13) or organic affective syn-
drome (number 293.83). Since
there’s nothing in the history to in-

. schizophrenia with a superimposed

dicate a physical illness, the thera-
pist would go on to ask, Does he

have any psychotic symptoms, like
hallucinations? That might indicate

atypical mood disorcler. Because
the salesman seems untroubled
by visions or delusions, the thera-
pist might next wonder if the prob-
lem is manic-depression. The trou-
ble with that diagnosis, according
to DSM-I1i, is that the patient must
be senously depressed or manic
for at least two weeks, or manic
enough to be hospitalized—ruling
out the salesman. Weli then, the
therapist might ask himself, how
long has this moodiness been go-
ing on? Ifit's less than two years,
he could have adjustment disorder
with depressed mood (number
309.00). But the salesman has
been riding an emotional roller
coaster for a good 15 years, which
leaves two possible diagnoses.
One is dysthymic disorder, a low-
grade depression, but patients
with that condition never experi-
ence the bursts of energy the
salesman feels. So the diagnosis
ends up number 301.13—cyclo-
thymic disorder, the APA’S temin-
ology for chronic moodiness.
There's no question that the di-
agnoses in DSM-)I sound wonder-
fully—sometimes comically—pre-

cise. But are they really objective?

Like earlier editions, DSM-1ll never
manages to escape accusations of
ideological bias. For instance, the
recent proposed addition of “self-
defeating personality disorder,” @
diagnosis employed by Freud and
his followers, rankled femirists,
who feared that it was conceived
with repeatediy battered women in
mind—a ‘‘blame-the-victim”” ap-
proach not justified by research on
domestic violence.

Even if he harbors no such reser-
vations, a therapist tuming to DSM-
1 for help will only get so far: the
book won't tell him what caused
the problem or how to fix it. Though
a precise diagnosis would seem to
suggest an equally precise treat-
ment, experienced therapists find
that patients who are really moti-
vated to change will often improve
regardless of the form of treatment
they receive. According to Robert
Winer of the Washington Psycho-
analytic Institute, ““‘Patients well
suited for the rigors of daily psycho-
analysis can make better-than-av-
erage use of once-a-week thera-
py.”" And Dean Schuyler, a consul-
tant at Sheppard and Enoch Pratt
Hospital in Baltimore, says the
best candidates for his brand of
treatment—cognitive therapy—
are those who would be consid-
ered well suited for psychoanalysis.

—Perry Turner

same school there is so much variability
in the methods used that it is often said
there are as many therapies as there are
therapists. To overcome this, profession-
al therapists hired for the project were
trained to use the same methods—-a pro-
cess that is now more consistent because
of the recent development of treatment
manuals—and then monitored by super-
visors. Further, each therapy session was
recorded so it would be possible to ana-
lyze the extent to which the actual thera-
py conformed to the program.
Measuring outcome has been another
dilemma. Many studies use very ditfferent
measures of treatment success—ranging
from the objective, such as rehospitaliza-
tion, to the subjective, such as the pa-
tient’s sense of well-being. The collabo-

rative study uses a much more complex

and sophisticated system. Multiple tests
measuring a variety of factors such as
symptoms and social functioning are
completed at various junctures before,

_during, and after treatment. These eval-

uations are done by the patients them-
selves, ‘“‘significant others,” therapists,
and independent eévaluators who are
blind to the type of therapy adminis-
tered.

Collaborative study researchers are
also able to take advantage of a com-
pletely overhauled and more standard-
ized diagnostic system, though new evi-

dence suggests that other patient vari- .

ables, such as personality type, may be
more important than diagnosis in pre-
dicting the success of particular thera-

pies. In preliminary research, Ann Sim-
mons and George Murphy of Washing-
ton University in St. Louis used a test
called the Rosenbaum Learned Re-
sourcefulness Scale to measure patients’
preferred methods of coping. They have
had success in using the results to identi-
fy which patients will be responsive to
cognitive therapy and which will be re-
sponsive to drugs.

Some researchers, however, believe
that the clinical trial method—even
when exhaustive attempts -are made at,
specification and standardization—miss
crucial information about the individual
characteristics of each patient as well as
the nature of the therapist-patient rela-
tionship.

