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SPECIAL ARTICLES

Psychodynamic Psychotherapy
for Cancer Patients
N

O R M A N

S

T R A K E R

,

M.D.

Psychodynamic psychotherapy is effective as
an approach to understanding the
psychological conflicts and the psychiatric
symptoms of cancer patients as well as to
planning useful psychological interventions.
The author recommends that the
psychotherapist who treats cancer patients be
familiar with the following: 1) the natural
course and treatment of the illness, 2) a
flexible approach in accord with the medical
status of the patient, 3) a common sense
approach to defenses, 4) a concern with
quality-of-life issues, and 5) countertransference issues as they relate to the
treatment of very sick patients. Case reports
illustrate the unique problems facing
psychotherapists who are treating cancer
patients. Further, these cases show the
effective use of psychodynamic principles to
inform the therapist of successful
psychotherapeutic interventions.
(The Journal of Psychotherapy Practice
and Research 1998; 7:1–9)

T

he model of psychodynamic psychotherapy is particularly useful for understanding the emotional reactions of patients
with cancer. It provides a point of view for clarifying the onset of psychiatric symptoms in response to the stresses of having a cancer
diagnosis. It also offers a perspective on the
doctor–patient relationship that is useful for
understanding and resolving conflicts. Compliance and noncompliance with treatment
recommendations for cancer can be understood in terms of transferences and resistances
as in a psychoanalytic psychotherapy.
Current psychoanalytic theoretical models add to an understanding of the emotional
symptomatology of the cancer patient as well
as provide a point of view for intervention. The
ego psychological model offers a look at defenses and coping mechanisms. The object
relations model is helpful in terms of understanding the threat of object loss and the relationship between patient and caregiver. The
model of self psychology is pertinent to the
threat to the integrity of the self and the need
for an empathic approach.
This article briefly reviews findings on the
effects of psychosocial factors and psychotherapy on medical outcome, recurrence, and
length of survival. The article also highlights
certain unique issues that I feel are important
in any psychotherapy with cancer patients.
Phases of the cancer illness and psychological
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problems of each phase, including case reports, are presented. Each case is examined
from a psychodynamic point of view in terms
of how the patient was understood and how
the psychotherapy unfolded.
B

A C K G R O U N D

Psychosocial factors, as well as psychosocial
interventions, have now become issues for
study in relationship to cancer onset, quality
of life, and length of survival. It is now documented that emotional expression,1 social supports,2 lower levels of emotional distress,3,4 and
a fighting spirit5–7 tend to be associated with
improved survival time in cancer patients. It
would therefore be reasonable to expect that
psychotherapeutic interventions that address
these issues might improve quality of life, decrease level of stress, and improve survival
time for cancer patients.8 Hill et al.9 in a recent
review showed that in 12 of 17 controlled studies, the psychotherapeutic interventions were
efficacious in reducing psychological stress;
only 2 studies showed no benefit.
Some studies have indicated a direct
beneficial effect of social support on survival
time. The first and most publicized study of
Spiegel et al.10 showed that at 10-year followup there was a statistically significant survival advantage for women with breast
cancer who had participated in group therapy treatment. They lived an average of 18
months longer than control subjects. Richardson et al.11 reported the effects of home visits
and educational interventions on leukemia
and lymphoma patients. The intervention
group lived significantly longer, even when differences in medical treatment were controlled
for. The conclusion was that the psychosocial
intervention was the significant variable.
Finally, Fawzy et al.,12 working with melanoma
patients, documented a survival advantage
and lower rates of recurrence for 40 patients
randomly assigned to 6 weeks of extensive
group psychotherapy. There are as yet no
controlled studies of the impact of individual
psychotherapy on recurrence or survival time;

however, clinical experience is suggestive.
A very brief review of the psychodynamic
psychotherapies is helpful before we examine
typical psychological problems of patients
with cancer who present for consultation.
Briefly, the spectrum includes psychoanalysis
and the psychoanalytic psychotherapies such
as the exploratory, ego supportive, and crisis
intervention therapies.13 The insight-oriented
psychotherapies are most closely related to
psychoanalysis. The common elements include a focus on core conflicts as they present
in the patient’s present life situation, in past
family history, and in the transference. These
conflicts are analyzed and worked through
actively, with the therapist in a position of neutrality. The crisis intervention model14,15 attempts to relieve symptoms and stabilize the
crisis by reviewing recent events, allowing a
catharsis, and manipulating the environment.
Ego supportive therapy includes support, reassurance, and encouragement. The goal is
symptom suppression while promoting a positive transference.
A

P P R O A C H E S

C

A N C E R

P

T O

T H E

A T I E N T

Anyone contemplating conducting a dynamic
psychotherapy with a cancer patient must have
some familiarity with the phases of the cancer
illness and the challenges presented to the patient and doctor.16 Patients who present for psychotherapy in any stage of the cancer illness
require a very flexible approach. They need to
be evaluated initially on the basis of their presenting symptoms as well as their physical
health and the stage of the disease. They also
need to have a psychiatric and psychodynamic
evaluation. The shifting nature of the disease,
with diagnosis, therapy, remissions, recurrences, and terminal illness phases, requires
that the person conducting psychotherapy be
flexible in his or her approach. Psychoanalysis
and/or insight-oriented psychotherapy may
have to give way to crisis intervention and supportive therapy (temporarily or permanently,
depending on the medical condition of the
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patient), whereas patients who might first
present for crisis intervention or supportive
therapy may later require a more intensive psychotherapy. Furthermore, the psychotherapist
must be flexible in regard to the need for medication or for a referral for behavior therapy for
conditioned nausea.
I also suggest a common sense approach
to defenses17 as they relate to coping with the
cancer illness and treatment. Defenses should
be evaluated in terms of whether they are
adaptive and promote optional coping and
compliance, or whether they are maladaptive.
Preconceived notions such as “denial is good”
or “denial is bad” do not make sense in the
clinical situation. Denial will serve the patient
well if it wards off anxiety or depression without interfering with compliance or the patient’s
life goals; the affect associated with the prognosis is frequently denied. Others, however,
might use denial of their state of health to avoid
necessary medical appointments. In such instances, denial must be confronted to allow for
maximum quality of life. Similarly, regression
must be evaluated in terms of its clinical consequences. Regression in terminally ill patients
is clinically helpful and can be encouraged,
whereas regression in patients in remission
needs to be confronted and challenged. These
principles are well illustrated in the clinical examples that follow.
Psychotherapists also need to keep
quality-of-life issues in focus.18 The expected
life span, the patient’s relationship to the oncologist, and issues related to the patient’s
symptoms should never be far from the psychotherapist’s attention. One must be an advocate for the patient in this regard and not
remain passive. I would also recommend a focus on continuity of care, so that patients whose
psychotherapy terminates are encouraged to
return should their disease progress.
Finally, special attention is required in
dealing with one’s countertransference (N.
Straker, unpublished). A failure in this regard
will lead to self-protective mechanisms that
keep the therapist from engaging with the patient in an empathic, helpful manner. In fact,

it might result in premature therapeutic termination or in abandonment of the patient. Other
reactions include hopelessness, depression,
anxiety, and low self-esteem. I have been impressed each year with the emotional reactions
of each new group of psycho-oncology fellows
who feel overwhelmed and wonder if psychotherapy has much to offer these people who
face pain, terror, death, and despair. They have
yet to recognize the power of an empathic relationship and the transference, especially in
terminally ill patients. Supervision and support
groups with case discussions are very helpful
in preventing these reactions and forestalling
burnout.19
P

H A S E S

O F

C

A N C E R

First Phase: Diagnosis
The first phase is the diagnostic and initial
treatment phase. This phase is usually handled
surprisingly well by most patients.20 Shock, disbelief, anxiety, some depression, guilt, and bitterness usually are buttressed by the hope that
the initial treatment will be successful. A positive transference to the healing physician is
very important and most common. However,
some patients require psychotherapeutic intervention at this stage. For some patients who
have devoted themselves to trying to avoid illness through diet, exercise, and a healthy lifestyle, a cancer diagnosis can be a major affront.
Many patients feel they have caused their cancer by not handling their life stresses well
enough and thus producing a failure of their
immune system. Others who might also seek
psychotherapy are overwhelmed by the fear
of death; the fear of dependency; the threat of
loss of power, attractiveness, and income; or
existential anxiety about the meaning of life.
Some patients, referred by oncologists, cannot
comply with treatment recommendations because of denial, obsessive paralysis, or depression.
In general, the psychotherapeutic efforts
during this period are primarily directed toward adapting to the crisis and choosing the
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appropriate treatment. The ego supportive
and crisis intervention models are usually effective on a short-term basis with most patients.
Symptom suppression can usually be accomplished by both methods. Occasionally, the addition of psychopharmacological intervention
will assist in this process. For others who have
long-standing character disorders, the stress of
illness may require an insight-oriented psychotherapy to enable them to deal with potential
compliance issues and arrive at some acceptance of this new reality.
Clinical Examples
1. A middle-aged woman with breast cancer
and a knowledge of the effects of stress on the immune system was referred for brief psychotherapy. She was depressed, pessimistic about her
prognosis, and filled with guilt, feeling that she
had caused her disease. She was sure her marital
infidelities were responsible for causing her cancera fitting punishment, she thought. The early
phase of psychotherapy allowed her to deal with
the fact of being a cancer patient. She was also
helped to relate her guilt feelings to her marital infidelities. Her own theory of causality, with cancer as a punishment, was contrasted with
scientific knowledge.
This patient was depressed in response to
the narcissistic injury of losing her good health.
Her character was highly narcissistic with obsessive features. She had always prided herself on being in control and being fit. To become ill was a
devastating blow. She reestablished some sense
of control by blaming herself for the cancer and
feeling guilty.
The psychotherapy evolved into several
phases. A positive transference was encouraged
while the patient was helped to mourn the loss of
her good health. She was also encouraged to take
control of understanding her disease and the reasons for her marital infidelities. She worked to improve her marriage, as well as to understand why
she was unfaithful. She also became committed to
fighting her cancer and became an advocate for
more research funding for cancer. She was discharged from psychotherapy after a year and a
half of twice-a-week psychotherapy feeling more
in control and optimistic. Long-term follow-up of

5 years showed her to be well and still involved
in fundraising for cancer research.
2. The next case did not go as well. Despite a dynamic understanding of the case, the resident
therapist in supervision experienced the same
hostile and aggressive feelings as the referring oncologist. A middle-aged woman with ovarian cancer who had difficulty keeping her scheduled
chemotherapy appointments was referred for psychotherapy because of noncompliance. She had a
history of long-standing authority problems and
marital conflict. Within a few psychotherapy interviews, she developed a negative transference,
repeating the problems she had with the oncologist. The psychiatric resident pointed out her core
conflicts as they reappeared in the psychotherapeutic relationship. The psychotherapy was
stormy, with many arguments that repeated the
problems the patient had had with her husband
and her father. The patient eventually quit her
therapy and was lost to follow-up.
3. In a more successful intervention, a psychiatric resident in supervision was able to intervene
and preserve the cancer therapy through interpretive dynamic psychotherapy. A young woman
with a history of childhood sexual abuse was referred to psychiatry because of difficulty cooperating in vaginal exams and a refusal of vaginal
implants, the treatment required for her advanced
cervical cancer. The patient’s difficulty in complying with the treatment was understood to be the result of a resonance with earlier childhood traumatic
experiences. Insight-oriented psychotherapy was
recommended. As the female resident continued
working with her, the patient recognized her feelings of being invaded by the psychotherapist, and
she expressed the desire to discontinue her psychotherapy. Skillful interpretive work by her psychiatrist allowed for a working through of her
core conflict of experiencing the repetition of sexual abuse in the psychotherapy, the vaginal exams, and the radiation implants. The therapy
allowed for compliance and a good outcome.
This intervention was brief, one time per week,
until the cancer therapy was complete.

Second Phase: Follow-Up
The follow-up phase after the first cancer
treatment (surgery, chemotherapy, and/or
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radiotherapy) is usually greeted with mixed
emotions. The patient is pleased to be done
with the rigors of treatment and side effects,
but now has to face the future with less certainty of good health. This new vulnerability
may be denied by some or become overwhelming to others. The threat of recurrence
or of an early death may lead some patients
who have achieved a somewhat fragile adaptation to regress and become dysfunctional.
Others, who had previously never faced their
own mortality, will have to come to terms with
unaccomplished life goals and the pressing
need to immediately address them.
Patients referred for consultation during
this phase of their illness tend for the most part
to be in remission and physically well. This is
the phase in which referrals for dissatisfaction
with relationships and/or careers will be most
prevalent, the result of character pathology. I
recommend that assessment of these patients
for psychotherapy be based primarily on their
psychological needs and psychiatric diagnosis.
In this group, there will be some who require
insight-oriented psychotherapy or psychoanalysis. Such patients will be those who have
strong motivation, psychological mindedness,
tolerance for anxiety, and enough intelligence
to engage in a process that could offer significant psychological change.
Clinical Examples
1. A middle-aged man with lymphoma was described as the ideal patient during his arduous
chemotherapy treatment. When the treatment
was over, the oncologist expressed surprise that
with an excellent result and a good prognosis the
patient was depressed and panicky. The patient,
an overachiever, had always taken control of his
life, beginning at age 8 when he first began delivering newspapers. He never received financial
help of any kind from his family. His hard work
and take-charge attitude resulted in great success
in the corporate world and the belief that he
alone could totally control his destiny. He emotionally confronted the reality of his cancer only
after he had finished his chemotherapy. He felt

totally vulnerable, panicky, and unable to depend
on anyone. Dependency was to be avoided at all
costs, as it had only led to rejection and disappointment during his childhood.
The early phase of psychotherapy focused
on the importance of establishing a relationship
with the therapist. His childhood and the coping
mechanisms he used were reviewed and discussed in relationship to his reluctance to count
on anyone. At the same time, he was encouraged
to accept his need to depend on his wife and children, as well as his therapist. He was also helped
to experience the feelings he had dissociated and
suppressed during his chemotherapy. His need
for control was redirected to healthier pursuits.
He began to learn about his cancer and to focus
on how he might cope with it. He became interested in the importance of diet and exercise, as
well as modifying his lifestyle in an effort to “control his destiny.” He became partners with his
therapist in his exploration of how to have a
healthier lifestyle. He felt more optimistic and
less vulnerable 6 months after his remission, and
he claimed he looked and felt younger and
stronger than before he became ill. An understanding of the character and defenses of the
patient allowed for this psychodynamic intervention, which addressed the suppression of affects
and the need for dependency and redirected the
patient to once again take control of his life by encouraging him to adopt a healthier lifestyle.
2. Two female patients in their twenties presented severely regressive symptomatology after
arduous treatments for cancer. One patient had
extensive chemotherapy for bone cancer; the
other patient had two bone marrow transplants
for lymphoma. They both achieved a marginal
adult adjustment after a stormy adolescence and
difficulty separating from home to go to college.
The mothers of both patients were reported to
have very disturbed personalities. The fathers
were both highly successful and had the closest attachment to their daughters with cancer. During
the cancer treatments the patients returned to
their parents’ homes and became enmeshed in
old family dynamics. The marriages of the parents in both situations underwent serious strain.
At the end of the cancer treatments, both patients
were totally dysfunctional and regressed, unable
to separate from their parents (especially their fathers) and resume independent living. As a transition to independence, both patients required an
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intensive supportive psychotherapy three to four
times per week. In both cases, the treatments
were successful in dealing with the cancer experience and working through conflicts from the past.
This allowed the patients to resume their independent lives: a legal career in one case, postgraduate school in the other. One of the patients
had psychoanalysis for 5 years and, at follow-up,
was well and married with two children.
3. In several cases, workaholic males with
very successful careers have presented for psychotherapy following remission of cancer. They are
narcissistic characters with shallow relationships
whose main interest in life is becoming very
wealthy. The confrontation with their own mortality has left them with a life-crisis unparalleled.
When they present for psychiatric consultation,
their lives feel meaningless and without a legacy.
These patients have generally been best suited to
an intensive psychotherapy or psychoanalysis.
Improved relationships as well as active involvement in charitable organizations have led to a
more satisfactory adjustment.

In the above cases from the treatment and
remission stages, the patients have all done
very well both psychologically and in terms of
avoiding a recurrence. The female patient with
the negative transference who quit was the one
exception. It is tempting to postulate a causal
relationship, but clearly without controlled
studies such a conclusion would be fallacious.
Third Phase: Recurrence
The recurrence and re-treatment phase
tends to repeat the diagnostic and first-treatment phase, with the following major differences. The meaning of recurrence makes the
patient less hopeful for cure. Patients may
blame themselves or their doctors for what is
usually considered a failure. Anger, depression, anxiety, and distrust will be more prominent. Alternative treatments are more likely to
be sought out. Compliance with medical recommendations may be lower than before.
Problems erupt in the doctor–patient relationship, especially hostility toward the doctor.
Psychotherapeutic issues more closely
resemble those in the diagnostic and initial

treatment phase. Crisis intervention and ego
supportive therapy, with or without medication, will often be sufficient to reestablish
medical compliance. However, patients with
character problems will be in need of a more
intensive insight-oriented psychotherapy that
will highlight the problem of compliance as it
reappears in the psychotherapeutic relationship in the form of resistance. Others, whose
compliance problems are related to maladaptive defenses such as denial, require confrontation so that they can have an opportunity to
mourn their hopes for continual remission
and begin to accept the need to choose a new
therapy.
Patients referred following recurrence of
cancer have often suffered the consequences
of relying too heavily on the psychological defense of denial in relationship to their illness,
prognosis, or state of health. Following are several examples, with psychotherapeutic strategies appropriate to the psychiatric diagnoses
and medical conditions of the patients.

Clinical Examples

1. A 70-year-old man with no history of manicdepressive disease was referred for consultation
when he became manic on learning of his recurrence. He had all the symptoms of mania and
was unable to comply with recommendations to
discuss the need for more cancer or psychiatric
treatment. History revealed a successful businessman with a life dedicated to physical fitness and
weightlifting even at age 70. He was sure he had
beat the cancer. It was quite difficult to enlist the
cooperation of the patient in treating the manic
episode. The psychiatric resident invoked family
pressure after the patient engaged in wild spending sprees. Finally, the patient accepted lithium.
The task in the psychotherapy was to confront
the patient’s denial with the utmost sensitivity
and tact so that he would not flee the treatment.
He did become depressed, as was expected, and
was continued in a supportive psychotherapy
with antidepressants and lithium. The intervention allowed for more chemotherapy and a successful remission.
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2. A young man in his thirties who prided himself on his independence could not accept his deteriorating health from a recurrent lymphoma. In
fact, his denial was so great that he applied for a
work position that was in a distant city and required physical vigor. His oncologist, recognizing
his flight from reality, referred the patient for psychotherapy. This psychotherapeutic treatment required sensitivity, but, after a supportive
relationship had been established, it also required
direct confrontation of his denial. After several
sessions, the resident therapist, with encouragement from his supervisor, did confront the patient. The resident pointed out the patient’s
needbecause of his fear of being dependent
to try to flee his weakness and failing health by
pretending he had the vigor of a man without cancer. This interpretation, repeated several times, allowed the patient to begin to talk about his fears
of being feminine and weak when growing up.
The patient became very emotional and temporarily very dependent on the resident therapist
for frequent psychotherapeutic sessions. The resident therapist felt quite guilty about disturbing
the patient’s psychological defenses, and worried
about whether the patient’s upset mental state
might lead to his becoming less able to fight his
cancer. The supervisor supported the resident, reminding him of the need to confront the patient’s
maladaptive denial and fears of dependency and
accept the patient’s temporary upset and need for
dependency. The patient continued in a longterm supportive therapy while complying with
the chemotherapeutic regimen.

treatment and how to live knowing your time
is limited. More recently, some patients have
wanted to discuss assisted suicide. Occasionally patients are more realistic than their physicians regarding their prognosis and need
assistance in asserting their desire to end heroic
treatments. Others need affirmation about the
life they have led and may need to address
unfinished business in relation to family members or friends. Still others need comfort and
empathic supportive relationships because
they fear abandonment. Treatment based on
an understanding of Kohut’s idealized and omnipotent transferences21 and an encouragement of regression in the terminal phase is of
great comfort to some patients. Norton22 recommends helping the patient to defend against
object loss by facilitating a regressive relationship. Deutsch23 writes about the importance of
settling differences. Eissler24 recommends that
the psychiatrist share the patient’s belief in
immortality and indestructibility, as well as
sharing the patient’s defenses and developing
an admiration for the patient’s inner strength.
Finally, Cassem25 emphasizes a common sense
approach and regards listening to the patient
tell his or her own story in a supportive relationship as most therapeutic. Tact and support
are essential.
Clinical Examples

Fourth Phase: Terminal Stage
The terminal palliative phase is the most
difficult, especially for physicians. Only recently have medical students and physicians
been better taught to deal with the terminal
phase of illness. Palliative techniques can reduce pain, anxiety, depression, insomnia, and
other discomforts to tolerable levels if physicians have been taught well and can face the
death of their patients. Psychiatric consultation
in the hospital during this phase is quite common. Aside from the management of delirium,
anxiety, or depressive symptoms, some patients and their families request psychiatric intervention to discuss when to terminate active

The following case examples illustrate
the value of a psychodynamic approach to
the terminally ill patient who is undergoing
palliative care. The first case illustrates the
importance of recognizing that some cases
of depression in patients who have led active,
controlling lives are due to feelings that they
have lost all control and power as they get
physically weaker. The psychotherapeutic intervention that allows the person to take some
control and exercise his or her power even
while bedridden can relieve the sense of passivity and hopelessness. The second case
focuses on the importance of providing affirmation and selfobject relatedness to a patient
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who was experiencing excessive isolation and
feelings of abandonment. The third case, with
similar dynamics to the second, required the
addition of heavy doses of anxiolytic medications to permit sufficient regression to enable
the patient to experience the staff as idealized,
omnipotent parent images so that her panic
feelings of helplessness would be dissolved.
1. A 68-year-old man in the terminal phase of
his disease refused to make a will or help his family make plans to manage his large and successful
business. All his life the patient had been a very
active man who took great pleasure in being “in
charge.” His failing health had resulted in an uncharacteristic passivity and severe depression. Discussion with the patient centered on reviewing
his former life pursuits, his pleasure in having
taken care of his family over the years, and his
need to feel that he was still in control. He was
helped to become aware that he still had the
power to affect the future of his family and business. The patient was again able to assume an incharge position. He subsequently made out a will
and began teaching members of his family how
to run the business. His new sense of purpose resulted in significant alleviation of depression,
even in the final weeks of life.
2. A 71-year-old married father of two, terminally ill with colon cancer, felt the need to talk
about his life and resolve some family matters.
This was his first request for psychotherapy.
He had led a very active, successful professional life and was accomplished in the community and socially. He had not been able to
successfully communicate intimately with his
family. He had some guilt in this regard. The
therapy focused on mirroring his life accomplishments, providing the intimacy he felt he
had lacked, and encouraging him to broach the
subjects he felt he had neglected with his family. The psychotherapy continued until the patient died. The treating resident felt the
satisfaction of helping this patient improve his
final days by encouraging him to communicate
more intimately with his family while affirming
his life accomplishments.
3. A 52-year-old divorced mother of two children became progressively panicky as her breast
carcinoma showed symptoms of spreading to the

brain. She lost a quadrant of her visual fields, and
this was followed by weakness in her legs and
arms. This nightmare promoted a severe helpless
panic. The patient, whose level of consciousness
varied, was quite panicky when conscious. Her
psychiatrist’s use of a combination of benzodiazepines and major tranquilizers and his twice-daily
visits, however brief, were an attempt to tranquilize her without undue sedation and regress her to
the state in which he and other staff members
functioned as omnipotent selfobjects. The family
was grateful for the extra time the patient could
be conscious, as a result of minimal sedation without panic, until she slipped into a coma.

C

O M M E N T

The cases reported in this article demonstrate several of the important principles that
are unique to the psychotherapeutic work
with cancer patients. These principles include a focus on the medical illness, an adaptive, common sense approach to defenses
such as denial, a focus on quality-of-life
issues, and a special sensitivity to countertransference issues as they relate to patients
with cancer. The fear of disrupting patients’
defenses can often result in therapeutic passivity. Also, common countertransference issues such as hopelessness or depression,
especially when a therapist is confronting
very sick or terminally ill patients, often lead
to premature withdrawal from patients. Psychiatric residents often feel nihilistic about
what they can offer patients, particularly in
the terminal or palliative phase of treatment.
Supervision and case conferences should
emphasize the value of the transferential
relationship along with practical therapeutic
approaches that can enhance the quality of
life for patients in the final phases of life.
This emphasis in training will counter the
“what can I do?” attitude of those with little
experience treating terminally ill cancer patients.
Dynamic psychotherapy with cancer patients is emotionally challenging, intellectually
stimulating, and highly rewarding. Time pressures will often enhance the motivation for
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psychological change and allow the patient
and therapist to work productively and rapidly
toward resolving long-standing conflicts. Work
of this kind requires therapists to believe in the
value of dynamic psychotherapy in the face of
pain, suffering, and death, and to be able to

R

E

F

E

R

E

N

C

E

cope with intimacy and separation without undue disruption to themselves.
The author thanks the Fellows in Psycho-Oncology at
Memorial Sloan-Kettering Cancer Center for permission to use some of their cases in this presentation.
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A multiaxial model that structures
educational goals for psychodynamic
psychotherapy has been developed. It specifies
core aspects of psychodynamic psychotherapy,
clusters them in categories that further define
and link related areas, and presents a
sequence that enables educators and students
to focus on training goals in a consistent
progression. This model has been used by the
Director of Education as a basis for
developing the curriculum, by students as a
way of focusing learning and giving
perspective to current work, and by
supervisors to link individual teaching to the
goals of the training program. This method
has enhanced consistency, clarity, and
efficiency in the psychotherapy program.
(The Journal of Psychotherapy Practice
and Research 1998; 7:10–22)

E

ducation in psychodynamic psychotherapy is steeped in a rich tradition. An extensive literature has evolved describing the
supervisory relationship1–6 and teaching trainees how to think, in preference to a techniqueoriented approach.7–10 The focus on process in
education is of central importance and reflects
the nature of psychotherapeutic work. There has
been a more recent trend toward elaborating the
specifics of teaching. This endeavor has included
writing about supervisory styles,11,12 developmental models,13–15 lists of objectives,16 innovative seminars,17,18 and questioning students and
supervisors about their work together.19–21
A number of textbooks22–34 provide comprehensive presentations of technique and
theory. Although they are indispensable to
psychotherapy education, they do not provide
a concise framework from which to organize
a training program. A model curriculum for
teaching psychodynamic psychotherapy in
psychiatric residency programs was developed
by members of the American Association of
Directors of Psychiatric Residency Training
and the Association for Academic Psychiatry.35
It contains a consensus about core goals, an
educational philosophy, and a recommendation for sequencing training over the course of
the entire residency.
Further development of a curriculum approach to psychotherapy training will produce
Received June 18, 1996; revised February 7, 1997; accepted May 15, 1997. From the Department of Psychiatry,
University of Connecticut School of Medicine, Farmington, Connecticut. Address correspondence to Dr.
Goldberg, Department of Psychiatry, University of Connecticut School of Medicine, 10 Talcott Notch, East Wing,
Farmington, CT 06030-6410.
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more consistent and effective methods of education. Overtly defined goals and objectives
that are organized and sequenced can enable
educators to approach the questions of what,
when, how, and in what context to teach.
Students and teachers can work more collaboratively when they share a defined set of educational tasks. A concise description of the
areas and skills relevant to psychodynamic
psychotherapy can be used to augment education that takes place in individual supervision
and case-based seminars. There is always a
need for balance between an objective curriculum approach and the individually focused
orientation of traditional psychotherapy education.
A number of authors have directly addressed the question of educational goals and
their possible sequence. Fleming and her coworkers7,36,37 developed an educational model
that moved from listening and gathering information to organizing and processing the data
into meaningful units, integrating what has
been learned, and responding to the patient.
Fleming stressed the importance of beginning
within a phenomenological context. She also
advocated a planned learning approach in
which both teacher and student actively work
to meet overtly defined teaching objectives.
Ornstein38 shares the view that early training
should focus on observable data. The teacher’s
role is to facilitate the student’s discovery of
ways of observing and forming intuitions from
the clinical situation without the early encumbrance of theory. Ornstein specifically elaborates the basic skills of observation, evocative
listening, empathy, intuition, and introspection for beginning training in psychotherapy.
Ralph13 describes a series of four developmental steps: 1) observation and listening, 2) a patient-centered approach within the theoretical
framework of the training institution, 3) a relationship-centered approach that focuses on
process, and 4) a self-perspective. Levenson39
favors a style of supervision that begins with
boundaries of therapy, moves to a developmental history, and finally focuses on the
analysis of transference. This method is for

supervision of analytic candidates, but it is
noteworthy that even here, emphasis on theory
is saved for later in training. Melchiode40 describes a developmental supervisory model for
psychiatric residents in six stages: 1) elaborating the history, 2) observing affect, 3) developing empathy, 4) recognizing unconscious
processes, 5) using the therapist’s fantasies,
and 6) understanding theory. Rodenhauser15
provides a comprehensive summary of developmental training approaches and offers an interactional developmental schema involving
the supervisor, the supervisee, and the patient.
In all of these phased-learning approaches
to education, there is remarkable consistency
in moving from a descriptive position to various ways of organizing clinical data. An early
focus on clinical phenomenology is also reflected
in the results of research on residents’ preferences
in supervision.19 These models have the attributes of clarity and a sense of movement over
time. They present organizing principles in
stages, but they do not delineate the multiple
areas of psychotherapeutic work. A more fully
articulated developmental model describing
core skills and concepts is a natural progression
from these earlier conceptualizations.
The model presented here is an amalgamation of a developmental approach with a
more inclusive list of discrete learning
tasks such as those found in many psychotherapy texts and described by Buckley and
co-workers.16,41 This model provides a framework from which to develop a sequence of
seminars. It also provides a framework for periodic review by residents and supervisors to
focus learning and evaluate progress. It is not
intended to impose a static structure on psychotherapy education. Rather, it adds a counterpoint to the richness and diversity contained
in individualized, process-oriented, student/patient-focused teaching.
T

H E

M

O D E L

The fundamental assumptions used in constructing this model are that 1) the educational
process can be facilitated if the training goals
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for dynamic psychotherapy are explicitly defined and structured; 2) there exist a variety of
goals that can be organized into clusters (here
called “developmental categories”); 3) relatively discrete “phases of learning” can be postulated that outline a progression in education;
and 4) there is a complex interplay and individual variation among the various kinds of
skills, knowledge, and behaviors across developmental categories and phases of learning.
The model as illustrated in Table 1 describes a traditional analytic approach. It does
not include the most recent advances in psychodynamic psychotherapy or make specific
connections to cognitive, interpersonal, and
other approaches. The model structure can include such additions as they become relevant
to a specific emphasis or are indicated by an
evolving consensus in the field. The details presented here represent a classical or baseline
approach so that the model can be presented
most clearly. In actual practice, newer ideas
are included, as well as links to other psychotherapeutic disciplines. Advances in technique, especially brief treatment models,33,34
integrate various approaches, and integration
is increasingly a central focus in education.
This is particularly true after basic skills are
acquired and the emphasis of each approach
is understood. This model is helpful in articulating the analytic perspective, presenting
aspects common to all psychotherapies (particularly in Phase I), and providing points of
connection to other techniques. The ultimate
purpose of the model is to facilitate education
for practice in the evolving mental health
environment. Brief psychotherapy, focused interventions, and integration with psychopharmacologic treatments all benefit from a
psychodynamically informed perspective.
The model consists of two coordinates: the
“phases of learning” along the horizontal axis
and the “developmental categories” along the
vertical axis. The concept of “phases of learning” is an attempt to delineate broad sequential
steps in the educational process. Each phase
describes the primary learning perspective
for the educational objectives within it. The

“developmental categories” are groupings of
closely related learning tasks that evolve toward increasing complexity and sophistication. The phases and developmental categories
are described in detail in the next section.
The sequence of learning moves through
each successive phase; the student achieves basic competence in areas within one phase before learning in substantive areas within the
next. There are times when it is necessary or
reasonable to focus on more advanced areas
prior to the completion of a phase. This usually
occurs when supervision of a treatment requires interventions that are in advance of a
resident’s clinical experience. The handling of
early disruptive transference reactions, for example, is an area that frequently needs attention before the student has gained a true
understanding of the phenomena. Supervision
also depends on the proclivities of individual
residents and the preferences of some supervisors. Students are exposed to the entire training agenda from the outset so that they can
place their current areas of learning in context.
They will have an intellectual notion of transference and resistance, for example, long before they are ready to do sustained, integrated
work in these areas. They are also able to benefit from supervision in specific aspects of technique in advance of their readiness to learn
about them in depth.
P

H A S E S

O F

L

E A R N I N G

This model posits a sequence of learning that
moves from what is directly observable to areas that are more difficult to understand and
integrate. The specific developmental phases
are based on the notion of beginning with clinical phenomena, organizing them into clusters
that are informed by a psychodynamic perspective, and, finally, demonstrating important clinical interrelationships. Not all learning
goals fit neatly into each phase. The trend is
consistent enough, however, to make such
categorization useful. The phases also roughly
follow the progression in treatment, from data
gathering, to the identification of consistent
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patterns and processes, through to a detailed
and integrated understanding.
Phase I, Observation and Description, focuses
on the student’s ability to observe, collect clinical data, and describe what is seen, heard, and
experienced. There is little attempt to organize
observations around theoretical knowledge.
The student learns how to describe the patient
and his or her behaviors in detail, enable the
patient to talk freely, listen openly and carefully, and pay attention to the interactive nature of the clinical encounter. An important
aspect of this work includes consensual validation by teachers and peers. Students are also
asked to pay attention to themselves as participants. Most of these skills, although difficult to
work on, require no leap of faith. Working from
the manifest data is in the biomedical tradition,
so residents do not need to see psychotherapy
as an unfamiliar departure from their work up
until that point. Phase I includes many skills
that are basic to all forms of psychotherapy.
Phase II, Conceptualization, centers on placing manifest communications, behaviors, and
interactions within frameworks that help to explain psychotherapy process and aid in the
choice of interventions. Students begin paying
attention to repetitive themes and behaviors,
patterns of interactions, latent communications, and the ebb and flow of the therapeutic
working relationship. At this point, a variety
of clinically useful theoretical concepts are
learned and integrated directly with clinical
data. An overview of the analytic theory of
technique as well as a psychodynamic view of
behavior are needed. The Conceptualization
phase therefore represents a major shift from
manifest phenomena to more covert data and
abstract levels of understanding.
Phase III, Synthesis, involves a fuller integration of the skills, knowledge, and behaviors
learned up until this point. The most important
abilities needed here are a fluidity of thinking
that can integrate multiple areas of knowledge
about the patient and the therapy process,
the ability to understand complex interrelationships, and the freedom to see the same
phenomenon from different perspectives.

Although new knowledge is continually being
introduced, the major emphasis is on the integration of already existing knowledge and its
increasingly skillful applications during clinical work.
During Phase III, the resident develops
the ability to place recurrent behaviors and
thematic material within the context of the
therapeutic relationship, the evolving psychodynamic formulations, and the patient’s
life history. The interplay between resistance,
transference, and thematic interpretation, together with the content, depth, and timing of
interventions, becomes increasingly important. Brief psychotherapy, for example, requires the ability to rapidly assess process
within the session and direct efforts at focused
and effective interventions. This requires the
integration of knowledge and skills drawn
from multiple areas and coupled with new
techniques. Phase III is a time for the expansion and integration of theoretical and clinical
knowledge from interpersonal, cognitive, existential, and other perspectives.
D

E V E L O P M E N T A L

C

A T E G O R I E S

Discrete areas of learning are grouped together
into “developmental categories.” Different
numbers of categories and other organizing
principles could be used, but the educational
goals included here represent widely agreedupon fundamentals in the field. Placing discrete learning tasks into larger groups is not
only an organizational aid but also helps to
demonstrate the interrelationships among the
tasks. The developmental categories are understood to have a dynamic character: each
category is composed of a variety of goals that
are closely interrelated, and each depends
upon learning within the other categories for
optimal progression.
The five developmental categories are
1) Goals, Roles, and Boundaries; 2) Participants; 3) Verbal Flow; 4) Technique; and
5) Theory. Each group of learning goals will
be briefly described over the course of its
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Patient:
• Description of patient (affects,
character, nonverbal behavior)
• Life history: development, themes,
repetitions, meaning (narration)
• Handling patient’s level of anxiety
and avoidance

Therapist:
• Attention to one’s own overt thoughts,
feelings, and fantasies

Goals:
• Symptom relief, behavioral change,
and relationship to self-exploration
• Realistic vs. idealized outcomes
Therapist:
• Application of knowledge gained from
introspection for interpretation
• Use of countertransference for
interpretation
Patient:
• Management and interpretation of
transference
• Ability to interpret resistance
• Use of dynamics to make interventions

Patient:
• Ability to recognize and describe transference
• Dynamic formulation
• Ability to recognize and describe resistance

Goals:
• Ability to match patient to levels of
intervention and focused treatment
goals
• Integration with other forms of
intervention (somatic and
psychotherapeutic)

Ability to consider breaches in the
context of dynamic understanding
and the overall process of the therapy.
Ability to interpret and correct
during hour.

III
Synthesis

Therapist:
• Development of introspection
and self-reflection
• Recognition of prominent
countertransference reactions

Goals:
• Interplay of symptoms and behaviors with
process in treatment and intrapsychic life
• Ability to assess patients and establish
specific and realistic goals
• Time (brief and longer term goals)

Therapist’s roles:
• Analytic attitude (neutrality,
abstinence, safety/freedom)
• Interventions
• Education of patient
(overt and covert)
Patient’s roles:
• Active participant
• Free association
• Curiosity

Recognition of breaches in boundaries
and roles as they occur within
the context of treatment. Ability to
correct obvious problems.

Boundaries:
• Time, space, and money
• Outside relationships
• Professional relationship
• Privacy and confidentiality

1. Boundaries, roles,
and goals

Phases of Learning
II
Conceptualization

I
Observation and Description

Developmental
Categories

TABLE 1. Educational goals: traditional psychodynamic psychotherapy
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Conflicts and defense
Symptom formation
Developmental theory
Object relations perspective
Fantasy and dreams

•
•
•
•
•

•
•
•
•
The unconscious
Importance of early development
Repetition of past in present
Historical and narrative truths

Skills:
• Interpretation
• Use of self with patient
• Pacing of interventions

Skills:
• Open-ended and focused questions
• Listening/responding/listening
• Supportive/expressive techniques
• Confrontation and clarification

5. Theory

Theory:
• Transference/countertransference
• Resistance
• Functions of interpretation

Theory:
• Repetition of outside behaviors and
relationship in the treatment
• Overview of phases of treatment

4. Technique

Listening with openness and concentration • Active listening/empathic listening
Ability to summarize manifest themes
• Identifying major latent theme(s)
Maintaining verbal flow
• Appropriate focusing and unfocusing
Tolerance for ambiguity

•
•
•
•

Dyad:
• Working alliance
• Repetitive interactions (overt and covert)

3. Verbal Flow

Dyad:
• Rapport
• Effects on each other

• Specific models: structural, ego
psychology, object relations,
self psychology
• Comparison with other frameworks:
interpersonal, behavioral, family,
cognitive, systems, other

Skills:
• Subtleties of interpretation
(i.e., depth, timing, content, style)
• Different approach to patients
• Integration with other approaches
(e.g., cognitive, interpersonal,
systems)

Theory:
• Integration of theory, resistance,
transference, and interpretations
• Working through
• Termination
• Therapeutic action and its comparison
with other modalities

• Matching latent theme to dynamics
• Integrating latent themes with
transference, resistance, treatment
focus, and stage of treatment

Dyad:
• Ability to repair working alliance
• Integration of repetitive interactions,
transference/countertransference,
and use in interpretations
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progression through the three phases of learning. This is not a comprehensive review, but
rather a demonstration of the ways in which
this form of organizing educational goals can
be useful.
Category 1: Boundaries,
Roles, and Goals
The establishment of the roles, boundaries, and goals specific to the practice of dynamic psychotherapy is a fundamental aspect
of training. These dimensions define the frame
in which therapy takes place, together with
the expectations for participation and the
purpose of the work. The educational tasks
include 1) the practical aspects of structuring
the relationship between patient and therapist,
2) a clear definition of the necessary attitudes
and responsibilities of both participants, and
3) an understanding of the realistic goals of
this method of treatment. Of particular importance are 1) the accent on a safe and stable
environment against which behaviors can be
observed, 2) an understanding of the characteristics of the analytic attitude, and 3) the development of open and active participation by
the patient.
In Phase I, Observation and Description,
the need for a stable environment, neutrality,
and the nondirective stance, and the purpose
of helping patients to talk freely, all require a
basic conceptual framework. Residents need
to understand the purpose of their activities
and the requests of their patients. It is helpful
for them to realize that the frame of the therapy
dramatically influences the kinds of data available, the processes that unfold, and the kinds
of outcomes that are attainable.
In Phase II, Conceptualization, the student begins to appreciate more conceptually
the patterns of behaviors that are important to
both therapist and patient. Now some of the
“rules” of therapy begin to make more sense.
At this time, the focus will be on observing the
ways in which boundaries and roles are
breached. Some understanding of the reasons
why this takes place will also be possible, as

will moves to restore a stable working environment. Residents can begin to understand the
concept of intrapsychic change as a goal and
its relationship to symptom relief and change
in behaviors. This phase is also a time to educate residents further about specifying treatment goals and maintaining a focus.
During Phase III, the Synthetic phase, a
deeper understanding of the importance of
boundaries and therapeutic posture takes
place. The resident is now able to make use of
breaches in these areas as a means for deeper
understanding and effective interventions.
There is also a greater flexibility in setting goals
in response to the needs, capabilities, and requests of particular patients. Therapists are
now more comfortable with their unique styles
of doing therapy while still being able to maintain a consistent treatment approach. There is
also more tolerance for changes in goals over
time, together with an ability to use dynamic
psychotherapy in an integrated way in other
approaches.
Category 2: Participants
This category contains some of the most
important facets of training: the life history;
in-depth description of behavior; dynamic formulations; introspection; the working alliance;
and the ability to work with transference, countertransference, and resistance. Seeing psychodynamic psychotherapy as an experience
occurring between and within two people is one
of the most central aspects of this treatment.
The beginning therapist must learn to become a participant-observer. During Phase I,
the focus is on manifest feelings and thoughts.
The influences of the patient and therapist on
each other and the context in which these influences are felt is a subject for observation,
description, and discussion. In these ways, the
resident develops the ability to observe carefully, along with vocabulary and perspectives
through which to portray the richness of human behavior.
During Phase II, the student begins to link
recurrent patterns to conceptual frameworks.
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A richer appreciation of psychoanalytically informed clinical phenomena (transference,
countertransference, defense, and resistance)
is fostered. Now the student can understand
what is occurring in therapy in ways that can
provide other levels of information about the
patient and can aid in the selection of areas to
intervene. By this time, for example, the student is able to understand a particular form of
resistance in a patient who seems to know more
than he or she professes, comes late to sessions
that follow a “good” hour, and has stimulated
annoyance and boredom in the therapist. The
student can then go beyond a manifest affect
or behavior to explore with the patient the
presence of resistance and begin to understand
its functions and meanings. Phase II abilities
provide the developing therapist with a greater
sense of control of the process and allow for
interventions that deepen the work.
In Phase III, the Synthetic phase, the
student confronts a matrix of intersecting
educational tasks involving the interplay of
transference, countertransference, resistance,
the status of the working alliance, the deepening understanding of the patient’s dynamics,
and an ability to select and maintain a treatment focus. It is desirable for all residents to
have an overview of the work at this level, even
if they do not develop into competent dynamic
psychotherapists. The application of analytic
understanding to general clinical psychiatry is
of great importance to the field,42,43 and an appreciation of interrelationships at this level is
relevant to that goal.
Category 3: Verbal Flow
The patient’s communication through language and the therapist’s ability to recognize
emerging themes are fundamental to psychotherapeutic work. Phase I involves training the
resident to pay attention to the details and flow
of what is being said without premature closure
and to be able to summarize what has been
heard. Some residents will be able to begin to
quickly “hear” latent levels of meaning, but the
student must first be able to absorb what the

patient is saying before paying closer attention
to underlying themes. The technical skills of
interviewing are closely connected to this
process.
Phase II learning centers upon active, flexible listening for preconscious themes. There
is a shift from content to process and manifest
to latent. The starting point always remains,
however, with the data obtained from the patient and from the therapist’s reflections. While
the way in which thematic material is organized, understood, and applied will be strongly
influenced by psychodynamic perspectives,
the validity of this method must be repetitively
demonstrated by direct links with what is observable.
Phase III, Synthesis, involves connecting
the predominant themes or focal conflicts to
the emerging understanding of the patient and
therapy process. This connection of theme, patient, and process requires the integration of
knowledge about the patient’s life history, current life stressors, recurrent behaviors, character style, and manner of self-expression with
the evolving dynamic formulation. This understanding must, in turn, be informed by an
appreciation of the degree of transference and
resistance present. In this way, the student will
be able to select the most useful treatment interventions.
Category 4: Technique
Technique can be conceptualized as existing across a continuum, ranging from interviewing to the subtleties of interpretive work.
These abilities must be placed within a theoretical context that defines the major areas in
therapy that require intervention. This developmental line is therefore divided into 1) the
acquisition of knowledge about the theory of
therapy and 2) the technical skills of questioning, responding, and interpreting.
The psychoanalytic theory of therapy rests
primarily on the concepts of transference,
countertransference, resistance, and working
through with the use of interpretation. Attaining this theoretical perspective is a necessary
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precondition to conceptualizing clinical phenomena and working with a traditional psychodynamic method. For example, in order
for a student to make use of an important transference reaction during treatment, there must
be a working definition of 1) what transference
represents, 2) the way it can be used to work
through unresolved conflicts, 3) its relationship
to resistance, and 4) how the interpretation of
this phenomenon relates to the patient’s problems and the goals of treatment. This knowledge must be combined with a sense of when
and how transference is to be addressed. An
awareness of the degree of rapport and empathy, the status of the working alliance,25 and
where the patient is on the supportive/expressive continuum34 are also necessary preconditions for the understanding of transference
interpretation. Although there is considerable
variation in the translation of these analytic
principles to the practice of dynamic psychotherapy, an integrated overview of this aspect
of therapy is essential.
In the model, the theory of technique has
been divided to correspond to the phases of
learning so that each area anticipates the focus
of each phase. Thus, Phase I stresses the importance of a developmental history, the fact
that outside relationships are paralleled in
treatment, and the need to set the stage for the
interpretive work that is to follow. Phase II
requires some explication of transference,
countertransference, resistance, and working
through so that the student will be able to
recognize these phenomena in clinical work.
Over time, these categories are placed within
an integrated model of the process of therapy, and this leads to the synthetic work of
Phase III.
The technical skills needed to practice dynamic psychotherapy have only more recently
received the attention they deserve. Training
has shifted toward technique because of the
recent emphasis on treatment specificity, variations in technique, focused goals, and outcome research. Well-defined interventions and
manualized dynamic treatments33,34,44 are
much more explicit about how to do the work.

The considerable variety in emphases and
styles of intervention continues to grow as
newer approaches are validated. The basics of
traditional technique are presented here, but
more recent technical advances can also be
added.
Phase I skills enable the listening and datagathering process and introduce the ability to
move treatment toward interpretation. They
therefore begin with interviewing skills and the
nondirective stance. The student learns to pay
attention to the interactive process, including
listening, making an intervention, and then listening again for the consequences of the intervention. The type and timing of interventions
and the interplay of support and pushing the
work further (as in the supportive/expressive
dimension34) are introduced here.
During Phase II, there is increasing emphasis on interpretive work. Once the student
understands the presence of a resistance, for
example, the technique of pointing this out to
the patient and beginning interpretive work
can be addressed. The major educational goals
of this phase allow for the fuller development
of a working alliance and early interpretive
work on focal dynamic content, transference,
and resistance. This level of technique is attainable by many psychiatric residents and is necessary for the practice of brief dynamic
psychotherapy.
Phase III requires a more in-depth development and integration of interpretive abilities. The student is now able to learn how to
rationally choose which areas within an hour
to address and interpret. There is more sophisticated work on the choice, timing, depth, and
content of interventions.
Category 5: Analytic Theory
Of all the areas in psychodynamic psychotherapy education, the timing and depth of exposure to theory is most open to question. This
is a reversal from the earlier history of education in this discipline and reflects widespread
debate about the validity of analytic theory, as
well as its relevance to clinical work. Yet most
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educators agree that basic theory is essential.
The questions are what it should consist of,
how much diversity of viewpoints is desirable,
and when to teach it.
This model deemphasizes theory early in
training. At Phase I, what is necessary is an
introduction to the notion of the dynamic unconscious and its link to development. The
centrality of human relationships, attachment,
psychic trauma, repetitions, and historical versus narrative truth are concepts that are readily
grasped and applicable to early clinical work.
Phase II learning includes knowledge of
developmental theory; the concepts of symptom formation, conflict, and defense; object relations; and a richer understanding of the
repetition of patterns of behavior. Subjective
reality and fantasy are also addressed. Without
an awareness of these ideas, it is not possible
to understand the utility of dynamic formulations and the interpretation of resistance and
transference. Aspects of psychosexual stages,
structural theory, object relations theory, and
ego and self psychology can be introduced, but
there is no attempt at a systematic presentation
of these models. What is necessary is a basic
conceptual framework that links development,
intrapsychic life, repetitive patterns, and unconscious themes seeking expression.
Phase III education can include discussion of the classic analytic literature to promote
understanding of the central tenets of each
model. Recent contributions and trends are
also important here. The ways in which the
orientations interrelate and inform clinical
work are of particular importance. Links to and
comparison with cognitive, behavioral, and
systems models are more understandable at
this time. It is important to introduce students
to the evaluation and current directions of
theory. However, the study of theory in depth
goes beyond the purview of residency.
D

I S C U S S I O N

Attempts to objectify and systematize training
in psychodynamic psychotherapy have met
both intellectual and emotional resistance.