John Curtis and George Silberschatz
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are codirectors of another research pro-
ject funded by NIMH designed to over-
come the limitations of the clinical trial
method. Their work, called process re-
search, involves examining, in minute de-
tail, what happens in each session during
the course of a subject’s therapy. “Going
into the session and examining what hap-
pens in this detail is like basic cellular
research in medicine, where people
might spend years studying cells, the na-
ture of cells, and the interaction of
cells,” says Silberschatz.

Curtis and Silberschatz are testing the
effectiveness of a form of psychodynam-
ic therapy based on a theory called con-
trol mastery. Oversimplified, control
mastery means that the patient defies
goals and is taught to invalidate beliefs
that stop him or her from achieving
those goals.

Four years into the five-year study
Curtis and Silberschatz have found a
high correlation between patient pro-
gress and the appropriateness of the
therapists’ interpretations. In tracking
this, however, they have also witnessed
enormous fluctuations in the behavior of
therapists, all of whom are highly experi-
enced. “Therapists will be on, then
they'll be off, they’ll be up and they’ll be
down,” says Silberschatz. “We've seen
bad therapies where the patient was not
doing well and then, almost by accident,
the therapist suddenly got on the right
course and the patient got better. Then
the therapist reverted to the old pattern
and the patient got worse.” :

Silberschatz and Curtis are hopeful
that the results of their study will help
therapists become more consistent. “If
we continue to show this high correlation
over many, many cases,” says Silbers-
chatz, “it has enormous implications for
training.”

While none of the current research
has yet resulted in major breakthroughs
and there is still little hard evidence, the
body of work is beginning to reveal nug-
gets of information that may one day
lead to bigger answers. One of the ques-
tions remaining, however, is the extent
to which these answers will be listened to

by practitioners. In 1984, psychologists

. Bruce Sloane and Fred R. Staples

Therapy offers
the hope that we
don’thave
to be crazy,
and that may be
invaluable,

wrote, “There is little evidence that any
findings of any outcome study have had
much influence on the practice of psycho-
therapy. ... "

‘Dianna Hartley, a researcher at the
University of California Medical Center
in San Francisco, believes that this inat-
tention to research is in part due to the
limited applicability of what findings
there have been, even when they are pos-
itive. “If a study is published which says
out of a ‘sémple of 100, 50 patients got
analytic therapy, 50 got behavior thera-
py, and 70 percent of the patients got
better, that doesn’t really tell me much
about the patient I'm seeing at three
o'clock. The results haven’t been broken
down in a way that’s useful to clinicians

dealing with individual patients.”

~well.”

The work will eventually alter the prac-
tice of psychotherapy, Docherty ar-
gues. “There really has been 2 revolution
in psychotherapeutic research,” he says,
“in its methods and its power to deter-
mine clinically relevant findings. But it
takes a long time for findings to pene-
trate practice; that’s true for medicine as

In the meantime, many of the people
who are treated do not get better, and
one of the criticisms leveled at psycho-
therapists is that they continue to dis-
pense treatment in the absence of im-
provement. But historically, medicine
has always had the problem of caring for
people who have diseases for which there
is no known cure.

And as it is most often used in this
country, psychotherapy is a last resort.
Contrary to myths, therapy is not the
first choice of individuals in trouble but
usually the last, after they have tried ev-
erything else. The average time lapse be-
tween the first symptoms of alcoholism
and seeking help is five years; for those
with panic attacks, 12 years. People suf-
fer with anxiety and depression any-
where from six months to two years be-
fore seeking help. Itis perhaps the way in
which psychotherapy represents a last
chance that is its most important contri-
bution. To borrow Jerome Frank’s con-
cept, the very existence of therapy may
play an important role in treating the
demoralization of society. Perhaps we
can never evaluate the symbolic role
therapy plays, but the belief that we
don’t have to be depressed or anxious or
crazy, the hope that there is always a way
out, may be invaluable. In their summafy
of the contribution therapy makes to
people’s lives, researchers Smith, Glass,
and Miller conclude: “Of the levers that
can move society forward, psychothera-
py is only one. It may not educate so well
as schools; it may not produce goods and
services so well as management science;
it may not cure illnesses so well as medi-
cine; but it reaches a part of life that
nothing else touches so well.”

Nikki Meredith is a former psychiatric social
worker who now makes her living as a free-
lance writer.

K. Bruce Sioane and Fred R Saples | A v 0 P

JUNE SCIENCE 86 37