Many educators feel that the field is so complexly interwoven and the learning process is
such a personal undertaking that moves toward standardization are undesirable. The
supervisory/apprenticeship model has been
the primary mode of training, and in that
model the individual supervisor’s approach to
education, together with the student’s proclivities and the treatment of specific patients, determine what is taught. There is no question
that psychotherapy training must be approached with a flexible attitude that encourages individual variation. The needs of both
patients and students must be attended to, and
these needs do not follow a uniform sequence.
There also has to be room for supervisors to
teach what they value and have particular
strengths in. Awareness of issues of process in
supervision, attention to teaching and learning
styles, support for the resident’s emotional
needs, and personal growth are all necessary.
However, there is a need for a content/process,
didactic/experiential dialectic in psychotherapy education. Teaching with definite, realistic
educational objectives will facilitate educationwhether the immediate accent is on an
experiential approach, discussion of content,
or a specific technique.
This model is an attempt at delineating
those aspects of training that can be described
objectively and placed within a structure that
demonstrates interrelationships and a progression in learning. A major constraint has
been the desirability of constructing a model
that not only accurately reflects the practice of
therapy and helps to inform educational efforts, but is also concise enough to be of use in
ongoing training and for evaluation purposes.
Three separate steps have been taken in the
construction of this model: specifying training
goals, organizing them into categories, and
placing the categories within learning phases.
Each step offers advantages and imposes limitations, and each can be evaluated on its own
merits, but it is the combination of the three
that gives the model depth and provides
educators and students with guidelines for
training.
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The discrete goals have been chosen as being most representative of the practice of traditional dynamic psychotherapy. Some goals are
more specific than others. Although the list is
comprehensive, it does not include the nonspecific aspects of therapy, such as warmth, sensitivity, compassion, and a sense of humor.
Recent contributions have not been included
here. Training programs interested in teaching
dynamic psychotherapy will vary considerably
with respect to how traditional their approach
will be. Some will lean more toward a focus on
the elucidation of meaning and observable interpersonal process, while others will prefer an
accent on dynamics and transference/resistance interpretation. Although there are important differences among them, all dynamic
approaches derive from a perspective that
includes influences from development, the unconscious, subjective meaning, process between patient and therapist, and insight.
Placing the educational goals into the
categories of development aids training by creating manageable gestalts that serve to highlight important interrelationships and trends.
Some of the arbitrariness of this kind of categorization is balanced by an awareness of the
dynamic interconnections across boundaries
and the constant flow between larger perspectives and minute details. This is an aspect of
education that can only be hinted at in an organizational map.
Placing the categories within the sequential learning phases provides an overall dimension to training at different points in the process
and helps to further define the progression of
specific areas of knowledge. This approach is
of help in addressing the difficult questions of
what to teach when. The model does not presume a naturally occurring sequence, but
rather that such a structure helps to prioritize
areas of training. The phases are intended to
be used flexibly to orient rather than to strictly
define or limit teaching practices. There is always a mixture of observing, conceptualizing,
and synthesizing.
The model makes no attempt to suggest
how far an individual resident should be

expected to progress in training. It is helpful
for the resident with no interest in practicing
this form of treatment to know how certain
clinical skills relate to the dynamic treatment
method. Establishing boundaries and rapport,
enabling the patient to speak openly, listening,
and experiencing oneself as part of the treatment process are examples of core clinical
skills that all psychiatrists should possess. Understanding the purview of psychodynamic
psychotherapy can enable clinicians to recognize problems and look for help or refer a patient when that is needed. Those residents who
wish to become competent dynamic psychotherapists can use the phases to measure progress and help guide ongoing education far
beyond residency.
The sequential training model was developed 15 years ago with the primary purpose
of constructing a progressive series of seminars
that followed a consistent set of overtly defined
expectations. With the timing and specifics of
the training goals established, there was greater
freedom to develop various teaching strategies. A mixture of readings and didactic discussions, process notes and audiotaped case
material, roleplaying, and use of the teacher’s
clinical work all became organized around a
progressive set of educational objectives.
Once this model was used to develop and
teach a series of seminars, other advantages
followed. The Director of Education was able
to more consistently assess the progress of individual residents as well as begin to set goals
and standards for the program. All residents
and teachers had a better sense of what was
expected from their work together. The evaluations of supervision, completed by both resident and supervisor, began to reflect a more
consistent focus on learning expectations related to timing in training.
Psychiatric residents begin doing psychotherapy in advance of much knowledge of the
process. The lack of an organized framework
within which to anticipate their work with patients causes more anxiety and confusion than
necessary and can interfere with early learning.
This model provides an overview of therapy
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in a concrete format that can be supportive. It
provides a context and rationale for educational goals. The specification of skills and
knowledge gives residents a tangible place to
start. They can actively pursue agreed-upon
objectives rather than believing that they have
to learn everything at once and therefore feeling incompetent or paralyzed. As residents
progress, they can continue to use the model
for orienting current learning and for assessing
growth. Since the model encompasses advanced areas of learning, it can continue to be
valuable long after formal training has ended.
The supervisor must focus on the resident’s educational and emotional needs, the
patient, the progress of the therapy, and a diverse variety of related issues. Each supervisor
develops a way of using different kinds of information to teach, but some consistent organizing principles can be of great benefit. Without
a structure, it becomes easier to become stuck
on one area and to miss the possibility that
movement in this area is premature or first requires education in other related aspects of
therapy. A structure can also help to prevent
idiosyncratic choices or education solely based
on the needs of the patient presented in supervision. The use of this model encourages the
supervisor to be more selective and cautions
against moving ahead to complex tasks before
basic areas are understood. The overt delineation of current training objectives with the
resident enhances the working relationship
and improves learning. Impasses between
supervisor and supervisee can often be
R
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resolved with a refocusing on the most relevant
phase-appropriate learning objectives. A rigid
adherence to any group of educational goals,
however, leads to a stale supervisory experience.
Structuring educational goals offers a
number of advantages for ongoing psychotherapy training. More important than any given
model, however, is the process that this form
of inquiry sets in motion. It causes all involved
to think more systematically about what they
are doing and to endeavor to improve on current practice. The field of psychotherapy education is hampered by the lack of consensual
standards, objective measurement, and research. This model is also an attempt to establish a baseline from which to research more
effective educational strategies.
C

O N C L U S I O N

An organized and integrated approach to education in psychodynamic psychotherapy is
possible and desirable. In order for this to occur, the essential knowledge and abilities that
define this method must be clearly articulated.
The clustering and sequencing of these goals
further enables educators to develop an effective method of training. In this way, questions
about the timing and methods of teaching specific aspects of psychotherapy can be more rationally addressed. Evaluation of progress, the
establishment of minimal and optimal levels
of competence, and comparison with other
psychotherapy models can also be facilitated.
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In this naturalistic study of 55 outpatients
selected for long-term psychodynamic
psychotherapy, two Swedish assessment
instruments are presented (the Karolinska
Psychodynamic Profile and the Karolinska
Scales of Personality), and the significance of
psychodynamic criteria for the selection of
patients is discussed. Thirty patients (55%)
fulfilled criteria for a DSM-III-R diagnosis.
The most prominent psychodynamically
defined character pathology was found in the
areas of coping with aggressive affects;
dependency and separation; frustration
tolerance; and impulse control. Some
psychodynamically defined character traits,
particularly poor frustration tolerance, were
related to symptomatic suffering.
(The Journal of Psychotherapy Practice
and Research 1998; 7:23–34)

I

n current psychotherapy research, investigators tend to use experimental or quasiexperimental designs to control factors of
interest, resulting in a relative lack of naturalistic studies. Controlled studies, however, do
not allow us to investigate how patients are selected for psychotherapy in clinical practice in
general and for psychodynamic psychotherapy in particular.
In addition to psychological suffering, the
traditional selection criteria for psychoanalysis
and psychodynamic psychotherapy have been
a high general level of functioning, good ego
strength, good reality testing, good capacity to
regress in the service of the ego, good object
relations in the outer world, and stable object
constancy in the inner world. Moreover, suitable patients should be curious about their inner life, be able to tolerate a high degree of
frustration, and show “psychological mindedness.”1 Although these criteria have been revised and expanded by several authors, e.g.,
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Kernberg,2 in Sweden and probably in many
other Western countries, they still remain generally accepted guidelines in clinical practice
for the diagnosis and selection of patients suitable for both short-term and long-term psychodynamic psychotherapy.
Instruments have been developed to study
several aspects of these dynamic diagnostic criteria, including defense mechanisms,3 ego
strength,4 object relations,5 and overall psychological health.6 Nevertheless, phenomenological diagnosis, today most often the DSM-IV,7
is the most commonly used for pretreatment
diagnosis in psychotherapy research. Undoubtedly, the DSM system is a very valuable
instrument for defining diagnostic subgroups.
However, because it is not based on any specific theory, there is also a need for assessment
tools based on theories underlying specific psychotherapies.8,9
Diagnostic instruments based on psychodynamic theory often assess aspects of
human behavior, such as object relations, defense patterns, and various modes of mental
functioning, that could also be described as
character traits. In psychoanalytical theory,
character is conceived of as the individual’s attempt to bring the tasks presented by internal
demands and by the external world into harmony, resulting in a typical constellation of
traits by which we recognize the particular person.10,11 When the individual’s habitual character does not permit successful handling of these
tasks, symptoms may evolve.12,13 The relationship between symptoms and character has
always been an important subject of investigation within a psychoanalytical frame of reference. Several typical relationships between
character and clinical syndromes have been
described,14 such as the classical associations
described by Freud between the hysterical
character and conversion15 and between the
anal character and obsessive-compulsive neurosis.16 There are, however, psychoanalysts
who advocate the opposite view, that no such
determined associations between character
and symptom exist.17,18
The aim of the present naturalistic study

was twofold. The first goal was to describe a
sample of patients selected for long-term dynamic psychotherapy from a psychiatric and
a psychodynamic point of view. In addition to
the DSM, we introduce an interview-based
psychodynamic instrument and a personality
inventory commonly used in Scandinavia but
not often discussed in the North American literature. The second goal was to study the relationship between DSM-defined symptoms
and psychodynamic aspects of character.
M

E T H O D S

Subjects
The study was conducted at the Institute
of Psychotherapy in Stockholm, which provides long- and short-term psychodynamic
psychotherapy. Patients applied by telephone,
and a brief interview was conducted during the
call. About one-third of the patients who applied were offered one to three exploratory interviews. One-third of these patients (11% of
the patients who phoned) were considered
suitable for long-term dynamic psychotherapy
and were put on a waiting list for treatment at
the Institute. Patients with severe psychopathology were referred to other psychiatric
clinics, and patients lacking “psychological
mindedness” were referred elsewhere for supportive treatment. Thus, the patients were
selected in three steps: self-selection (the
patients themselves decide to apply for psychotherapy), telephone interview, and exploratory interviews.
By telephone and mail, the first author
(A.W.) asked 58 consecutive patients from the
waiting list to participate. Fifty-five patients
(95%) decided to take part in the study. Patient
characteristics are presented in Table 1.
A sample of 65 patients with ulcerative colitis was used as the control group.19 There were
two reasons for using this control group: first,
contrary to what is commonly believed, a recent review of 138 studies examining the
relation between ulcerative colitis and psychiatric factors concluded that ulcerative colitis
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patients had the same prevalence of psychopathology as normal control subjects.20 Second,
data that had been obtained with the same instruments as those used in the present study
were available for the ulcerative colitis sample.

ception and in interpersonal relationships.
The instrument consists of 18 subscales. Seventeen of the subscales are on a low level of
abstraction and could be considered to represent character traits; the last subscale refers to
character as organization. Each subscale is
provided with a definition and three defined
levels. Two additional intermediate levels may
be used, resulting in a five-point scale, (1, 1.5,
2, 2.5, and 3). On all subscales, level 1 represents most normal and level 3 least normal.
The definitions of the KAPP subscales are
presented in Table 2.
Factor analysis of the KAPP in the control
group has yielded five factors, which suggests

Assessments
Psychodynamic Character Assessment:
The
Karolinska Psychodynamic Profile (KAPP)
was used for psychodynamic character assessment.21,22 The KAPP is a rating instrument
based on psychoanalytical theory that assesses
relatively stable modes of mental functioning
and character traits as they appear in self-perTABLE 1. Patient characteristics
Characteristic

n

Age (years) and gender
Total
Women
Men

55
44
11

100
80
20

Marital status
Single
Married (de facto married)
Divorced

24
21
10

44
38
18

27
15
13

49
27
24

18
37

33
67

26
17a
6
2
1
1
1
1

47
31
11
4
2
2
2
2

4
1
1

7
2
2

Profession (including students
in the field)
Health care
Cultural work
Other professions
Education
High school or less
College or graduate school
DSM-III-R Axis I
None
Mood disorders
Anxiety disorders
Somatoform disorder
Sleeping disorder
Eating disorder
Sexual disorder
Sexual dysfunction
DSM-III-R Axis II
Personality disorder NOS
Borderline personality disorder
Narcissistic personality disorder
GAF

%

Mean

Median

Range

34
33
37

32
32
36

21–54
21–54
27–53

70 (SD = 8.0)

2 Note: NOS = not otherwise specified; GAF = Global Assessment of Functioning.
a12 major depression.
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TABLE 2. The Karolinska Psychodynamic Profile (KAPP) subscales
QUALITY OF INTERPERSONAL RELATIONS
1. Intimacy and Reciprocity
Describes different ways of relating to othersfrom
relations characterized by intimacy, reciprocity, and
consideration, to unilateral relations based on selfish
needs.
2. Dependency and Separation
Describes different types of dependencyfrom
relative independence, as a more adult form of
dependency, to infantile dependency.
3. Controlling Personality Traits
Describes different ways in which the need for
power and control may be expressedranging
from mature and flexible attitudes, via covert and
indirect bids for power or control, to less mature
and more compulsively rigid forms made manifest
in relations to both people and things.
SPECIFIC ASPECTS OF PERSONALITY FUNCTIONING
4. Frustration Tolerance
Describes the capacity to endure the tension and
displeasure arising from conflict between wishes felt
to be essential and the internal or external
limitations involved. The subscale describes
different ways of responding to frustrationranging
from tolerance and coming to terms with it, via
“reactive” modes of functioning, e.g.,
ego-restrictions, to manifest difficulty in enduring
the disagreeable feelings it engenders.
5. Impulse Control
Describes different ways of containing urgent
affects, wishes, and needs of different kinds, and the
way these are expressed in actionranging from a
mature balance between wishes and reality, via
undue emphasis upon the dictates of reality at the
cost of wishes, to manifest difficulty in taking reality
into consideration in the pursuit of gratification.
6. Regression in the Service of the Ego
Describes the capacity to regress in the service of
the egoranging from a satisfactory capacity to
relinquish the reality principle temporarily,
playfully, voluntarily, and under control, to
manifest difficulty in doing so.
7. Coping With Aggressive Affects
The subscale ranges from adaptive and
goal-directed attitudes, via nonadaptive inhibition of
aggression, to impulsive and destructive expression.
AFFECT DIFFERENTIATION, BOTH WITH REGARD TO

different feelings and sensations and in verbalizing
them.
9. Normopathic Traits
The subscale ranges from good ability to give active
expression to personal and individualized needs
and wishes, to an incapacity for such personal
fantasies and instead a clinging to social
conventions or mores.
THE IMPORTANCE ATTACHED TO THE BODY AS A FACTOR
OF SELF-ESTEEM

10. Conceptions of Bodily Appearance and Their
Significance for Self-Esteem
Assesses the individual’s more enduring conscious
and unconscious conceptions of the appearance of
the body and its significance for self-esteem.
11. Conceptions of Bodily Function and Their
Significance for Self-Esteem
Assesses the individual’s more enduring conscious
and unconscious conceptions of the function of the
body and its significance for self-esteem.
12. Current Body Image
Assesses the individual’s current conceptions,
conscious and unconscious, of his or her physical
appearance and function, and their effect on
self-esteem.
SEXUALITY
13. Sexual Functioning
Assesses the functional sexual capacity of the
individual, with regard to sexual activity with a
partner.
14. Sexual Satisfaction
Assesses sexual interest, desire, and satisfaction in
relation to a partner. The subscale is graded from an
active attitude to sex toward greater inhibition and
passivity.
THE INDIVIDUAL’S SENSE OF HIS OR HER OWN SOCIAL
SIGNIFICANCE

15. Sense of Belonging
16. Feeling of Being Needed
17. Access to Advice and Help
These three subscales assess the individual’s
capacity to relate socially, although it is his or her
own experience of this and not “objective” fact that
is assessed.
CHARACTER AS ORGANIZATION

EXPERIENCE AND EXPRESSION

8. Alexithymic Traits
The subscale ranges from good ability to identify,
experience, and articulate variation in feelings and
emotional states in a subtle and differentiated
manner, to great difficulty in distinguishing between

18. Personality Organization
Assesses the degree of differentiation and
integration of internalized object relations, and
habitual defense strategies. The subscale is graded
from neurotic to psychotic personality organization.
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that the KAPP assesses more than one dimension of psychological health or psychiatric severity.23
The validity of the KAPP has also been
examined by correlating independent KAPP
ratings based on material obtained through
projective testing with ratings obtained by interview. This analysis yielded significant results.23 Furthermore, the KAPP has been found
to discriminate between patients with and
without a DSM diagnosis.19 Stability over time
has been examined by comparing KAPP
scores before a major life event (abdominal
surgery) and at an average of 22 months later.
Scores on 14 of the 18 subscales were similar
before and after surgery.24 Predictive validity
has been evaluated by examining the ability
of the KAPP to predict long-term outcome
after surgery. Results suggested that preoperative character traits could predict the patients’ postoperative quality of life beyond
what could be predicted by surgical outcome
alone. Poor frustration tolerance and the
absence of alexithymic traits were found to

predict poor postoperative quality of life,
indicating that alexithymic traits might actually be adaptive.25,26
In the present study, the reliability of the
KAPP was tested in three different ways:
1) The first author (A.W.) independently rated
12 audiotaped KAPP interviews made by the
second author (R.M.W., one of the developers
of the instrument) for another study.27 The
mean intraclass correlation was 0.69 (median
0.69, range 0.33–0.89). 2) A psychologist independently rated 15 audiotaped KAPP interviews made by the first author for the present
study. The mean intraclass correlation was
0.53 (median 0.57, range 0.23–0.76). 3) To investigate the stability of the first author’s ratings, he rerated 14 of his own audiotaped
KAPP interviews from the present study 1.5–
2.5 years after his first ratings. On this rerating,
the mean intraclass correlation was 0.70 (median 0.78, range –0.02 to 1.00). The lowest correlation was on the subscale Coping With
Aggressive Affects, which had a very restricted
range of KAPP scores (Table 3). The second

TABLE 3. Descriptive statistics and frequency distribution of scores on the Karolinska Psychodynamic
Profile (KAPP)
KAPP Subscale
Intimacy and Reciprocity
Dependency and Separation
Controlling Personality Traits
Frustration Tolerance
Impulse Control
Regression in the Service of the Ego
Coping With Aggressive Affects
Alexithymia
Normopathy
Bodily Appearance
Bodily Functioning
Current Body Image
Sexual Functioning
Sexual Satisfaction
Sense of Belonging
Feeling of Being Needed
Access to Advice and Help
Personality Organization

1

1.5

2

2.5

3

Mean ± SD

31
13
34
13
13
28
7
48
51
28
44
42
42
35
36
49
44
39

18
18
17
28
25
13
20
6
4
13
8
9
5
11
8
4
7
13

6
23
4
13
17
14
28
1
0
12
3
4
6
6
7
2
3
3

0
1
0
1
0
0
0
0
0
2
0
0
0
2
4
0
1
0

0
0
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0

1.27 ± 0.34
1.61 ± 0.42
1.23 ± 0.32
1.52 ± 0.37
1.54 ± 0.37
1.37 ± 0.42
1.69 ± 0.35
1.07 ± 0.20
1.04 ± 0.13
1.39 ± 0.46
1.13 ± 0.28
1.16 ± 0.30
1.19 ± 0.42
1.27 ± 0.42
1.31 ± 0.49
1.07 ± 0.22
1.14 ± 0.33
1.17 ± 0.29

2 Note: Bodily Appearance = Conceptions of Bodily Appearance and Their Significance for Self-Esteem; Bodily
Functioning = Conceptions of Bodily Function and Their Significance for Self-Esteem.

JOURNAL OF PSYCHOTHERAPY PRACTICE AND RESEARCH

28

CHARACTER TRAITS AND S YMPTOMS

lowest intraclass correlation was on the subscale Impulse Control (0.40).

Personality Traits Assessment: The Karolinska
Scales of Personality28 (KSP) is a 135-item
personality inventory designed to measure dimensions of temperament, especially those
believed to be markers for vulnerability to
psychopathology.29–31 The KSP has been constructed within a biologically oriented frame
of reference and has been widely used in a
large number of studies in Scandinavia and
other countries on various clinical groups and
healthy volunteers. The 15 mutually exclusive
KSP scales have been classified into three
categories: anxiety-proneness scales (Somatic
Anxiety, Psychic Anxiety, Muscular Tension,
Psychasthenia, and Lack of Assertiveness),
extraversion-related scales (Impulsiveness,
Monotony Avoidance, Detachment, Socialization, and Social Desirability) and aggression–
hostility scales (Indirect Aggression, Verbal
Aggression, Irritability, Suspicion, and Guilt).
The KSP measures longitudinally stable personality traits24,32 and has been validated in
healthy subjects against other commonly used
questionnaires.28,33 It has also been applied for
predicting outcome in clinical studies and for
differentiating between various patient samples.25,34–37 The KSP scales are presented in af
Klinteberg et al.38

Diagnosis and KAPP Interview Procedures: T h e
DSM-III-R was used to diagnose clinical syndromes (Axis I), personality disorders (Axis
II), and global assessment of function (GAF
Axis V).39
One rater (A.W., a specialist in psychiatry
and a trained psychoanalyst) conducted all of
the KAPP interviews. Each interview took approximately 2 hours and was audiotaped. Information was also collected for DSM-III-R
diagnoses. The KAPP was scored immediately
after the interview without listening to the tape.
The personality inventory was filled out by the
patient the same day.

R

E S U L T S

Description of the
Psychotherapy Patients
Personality Traits as Assessed by Personality Inventory, the KSP: The KSP scales were used to
compare traits in the psychotherapy patients
with those of a normal sample. Raw scores
have been standardized to T-scores by using
normative data obtained from approximately
200 women and 200 men (ages 20 to 65 years)
randomly sampled from the Swedish population (mean = 50, SD = 1.0).
For the psychotherapy patients, the Tscores deviated substantially (defined as more
than 0.5 SD; Rosenthal,40 p. 138) from normative data on 9 of the 15 KSP scales. The patients
in the present study had higher T-scores on 4
of the 5 anxiety-proneness scales (Somatic
Anxiety, Psychic Anxiety, Muscular Tension,
and Psychasthenia). Lower T-scores were
found on the Socialization (signifying resentment over childhood experiences and present
life situation) and Social Desirability (social
conformity versus rebelliousness) scales, and
higher on the Monotony Avoidance (excitement seeking) scale. The psychotherapy
patients also had higher T-scores on the Irritability and Suspicion scales.
The same differences were found when
comparing the psychotherapy patients and the
control group, with two exceptions: no difference was found on the Monotony Avoidance
scale, and the psychotherapy patients scored
higher than the control subjects on the Guilt
scale (Figure 1).
Character Traits as Assessed by a Psychodynamic
Interview–Based Instrument, the KAPP: T h e r e
were very few KAPP ratings above level 2 on
any subscale. The mean KAPP scores of the
psychotherapy patients were above 1.5 only
on 4 of the 18 subscales (Figure 2): Coping
With Aggressive Affects (expressed as inhibition of aggression), Dependency and Separation (difficulties in forming mature dependent
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relationships and in separating), Frustration
Tolerance (often expressed by restriction of the
ego in order to avoid frustration), and Impulse
Control (mostly expressed as an exaggerated
inhibition of impulses). A minimal level of
pathology was found on the Alexithymia and
the Normopathy subscales.
To ascertain how character traits in the
psychotherapy patients compared with a
nonpsychiatric sample, we used Weinryb and
colleagues’ published KAPP data of the aforementioned sample of ulcerative colitis patients.19 Only on the subscale Frustration
Tolerance did the psychotherapy patients show
more pathology than the ulcerative colitis patients (t = 3.34, P < 0.001). On 6 KAPP subscales, the psychotherapy patients were less
disturbed (i.e., had significantly lower mean
scores) than the ulcerative colitis patients (Figure 2). These 6 subscales were Controlling Personality Traits, Regression in the Service of the

Ego, Alexithymia, Normopathy, Current
Body Image, and Sexual Satisfaction.
Age and Gender Differences in KAPP Scores: Men
had significantly higher (“less normal”) mean
KAPP scores than women on the subscales
Alexithymia (t = 2.06; P < 0.05) and Conceptions of Bodily Function and Their Significance for Self-Esteem (t = 2.71; P < 0.01).
Women had higher mean KAPP scores on the
subscale Sexual Satisfaction (t = –2.03; P <
0.05). With the exception of the subscale Sense
of Belonging (r = 0.36; P < 0.001), no significant association was found between age and
the KAPP subscales.
Character Traits and
DSM-III-R Psychopathology
To examine the relationship between
symptoms and characterthat is, between

FIGURE 1. Karolinska Scales of Personality (KSP) T-scores for patients in the current study (n = 55,
filled circles) and patients with ulcerative colitis (n = 64, unfilled cicles).
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psychiatric syndromes and psychodynamically defined character traitswe compared
the KAPP scores of patients who had a DSMIII-R diagnosis and those of patients without
such a diagnosis.
The decision to use the presence of any
DSM-III-R diagnosis as a comprehensive expression of “symptoms” was made after performing separate t-tests comparing patients
with and without mood disorders, and also
comparing patients with and without Axis II
disorders. These separate t-tests yielded similar differences in KAPP scores. (Only one of
the patients with an Axis II diagnosis did not
have a concomitant Axis I diagnosis.)
Thus, we found that patients with a

DSM-III-R Axis I or II diagnosis (n = 30) had
significantly higher (less normal) mean KAPP
scores than those without Axis I or II pathology (n = 25) on the subscales Intimacy and
Reciprocity, Frustration Tolerance, and Personality Organization (Table 4).
Finally, the relationship between KAPP
scores and general level of functioning was
analyzed. The Global Assessment of Functioning (GAF) scores were significantly and negatively correlated with 7 KAPP subscales. These
were Intimacy and Reciprocity, Dependency
and Separation, Frustration Tolerance, Conceptions of Bodily Appearance and Their Significance for Self-Esteem, Current Body
Image, and Personality Organization (Table 4).

FIGURE 2. Mean Karolinska Psychodynamic Profile (KAPP) scores for patients in current study (n = 55,
filled circles) compared with mean KAPP scores in ulcerative colitis patients (n = 65, open
circles). Bodily Appearance = Conceptions of Bodily Appearance and Their Significance for
Self-Esteem; Bodily Functioning = Conceptions of Bodily Function and Their Significance
for Self-Esteem. *P < 0.05; **P < 0.01; ***P < 0.001.
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In this naturalistic study of 55 outpatients
who were selected in a “traditional” psychodynamic manner for long-term psychodynamic psychotherapy, we found 30 patients
(55%) who fulfilled criteria for a DSM-III-R
diagnosis, the majority of whom suffered from
a mood disorder. From a psychodynamic point
of view, there was a low general level of character pathology. The most prominent pathology was found on the KAPP subscales Coping
With Aggressive Affects (inhibition), Dependency and Separation, Frustration Tolerance
(restrictions of the ego), and Impulse Control
(inhibition). Some KAPP-defined character
problems were found to be related to symptoms as defined by the DSM-III-R: specifically, poor Frustration Tolerance, problems
with Intimacy and Reciprocity, and a more

disturbed Personality Organization were related to DSM-III-R diagnosis and a lower general level of function (GAF scores). In addition,
problems with Dependency and Separation,
Conceptions of Bodily Appearance and Their
Significance for Self-Esteem, and Current
Body Image were related to lower GAF scores.
Some similarities were found between
the present sample and those of other naturalistic studies.41–43 For example, the sociodemographic characteristics of the patients in
the Penn Psychotherapy Project were similar
to those of the patients in our sample, with the
exception that the patients in the present study
were a few years older. The most prevalent
diagnosis in the Penn Psychotherapy Project
was dysthymia; in our study it was mood disorders. The general level of function appears
to be lower in the Penn Psychotherapy Project
patients than in our sample (59.5 as measured

TABLE 4. Comparisons of mean KAPP scores (unpaired t-test) between patients with and without a
DSM-III-R diagnosis: correlations between the KAPP scales and the GAF

KAPP Subscale
Intimacy and Reciprocity
Dependency and Separation
Controlling Personality Traits
Frustration Tolerance
Impulse Control
Regression in the Service of the Ego
Coping With Aggressive Affects
Alexithymia
Normopathy
Bodily Appearance
Bodily Functioning
Current Body Image
Sexual Functioning
Sexual Satisfaction
Sense of Belonging
Feeling of Being Needed
Access to Advice and Help
Personality Organization

With
(n = 30)
Mean ± SD

DSM-III-R Diagnosis
Without
(n = 25)
Mean ± SD

t

1.38 ± 0.36
1.70 ± 0.41
1.22 ± 0.31
1.63 ± 0.37
1.58 ± 0.37
1.38 ± 0.43
1.72 ± 0.34
1.10 ± 0.24
1.02 ± 0.09
1.42 ± 0.48
1.17 ± 0.33
1.17 ± 0.33
1.25 ± 0.49
1.33 ± 0.46
1.35 ± 0.51
1.07 ± 0.17
1.13 ± 0.26
1.25 ± 0.34

1.14 ± 0.27
1.50 ± 0.41
1.24 ± 0.33
1.38 ± 0.33
1.48 ± 0.37
1.36 ± 0.42
1.66 ± 0.37
1.04 ± 0.14
1.06 ± 0.17
1.36 ± 0.45
1.08 ± 0.19
1.14 ± 0.27
1.13 ± 0.30
1.19 ± 0.35
1.26 ± 0.46
1.08 ± 0.28
1.16 ± 0.40
1.08 ± 0.19

–2.76**
–1.81
0.27
–2.65**
–1.03
–0.20
–0.59
–1.15
1.17
–0.45
–1.22
–0.32
–1.15
–1.27
–0.68
0.22
0.30
–2.34*

GAF
r
–0.29*
–0.33*
–0.10
–0.42***
–0.10
–0.17
–0.16
–0.15
–0.18
–0.44***
–0.18
–0.35**
–0.20
–0.22
–0.23
–0.09
–0.09
–0.40*

2 Note: KAPP = Karolinska Psychodynamic Profile; GAF = Global Assessment of Functioning; Bodily
Appearance = Conceptions of Bodily Appearance and Their Significance for Self-Esteem; Bodily Functioning =
Conceptions of Bodily Function and Their Significance for Self-Esteem.
*P < 0.05; **P < 0.01; ***P < 0.001.
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by the Health–Sickness Rating Scale and 70 by
the GAF scale, respectively).
The “traditional” selection of the present
sample seems to have favored the inclusion of
patients with stable personality organization,
good capacity for regression in the service of
the ego, and hardly any alexithymic or normopathic traits. That is, these were patients
with character traits traditionally considered
favorable for psychodynamic psychotherapy.1
There was a discrepancy between the low
prevalence of severe KAPP-defined character
pathology and the relatively higher prevalence
of symptomatic psychopathology as defined
by the DSM-III-R. We do not know whether
this discrepancy is due to the selection process.
Our findings do, however, raise the question
of whether patients with character pathology,
in contrast to patients with symptoms, are excluded in the “traditional” selection process.
It is noteworthy that the self-report KSP
revealed significant elevation on 9 of the 15
scales compared with the control group,
whereas the interviewer’s KAPP ratings were
significantly higher than the control on only
one scale. This discrepancy may reflect differences relevant to the background and aims of
the two instruments or to the different methods
of collecting the data. The theory underlying
the KSP is biological; that underlying the
KAPP is psychodynamic. With the KAPP, an
assessment is made of the patient’s function in
a specific area, using manifest as well as inferred material from the patient’s behavior
during the interview, while the KSP score reflects the patient’s responses to very specific
questions, a format that also is more in line
with the DSM system. Thus, DSM diagnoses
and the KSP self-ratings might reflect the kinds
of issues that are reported by patients directly
and of which the patients are consciously
aware, whereas the KAPP ratings are not only
related to the patient’s complaints but also to
what clinicians infer from the patient. Since the
KAPP does not aim at assessing the patient’s
distress per se, but rather how he or she handles
such distress, it is possible that one selection
criterion for suitability for psychotherapy

might have been how well the patients could
contain larger amounts of distress.
Problems with frustration tolerance were
prevalent in our sample. Poor frustration tolerance was related to the presence of a DSMIII-R diagnosis and to a lower general level of
functioning, which is consistent with earlier
findings of Weinryb et al.22 The most common
character problems found on the KAPP frustration tolerance subscale were ego restrictions, implying the patients were using active
defensive operations in order to avoid potentially frustrating situations and challenges. The
presence of psychiatric suffering indicated that
the patients’ attempts to avoid problematic and
painful situations were unsuccessful. Constructs similar to frustration tolerance have also
been considered important by other authors.
Thus, Clark et al.44 have advanced the notion
of a general distress factor (implying negative
emotionality or neuroticism; that is, a temperamental sensitivity to negative stimuli) similar
to the KAPP frustration tolerance scale. A general distress factor was found to be a vulnerability factor for the development of anxiety
and depression.44 Poor frustration tolerance
might also be an aspect of the general neurotic
syndrome described by Andrews et al.45 Moreover, poor frustration tolerance preoperatively
has been found to predict quality of life after
pelvic pouch surgery.25,26
Problems with intimacy and reciprocity,
and a more disturbed overall personality organization, were found to be related both to
DSM-III-R diagnosis and to lower general
functioning (GAF scores). The level of pathology on these two subscales was very low in our
sample, and reliable conclusions can hardly be
drawn. However, the character pathology
found on the KAPP intimacy subscale concerned part-object relations expressed by
problems in having mutual and close relationships with others and by an impaired capacity
to experience conflict and ambivalence. This
finding may suggest that even minor disturbances in object relations may contribute to
psychopathology. Further investigation of this
question is needed.
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The KAPP subscales Dependency and
Separation, Conceptions of Bodily Appearance and Their Significance for Self-Esteem,
and Current Body Image were associated with
lower GAF scores. It is not surprising that patients who expressed strong separation anxiety
and struggled with dependency showed a
lower general level of functioning; however,
the association between two of the subscales
for assessing the body’s importance for self-esteem and low GAF scores is more intriguing.
Those subscales assess fantasies of bodily perfection and the individual’s narcissistic striving
to reach this perfection. Freud46 believed that
depression could be the result of a consciously
or unconsciously experienced loss of an object.
Narcissistic patients, however, can suffer as a
result of an experienced loss of perfection. In
these patients, an experienced loss of beauty
may result in a depressive reaction or an impaired level of general functioning.47,48
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In the present study we found that some
psychodynamically defined character traits,
particularly poor frustration tolerance, were
related to symptomatic suffering. The relationship between poor frustration tolerance and
psychopathology has recently been reported
by several researchers. Whether frustration tolerance is important for the outcome of psychodynamic psychotherapy remains to be
demonstrated in future research.
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This article describes how psychodynamic
assessment and treatment of traumatized
patients can improve clinical acuity. The
author describes an ego psychological,
psychodynamic approach that involves
1) assessing the impact of trauma on the
patient’s ego defensive functioning and
2) elucidating the dynamic meaning of both
the patient’s presenting symptoms and the
traumatic events that precipitated them.
Clinical descriptions illustrate the ways in
which psychodynamic psychotherapy may be
particularly useful with patients whose acute
symptoms develop following specific events.
The author points out the advantages of an
ego psychological, psychodynamic approach
for her patients and the limitations of more
symptom-based diagnostic assessments and
treatments.
(The Journal of Psychotherapy Practice
and Research 1998; 7:35–46)

S

ince 1980, there has been a resurgence of
psychiatric interest in the impact of trauma
on children and adults. This literature has recently been comprehensively reviewed by van
der Kolk and colleagues in their book Traumatic
Stress.1 The DSM-IV diagnosis of posttraumatic stress disorder (PTSD), derived from
evolving research, requires exposure to an
event involving “actual or threatened death or
serious injury, or a threat to the physical integrity of self or others,” and a response involving
“intense fear, helplessness, or horror” (pp. 427,
428). DSM-IV lists a series of symptoms as
necessary evidence that the event continues to
be reexperienced (and/or avoided) and that it
continues to evoke symptoms of increased
physiologic arousal.2
Yehuda and McFarlane3 have shown that
psychological trauma does not necessarily lead
to PTSD but may precipitate other symptoms
and syndromes. They propose that factors not
yet well understood determine the variability
of individual responses to trauma. Numerous
DSM-IV diagnoses in addition to PTSD have
been identified in traumatized patients. These
include major and minor depressive syndromes, panic and generalized anxiety, dissociative disorders, borderline personality, and
substance abuse.4–10 van der Kolk et al.11 have
demonstrated that PTSD rarely occurs alone,
and they suggest that a range of trauma-related
psychological problems, not fully captured in
the DSM-IV framework of PTSD, occur toReceived December 27, 1996; revised August 19, 1997;
accepted September 15, 1997. Address correspondence
to Dr. Chertoff, 9804 Culver Court, Kensington, MD
20895.
Copyright © 1998 American Psychiatric Press, Inc.
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gether, requiring a more comprehensive approach.
Psychoanalytic ego psychology can provide such a comprehensive approach to
trauma. Using the ego psychological framework described below, a variety of pathological states caused by a given traumatic event (or
events) may be understood. This framework
assists the clinician who is attempting to select
and implement effective treatment in two
ways. First, it provides parameters for evaluating the impact of potentially traumatic events
on the patient’s ego functioning (the intrapsychic capacity to synthesize and master the emotional impact of both external events and
internal stimuli).12 Second, it orients the clinician toward investigating in depth the dynamic
meaning of both the patient’s presenting symptoms and the traumatic events that precipitated
them.
In this article I will focus on patients who
come to treatment with acute symptoms following specific recent experiences and who
have functioned at a relatively high level prior
to the onset of these symptoms. Although the
ego psychological approach to treating patients who complain of severe, chronic symptoms is beyond the scope of this article, the
same approach can be clinically useful in understanding such patients.
Currently, the symptom-oriented organization of the Diagnostic and Statistical
Manual13 and the increasing availability of
medications and behavioral approaches to
treat symptoms directly may deflect clinicians from exploring the meaning of recent
precipitating events and the complex relationship of such events to their patients’
symptoms. Pharmacologic treatments, while
often very helpful, are limited by side effects,
incomplete results, and lack of acceptance
by those patients who prefer to solve problems more definitively in psychotherapy.14
Cognitive-behavioral therapies, although reported to be efficacious in Vietnam veterans
and rape victims,15 consist of discrete treatments for specific symptoms and do not easily lend themselves to application in more

complex clinical situations. In addition, there
has been little systematic investigation of what
works best in whom.16 As with pharmacotherapy, some patients refuse to participate, and others may find such treatments
ineffective or insufficient. At the other end
of the spectrum, inexperienced clinicians
armed with the PTSD diagnosis may overzealously explore traumas psychodynamically without adequate attention to the
vulnerable state of the patient’s ego functioning,17 thus overwhelming the patient’s capacity to cope.
Despite difficulties studying psychodynamic treatments, a controlled study demonstrated that psychodynamic psychotherapy
was as effective as hypnotherapy and trauma
desensitization for PTSD when treated patients were compared with wait-listed control
subjects.18 Patients treated with psychodynamic psychotherapy showed symptomatic
improvement somewhat later than other
treated patients, but they showed unexpected,
and comparably greater, beneficial changes in
personality traits.
Recent reports document that posttraumatic reactions may be long lasting if not
treated effectively. Rose,19 surveying the literature, found that brief supportive psychotherapy for adult survivors of sexual assault had
frequently been inadequate to deal with persistent symptoms, even in patients with no
preexisting psychopathology. Nader et al.20
described the considerable degree to which
children remained symptomatic 14 months following an acute disaster. Terr21 prospectively
studied children exposed to a day-long schoolbus kidnapping that involved no physical
harm. The children showed symptoms of posttraumatic stress 4 years later, despite brief psychotherapy. Kessler et al.22 found that although
treated patients fared better than others initially, one-third of all people with an index
episode of PTSD failed to recover even after
many years. These data suggest a pressing need
for further research into the efficacy and methodology of psychodynamic psychotherapy
with traumatized patients.
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Freud has been accused by current trauma
theorist Judith Herman of denying women’s
reality when he abandoned his hypothesis that
his patients’ symptoms were invariably caused
by seduction during childhood.23 Subsequently, he developed a structural theory
that gave rise to the concepts of the three functional divisions of the mind: the ego, id, and
superego.24 Simon25 has reviewed the history
of this change in theory and the problems that
have evolved in its wake despite the tremendous advantages of the new theory for understanding clinical data. The structural theory
marked the beginning of ego psychology and
was necessary to account for the multiple factors, including trauma, intrapsychic conflicts,
and other vulnerabilities, that contribute to the
development of psychopathology. Without
this theory, it is more difficult to understand
the meaning that patients attribute to traumatic
events, the effect that these events have on patients’ functioning, and the array of symptoms
that traumatized patients develop. However,
Freud’s abandonment of the seduction hypothesis is often misunderstood to signify that
Freud, and subsequently his followers, deny
the reality, importance, and impact of external
trauma.26
It is beyond the scope of this article to review the history of ego psychology since Freud,
except to say that Freud’s later theory has been
continually revised in the light of new analytic
and neurobiologic evidence.27–31 The 1967
volume Psychic Trauma32contains several landmark papers in the evolution of the ego psychological view of trauma, including Anna
Freud’s “Comments on Trauma,” discussed below. Inderbitzin and Levy,33 in a paper exemplifying ongoing recent revisions, question the
common conceptualization that reliving a
trauma is an attempt at mastery by “repetition
compulsion.” They illustrate the degree to
which episodes of reliving contain elements of
defense against aggression mobilized by
trauma.

Currently, the concept of the “ego” refers
to a complex dynamic system of internal, and
often unconscious, defenses and functions that
mediate between the physiological and emotional needs of the self, such as for food, nurturing, or erotic gratification, and the demands
of the external world. Perception, motor capacity, intelligence, thinking, language, and
memory are among the many, relatively mature, functions of the ego.12
Psychoanalysts with an ego psychological
orientation continue to define trauma as an external event, or series of events, that specifically overwhelms ego defenses, causing the
traumatized person to regress to earlier modes
of functioning.34,35 For example, following a
traumatic event, a child who has been successfully toilet trained and has been sleeping alone
for many years may be unable to maintain
bowel or bladder control or to fall asleep without mother present. Similarly, following a
rape, a previously independent and highly
functioning adult who characteristically used
humor to cope with adversity may have difficulty concentrating at work and may revert to
uncharacteristically primitive defenses, such as
projection, to cope with anger.
Anna Freud suggested reserving the term
trauma for situations in which there is concrete
evidence that the ego has been overwhelmed
and is unable to perform its usual functions,
using its usual defenses.36 Her view is consistent with DSM-IV, if we consider the intrusive,
avoidant, and hypervigilant symptoms (listed
under subheadings B, C, and D of the PTSD
diagnosis) as concrete evidence of an overwhelmed ego.2 Anna Freud, unlike DSM-IV,
includes cases of cumulative37 and strain38
trauma (where lesser events have an additive
effect) when there is symptomatic evidence
that the ego, at a certain point, has become
massively overwhelmed by the accumulated
impact of events. Partial trauma, in which some
defenses have been mobilized, often combines
with other influences to confuse the clinical
picture. Where childhood trauma and/or genetic factors have interfered with ego development, patients often present with a particularly
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extensive and perplexing array of symptoms
and pathologic character traits.36,39–41
Most analysts do not expect to fully know
whether, and how, an event has been traumatic
until treatment has clarified the meaning of the
trauma and the patient’s associated response.
Therefore, unlike treatments where a definitive diagnosis is required at the start, psychodynamic treatment will not preclude cases in
which an event’s impact is not yet clear or conscious, or in which the effects of trauma have
become obscured by other symptoms and experiences.
Initial psychodynamic assessment usually
takes place during approximately three 1-hour
sessions. While exploring the patient’s current
problems, past treatment, early development,
and social relationships, the interviewer also
assesses mental status both indirectly and,
when necessary, by asking direct questions.
Although keeping in mind areas to cover, the
interviewer is not limited in advance to prestructured questions and leaves time for problems and reactions to emerge spontaneously.
In addition to focusing on specific symptoms
or behaviors such as those listed in DSM-IV,
the interviewer attends to patterns of symptom
occurrence and recurrence. Using this information, as well as concurrent observations of
the patient’s behavior and affects, the interviewer evaluates the patient’s past and current
ego functioning. When the symptom picture
suggests acute regression from a relatively high
level of functioning but the relationship of
symptoms to recent events remains obscure,
an extended evaluation, combined with a trial
of psychodynamic therapy, may be necessary
for more definitive diagnosis and treatment.
Psychodynamic assessment and treatment
can be uniquely helpful in clarifying the meaning and influence of traumatic events, as well
as the relationship of these events to presenting
symptoms. For those patients who have become symptomatic following recent events,
who have functioned at a much higher level
prior to these events, and whose trauma is no
longer ongoing, psychodynamic psychotherapy is often extremely effective and may be

relatively short term. Confidentiality is a critical condition for full disclosure from patients
(and one that may be compromised by current
demands for information from insurance companies).
Factors Affecting
Outcome of Trauma
Anna Freud delineated five factors that influence the outcome of trauma. These, when
updated with current findings from research,
can provide a framework within which to understand the impact of traumatic events on ego
functioning, as well as the meaning these
events can acquire for the patient. After reviewing Anna Freud’s five factors, and a sixth
added by van der Kolk more specifically for
the assessment of adults,42 I will illustrate how
I used this framework to understand and treat
two patients seen in my private office.
The Nature and Intensity of the Event (Factor 1):
Certain experiences, such as living in a concentration camp, are so overwhelming that
they seem to cause symptoms in most people.30 Chronic childhood abuse is similarly
detrimental.43,44 However, other potentially
intense and devastating experiences have a
more variable effect.45 The effect often depends on the meaning of specific details of
the experience.46
Sensitization due to Prior Trauma (Factor 2): Sensitization can create a situation where a secondary event, not so obviously unusual as to
meet DSM-IV criteria, precipitates a delayed
onset of symptoms. Although such symptoms
are accounted for in DSM-IV (Specifiers:
With Delayed Onset), the clinician may miss
the diagnosis when the patient is not consciously aware of prior trauma or when the
patient is reluctant to reveal upsetting experiences to the interviewer. (See the case of Ms.
B., described below.)
Hereditary and Congenital Factors that Affect the Level
of Defensive Functioning (Factor 3): Inherited
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and/or congenital vulnerabilities may provide
substrates on which external stimuli and intrapsychic conflict act. For example, the recently identified cognitive deficits that
underlie vulnerability to schizophrenia47 may
make the schizophrenic patient less able than
others to cope with external stress and internal
conflict, leading to more extreme decompensation. Rats can be bred to become increasingly susceptible to learned helplessness.48
Genetic factors increase the vulnerability of
individuals to the depression-inducing effect
of stressful life events.49 In bipolar, depressed,
and anxiety-prone individuals, we still know
relatively little about exactly what traits are
inherited or how they predispose to future
illness. Nor can we fully explain protective
factors such as those found by Maziade et al.,50
who studied children ages 3 to 8 with “extremely adverse” temperaments (low adaptability, withdrawal in the face of new stimuli,
intense emotional reactions, negative mood,
and low distractibility). These children had a
much higher incidence of behavioral difficulties and clinical disorders in adolescence than
did children with other temperaments, but no
children with such adverse temperaments developed difficulties if they were living in the
most highly functioning families. 50
Chronological Age and Developmental Stage at the
Time of the Trauma (Factor 4): The individual’s age and stage of development influence
the effect that trauma will have on ego development. As Anna Freud notes, “The young
child’s task of building up . . . a defensive organization is made immeasurably more difficult if traumatic experiences have to be
endured during the critical period of maturation and development, just as the supporting
walls of a house are more open to damage
during building operations than after completion”36 (p. 225). See Tyson and Tyson51 for a
recent, thorough description of the specific
phases of ego development.
The child often attributes meaning to a traumatic event that is consistent with the child’s stage
of development and age-appropriate fantasies.

For example, potentially traumatic events during the oedipal period (ages 3–6) frequently
become linked with sexual conflicts: Glenn described 3 patients who developed severe masochistic symptoms in response to experiencing
their painful and frightening surgeries as punishment for sexual fantasies and wishes.52
Recent research by van der Kolk et al.11
confirms prior findings of a relationship between the age at the time of trauma, the nature
of the experience, and the clinical outcome.
Environment at the Time of Trauma (Factor 5):
Environment can influence the impact of adverse experiences on both children and adults.
A supportive parent can provide considerable
protection to the vulnerable ego of a child
exposed to trauma. In contrast, children living
in chronically dangerous and/or abusive environments may cope by means of distorted ego
development (including numbing and dissociative states).41 Traumatized adults are also
affected by the extent to which support is
available from family members and society.53
Preexisting Personality (Factor 6): C h a r a c t e r
traits, more fully consolidated by adulthood,
further affect the outcome of adult trauma,
leaving some individuals more susceptible to
protracted PTSD reactions than others.45
Character traits formed in the process of resolving childhood conflicts may be reactivated
by adult trauma, influencing the symptomatic
picture.
Clinical Cases
Case 1. Ms. A., a married photographer with
two young children, came to me with panic attacks. She suffered from palpitations, feelings of
impending doom, difficulty sleeping, and nausea,
all of which led her to fear she was going crazy.
She was tearful, hopeless, and convinced that she
had brain damage as a result of a hallucinogen
she had ingested 4 years before.
Ms. A. had been treated by two different
psychiatrists over a period of 4 years. Her difficulties began when she was given the hallucinogen
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at a party, without her knowledge. She experienced depersonalization and became convinced
that she was dying. A psychiatrist hospitalized
her briefly, treating her with anti-anxiety medication (oxazepam and diazepam). He then maintained her on small doses of medication and
weekly supportive therapy for a period of 2
years. She recovered from the physiological effects of the drug but continued to feel intermittently anxious, worrying that the drug had
damaged her brain. During the second year, therapy was interrupted when Ms. A. and her children were forced to move because their safety
was jeopardized through risks that developed in
her husband’s work as a criminal lawyer. When
this work was over and he joined them, Ms. A.
was surprised to find that her symptoms continued and that she began to feel even more depressed.
I saw Ms. A. the following year, after she
had been treated by a second psychiatrist for several months. He had given her small doses of antianxiety and antidepressive medication
(clonazepam 2 mg bid, fluoxetine 20 mg qd) and
weekly therapy sessions focused on explaining
the physiologic basis for her panic attacks. Ms.
A.’s anxiety initially decreased, but she subsequently stopped both medications, claiming
that medicines doctors insisted on giving her
were making her worse.
Although Ms A. fulfilled DSM-IV criteria
for panic attacks, generalized anxiety, and dysthymia, the significance of her symptoms was not
initially clear. Nor could I rule out an organic
component to her symptoms. But she had experienced obvious stress, and neither of the prior psychiatrists had addressed the impact of her
potentially traumatic experiences directly.
Ms. A. had grown up in a relatively stable
family. Although childhood conflicts resulted
from her interactions with a strict father and a
somewhat self-centered mother, there was no
clear evidence for severe ego vulnerabilities that
were due to genetic factors, prior trauma, or major early environmental deficits. However, she
was relatively unaware of many of her feelings
and impulses, and there was a brittle quality to
her defenses. Her relationship with her children
appeared basically sound, despite her symptoms,
but some discontent with her husband (experienced, at the time, as mild) had predated the
events of the past several years.
I saw Ms. A. in an extended evaluation

twice a week over a period of 1 month before I
could correctly diagnose her posttraumatic stress
reaction. We clarified how she had misinterpreted mild antidepressant side effects, mild benzodiazepine withdrawal symptoms, and the
physiologic accompaniments to panic attacks as
signs of brain damage. While Ms. A. attempted to
engage me in treating her “brain damage,” she simultaneously worried that I might further harm
her. Although I considered restarting Ms. A.’s antidepressant, it became increasingly evident that
medically oriented treatment, rather than alleviating her symptoms, had reinforced her conviction
that she was suffering from brain damage. This
idea might have been overcome with interpretation, but medication proved unnecessary: she responded with decreased anxiety once we began
to understand the meaning of her symptoms and
experiences. By observing her reactions over
time, we noticed how her symptoms intensified
whenever she was confronted with experiences
that revived memories and thoughts about the
events of the past 4 years: her conviction that doctors were giving her drugs that made her sick was
fueled by unexpressed anger at her husband, who
had taken her to the party where she ingested the
hallucinogen, and the first doctor, who had further plied her with medications without helping
her with her experiences. Feeling herself mistreated by insensitive psychiatrists and locked in
a crazy spiral of interactions from which she
could not extricate herself, she recalled similar
feelings that had accompanied threats to her husband and the family in connection with her husband’s legal case.
Ms. A. recovered over a period of 5
months. In addition to regaining her pretraumatic
equilibrium, she was able to confront her husband about his tendency to misjudge the character of his friends (such as the one who had given
the party where she had received a hallucinogen)
and to deny the riskiness of his cases. Inhibition
had prevented her from doing this earlier, although she felt his trait had contributed to their
recent difficulties. The couple planned to begin
marital therapy in the near future.

Ego regression, induced by her recent
traumatic experiences, seemed the most important determinant of Ms. A.’s symptoms. At
the time of her hallucinogen ingestion, although she no doubt experienced physiologic

VOLUME 7 • NUMBER 1 • WINTER 1998

C HERTOFF

41

effects of the drug, Ms. A. had also been faced
with a glimpse into her unconscious life for
which she was emotionally unprepared. (For
example, it seemed likely that her conviction
that she was dying derived from unacknowledged anger at her husband for exposing her
to risks that both he and she had ignored.) Subsequent dependence on her first psychiatrist,
and on medication, further weakened her coping capacity while still keeping her unaware of
her anger. The additional risks that developed
in connection with her husband’s job exerted
further stress on an already compromised ego.
Ms. A.’s second psychiatrist, using a symptomoriented approach, compounded her problems by ignoring her trauma, failing to
recognize the dynamic significance of her interactions with him, and inadvertently confirming her fears of brain damage.
Childhood conflicts pertaining to her relationship with a domineering father probably
contributed to Ms. A.’s marital choice, her brittle defenses against her anger, and her inhibitions in assertiveness. More intensive dynamic
work to familiarize her further with her unconscious life and the childhood antecedents of
her current conflicts might have been useful.
However, she was not interested in such exploration at the timepossibly because she retained some anxiety about her inner life, but
also because her gains in treatment had been
substantial and marital work took precedence.
Case 2. Ms. B., a married decorator, came to
me complaining of several months of increasing
tearfulness, suicidal ideation, difficulty sleeping,
hopelessness, phobic anxiety about leaving her
house, and fear for the safety of her 6-month-old
baby. She met DSM-IV criteria for a major depressive episode, and additional components of
the clinical picture did not emerge until we proceeded with an extended evaluation and began
psychodynamic psychotherapy. She could date
her distress from the time of her long, painful labor and delivery. After the birth of a healthy
baby, she could not rid herself of the feeling that
she had been mistreated and ruined by those
who had cared for her. She blamed her husband,
who had selected the small suburban hospital

through contacts in his medical supply business.
Although she had received some supportive therapy following childbirth, she never fully recovered and believed her symptoms were becoming
worse again. The intensity of her reaction to the
childbirth and her evasiveness about a hospitalization following an adolescent suicide attempt
suggested possible trauma. (The childbirth experience alone was not severe enough to meet DSMIV criteria.)
When Ms. B. was an infant, her mother had
developed an unspecified emotional illness. Her
father, who was often absent at work, had provided most of her nurturing. Ms. B. reported that
during grade school she had been bullied by children in the neighborhood and never felt comfortable. Although she had abused alcohol during
adolescence and had subsequently become involved in several self-destructive relationships,
she had established emotional stability during the
5 years preceding the birth of her child. She had
become competent in her career and had married a nonabusive husband. She was particularly
upset with herself because of her feelings toward
her formerly loved husband and because tearfulness, anger, and distress left her feeling unable to
care for her baby.
In addition to Ms. B.’s obviously overwhelmed ego functioning, her family history of
mental illness and stormy past personal history
suggested that she might have underlying ego vulnerabilities. She experienced intense anxiety in response to some of my exploratory questions. This
response, and the extent of her vegetative symptoms and difficulty coping at home, suggested
that she was too distressed to engage in psychotherapy without medication. These factors also
suggested she was at risk for further regression at
a time when her availability to her baby was crucial. However, her responsiveness to my questions connecting her current symptoms with the
feelings, memories, and fantasies stirred up while
she was giving birth, and her subsequent revelation of further pertinent information, indicated
her receptiveness to psychodynamic treatment
and some capacity for insight.
I saw this patient long before the era of media interest in sexual abuse. However, once she
was convinced that I would listen to her, rather
than accusing her of being irrational or insisting
on treating her with medication alone, she revealed that, while in labor, she had remembered
a long-forgotten incident of sexual abuse. (Her
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father, who had intervened to end the abuse, had
been unable to talk to about it to his then 5-yearold daughter.) Ms. B. also told me of a later sexual assault. This she had always remembered, but
because she knew she had made herself vulnerable and was convinced that she would be
blamed, she never told anyone. Several weeks of
careful attention to her evasiveness about her adolescent suicide attempt passed before she told me
the details. Despondent because a boyfriend had
rejected her, she had joined a group of unsavory
boys for a picnic. They had taken her to a deserted park and gang raped her. The complicated
childbirth, in which a number of doctors and
nurses gathered around her, watching her pain,
vividly revived her sensations during the gang
rape as well as her memories of the childhood
abuse.
Ms. B. responded well to a combination of
psychotherapy and antidepressant medication
(doxepin 150 mg, decreased to 75 mg after 3
months). Medication alleviated her symptoms sufficiently for her to talk to me about the rapes and
childhood abuse without feeling completely overwhelmed. Understanding the relationship of her
symptoms to guilt about her early abuse, subsequent rapes, and more recent death wishes toward her baby proved crucial for her eventual
recovery. We were able to determine that the
death wishes toward her baby derived primarily
from her anger at her own mother’s inability to
nurture her. Ms. B. remained in treatment for approximately 10 months and was able to taper and
discontinue medication several months before terminating therapy. Although she described some
minor conflicts with her husband, her affectionate
feelings toward him returned, and she no longer
felt fearful about, or unable to care for, her baby.
Remembering her nurturing father and turning
to his religion contributed to her recovery. On
follow-up several years later, I learned that she
went on to have a second baby without recurrent
symptoms.

Remarkably, despite severe symptoms
throughout her life, Ms. B. had achieved many
years of stability before her child was born.
Under the stress of pregnancy and a childbirth
that elicited sensations similar to the ones she
experienced during rape and abuse, she recalled her earliest experience. Had Ms. B.
come to treatment at another time, when

engaged in self-destructive behavior but without memories of the abuse or motivation to
understand her relationship with her mother,
she would probably have required more
lengthy and intensive treatment.
Ms. B.’s sexual abuse at age 5 had been an
isolated incident, rather than ongoing trauma
inflicted by a close relative or caretaker.
Mother’s unavailability had made her vulnerable to an abusive neighbor. The abuse, in the
context of her ambivalent relationship with
mother, greatly intensified Ms. B.’s conflicts
about autonomy and sexuality, making it difficult for her to resolve these conflicts through
the usual positive identifications with mother.
Father’s failure to talk with her about the abuse
further increased her vulnerability. She dealt
with subsequent difficulties, such as bullying
in grade school and rejection by a boyfriend
in high school, by becoming a victim.
Her experience illustrates the reverberations trauma may have at several stages of life,
and the complexity of its reenactments. For example, when Ms. B. went with the unsavory
group of boys who subsequently gang raped
her, she had been abandoned by a boyfriend,
as she had felt abandoned by her parents in
childhood. Again, as in the childhood abuse
experience, she felt vulnerable to anyone who
showed an interest in her. In allowing herself
to accompany the boys she knew to be unsavory, she repeated aspects of the repressed
abuse but also punished herself for anger at the
abandoning boyfriend (representing both
mother and father) and for the then-unconscious sexual feelings that had been aroused
by the childhood abuse.
It is not surprising that Ms. B.’s symptoms
arose again during childbirth, when unresolved conflicts with mother tend to be revived. Pathological identification with her
emotionally unavailable mother left Ms. B.
feeling inadequate and withdrawn, and this required our attention before she could feel confident in her own mothering. Fortunately, she
was able to make use of her identification with
her nurturing and supportive father in recovering her capacity as a parent.
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Ms. B. might have been genetically vulnerable to depression (since her mother may
have suffered from it), and medication alone
may have benefited her symptomatically.
However, medication would also have left her
vulnerable to further traumatic reenactments,
continued difficulties in mothering, and recurrent postpartum depression. Since she had already withheld important information from
several mental health professionals, it seems
unlikely that Ms. B. would have been able to
reveal her traumatic experiences in a more
symptom-oriented treatment where her defenses and underlying guilt were not specifically addressed. However, she did need the
support of medication in order to tolerate the
feelings aroused by exploring her experiences.
D

I S C U S S I O N

Those traumatized patients who suffer the
acute onset of symptoms following specific
events or experiences may become aware of
the full impact and meaning of these events
only during the course of dynamically oriented
treatment. Ms. A. and Ms. B. were both seen
during periods of acute decompensation. Two
consecutive traumatic events (a hallucinogen
given to her without her knowledge and subsequent risks to the physical safety of her family) had overwhelmed Ms. A.’s formerly
adequate ego defenses. She became increasingly symptomatic as she attempted to cope
with the stress of protecting herself and her
children and, simultaneously, with her unconscious anger at her husband. Complications
during the birth of Ms. B.’s first baby revived
memories of childhood trauma (an isolated instance of child abuse in the context of neglectful mothering) and overwhelmed her already
vulnerable ego defenses. She became increasingly symptomatic in her attempt to cope with
the stress of caring for her baby and the revived
memories of emotional pain, death wishes, and
guilt, which now were directed toward her husband, her baby, and herself. Diagnostically, it
was important 1) to recognize the extent to
which specific events had led these patients to

regress in their capacity to cope with internal
and external stimuli, 2) to determine their
more usual coping capacities, and 3) to understand developmental and hereditary factors
contributing to their ego strengths and vulnerabilities.
Both patients responded to psychodynamic treatment that helped them understand
the meaning of their symptoms without further
compromising their ego functioning. Ms. A.
had ascribed an ominous meaning to the combination of her panic symptoms and medication side effects (that they indicated brain
damage), but she had the capacity to make use
of dynamic psychotherapy without medication. Because Ms. B. had more ego vulnerabilities due to developmental and possibly genetic
factors, she required medication to tolerate the
exploration of her childhood sexual abuse, her
ambivalent relationship to her mother, and the
repetition of her then-unconscious childhood
trauma during adolescence. Once she understood and faced her feelings and memories in
psychotherapy, Ms. B. was able to discontinue
medication and remain symptom free during
a second pregnancy several years later.
These cases illustrate the potential for dynamically oriented assessment and therapy to
identify and remove obstacles to recovery
through clarification and interpretation, resolving the multiple and confusing symptoms
of some traumatized patients. Like Ms. A. and
Ms. B., such patients may not readily respond
to other forms of treatment. They may remain
unnecessarily dependent on medication and/
or remain vulnerable to recurrent symptoms.
In an era of intense pressure from managed
care to reduce treatment, focus on short-term
goals, and use medication as a primary form
of treatment, the potential efficacy of psychodynamic psychotherapies may be overlooked.
The focus of this article has been on patients who come to treatment suffering from
acute symptoms and who are responding to
recent events. However, modern analysts continue to effectively treat those traumatized patients who present with multiple chronic
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symptoms and/or who suffer from more severe, protracted trauma.54–56 Although such patients can be particularly challenging, much
progress has been made, since Freud, in elucidating the impact of trauma on ego development and in differentiating those patients who
respond well to psychoanalysis from those who
are better treated with other forms of psychotherapy. Combination dynamic-supportive
treatments, sometimes including medication
and targeted cognitive-behavioral therapies,
may be useful when ego vulnerabilities predispose patients to extreme regression.57 Serotonergic antidepressants, not yet available at the
time I treated Ms. B., may be particularly effective in modifying intense affects sufficiently
to allow therapeutic work to proceed.58 Techniques such as hypnosis or direct suggestion
have been used to help patients with dissociative symptoms and fragile ego functioning
cope with overwhelming affects and avoid selfdestructive behavior.59 For those traumatized
patients with borderline personalities who
function at a relatively high level, analytically
oriented psychotherapy is often very useful.60
Psychodynamic assessment of past and present
ego functioning aids the clinician in determining the patient’s suitability for psychodynamic
psychotherapy or psychoanalysis, as well as
the need for adjunctive medication or other
forms of therapy. Psychodynamic treatment, if
appropriately selected, will invariably lead to
further elucidating the impact and meaning of
traumatic events.
Treating traumatized patients can be very
challenging for the therapist. Such patients
tend to live out their experiences in action and
have difficulty putting them into words. Like
Ms. B., they often regress when a trauma is
touched upon directly, and considerable clinical skill is required to determine when support,
or further exploration, is indicated. Like Ms.
A., such patients sometimes make defensive
use of traumatic experiences to avoid recognizing other conflicts. Moreover, patients may
be able to induce the therapist either to reenact
the trauma or to become punitive and critical.
In addition, the therapist listening to the expe-

riences of a severely traumatized patient may
feel overwhelmed and be at risk for withdrawing empathy, avoiding further exploration, or
discharging the patient prematurely.
C

O N C L U S I O N

Traumatized patients benefit from an ego psychological approach to assessment and treatment in two ways. First, assessment of ego
functioning provides information about the
patient’s vulnerabilities and strengths. It guides
the clinician in determining both the patient’s
suitability for psychodynamic treatment and
the need for adjunctive medication or other
forms of therapy. Second, focus on the meaning of the patient’s symptoms helps to identify
traumatized patients who have repressed or
avoided discussing upsetting experiences at
the onset of treatment. This focus may elucidate the formerly obscure relationship of
symptoms to traumatic events, as well as the
dynamic meaning attributed to these events by
the patient.
Patients who have become acutely symptomatic following specific events, who have
some capacity for insight, and whose vulnerabilities are taken into account in treatment
planning may respond quite rapidly to psychodynamic psychotherapy. By addressing the
intrapsychic components to trauma, often
missed in other therapies, psychodynamic
treatment has the potential for clarifying and
resolving the multiple and confusing symptoms that often characterize traumatized patients.
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One hundred eighty subjects at least 60 years
of age with recurrent unipolar major
depression were recruited to participate in a
depression treatment protocol. All patients
received drug therapy with nortriptyline
(NT) and interpersonal psychotherapy (IPT)
with an experienced clinician. Acutely, 81%
of subjects showed a full response to combined
treatment. In the initial 127 subjects, the
most common problem areas in therapy were
role transition (41%), interpersonal disputes
(34.5%), and grief (23%). Case vignettes are
presented and discussed. The combination of
IPT and NT showed a powerful
antidepressant effect. IPT was readily
adaptable to the needs of depressed elders.
(The Journal of Psychotherapy Practice
and Research 1998; 7:47–55)

T

he National Institutes of Health Consensus Conference on Geriatric Depression
concluded that the current system of care delivery for depressed geriatric patients was “inadequate, fragmented, and passive” and
argued for more research endeavors to refine
promising psychosocial treatments, such as interpersonal psychotherapy, for geriatric depression.1
Although Sigmund Freud was pessimistic
about using psychoanalysis with the aged,2
many subsequent practitioners refuted that
view and proceeded to publish case descripReceived September 3, 1996; revised April 22, 1997;
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tions of geriatric cases with successful outcomes. The literature prior to the 1980s is primarily composed of such case reports, often
richly descriptive but limited to the experience
of single practitioners.3–14 Recently, research
efforts in psychotherapy have focused on the
use of manual-based psychotherapies such as
cognitive-behavioral therapy15 (CBT) or interpersonal psychotherapy16 (IPT) in order to
standardize treatments by different practitioners and allow for meaningful comparison between groups of patients receiving different
treatments.
In this article, we describe our collective
experience treating 180 depressed elderly patients over the past 7 years in a controlled treatment trial, the Maintenance Therapies in
Late-Life Depression (MTLLD) study. We begin with a brief background of the development of IPT and a description of the protocol
within which it was used. Preliminary crosssectional data are presented along with case
vignettes to illustrate each IPT problem area.
Interpersonal psychotherapy of depression was developed about 25 years ago by Gerald Klerman, Myrna Weissman, and their
colleagues in the New Haven–Boston Collaborative Depression Research Project. It was
described by the authors as “a focused, shortterm, time-limited therapy that emphasizes
the current interpersonal relations of the depressed patient” (p. 5).16 The focus of IPT is
jointly agreed upon by patient and clinician
and is broadly contained in one of four problem areas: abnormal grief, role transition, role
dispute, or interpersonal deficit. The techniques of IPT are based on a long tradition of
interpersonal psychotherapy, primarily developed in the Baltimore-Washington area, and
on many empirical studies related to attachment bonds and significant life events.17
Karasu18 has published a comparison of IPT
with other psychotherapies for depression, describing the major features, advantages, and
limitations of the psychodynamic, cognitive,
and interpersonal approaches.
The rationale for using IPT was initially
described in a treatment manual and was

subsequently published as a textbook,16 which
has been used to train clinicians in a variety
of clinical and research settings. Over the
years, IPT has been modified for use with
specific populations, such as those with recurrent depression or depression in late life
or adolescence.19 I P T has been demonstrated empirically to be an effective form of
treatment for acute and maintenance treatment of adults ages 18 to 60.15,20
M

E T H O D S

Description of the MTLLD Study
The Maintenance Therapies in Late-Life
Depression study was conceived to attempt to
reduce the high recurrence rate observed in
geriatric depression by comparing the efficacy
of the antidepressant nortriptyline (NT) with
interpersonal psychotherapy and their combination as maintenance treatments under
placebo-controlled, double-blind, randomassignment conditions. I PT was chosen
because it was anticipated to be readily
adaptable to the problems facing elders, particularly grief and role transitions. Furthermore, IPT is a manual-based psychotherapy
that can be standardized and verified.
The MTLLD study enrolls elderly individuals with a history of recurrent depression
during a current episode of major depression. Patients were excluded if they were bipolar, dementing, psychotic, diagnosed with
neurodegenerative disease, or medically unable to be tried on NT or to travel for weekly
visits. Since the goal of the study is to compare the efficacy of maintenance treatment,
the first task is to maximally treat the current
episode. All patients in the acute phase of the
study therefore receive combined IPT and
NT. All patients are seen weekly for 50 minutes of IPT for a minimum of 12 sessions.
After achieving stable remission for 16
weeks, patients are then randomized for 3
years of maintenance follow-up on either NT
or placebo in combination with either monthly
IPT or a 15-minute medication check. For a
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more detailed description of the MTLLD protocol, see Reynolds et al.21 A report on the differential efficacy of these maintenance
assignments will be available once the ongoing
study is complete.
Teaching IPT to
Protocol Psychotherapists
Teaching of the principles of IPT was carried out under the direction of senior clinicians, all of whom were highly experienced in
its use from previous studies through direct collaboration with the developers of IPT. All
therapists completed a 6-month didactic
course (11⁄2 hours per week) on the principles
of IPT, including videotaped case vignettes.
Each therapist was assigned two pilot cases,
working with an individual supervisor on a
weekly basis as well as alternately presenting
videotapes for weekly group discussion and
supervision. As the study progressed, the
weekly case conference also served as an opportunity for ad hoc validation of the most
appropriate focus of therapy. The pilot experience of Sholomskas et al.22 recommended
that therapists maintain an active stance, that
they be prepared to help patients with practical
problems such as finances or transportation,
and that they maintain an awareness that options for change may be limited among elderly
patients.
We expected our elderly subjects as a
group to be struggling more frequently than
younger subjects with issues of grief and loss
and with role transitions such as retirement
and relocation. Regarding role disputes, we
tried to remain cognizant of the writings of
Sholomskas and colleagues, who warned
that elderly individuals may see themselves
as having fewer options to make changes in
role disputes than younger persons. Finally,
we expected to find a disproportionate number of subjects in an elderly cohort confronting issues of aging, illness, and the perception
of impending death.

R

E S U L T S

Introducing IPT to Elderly Subjects
Many of our geriatric patients had little
experience or understanding of psychotherapy prior to enrolling in the MTLLD study.
They voiced their willingness to do anything
to feel better but did not always come asking
for psychotherapy in particular. Because IPT
was a requirement of protocol participation,
every effort was made to educate patients
about the process and potential benefits of IPT.
The vast majority of patients were able to learn
and use the psychoeducational aspects of IPT
and to use the time in therapy fruitfully.
The majority of patients worked very hard
in therapy and reported reviewing sessions on
their own and sometimes keeping notes. They
voiced appreciation for the opportunity to
have the psychotherapy sessions, since they
often had no other confidant.
Overall, MTLLD therapists found fewer differences in applying IPT to elderly patients than
anticipated. There was a range of psychological
mindedness among our patients that was very
similar to our experience with younger populations. On the whole, carrying out IPT was not
more difficult with elders. A few patients could
not tolerate full 50-minute sessions when acutely
depressed, but most were easily engaged and
very reliable about keeping appointments. Because few patients were still working, schedules
were flexible and time was less restricted than
with younger patients.
Dependency issues did arise infrequently
when the maintenance phase approached and
patients anticipated a 50% chance of no longer
receiving psychotherapy. We were careful to
handle termination according to the IPT principles of beginning discussion of these issues
well in advance of transition times and by confronting them openly.
Cross-Sectional Data
Thus far, the combined use of IPT and NT
has been shown to be a powerful treatment for
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depression in elderly subjects, with a full response rate of 81% (defined as a score ≤ 10 for
3 consecutive weeks on the Hamilton Rating
Scale for Depression23 [Ham-D]). Mean
pre/post Ham-D scores among responders
were 21.9 (SD = 4.2) and 4.9 (SD = 2.8), respectively. Detailed reports of other preliminary outcome variables have been published
elsewhere.21,24,25
The four major problem areas that serve
as foci in IPT are 1) abnormal grief, 2) role
transitions, 3) role disputes, and 4) interpersonal deficits. A detailed analysis of the first
127 patients showed a primary psychotherapy
focus on role transition in 41%; a focus on grief
in 23%; a focus on role disputes in 34.5%; and
a focus on interpersonal deficits in 2 subjects.
The role transitions that were associated with
depression in our elderly patients, in descending rank order of frequency, are aging issues,
retirement, declining health, “empty nest,”
loneliness, widowhood, relocation, ill significant other, marital change, work-related role
transition, and dating. A secondary focus of
role transition was identified in 57% of patients
(in 41% of those with grief as a primary focus
and in 32% of those with interpersonal dispute
as a primary focus). The breakdown of losses
precipitating grief, in rank order, was as follows: spouse, adult child, parent, sibling, close
friend, nephew, and multiple family members.
The problematic relationship in the 44 subjects
with a primary focus on role disputes was most
frequently with a spouse, followed by interaction with children, multiple family members, and, in one case each, a sibling and a close
friend. For a detailed account of clinical and
demographic correlates of IPT foci, see Wolfson et al.23
Case Vignettes
Role transition, illustrated in the following
vignette, was the most frequent problem we
encountered. As the role transition crisis
abated in the early phase of treatment, the focus of IPT changed to role dispute.

The tasks of the IPT therapist in a role
transition are to 1) elucidate the lost role, 2)
facilitate the expression of emotion surrounding it, 3) encourage the development of social
skills suitable for the new role, and 4) seek social supports to help maintain the new role.
Case 1: Role Transition/Role Dispute. Mr.
A., a 61-year-old white, married professional, presented in his third episode of major depression.
He reported previously seeing a psychiatrist for
“advice” during a midlife crisis but not finding it
very helpful.
Mr. A. described how his professional practice partner had recently retired, leaving him with
an office he could not afford. Gradually, a picture
came into focus of a man with deep ambivalence
about his chosen profession and a pattern of financial negligence in paying debts and collecting
fees that was nearly bankrupting him. Mr. A. explicitly stated that his ambivalence toward starting again with another practice versus taking up
other employment or choosing retirement was
particularly depressing to him. A focus on role
transition seemed most appropriate at the outset.
After several sessions exploring various options and providing him an opportunity to ventilate his feelings about his work-related
ambivalence, Mr. A. finally decided to invest in a
new office, found a young partner, and opened a
new practice. His goal was to retire in 5 years.
His depression gradually improved over the ensuing 3 months.
During his IPT treatment, Mr. A.’s wife was
diagnosed with cancer. She was successfully
treated with chemotherapy and achieved a rapid
remission, but her tolerance for her husband’s behavior was diminishing. She became more confrontational regarding his pattern of “forgetting”
to fulfill his responsibilities, which now seemed
more pronounced since her treatment had left
her greatly weakened and more of the day-to-day
responsibility of running their affairs fell into Mr.
A.’s hands. She once telephoned out of desperation, complaining about his behavior in light of
their dire financial circumstances. Gradually, a
pattern of passive deferral or passive aggression
toward his wife became clear, and a shift in the focus of IPT to role dispute seemed appropriate. A
few conjoint sessions were deemed necessary to
deal with the crisis of his wife’s cancer diagnosis.
During these sessions, Mrs. A.’s accusations of a
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long-standing pattern of passive aggressive behavior and convenient forgetfulness were not denied
by Mr. A. Their relationship had developed a homeostasis that rested upon Mrs. A.’s ability to continually rescue her husband when his negligence
caught up with him. The inclusion of his wife in
these conjoint sessions helped to reveal more
fully the patient’s lifelong character pathology.
His “forgetfulness” became so problematic that
Mr. A. and his wife requested neuropsychological
testing because she was afraid he might be showing early signs of dementia. The test results were
negative for significant cognitive impairment.
Since IPT does not seek to change personality structure per se, his IPT therapist continued to
focus in very practical ways on the day-to-day
tasks as they related to role disputes with his wife.
On review with Mr. A. of the list of his day-today responsibilities, he appeared to be more forthcoming about his long-standing pattern of
avoiding responsibilities. With continued review
of these issues, Mr. A. began to take more responsibility for the running of the household. He became more attentive to his wife’s needs and more
honest with her about what he was willing and
able to do. Mr. A.’s wife confirmed that he
seemed better at “hearing her” and she now felt
she was receiving more of the support she sorely
needed to cope with her cancer.

The vignette of Mr. A. illustrates a case of
shifting focus from role transition (work transition) to role dispute (marital conflict). The
long-standing character traits of passivity and
passive aggression were acknowledged by the
IPT therapist but addressed only through persistent reevaluation of here-and-now themes.
The crisis of his wife’s diagnosis of cancer
caused Mr. A. to more fully confront his longstanding, maladaptive behavior patterns. His
IPT therapist was able to help him see the relationship of these behaviors to the role dispute
with his wife and to seek alternative strategies
that were more appropriate.
Role disputes that were ameliorated by work,
child care, or independent activity often
proved to be more difficult when one spouse
became ill or dependent or if retirement or
children leaving home required a couple to
spend more time together, as the following

case vignette illustrates.
Case 2: Role Transition/Role Dispute/Abnormal Grief. Mrs. B., a white, married 64-yearold, presented in her fourth episode of major
depression, never having had any previous experience in psychotherapy. She had recently retired
from her position as a health care provider. She
was extremely anxious and guarded at the onset
of therapy and reported an almost complete remission of depressive symptoms in the first week.
The clinical staff was intuitively skeptical of this
“flight into health” and was able to convince her
to stay in the program. Within several weeks, her
symptoms returned and her Ham-D score was as
high as it had been initially. She was extremely
anxious and had a difficult time engaging actively
in therapy. After a cautious start, the educational
component of IPT began to pay off and she began to engage more actively. Gradually, she began talking about her difficulties in adjusting to
retirement. These included difficulties in time
management, learning to manage money, and setting boundaries on her availability for baby-sitting her grandchildren. The first 5 to 8 sessions
focused on these role transition issues.
Once Mrs. B. began to feel somewhat better
and a therapeutic bond formed, she began to reveal deep-seated resentments toward her husband. She requested that we shift our focus away
from her problems with retirement and onto her
role disputes with her husband. Each situation
that Mrs. B. brought to therapy manifested an underlying imbalance of power and control. Mrs. B.
described her husband as a benign dictator. Her
IPT therapist explored specific instances of the
power imbalances she described and her usual response of failing to ask for what she wanted because she “knew” he would become upset if she
disagreed with him. After exploring alternative
strategies and the potential consequences of
greater assertiveness, Mrs. B. vowed to attempt to
speak up more and be more clear about her
needs. The interpersonal disputes worsened with
these initial attempts, as did her own internal dissonance. With continued confrontation and clarification of this pattern, Mrs. B. recognized her
own responsibility in allowing her husband to
“rule the roost” and the great difficulty she had in
asserting herself. With the continuing support of
her IPT therapist, Mrs. B. made persistent attempts to assert herself more clearly and was
both surprised and delighted to find her husband
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more willing than she had imagined to share in
decision making. With practice, she eventually
became more comfortable with her newly acquired role. Through her work in IPT, Mrs. B.
was able to learn to be more aware of her role in
her marital discord and to accept more personal
responsibility for their joint problems. The net effect of these efforts led to improved marital communication.
As the interpersonal dispute with her husband improved, Mrs. B. revealed another dimension of her interpersonal life that related to her
depression. Her sister, who was her primary confidant, had died several years earlier, and Mrs. B.
felt that she had never properly grieved for her.
This was due, in part, to complex dynamics in
her family, such as family secrets that only she
and her sister shared, as well as Mrs. B.’s unwillingness to allow herself to “let go” and really
mourn, since her primary role in the family had
always been to take care of others. With gentle encouragement Mrs. B. was able to step out of her
role as caregiver and to express a great deal of
her grief and pain. She chose to share some of
the family “secrets” that had played a role in her
buried grief for her sister. Her father was much
older than her mother and developed Parkinson’s
disease while many of the children were still
small. Since her father was unable to continue
working, her parents took in boarders to generate
income. Her revelation of the family secret that
her mother had several love affairs with her male
boarders was followed by extreme self-doubt and
worry that she was being disloyal to her family
for talking about this “secret.”
Mrs. B. spoke of her difficulty trusting the
confidence of her sister, who also knew of the “secret.” Mrs. B. had wanted many times to discuss
it with her sister but had never done so. The issue
of trust was explored at length, and Mrs. B. expressed her appreciation for having the opportunity to discuss these issues in a “safe” forum
where there were no ramifications in her personal life. The issues of trust, shame, embarrassment, and loyalty were each explored in turn,
since they were key to unlocking her buried, incomplete grieving for her late sister.
Her IPT therapist was able to tie Mrs. B.’s
feelings surrounding grief for her sister to her current situation (and thus return the focus to the
present) by helping her to explore ways in which
she might become more flexible in her roles with
important people in her life now and learn to ask

for support from others when she needed it.

The role of the IPT therapist is to explore
problem interpersonal relationships and
search for ways in which they might be handled better. Mrs. B.’s IPT therapist recognized
her problem trusting others and encouraged
her to learn to ask for more from others within
her significant relationships.
Early in treatment, this patient demonstrated the “flight into health” phenomenon
because of her anxiety about “opening up.”
Her IPT therapist, through patient and persistent psychoeducational efforts, convinced her
of the safety of sharing her interpersonal difficulties as she saw them. Mrs. B.’s initial complaints indicated a role transition focus
(retirement), followed by psychotherapeutic
work centered on her role disputes in her marriage. After progress handling the first two
problems, a third, more briefly explored focus
on unresolved grief was made possible by her
bolstered confidence that she could trust her
therapist with her most deeply held secrets.
Issues arising from old traumas might be
expected to surface more often in elderly patients because they have more years of accumulated experience. IPT does not set out to
elucidate early life experiences or uncover
traumas per se, as one might in psychodynamic
or psychoanalytic therapies; however, when
patients bring them up, it is appropriate in IPT
to encourage the ventilation of feelings around
the old trauma. Mrs. B. clearly needed to share
the long-held family secret that was connected
to her unresolved grief for her sister. After allowing her to express her feelings about the
matter, her IPT therapist gently brought her
back to the present and connected the issue to
her current problems by posing questions to
her about how she might learn to ask for more
support and understanding from others instead of continuing a pattern of silent suffering.
We expected to encounter difficulty coping
with grief and loss in our elderly subjects and
frequently did so. We have previously written
at length about our experiences using IPT for
grief in elders.26 The following vignette illus-
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trates one presentation of abnormal grief.

acknowledgment that his own problems were just
as deserving of family attention and support.

Case 3: Abnormal Grief/Role Dispute. Mr.
C., a white, single 64-year-old, reported a history
of persistent depressive symptoms for 3 years
prior to his admission to the MTLLD study. Mr.
C. had never married but was very close to his
siblings and their families. Mr. C. was a health
care professional and, as such, regularly assumed
the role of caregiver with his entire family’s medical problems. He was particularly close to his 10
nephews, with whom he especially enjoyed playing golf.
Four years prior to his presenting for help,
one of his nephews died of leukemia at age 37. A
month afterward, another nephew, also in his thirties, died suddenly from a cerebral aneurysm. In
1988 one of his brothers died, and a year later a
second brother died. Shortly after that, one of his
great-nephews (age 25), died in a car accident.
Mr. C. said, “I have been grieving for the last
three years.” To make matters worse, as a result
of prostate cancer treatment, colon resection, and
recent carpal tunnel surgery, he himself could not
play golf for an entire season.
The IPT focus, abnormal grief, was complicated by several factors. In addition to being distressed by his own limiting illnesses, Mr. C. was
resentful of being continually thrust into the role
of liaison with various health care providers who
were caring for his ill relatives, a role he found to
be extremely stressful but to which he could
never say no. Additionally, although other family
members, especially the parents and spouses of
the deceased, received support and acknowledgment of their losses, no one seemed to recognize the depth of his losses. He was “only the
uncle,” although it became clear that he shared a
special bond with his nephews.
His IPT therapist offered a safe, supportive
forum to express all of his feelings of sadness for
his lost relatives, as well as his negative feelings
that his grief was not being legitimized by other
family members and that he was being taken for
granted as a health care liaison despite his own
medical problems and restrictions. With continued confrontation of his role in allowing the
status quo to remain, he expressed a willingness
to be more assertive in declining some of the expected obligations he no longer felt he could
fulfill. The self-perception that he had to “give
more” as “only an uncle” to feel worthy of inclusion in the family was challenged, resulting in the

By first acknowledging the legitimacy of
his grief, IPT offered Mr. C. the opportunity
to openly grieve, to talk about how he experienced his nephews’ deaths not only as the
“family nurse,” but also as their beloved uncle.
He also learned that he could relieve his resentment at being overburdened by his family’s medical needs by being more assertive in
his expectations that he be included as a fullfledged family member complete with his own
problems, not just “the uncle.”
D

I S C U S S I O N

In our experience, IPT in combination with
nortriptyline shows a high degree of utility with
depressed geriatric patients. We were impressed with the ability of our patients as a
group to learn from the psychoeducational
components of IPT, to become working partners in psychotherapy, often without prior
experience, and to use IPT to modify interpersonal problems.
A shift of focus during IPT occurred in
57% of our subjects. In the case vignettes, Mr.
A.’s job-related role transition and his wife’s
cancer diagnosis forced a confrontation with
long-standing maladaptive behavior in his
marital relationship. Mrs. B. revealed her longstanding resentments toward her husband only
after exploring her difficulties adjusting to retirement. Mr. C. struggled with the grief of multiple losses through death before confronting
his resentment toward various family members who assumed he would be their health
care liaison. Perhaps a more crisis-oriented
therapy with limited sessions would not have
allowed for these secondary role disputes to
emerge; however, in our view the secondary
focus on role disputes is often the most important focus that is “saved for last”after more
temporary adjustments in coping have been
made and after patients have developed the
required rapport to approach more worrisome
or deep-seated problems in their relationships.
In other words, role transitions are easier to
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handle if important relationships are viewed
as working well, and vice versa.
Regarding spousal role disputes, perhaps
we are seeing an age cohort effect, since divorce would have been more frowned upon in
the earlier years of these couples’ marriages
than in recent times. Couples with severe marital strains may have found ways to cope, however tenuous, only to find their tried and true
strategies were failing as the stresses of late life
accumulated. One-third of the patients with a
primary focus of role dispute showed a secondary focus of role transition. Perhaps an unavoidable role transition precipitated a shift of
a tenuously balanced relationship into one
with a serious role dispute. It is not difficult to
imagine the stresses of a new medical illness
or the approach of retirement precipitating
more disputes between spouses.
The clinical impressions of the 5 participating IPT psychotherapists treating these 180
patients over the past 7 years were that IPT
required no major modification and was no
more difficult to carry out than IPT with
younger patients. There were certainly instances when financial, legal, medical, transportation, or housing problems arose and
required exploration and sometimes practical
recommendations for appropriate assistance.
These instances were seen somewhat more
frequently than with younger patients, but they
did not significantly interrupt or overshadow
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the focal work in IPT. The reader should bear
in mind that elderly subjects with significant
memory loss or dementia, who would be expected to require even more assistance, were
excluded from the protocol.
In preparing to work with depressed elderly patients, we found a review of principles
of gerontology highly useful to familiarize ourselves with and be able to anticipate common
problems and needs of elderly patients in general. A background course in gerontology or a
year or more of experience working with elders is highly recommended for clinicians interested in applying IPT to elderly patients.
Although the use of nortriptyline with
IPT, in our experience, has been a powerful
antidepressant combination for elders with recurrent depression, we cannot comment on the
differential effects of these two treatments as
acute treatments. Report of the comparative
efficacy of IPT, nortriptyline, and their combination as maintenance treatments will follow
upon completion of the MTLLD protocol.
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Although disparate views have been
published, the theory underlying multimodal
therapy suggests that therapist–client
similarity would be most advantageous for
treatment outcome and client satisfaction. To
explore this question, 19 different
therapist–client pairs were followed over 12
sessions of psychotherapy. Clients were
evaluated with the Brief Symptom Inventory
(BSI) after sessions 1 and 12 to determine
psychotherapy outcome. Similarity was
determined by computing D ∋ 2 statistics on
therapists’ and clients’ responses to the
Structural Profile Inventory (SPI).
Similarity on the SPI predicted
psychotherapy outcome, showing a
statistically significant relationship with the
Global Severity Index of the BSI.
(The Journal of Psychotherapy Practice
and Research 1998; 7:56–64)

.D.
In clinical psychology’s quest to fulfill G. L.
Paul’s1 charge to psychotherapy researchers,
“What therapy, by whom, is most effective for
this individual with that specific problem and
under which circumstances?” (p. 111; italics in
original), research has shown that it is not only
important to study each of these factors individually, but that it is also important to combine them. The study of therapist–client
similarity has thus arisen. Out of this tradition
of research, two opposing schools of thought
have developed: one suggesting that therapist–
client similarity results in optimized outcomes,
and one suggesting that dissimilarity optimizes
treatment outcomes.
The position favoring similarity appears
to have evolved from observations that therapist and client demographic and personality
characteristics such as gender, race, personality, and mental health have a “profound impact” on psychotherapeutic process and
outcome.2 Some research in this area has gone
so far as to suggest that most of the variance in
outcome is a result of therapist and client variables and that little is actually a result of the
specific techniques used.3,4
It has also been suggested that client–
therapist similarity aids in the genesis and
maintenance of rapport.5 Psychotherapy is an
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interpersonal sharing and communication experience. Therefore, the more similar the client–therapist dyad, the greater the likelihood
of the communication being clear and readily
understood.6 Dormarr et al.7 demonstrated
that the clearer and more consistent the communication between the therapist and client,
the more positive the treatment outcome.
Cummings et al.8 found that when therapists
and clients agreed in their recollections of
which session events were important, psychotherapy sessions were generally rated as more
effective by both clients and therapists.
Strong support for this position comes
from studies of length of psychotherapy as a
function of client–therapist similarity. Mendelson and Geller9 studied therapists and clients
in a college counseling center. Similarity/dissimilarity was determined on the basis of Myers-Briggs Type Inventory (MBTI) profiles.
Dissimilarity was associated with increased
dropout rates and increased premature termination rates. Purportedly, clients were unable
to build rapport with highly dissimilar therapists and left therapy because of dissatisfaction.
Much of the support favoring dissimilarity
comes from the perspective that psychotherapy is an educational experience. There is a
large body of literature10,11 suggesting that the
“active ingredient” of psychotherapy is the set
of new or compensatory skills acquired during
the process. For education to be effective, the
“student” must be presented with some information that is new or that is presented in a
different way. In psychotherapy, clients must
be able to learn something novel and different
from their therapists that they would not ordinarily learn on their own. Therefore, therapists
who are too similar to their clients will be unable to present a different perspective or any
new learning.12 Even studies that have shown
the importance of client–therapist similarity
have demonstrated that extreme similarity appears to be a deterrent to successful psychotherapeutic outcome for precisely this reason.7
The study of the effects of therapist–client
matching of personality variables is not new to
the science of psychotherapy. In the early 1970s
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a flurry of research activity was generated on
the topic of the A-B dichotomy.13–16 According
to this theory, certain therapist personality variables, differentiable through the administration
of the Strong Vocational Interest Blank, could
predict outcome efficacy with neurotic versus
psychotic patients. However, this theory has not
been validated empirically.17
More recently, Beutler and Clarkin18 developed a system for systematically targeting
therapeutic interventions for specific clients
with specific problems in specific circumstances. This integrative model is based on four
primary classes of events and variables, which
therapists can consider and use to theoretically
choose optimal psychotherapeutic techniques
to maximize treatment outcome. These four
primary classes are Patient Predisposing Variables (diagnosis, personal characteristics, environments/circumstances), Treatment Context
(setting, mode or format, frequency and duration), Relationship Variables (personal compatibility matching, enhancing of the
therapeutic alliance), and Strategies and Techniques (focal targets of change, level at which
goals of treatment are mediated, way of conducting the actual therapeutic work).
It is the third of these classes, Relationship
Variables, that is most appropriate to this report. Among the dimensions of compatibility
discussed by Beutler and Clarkin are demographics, interpersonal response patterns, personal beliefs, and attributions. (See their
chapter 9 for a comprehensive discussion of
therapist–client personal and personality
matching in the optimization of psychotherapy
outcome.18)
Multimodal therapy19 explains human
functioning in terms of seven independent yet
interactive dimensions, referred to by the
acronym BASIC-I.D. These seven spheres
of functioningBehaviors, Affects, Sensory,
Imagery, Cognitions, Interpersonal, and
“Drugs”/biological factorseither singly or in
combination can explain fully the realm of
human experience and functioning.19
The modality of Behaviors can best be described as one’s orientation to action. People
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who score high on the Behaviors modality
scale are generally described as active, energetic, and busy. They are often goal-oriented
and often choose to act on a problem rather
than studying it in depth first. People who score
high on the Affects modality consider themselves emotional. They feel things deeply and
rely on their emotions and intuitions. People
who score high in the Sensory modality are
very tuned in to their physical sensations. They
are keenly aware of smells, tastes, sights, kinesthetics, and sounds, similar to the conceptualization of the strongly right brain–dominant
individual. People who score high on the Imagery modality are good at thinking in pictures.
They may be more likely to fantasize or daydream and can often think three-dimensionally. People who score high in the Cognitions
modality consider themselves logical, rational,
and contemplative. People who score high in
the Interpersonal modality derive energy from
interpersonal relationships. These are “people
persons” who like to socialize, mingle, and be
in groups. People who score high in the Biochemical factors are health conscious. They
avoid unhealthy habits and take care of their
bodies. They do not resort to substance use to
cope. People who are having psychological
problems will experience them across all modalities. Consequently, for optimal treatment
outcome, therapy must focus on the significant
manifestations in all seven modalities.
In Multimodal therapy, clients are thoroughly assessed in all seven areas of functioning. All of their strengths and clinical
symptoms in all modalities are carefully cataloged. The Multimodal Treatment Plan is developed by matching specific, empirically
documented psychotherapeutic techniques to
each of the client’s target clinical symptoms.
Multimodal therapy agrees with other disciplines and psychological views20,21 in recognizing that it is the techniques that are of prime
importance in psychotherapy.19
Modality scores are important in the study
of behavior. They determine an individual’s
functioning preferences. According to the theory and clinical observation of multimodal

theory,19,20 one’s “dominant modality” (having
the highest score on the Structural Profile Inventory [SPI]) will be the sphere of functioning
in which one will be most likely to react, especially in times of stress. The implications of this
finding for marital and other interpersonal relationships are that when individuals share
dominant modalities, their communication
will most likely be clearer and a more productive interpersonal relationship will result.22–24
Dominant modalities can be determined
through the application of several different
assessments. The Structural Profile was
originally a verbally administered tool25 that
consisted of describing the seven modalities
and requesting the client’s self-rating for each.
Straightforward in its approach, the Structural
Profile is a quick and easy way to obtain a general and global picture of a client’s modality
functioning. However, to gain further insight
into the nuances of a client’s modality functioning, the 35-item SPI was created.19 The reliability and validity of SPI were demonstrated
in a study by Landes,26 who showed internal
consistency and test-retest reliability, as well as
concurrent validity, for the Affects, Sensations,
Cognitions, and Interpersonal Relations modality scales through correlations with the
MBTI. Recently, the SPI has been shown to
have even higher reliability scores than previously demonstrated, and, through a correlation with the Vocational Preference Inventory,
validity has been established for the Affects,
Sensations, Imagery, and Interpersonal Relations modalities, with some indication of validity established for the Behaviors modality.27
Research has already demonstrated that
therapists’ theoretical stances are consistent
with their own modality structures on the SPI22
and that clients’ perceptions of their psychological difficulties can be similarly predicted
from their SPI scores.24 The implications of
these findings are that psychotherapists are
likely to employ specific techniques that are
consistent with their own modality structures
and clients, likewise, are apt to see techniques
consistent with their own modality structures
as more pertinent to their issues. Herman23 has
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already demonstrated that when therapists and
clients differ in their modality structures, early
psychotherapy impact suffers. It is therefore
intuitive to assume that psychotherapy outcome will suffer similarly. This is not a radical
idea in psychotherapy research. McConnaughy28 discussed in detail the impact of a
therapist’s personality style on the style, form,
and content of the psychotherapy practiced.
Lazarus29 has recently reviewed the necessity
of approaching the client on his or her own
terms. Rogers had covered this same topic
extensively for years previously,30 although
employing a much more limited model.
This study was designed to explore the importance of therapist–client similarity from the
holistic and comprehensive viewpoint of multimodal therapy. For this purpose, the SPI, the
primary psychometric of multimodal therapy,
was used to determine a measure of similarity.
It was hypothesized that therapist–client similarity on the Multimodal Structural Profile
Inventory would result in more successful psychotherapy outcomes than would therapist–
client dissimilarity.
M

E T H O D S

Subjects
Therapists were recruited by mailing letters to the directors of eight clinics in New York,
New Jersey, Pennsylvania, and Indiana. Although initially 45 therapists agreed to participate, a total of only 19 therapist–client pairs
did participate in this study. Therapists were
primarily female (74%). The average age of the
therapists was 32.8 years (SD = 6.8, range
23–46). Most of the therapists (74%) were still in
advanced degree programs (Ph.D., Psy.D.,
Ed.D., or psychiatry residency), and they had an
average of 3.96 years of experience (SD = 3.9,
range 0–12). Half of the therapists were married
(47%), and most were Caucasian (68%).
Clients were also primarily female (84%).
Their average age was 27.0 years (SD = 8.6,
range 18–49). Half of the clients were college
students (47.4%). Several clients had master’s de-
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grees (26.3%), and a few had professional degrees. Of the nonstudents, some were employed and some were not. Most of the clients
(74%) were single, 21% were married, and 5%
were divorced. Most clients were Caucasian
(74%).
Clients were excluded from participation
if they were actively psychotic, actively substance dependent, or organically impaired.
Clients had to be literate to the extent that they
were capable of reading and answering the research questions in order to participate. Only
clients 18 years or age or older were recruited
for participation. Family and marital therapy
clients were not recruited, so as to optimize
concentration on the interactions between
therapists and individual therapy clients. Each
therapist was asked to participate only once
with one individual client.
Procedures
Therapist–client similarity was determined through administration of the Multimodal Structural Profile Inventory, Version 3.19
Psychotherapeutic outcome was determined
by use of the Brief Symptom Inventory31 (BSI).
Correlations between the BSI and the Symptom
Checklist–90 (SCL-90) are high enough that the
BSI can be considered interchangeable with
the SCL-90, sharing the same reliability and
validity characteristics.32 Concurrent validity
for the BSI has been established through correlations between the SCL-90 and several
other assessments, including the Minnesota
Multiphasic Personality Inventory (MMPI),33
rendering the SCL-90 a frequently used outcome measure in psychotherapy research.9,34,35
The Multimodal SPI19,22–24,26,28,36 is a 35item self-report questionnaire that asks clients
to rate their perceptions of their modality functioning according to a seven-point Likert scale.
The SPI assays an individual’s functioning in
the realm of Behaviors (e.g., “I keep busy doing
things”), Affects (e.g., “In making a decision, I
often let my emotions be the key factor in
determining what I should do”), Sensation, Imagery (e.g., “I am tuned in to my sensations:
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what I see, hear, taste, smell, and touch”), Cognitions (e.g., “I tend to plan things and think
about them a great deal”), Interpersonal Relationships (e.g., “I have several close or intimate
friends”), and Biological/Physical factors (e.g.,
“I follow good nutrition habits”). Scale scores
can range from 5 (indicating poor functioning
in the modality area or a preference against
using that sphere of functioning) to 35 points
(indicating high functioning in the modality
area or a preference to use that sphere of functioning, that is, a dominant modality).
The BSI37 is a 53-item questionnaire that
factors into nine clinical scales (Somatization,
Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic
Anxiety, Paranoid Ideation, and Psychoticism)
and two summary scales, the General Severity
Index (G S I) and the Positive Symptom
Distress Index (PSDI). The GSI provides information about the general level of psychological symptom atology the client is
experiencing, whereas the PSDI provides information about the severity of the specific
symptoms the client endorses. All scales of the
BSI can be analyzed by their raw scores (which
range from 0, indicating an absence of psychopathological symptoms, to 4, indicating high
levels of psychopathological symptoms) or can
be converted to scaled scores, with a mean of
50 and a standard deviation of 10.
Both therapists and clients also completed
a brief demographics questionnaire requesting
information such as age, gender, race, occupation, and marital status. In addition, the therapists’ demographics questionnaire requested
philosophical orientation, degree sought, and
years of psychotherapeutic experience.
Once therapists agreed to participate in
this study, they were sent packets containing
all the materials they would need. In addition
to self-addressed return envelopes containing
the intake materials and the session #12 questionnaires, therapists were provided with a detailed instruction sheet, two copies of their own
consent form, the therapist SPI and therapist
demographics questionnaire, two copies of the
client consent form, and an “intake consent

form.” The intake consent form, requesting
only the therapist’s name, the name of the
clinic, and the therapist’s signature to affirm
that the client had signed his or her consent
form, was included to ensure the client’s anonymity. The experimenter thus did not receive
the names of any of the clients. Therapists were
instructed to complete and return their own
consent form, SPI, and demographics sheet
upon receipt of the research materials.
When therapists met with their next new
client for the first time, they were instructed to
explain the study and seek the client’s consent
for participation. Interested clients were then
asked to read and sign both copies of the Client
Consent Form, which described the study in
detail. Although there were no enforcement
mechanisms to ensure that therapists would
participate with their next new random client,
many of the participants were recruited
through training clinics where clinicians saw
only one or two clients per year. This was one
of the major causes of the high dropout rate:
many clients chose to not participate, regardless of the clinician’s interest.
After the client signed the consent form, the
therapist completed the Intake Consent Form
(described above) and gave the client the Session
#1 packet, which contained the BSI, the SPI,
and the Client Demographics sheet in a selfaddressed stamped envelope. Clients were
instructed to complete and return these questionnaires immediately after the first session.
After the twelfth therapy session, the clinicians were instructed to remind their clients
about the study and request that they complete
the Session #12 packet, which contained the
SPI and BSI in a self-addressed stamped envelope. Clients were instructed to complete
these materials immediately after the twelfth
therapy session.
According to the research protocol, therapists were instructed to administer exactly the
same course of treatment that they would have
followed had they not participated in the study.
Clients were also informed that participation
in this study would not alter the course or form
of treatment that they would receive.
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Statistical Analyses
Consistent with Cronbach and Glesser,38
therapist–client difference values were computed by using SPI modality scores corrected
for elevation and scatter (D∋2), converting them
essentially to z-scores. The process begins by first
obtaining a mean modality score [x = (B + A +
S + I + C + I. + D.)/7], called the “profile elevation,” and a standard deviation of the modality scores, called the “profile scatter,” for
both therapist and client. Each modality score
is then subtracted from this mean score,
correcting it for “elevation” (e.g., B′ = B – x).
Modality scores (corrected for elevation) are
then corrected for “scatter” by dividing them
by the standard deviation of the modality
scores (e.g., B∋ = B′/SD). These steps are performed independently for both the therapist
and client SPI scores. D∋2 scores are computed
by subtracting the client modality scores from
the therapist modality scores, squaring the differences, and adding them together: D∋2 = (B∋t
– B∋c)2 + (A∋t – A∋c)2 + (S∋t – S∋c)2 + (I∋t – I∋c)2
+ (C∋t – C∋c)2 + (I.∋t – I.∋c)2 + (D.∋t – D.∋c)2.
The reader is referred to Cronbach and
Glesser38 for a more in-depth description of the
process and rationale for the use of this statistic.
Using the D∋2 statistic, the larger the obtained
value, the greater the degree of dissimilarity
(and thus the lesser the degree of similarity).
This conversion process prevented contamination of the dependent measure (the raw
SPI scores). Uncorrected raw SPI modality
scores have been found to be predictive of clients’ symptomatology, as measured by BSI
symptom scores, but SPI modality scores corrected for elevation and scatter have not.36
Thus, an additional strength of the SPI is that
it can be used to roughly measure the nature
and severity of a client’s clinical symptoms.
In the analyses of therapeutic outcome, regression equations were computed by using
the GSI scores from the session #12 BSI as the
dependent measure of outcome. The independent measures in these equations were corrected therapist–client similarity scores (D∋2)
from the SPI and GSI scores from the Session
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#1 BSI (to obtain a pretreatment baseline).
Only GSI scores were used in the analyses of
outcome, rather than the nine different symptom clusters, in an attempt to avoid making a
type I error. Because only 19 outcome packets
were collected, it was determined that there
were insufficient data for these nine separate
analyses.
R

E S U L T S

Descriptively, therapist–client similarity
scores (SPI D-scores corrected for elevation
and scatter) were found to range from 1.11 to
4.89 (mean = 3.50, SD = 1.02), with larger
numbers signifying greater differences between therapists and clients in modality functioning. Mathematically, the largest difference
(D∋2) possible between two individuals on the
SPI is 5.29.
To demonstrate that this was a valid study
of therapy and that the BSI was an appropriate
instrument for examining outcome, t-tests for
paired samples were computed on the GSI
scores, comparing pretreatment to posttreatment. A significant decrease in symptomatology was observed (n = 18, t = 2.12, P = 0.04),
from 1.18 (SD = 0.65, standard error = 0.15)
before treatment to 0.93 (SD = 0.64, standard
error = 0.15) after treatment. Therapist–client
similarity was not found to be predictive of clients’ initial levels of psychopathology in analyses of intake GSI scores (R = 0.22, R2 = 0.04,
P = 0.09). This is consistent with findings that
SPI scores corrected for elevation and scatter
are not predictive of psychopathology.36
Outcome, as measured with the GSI, was
not affected by the therapist’s years of experience (R = 0.21, R2 = 0.04, P = 0.45) or by the
therapist’s status as a student or a professional
(F = 0.69, df = 1,16, P = 0.41).
Analyses of the relationship between client–therapist similarity on the Multimodal SPI
and psychotherapy outcome confirmed the
experimental hypothesis. In the regression
analysis, a significant relationship was observed between therapist–client similarity on
the SPI and outcome as determine by pretreat-
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ment to posttreatment GSI scores (R = 0.79,
R2 = 0.63, P = 0.03, β = 0.37). The more similar the therapist and client, the lower the degree
of reported psychopathology at psychotherapy
outcome.
Given the high dropout rate encountered
in this study, some post hoc analyses were conducted to explore the relationship between
therapist–client similarity on the SPI and dropout, as well as between several of the demographic variables and dropout. In these
analyses, it was observed that dropout could
not be predicted by D2, D′2, or D∋2 statistics or
by most therapist demographic data. When
analyses of variance were computed exploring
the relationships with the length of treatment
(the number of sessions attended by the client),
there was a surprising finding that the age of
the therapist (F = 6.42, df = 1,45, P < 0.01) and
the therapist’s years of experience (F = 5.58,
df = 1,45, P = 0.02) were predictive of early
dropout from therapy. The surprising aspect
was that it was the older, more experienced
therapists who were more likely to have clients
leave therapy prior to the twelfth session.
D

I S C U S S I O N

When therapists and clients are more similar
in their modality orientation, there appears to
be a concomitant improvement in psychotherapy outcome associated with this degree of
similarity. Why might this be the case? Does
similarity lead to the enhancement of rapport?
Does similarity improve and clarify communication? Does similarity make it easier for the
therapist to choose interventions that will be
more helpful to the client?
It has already been demonstrated that
there is a relationship between a therapist’s
modality structure and his or her adherence
to a particular camp of psychotherapeutic
thought.22 And what is a treatment theory other
than a template with which to make choices
about technique selection?39 It would therefore
be considered apparent that the therapist’s modality structure plays an important role in determining the psychotherapeutic techniques

likely to be used. However, this study did not
follow therapy process, only outcome, and
thus this conclusion cannot be drawn from the
results of this study.
Psychotherapy is an active process. Regardless of the therapist’s philosophical orientation, it is the application of administered
techniques that results in change and symptomatic relief. These techniques must be communicated and perceived in order for them to
have any true efficacy. Techniques can be administered (and perceived) by only two means:
verbally and behaviorally. Similarity of modality structure between therapists and clients has
already been demonstrated to be an important
predictor of the establishment of rapport in
early psychotherapy.23 Thus, even if therapists
choose the same techniques and practice psychotherapy exactly the same regardless of their
philosophical orientation, it appears that the
techniques will be presented more clearly, be
more “on target,” and have a greater degree of
efficacy when therapists and clients are more
similar in their modality orientation. Frank40
postulated that in order for psychotherapy to
be effective, clients must perceive it as being
effective. Because clients will be more likely to
perceive and explain their own psychopathology in terms of their own modality functioning,24 this would suggest that when clients and
therapists are similar in their modality functioning, clients will perceive the psychotherapeutic interventions used as being more “on
target” and thus more effective and pertinent
in treating their issues. Even if more dissimilar
therapists are able to eventually modify their
delivery, or even if more dissimilar clients are
able to eventually translate or make use of what
they receive from their therapist, the loss of
productive therapy time apparently takes its
toll in attenuated outcome levels. Regardless
of the mechanism underlying the process, modality similarity between therapists and clients
does appear to have a positive effect on the
effectiveness of psychotherapy outcome.
It therefore appears that when therapists
and clients have similar modality structures,
not only will session impact be experienced by
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clients as more positive, arousing, engaging,
and deep, but also clients will be likely to
achieve a greater degree of symptomatic relief.
There was some indication, based on the computed regression lines, that in the case of extreme dissimilarity, clients might even report
increased symptoms after a course of psychotherapy. We would not expect this finding actually to be validated, since it is more likely
that clients would probably terminate therapy
(or be hospitalized) before worsening to the
extent suggested by the regression line.
The results of this study suggest that despite the therapist’s theoretical orientation, and
regardless of the specific techniques employed
in psychotherapy, the match between the
therapist’s and client’s modality orientation
will have significant implications for psychotherapy outcome. It was especially interesting
to note that this phenomenon occurred regardless of the therapist’s status as a student, or even
his or her years of experience.
The conclusions of this study may seem to
be somewhat attenuated and artificial because
a measurement after 12 sessions was defined
as “outcome.” After all, this was not truly “outcome”clients were not terminated or considered “cured” at the end of 12 sessions. The
decision to collect “outcome” data after the
twelfth session was driven mostly by the fact
that most of the clinics at which data were collected had a 12-session limit on treatment. The
results of this study may not give a picture of

It may be difficult to fathom generalizing from
a subject pool of 19 therapist–client pairs to the
field of psychotherapy in general. However, it
must be noted that even with the small sample
size, the observed effect was quite robust.
Some brief discussion of the high dropout
rate is appropriate. In some cases, subjects
dropped out of the study because the clients
dropped out of therapy. In other cases, subjects
dropped out of the study because the client or
therapist “forgot” to participate. In other cases,
subjects dropped out of the study because treatment goals were met earlier than session 12. It
was expected, given the work of Mendelson
9
and Geller, that therapist–client dissimilarity
2
(D∋ scores) would predict dropout rates. That
these dropout rates could not be so predicted
was a surprising finding and is not easily explainable.
It may be beneficial in future research to
examine this finding with a larger sample size,
or perhaps with specific, homogeneous subject
populations. Such more detailed analyses
and explorations may provide even more understanding of the phenomenon of therapist–
client matching.

total symptom reduction at the “close” of therapy, but they do give a clear idea of the speed
and efficiency with which symptom reduction
may occur as a function of the therapist–client
modality match. Other weaknesses of this
study concern the small sample size and the
fact that most clinicians were still in training.
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Insurance companies have commonly discriminated against the treatment
of psychiatric illness. Although there has been some degree of parity regarding
inpatient treatment (at least historically), very few insurance policies have
customarily reimbursed outpatient psychiatric services at the same level that they
reimburse outpatient nonpsychiatric medical treatment.1 For many years, there
has been a particular stigma attached to psychotherapy that appears to derive
from several myths: 1) psychotherapy is not a real treatment; 2) psychotherapy
is simply hand-holding that any nontrained professional could do; 3) there is no
evidence supporting the efficacy of psychotherapy; and 4) if psychotherapy is
available to the public as a component of a standard benefits package, “everyone”
will use it and it will “break the bank.”
Because of these perceptions, it has always been an uphill battle to arrange
payment for psychotherapy through third parties. One of the strongest arguments in the many skirmishes associated with that battle has been the so-called
cost-offset argument. In brief, this is the argument that expenditures on medical
and surgical care will be reduced following the provision of outpatient psychiatric
services, especially psychotherapy. The classic article featured in this issue of the
Journal has been one of the most influential contributions to this argument.
Mumford and her colleagues performed a meta-analysis of 58 controlled studies
of the effects of outpatient psychotherapy on subsequent medical utilization.
Eighty-five percent of those studies reported a decrease in medical utilization
following psychotherapy. Of these studies, 26 were naturalistic time-series
studies that compared medical care utilization before and after psychotherapy,
with each individual serving as his or her own control. Thirty-two studies were
experimental in design, using either random assignment or some matching
scheme to place patients with specific treatment conditions. Twenty-two of those
32 studies examined the effects of the psychotherapeutic intervention on patients
who were hospitalized for medical crises. In this subgroup, inpatient hospitalization was reduced approximately 1.5 days below the average of 8.7 days for
the control group. Five of the studies provided data that permitted an unbiased
examination of the effects of psychotherapy on inpatient as well as outpatient
medical care utilization. The average change was a decrease in inpatient utilization of 73.4% and a decrease in outpatient utilization of 22.6%.
In this same report, the investigators examined the claims files of the Blue
Cross and Blue Shield Federal Employee Program from 1974 through 1978.
During that time period, 53% of federal employees were insured by this program,
thus providing the largest fee-for-service database available. Examination of the
group of subscribers that used mental health treatment compared with those who
did not found a significant cost-offset effect, primarily from the lowering of
inpatient medical charges for the mental health group. Another significant
finding from this analysis was that about 1.5% of persons covered actually
received some form of mental health services in any one year during the 5-year
period.
In drawing their conclusions, the authors stressed that it is erroneous to
assume that the reduction in medical services linked to psychotherapy is a result
of keeping “the worried well” from having access to medical outpatient services.
They stressed that individuals who receive mental health services are physically
sicker and suffer from more chronic disease than people who do not use
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psychiatric services. To assume that the impact of outpatient psychotherapy is
simply a substitution of one outpatient service for another has no basis in the
data.
Much has changed in the years since the appearance of this article. The
cost-offset argument has fallen out of favor to a large extent. First, with the
dramatic impact of managed care in reducing the length of hospital stays, the
decrease in inpatient expenditures, which is where most of the savings lie in the
cost-offset paradigm, is much less impressive. One of the most influential studies
has been the Rand Health Insurance Experiment,2 in which families at six sites
in four states were randomly assigned to a variety of different health insurance
plans with varying coinsurance rates. In this elegantly designed study involving
5,809 persons, no cost offset could be demonstrated for those who used mental
health treatment. Although hospitalization was not included in the measurement
of cost offset, the investigators also pointed out that since there was such small
utilization of outpatient psychiatric services, it was difficult to show much of an
impact of the treatment.
Another factor in the decline of the cost-offset argument has been the
observation that in many cases the reduction in medical and surgical services
cannot be demonstrated until the 12 months after the psychotherapy.3 Government policymakers, managed care organizations, corporations, and insurance
companies tend to plan only for a 12-month budget year. An offset that will occur
in the next budget year may be of little interest. Another concern about the
cost-offset argument is that it has the potential to trivialize the serious impairment
associated with psychiatric disorders.4 In other words, an assumption inherent
in the notion of cost offset is that it makes good economic sense to provide
insurance coverage for psychiatric treatments only because they can lower costs
of medical treatments for illnesses that are more “real.” The psychiatric suffering
in and of itself is not viewed as worthy of the same investment as nonpsychiatric
illnesses. In fact, at least one state legislature has even introduced a bill that
stipulates that mental health treatments can be covered only insofar as they
reduce the cost of other medical treatment.
The other aspect of the cost-offset argument that has been criticized is that
it ignores the profound cost in disability and impaired work performance and
the cost incurred in mortality stemming from mental illness. The current thinking
today is that a much broader notion of cost-effectiveness needs to be taken into
account when considering the impact of psychotherapy.5 Direct costs related to
the actual expenditures for delivery of the treatment are only one aspect of an
economic assessment. The other aspect is indirect costs associated with problems
on the job, disability, and loss of productivity related to the illness. There is also
a shift away from emphasizing only cost while minimizing effectiveness.6,7 In
other words, within this paradigm there is often a small increase in direct
treatment costs, but there may be quite a substantial payoff from that small
investment because of the much greater improvement in the indirect costs. This
conceptual model is in keeping with a movement in the health economics field
to measure cost-effectiveness as involving all costs in the broadest frame of
reference possible.
Recently, a panel of 13 scientists and scholars made consensus recommendations on cost-effectiveness analysis.8 They stressed that the societal perspective
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on cost-effectiveness must be the standard, not the narrow interests of an
insurance company or managed care firm. They argued for a model of cost-effectiveness that “considers everyone affected by the intervention, and all health
effects and costs that flow from it are counted, regardless of who had experienced
them. Health effects include both benefits and harms, even when these occur in
people who are not the intended recipients of the intervention. Resource costs
include all resources used, whether or not money changes hands” (p. 1174).8
Research into the costs and benefits of mental health treatment continues
actively, and this report by Mumford and colleagues paved the way for a variety
of other studies that have demonstrated psychotherapy to be efficacious and
cost-effective for many patients.5

GLEN O. GABBARD, M.D.
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The literature on the phenomenon that the cost
of outpatient psychotherapy may be offset by
savings in medical expenditures began with a
West German study of persons who had psychoanalysis or psychoanalytic psychotherapy

H

.D.

and whose use of hospitalization for a 5-year
period was less than that of a control group.1
This study and the subsequent literature were
reviewed by Jones and Vischi, who concluded
that the effect of psychotherapy was to reduce
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use of medical services by about 20%.2 A metaanalysis of 15 controlled offset studies up to
1978 that included some reviewed by Jones and
Vischi yielded an estimate of the cost-offset effect between 0% and 14%.3 The range of estimates reflects methodologic flaws in many
studies.
A meta-analysis of controlled studies of
the effect of “psychologically informed intervention” on patients following heart attack or
facing surgery showed that patients provided
with informationabout their condition, what
to expect, and how to further recoveryor
who were given emotional support did better
than control subjects on most outcome indicators.4 Thirteen of these experimental studies
included days in hospital as an outcome indicator, and their combined results showed that
psychologically treated patients were discharged about 2 days sooner than were persons
not so treated. Devine and Cook, from a metaanalysis of 49 controlled experiments of the
effects of psychoeducational interventions
with surgical patients, reported 1.31 fewer hospital days for patients receiving mental health
services than for patients provided only the
usual medical management.5
Since our last review of the cost-offset
literature in 1978, the number of controlled
studies has increased to 58 suitable for metaanalysis.1,6–62 It is feasible now to study the
variables associated with reduced medical
utilization following mental health treatment. A second resource, the massive fee-forservice research data base derived from the
health insurance claims files of the Blue Cross
and Blue Shield Federal Employees Program
(FEP), provides a complementary perspective
for studying the same variables. When we use
these two large sets of data, each with special
strengths that may compensate for weaknesses in the other, we can attempt to answer
the same questions from two distinctly different perspectives.
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Meta-analysis is a quantitative procedure for
summarizing findings across studies.4,63 It
makes use of any of several summary statistics
that convert diverse findings from individual
studies to a common base that is free of scale.
To update our literature search we began
with the comprehensive list of references provided by Jones.64 We called Medlars and Index
Medicus searches for January 1979 through
July 1982, reviewed Excerpta Medica from January 1979 to July 1982, and obtained Automated
Subject Citation Alert and PsycS CAN
searches for cost-offset topics and key authors.
We also searched Dissertation Abstracts and obtained microfilms of relevant entries. Finally,
we surveyed reports from published lists of
grants and contracts of government agencies
and checked usable studies through Citation Index from 1979 to 1982. By May 1983 we had
located 58 cost-offset studies suitable for metaanalysis (see Table 1). Of these, 27 were doctoral dissertations, unpublished government
grant or contract reports, or reports from private industry. The relatively large portion of
unpublished studies should alleviate the fear
that meta-analysis of published studies may be
biased by the generally positive results of studies that are published. Eighteen additional
cost-offset studies were not included in the
meta-analysis because the data provided were
insufficient or the design was inadequate to assess the impact of mental health treatment on
utilization of medical services.65–83

“A New Look at Evidence About Reduced Cost of Medical Utilization Following Mental Health Treatment,” by
Emily Mumford, Herbert J. Schlesinger, Gene V. Glass,
Cathleen Patrick, and Timothy Cuerdon (American Journal
of Psychiatry 1984; 141:1145–1158, copyright © 1984
American Psychiatric Association), is reprinted by permission. Introduction copyright © 1998 American Psychiatric Press, Inc.
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General Cost-Offset Effects
Table 1 displays the characteristics and
findings of the 58 studies of effects of outpatient
psychotherapy on subsequent medical care
utilization. The outcomes of all of the studies
ranged from a 72.4% increase to –181.6%
(decrease) in use of medical services following
psychotherapy. Eighty-five percent of all of
these studies reported a decrease in medical
utilization following psychotherapy.
Twenty-six of these studies were naturalistic, time-series studies that compared persons’
medical care utilization before and after psychotherapy. Each person served as his or her
own control. Some of the studies also used
comparison groups of persons who did not
have psychotherapy. These studies did not assign patients to treatment groups randomly.
Of the 26 time-series studies, all but six were
conducted in prepaid clinic settings. This subset of studies yielded an average effect size of
–33.10% (95% confidence interval is –57% to
–20%). The weight of the findings from these
26 studies might be thought impressive considering that such naturalistic studies avoid the
confounding problems of Hawthorne effects.84
On the other hand, the studies are open to
other challenges.
First, the meaning of results from most
such time-series studies has been challenged
because experimental and comparison groups
were selected differently. The medical care
utilization of experimental subjects was recorded on “relative time” before and after the
time of first mental health treatment. But the
utilization data of comparison subjects were
collected before and after an arbitrarily selected date. We expect that utilization of medical services may rise before the individual’s
entry into mental health treatment as a function of the same sense of distress that eventuated in his or her seeking mental health care.
Thus the pre-psychotherapy utilization of the
experimental groups might represent a peak

or near peak. The medical care utilization of
the mental health-treated group would be expected to fall from its peak regardless of benefits from the psychotherapy, since what goes
up, in statistics as in nature, must come down.
In contrast, for the control group there would
be no such expectation either for a rise or fall.
Thus results favoring the experimental group
over the control group might be explainable
in terms of statistical regression to the mean.
Self-selection for psychotherapy is also
frequently invoked as a reason to question
the findings of naturalistic studies. Random
assignment to treatments is a cornerstone of
methods developed in the biological sciences. But since self-selection for psychotherapy might well be regarded as part of
that treatment, new methods to provide a
functional equivalent of random assignment
are called for. In the meantime, rather than
simply dismissing the results of such a large
number of studies, one can view the potential
biasing effects of self-selection as an empirical matter to be settled by data.
Thirty-two studies were experimental in design, assigning patients to treatment conditions
either randomly or through some matching
scheme. Of these, 22 experiments determined
the effects of psychological intervention on patients hospitalized for medical crises, with patients assigned randomly to a group receiving
relevant information, emotional support, or
both, or to a comparison group receiving only
the standard medical regimen.
Analyzing only these 22 studies that are
not vulnerable to bias resulting from self-selection or misinterpretation of the phenomenon
regarding regression to the mean, we find that
on the average these modest psychological interventions reduced inpatient hospitalization
approximately 1.5 days below the control
groups’ average of 8.7 days. This effect is in
the same direction as, although slightly smaller
than, our earlier finding of about 2 days on the
4
basis of 13 studies.
In a comparison of the outcome measures of these 22 experimental studies that
used random assignment to treatments with
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the 26 time-series studies in which patients had
selected psychotherapy, the studies using random assignment yielded an average percent
change of –10.4%. The 26 studies relying on
self-selection yielded an average percent
change of –33.1%. The offset effect is smaller
when self-selection is ruled out by random assignment, but it appears both under conditions
of random assignment and with self-selection
of treatment. Devine and Cook5 performed a
similar test in their meta-analysis of cost-offset effects of mental health treatment among
surgical patients and concluded that the
method of subject assignment was not systematically related to the size of estimates of
effect.
0utcome Indicators:
Outpatient Versus Inpatient
Medical Utilization
Of the 48 estimates of the effects of mental health treatment on outpatient medical
utilization, only five came from experimental studies. Of the 71 estimates of the effect of
mental health treatment on inpatient utilization 62 came from experimental studies. The
question is hopelessly confounded with
study methodology and must be approached
in a different way.
Five studies20,23,46,55,57 provided data that
permit an unconfounded examination of the
effects of psychotherapy on inpatient as well
as outpatient medical care utilization. In all but
one, the reduction in inpatient medical utilization exceeded the reduction in outpatient utilization. The average change was –73.4% for
inpatient utilization and –22.6% for outpatient
utilization. Only one study20 was an exception
to this pattern. If one assumes that these five
studies were drawn from a population of
studies for which it is hypothesized that there
is a 0.50 probability of inpatient utilization
being reduced more than outpatient utilization, then the four “successes” (inpatient
reduction greater than outpatient) in five “trials” have a probability less than 0.10 of being
equaled or exceeded under the hypothesis.

These five studies have strengths and
weaknesses that are complementary. On balance they permit the conclusion that the offset effect is likely to be greater for inpatient
medical care utilization than for outpatient
utilization. As we shall see, analysis of insurance claims will strengthen this impression.
Age of Patients as a
Mediating Factor in
Cost-Offset Effects
Most of the cost-offset studies did not report findings by age of patient; we found only
two cost-offset studies of older people that were
suitable for meta-analysis.29,39 Neither of these
dealt with outpatient psychotherapy, possibly
reflecting a misleading bias that older patients
do not profit from outpatient psychotherapy.
There are, of course, many case reports and
studies of positive benefits of mental health
treatment for geriatric patients. For example,
Godbole and Verinis67 compared the effects of
two forms of psychotherapy in a study of 61
hospitalized patients and reported benefits for
both treatment groups as assessed by improvement in rating forms completed by nursing
staff and author/therapists.
National statistics show the same trend as
the research literature. In 1980 persons age 65
years and older constituted 11% of the population and accounted for 29% of all health
expenditures.85 Yet they received a disproportionately small portion (2% to 4%) of outpatient
mental health services.86 These figures suggest
underutilization of mental health services by
this age group. Older people may be less likely
than other age groups to be referred for mental
health treatment, although their needs may be
greater and benefits would seem to be significant.
Levitan and Kornfeld39 provided psychiatric consultation to 24 elderly patients hospitalized for fractured femur and compared
their hospital stays with those of a comparison group of 26 patients hospitalized for the
same reason without psychiatric intervention in the same months of the previous year
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in the same hospital. Length of stay for the intervention group was 12 days shorter than the
mean of 42 days for the control group, and
twice as many of the patients who had been
provided consultation returned home rather
than being discharged to a nursing home or
otherinstitution.
Hill29 studied 40 cataract surgery patients between the ages of 50 and 91 years.
They were randomly assigned to a behavioral training group, a sensory information
training group, a combined behavioral and
sensory training group, or a comparison
group that received no special preparation.
We would not expect important differences
in length of stay, since the mean hospital stay
for all four groups of patients was only a little
over 3 days. However, a second outcome
variablefirst venture from home after dischargedid show significant differences in
the expected direction. The “combined”
group ventured out soonest from home, and
both other treatment groups ventured out
sooner than the comparison group.
Since we could find only two studies that
directly addressed the impact of age on the offset effect, we measured its impact indirectly
through meta-analysis of the 23 studies that did
report the mean age of subjects. In 15 inpatient
studies the mean age of the patients was 48.14
years, and the correlation between the mean
age listed in each study and the effect size was
–0.44, indicating that older subjects benefit
more. In four outpatient studies that used visits
to the doctor as the outcome measure, the
mean age of the patients was 30.53 years, and
the correlation between mean age and effect
size was –0.31. In four alcohol outpatient studies the mean age of the clients was 35.8 years,
and the correlation between mean age and effect size was –0.78. Thus in three different settings with three different populations a
consistent finding emerges: Older people tend
to have greater offset effects following mental
health treatment.
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The claims files of the Blue Cross and Blue
Shield FEP from 1974 through 1978 contain
the medical care charges for a national sample of 6.7 million federal employees, retirees,
survivors, and family members. About 53%
of all federal employees were insured by FEP
during these years, providing the largest feefor-service data base available. The procedures for transforming the claims files to
research files are described elsewhere.87 About
1.5% of persons covered received some form
of mental health services in any 1 year during
the 5-year period, or about 3.9% during the 5
years. This proportion is consistent with other
reports that 1% to 1.8% of general medical patients receive psychiatric treatment in a 1-year
period.88,89
Previous work87 has shown a dose-response relationship for psychotherapy and
medical care utilization, with a cost-offset effect becoming clear after about six psychotherapy visits. In the present study, therefore,
we examined the medical utilization of a
group of persons who had at least seven outpatient mental health treatment visits beginning in 1975 but no psychiatric inpatient
claims at any time. We compared their medical care utilization with that of a randomly
selected subset of persons who filed no mental health claims throughout the 5 years of
the data base. Each person in both groups
was drawn from a contract that was active
from 1974 through 1978 and was required to
have at least one medical claim of any size
in 1975 to enter the study. The data thus represent persons who made at least minimal
use of medical care services. About 19% of
contracts filed no claims during the 5 years.
To ensure that differences in death rates
would not bias the results, each person over
age 55 had to have at least one claim of any
kind in 1978, the last year of the data base.
This method of comparison avoids capitalizing on statistical regression to the mean,
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since both groups were compared on calendar
time and had the same requirement to enter
the study, a medical claim in 1975. We were
thus able to compare the medical care utilization of the two groups for 1 year before the
year of the entry requirement and for 3 years
following it, which is also the year in which
each person in the treatment group began a
first episode of outpatient psychotherapy with
or without drugs.
R

E S U L T S

2

Evidence of General
Cost-Offset Effects
Figure 1 shows that in 1974, the year before
the start of mental health treatment, the medical charges for the treatment group were markedly higher than those for the comparison
group, a finding consistent with the literature
that suggests excess morbidity from physical
disease among the mentally ill90,91 and our earlier findings.87 The medical charges of both
groups rose in 1975 in part as an artifact of selectioneach person was required to have at least
one medical claim in that year. The medical care
charges of both groups then fell in 1976 and
rose again at a slower rate from 1976 to 1978.
Following mental health treatment, the medical care charges of the treatment group increased more slowly than the average inflation
rate of 13.6% per year. In contrast, the charges
of the comparison group increased faster than
the inflation rate. If we adjust the means for
1975–1978 for the difference between the
groups in 1974, the adjusted means of the treatment group were significantly lower than those
of the comparison group during each of these
4 years (t = –3.21, –2.44, –2.69, and –3.77, respectively, P < 0.05).
The treatment group was younger than the
comparison group (33.6 years versus 39.4
years) and contained more females (59.6% versus 53.2%). Since use of medical services increases with age, is higher for females, and
varies geographically, it is possible that differences in utilization favoring the mental health

group could be explained by these variables.
Therefore we adjusted the means of the mental
health treatment and comparison groups for
age, sex, and regional differences by the
method of unweighted means analysis.92 Removing the “nuisance variables” in this way
did not alter the general form of the findings.
The adjusted means were different, but the pattern of differences was not affected. Therefore
the following analyses will be based on actual
means whose meanings are perhaps intuitively
easier to grasp.
Cost-Offset Effects in Claims Files:
Outpatient Versus Inpatient
Medical Utilization
Figure 2 compares the outpatient and inpatient medical care charges of the persons
whose total medical charges were graphed in
Figure 1. Outpatient charges include physician
office visits, outpatient laboratory charges, and
prescription drugs. Inpatient charges include
all medical charges incurred while the patient
was hospitalized, e.g., hospital bed, physician
fees, and other charges billed separately during
FIGURE 1. Total medical charges of persons
with seven or more outpatient mental health treatment visits from 1974
through 1978 but no inpatient psychiatric claims (N = 6,629) and a random
sample of persons with no mental
health treatment claims (N = 32,450).a

2 aAll persons were required to have at least one
medical claim in 1975, and those over age 55 at least
one claim in 1978.
bThe inflation rate was 13.6%/year.
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the hospitalization.
It is clear that in every year the mental
health group spent more in outpatient charges
than the comparison group. The curves are
nearly parallel. After adjustment of the means
for 1975 through 1978 for differences between
the two groups in 1974, the only significant difference between them occurred in 1975 and
favored the comparison group. The mean inpatient medical care charges of the mental
health group were also higher than those of the
comparison group in 1974. But in 1978 they
were lower, and in the intervening years they
were nearly indistinguishable. After adjustment of the means for differences in 1974, the
mental health group had significantly lower inpatient medical care charges in every subsequent year. The cost-offset effect that we saw
in adjusted total medical charges was primarily
the result of a lowering of inpatient medical
charges for the mental health group.
Cost-Offset Effects in Claims Files
as Mediated by Patients’ Age
An examination of the cost-offset effect for
narrow age subsets is complicated by the necessarily small sizes of these groups and the high
variances characteristic of medical claims data.
Since most persons obtain medical care only
occasionally, claims data consist mostly of zero
entries. Claims generally range from a few
dollars to several hundred dollars, with a few
much larger entries. In small groups, a single
person with extraordinarily high medical
claims can increase the variance considerably
and complicate the interpretation of differences among group means. We can avoid this
problem by removing the extreme cases, defined as persons with total medical charges
over $20,000 in a single year, from both the
mental health and comparison groups.
Removing the extreme cases from both
groups lowered the mean of each group by
only a few dollars and reduced the size of both
groups by only 0.4%. Thus variance and standard errors were minimized without altering the
general form of the findings.

To emphasize the relative differences in
medical care utilization of age subsets, Figure
3 displays differences between the mean inpatient medical charges of the treatment
group and the comparison group for four age
groups. Figure 4 presents the same differences for outpatient medical utilization.
Negative differences (below the zero line) indicate that the treatment group had lower
charges than the comparison group. A falling
curve, whether above or below the zero difference line, indicates a cost-offset effect.
Graphing differences in this way removes
the inflation component, since it affects both
groups equally.
A comparison of figures 3 and 4 shows that
the cost-offset effects seen for total medical
charges resulted largely from lowered inpatient medical charges. Further, the oldest age
group among the mental health treatment persons, those over 55, clearly showed the most
dramatic decrease in hospital charges; in 1974
they had average inpatient medical charges
more than $160 higher than those of the comparison group. In 1978 they were spending $70
less. This finding cannot be explained by selective dropout, since all persons in the oldest
age groups were required to have at least one
FIGURE 2. Inpatient and outpatient medical
charges for persons with at least
seven outpatient mental health treatment visits from 1975 through 1978
but no inpatient psychiatric claims (N
= 6,629) and a random sample of persons with no mental health treatment
claims (N = 32,450).a

2 aSee footnote a in Figure 1.
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claim in 1978.
Figure 4 shows that the differences in
outpatient medical charges of all the age
groups remained fairly constant over the
5 years and that the expenditures of the mental
health group were higher in every year than
those of the comparison group. The slight dips
in the curve of the oldest age group reflect
the fact that those over age 55 in the mental
health treatment group had significantly lower
outpatient charges in 1975 and 1977 (t = –4.31
and –1.99, respectively, P < 0.05).
These findings for fee-for-service health
insurance subscribers are generally in accord
with findings derived from our meta-analyses
of studies done in organized medical care settings and hospitals using both experimental
and time-series methods.
D

I S C U S S I O N

Retrospective analysis of health insurance
claims data and meta-analyses of time-series
studies and prospective controlled experimental studies converge to provide evidence of a
general cost-offset effect following outpatient
psychotherapy. The widespread and persistent
evidence of reduced rate of increase of medical
expense following mental health treatment argues for the inseparability of mind and body
in health care, and it also argues specifically
for the likelihood that mental health treatment
may improve patients’ ability to stay healthy
enough to avoid hospital admission for physical illness.
The clearest cost-offset effect appears largely
in the reduction of inpatient rather than outpatient costs. As we noted in an earlier study,87 inpatient charges account for 75% of total medical
charges and substantial savings would have to
result from reduced hospitalization. Older patients show larger cost-offset effects than
younger ones. These findings could be surprising to anyone believing that mental health
treatment is necessarily more effective for
younger than older people. The findings could
also be surprising if one had assumed that reduction of medical services associated with

FIGURE 3. Differences in mean inpatient
charges for four age groups of
persons with at least seven mental
health treatment visits from 1974
through 1978 but no inpatient psychiatric claims and a random sample of
persons with no mental health treatment claims.a

2 aSee footnote a in Figure 1. Persons with total
medical charges exceeding $20,000 in any one year
were excluded.
bThe sample sizes for the mental health treatment
and comparison groups were as follows: 19 years or
younger, 1,746 and 8,183, respectively; 20–39 years,
2,387 and 7,521; 40–54 years, 1,871 and 10,363; and
55 or older, 595 and 6,252.

FIGURE 4. Differences in mean outpatient medical charges for four age groups of
persons with at least seven mental
health treatment visits from 1974
through 1978 but no inpatient psychiatric claims and a random sample of
persons with no mental health treatment claims.a

2 aSee footnote a in Figure 1. Persons with total
medical charges exceeding $20,000 in any one year
were excluded.
bSee footnote b in Figure 3.
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psychotherapy is a function of keeping “the
worried well” from “cluttering outpatient services.” We have presented more detailed evidence elsewhere to show that recipients of
mental health services suffer more chronic disease and are physically sicker than people who
do not use psychiatric services.3,87,93 The effects
of outpatient mental health treatment cannot
be explained as simple substitution of one outpatient service for another.
Older people generally use more medical
services and more expensive inpatient services, leaving more room for cost reductions.
But other factors may also contribute. Many
older people have special mental health needs
following emotionally distressing events such
as suffering physical disease; experiencing loss
of friends, spouse, social status, or income; being victims of crime; or being forced to relocate. The 1975 Harris survey showed that 8%
of the respondents 65 and older said they had
no close person to talk to, compared with 5%
of the respondents under 65.94 Older men and
women often have multiple social problems
and more than one chronic disease or disability. Yet on average they are seen for a shorter
period of time by their doctors during outpatient visits.95 Older people may also be in jeopardy because their lives lack the structure of a

R

E

F

E

R

E

N

C

E

daily work routine and the supportive social
networks associated with employment. The
older patienteven if voluble about physical
symptoms or peevesmay not volunteer
much about emotional distress to a much
younger physician, who also may not inquire
about such problems when examining an elderly patient. Such a situation is not promising
for early detection of need for mental health
intervention, nor is it optimal for active cooperation between patient and physician in the
effective management of chronic illness that
would minimize need for hospitalization.
In view of the needs of the older population, planned psychological intervention may
have special advantages. Provision of mental
health services to older people could serve to
shore up flagging determination to follow
medical advice and to stay healthy and socially
engaged. Evidence from one study of patient
education and support for hypertensive patients reported that the special program had a
more positive influence on compliance among
elderly than among young patients.96
In view of the evidence from the literature
and from our studies of health insurance claims,
underutilization of mental health services by the
elderly may result in needless suffering among
the elderly and needless cost to society.
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ost-effectiveness of treatment approaches
is a preoccupation of clinical practice
today. The skeptic would say that in practice
this means a preoccupation with cost and a
passing curtsey to effectiveness. Psychotherapy finds itself somewhat at risk in this environment because of the popular notion that
most people who seek and receive psychotherapy are not that critically ill and probably get
too much treatment even if they are. In response to these pressures there has been a
major effort to document accountability
through the use of formal measures of outcome. Paul Fink, in his foreword to this book,
puts it this way: “Outcome studies are the most
critical path to destigmatizing mental illness
and bringing more individuals who require
help into the care system.”
The most common way of describing the
tension between effectiveness and cost is in
terms of the dose-response curve that looks at
outcome in relationship to the number of sessions. The researcher who has probably done
most to popularize this measure is Ken
Howard, one of the authors of this book.1
Howard was one of the founders of the Society
of Psychotherapy Research, now a thriving
international organization. Somewhat paradoxically, the managed care industry is implementing programs today that are based on
findings from the outcome literature that date
back many years. It comes as a shock to many
clinicians to learn that the current trend toward time-limited formats is actually in keeping with a well-documented understanding of
the dose-response curve.2

The first section of the book provides a
succinct survey of the paradigm shift that has
occurred in regard to the interface between
treatment decisions by the clinician and clinical outcome. This overview begins with an
attempt to understand why formal research
endeavors have failed to provide clinically
useful answers. In short, this section addresses
the difference between efficacy (as measured
in formal controlled randomized studies) and
effectiveness (as measured by studying results
in a regular clinical setting).
The point is also effectively made that
simple pre/post measures are inadequate for
providing an informed opinion on the process
of change. A strong case is made for sequential
measures of clinical status that follow a predictable course.3 The authors suggest that a
shift is required from generic treatment to
prescriptive treatment. The latter requires that
clinicians be able to draw on a spectrum of
treatment models and choose or combine
among them on the basis of a careful multidimensional assessment.
The second section addresses five specific
aspects of a behavioral health service system
that have strategic importance in service utilization and clinical outcome. The first focus is
on outpatient psychotherapy. Examples are presented from instruments the authors have developed that provide a multidimensional
measurement of change. Clinical examples
are provided of patients who have better or
worse outcomes and how tracking of sequential changes might be used to predict outcome.
This notion of in-treatment feedback to the
clinician is a fundamental and important aspect of the system. Expected change curves
can be used to assess a given patient’s response
in comparison to a large sample with similar
characteristics and problems. These change
curves can also be used to compare treatment
models, treatment sites, and individual clinicians.
Another chapter is devoted to the complex task of measuring change in an inpatient
population. This is an important challenge
given the high pressure to move patients
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quickly out of the hospital into less intensive
care areas. Although somewhat technical, this
chapter is important reading for any clinician
operating within an inpatient facility environment. The authors critique some current measurement instruments and propose one of their
own that is still under development.
A similar review is provided of the measurement challenges in substance abuse treatment programs. Once again the authors
dissect the problems that have to be addressed
and provide some thoughtful solutions, although these solutions are at an earlier stage
of development. Substance abuse is another
major contributor to the use of intensive clinical resources, and therefore there is a high
payoff for maximizing cost-effectiveness of
clinical services.
The final two chapters deal with advantages of combined treatment with psychotherapy
and medications and with treatment within a
primary care setting. The tone shifts in these
chapters to deal more with “best practices”
ideas with a view to selection of the most
appropriate treatment model and the prevention of relapse. This material provides a useful
perspective for both the clinician and the administrator and highlights the importance of
how a service is organized in promoting consistent quality of care. The material is geared
toward the role of mental health services
within a medical setting. This is an important
orientation because of the likelihood of behavioral health carve-out organizations being
integrated into general medical service structures.
In addition, the book cites numerous examples of the use of group psychotherapy formats
for the treatment of common disorders. This
is likely to be an important area of change, with
group becoming the default mode for many
psychological treatments.4 The authors note
both the effectiveness of groups and their acceptability if introduced properly.
The examples provided in the book are
drawn from the COMPASS data system developed by the authors. Thus, other sources
would be required for a more comprehensive

guide to possible measurement tools.5,6 It is
also useful for the reader to bear in mind that
the techniques being described are still in the
early stages of development. For example, the
exact shape of the dose-response curve is controversial, although there is general agreement
that about 75% of patients entering the mental
health service system are improved by the
6-month point.7 The hope of accurate prediction of what sort of patient will respond to what
sort of treatment in what time frame remains
to be confirmed. Nevertheless, the goal of
achieving greater uniformity and accuracy
through the use of outcome data remains
worth pursuing.
Well written by experts and innovators in
the field of measurement in health care settings, this book goes well beyond psychotherapy programs in its attention to broader
service system design. The authors’ expertise
is evident in their ability to home in on core
issues quickly. They have provided an informed overview of how clinical programs are
being expected to merge outcome information
with service system design. This should be
mandatory reading for clinicians and administrators alike.
Dr. MacKenzie is Clinical Professor of Psychiatry,
University of British Columbia, Vancouver, BC,
Canada.
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Washington, DC, American Psychiatric Press,
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Reviewed by Arnold D. Tobin, M.D.

T

his large volume promises much, and,
remarkably, it manages to deliver on
much of that promise. It is indeed a comprehensive textbook on psychoanalysis, organized in five sections: the theories of the mind,
psychopathology, treatment, research, and
special problems. The authors include a group
of renowned analysts and teachers. The orientation is clinical and classical.
The problems of an edited textbook are
well addressed. As could be expected, the
material is not integrated, since the authors
were given free rein in presenting their topics.
The editors have pulled all of the material
together with excellent introductory statements as well as a superb introduction to the
book itself. In fact, it would be well worth the
time just to read what the editors presented. In
their material, they have also addressed the
issue of readership and broadened the base so
that there is something for anyone at any level
of analytic sophistication, from beginning student to fully trained analyst. They have also
shared with us the problems of putting together such a textbook.
The rest of the book has much to recommend it as well. The first section, on theories
of the mind, includes chapters by Arlow and
Rangell. Both give a clear presentation of classical analysis (my orientation). These first
chapters, with the editors’ introduction, prepare the reader for what is to come.

Grotstein’s article on object relations presents an excellent overview as he bridges from
classical analysis to “classical” object relations.
He does so by sacrificing the newer ideas to a
fuller explication of the whole field of object
relations, which results in a very readable historical perspective. He includes a quick rundown of the important object relations
theorists at the end of the chapter. The article
on self psychology, standing by itself, is far
from adequate in presenting that point of view,
but it serves as an introduction. I would have
preferred more of the early ideas of Kohut,
which for me form the basis of self psychology
and would again give the historical/developmental perspective. Both of these chapters
make up for what they lack by presenting the
important ideas and their proponents.
The section on the theory of psychopathology again is well introduced. Brenner’s
article sets the tone; his ideas are presented
impressively and in his own special way. Here,
as throughout the book, each chapter’s purpose has been allowed to shape the form and
to some extent the content, which makes the
reading more interesting.
The article on neuroses I found to be too
ambitious, trying to cover too much ground.
The use of cases, while good, would be more
effective if the original cases of Freud had been
included at some length to demonstrate the
dynamics. The intent was for each author to
present Freud by using that author’s own material and perspectives. I would argue that
more use should be made of Freud throughout
the book, but especially in this chapter. These
cases should be well known to everyone interested in the field, and thus they should be not
only included, but presented as central.
The chapter on character disorders written by the editors is a gem. Along with their
introduction, it gives a clear overview of the
section. The next three chapters share an
orientation and present comprehensive overviews of their subjectsthe borderline syndrome, depression, and schizophrenia. They
do an admirable job of including the main
ideas in a historical format. The results are
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very understandable explicationsjust what a
textbook should provide. I had trouble with
the chapter on sexuality, but this reflects the
current state of confusion about that topic. The
same was true of the last chapter, which is on
the psychoanalytic interface with psychosomatics.
In the section on treatment, again well
introduced, an outstanding article by DeWald
holds the section together. He covers the field,
and we finally are given some of the basic
concepts that underlie classical analysis. In this
chapter are included many of the important
concepts that one needs to understand psychoanalytic therapy. The concepts have arrived a
little late in the book, but not too late. Should
this chapter come earlier, or be referred to
earlier? In any event, the reader is finally fully
informed by this remarkably well-organized
chapter. The reader should make sure to read
DeWald’s chaper, along with the introductions
referred to above, even if all else is omitted.
The other articles in this section take up various aspects of treatment, including the combination of psychoanalytic therapy with other
modalities so important these days. The chapter on technique I found too idiosyncratic for
my taste. The last, on termination, was very
good and straightforward.
The last two sections were a dropoff. The
articles on research reflect the present state of
affairs: psychoanalysis simply does not know
what to do in this area, and the book cannot
make up for thator can it? Maybe simply an
overview presenting the problems of research
in our area would do better. The way the topic
is presented, one is left with the nakedness of
our inadequacy, which may be for the best
after all. The final section on special issues is
introduced by the editors honestly: they note
that it is really a section to introduce the issues
of reevaluation and reassessment and that its
purpose is to point the way toward the future.
What is left out of this textbook also needs

consideration. Societal problems are referred
to via a discussion on trauma in the last chapter
but are not taken up in detail. It is unfortunate
that an area like criminality and delinquency
is left out, since psychoanalysis has given us so
much understanding in this area. The same is
true for the interface between the arts and
analysis. That is a very important area in the
academic scene, where Freud and psychoanalysis are alive and well. The same is true in
the many academic areas involving the study
of humans in groups, such as anthropology.
Child analysis as such is omitted. Here, I
agree with the editors. That part of the field is
in trouble and lacks clear direction. It is a
problematic area best avoided for the present.
There are many references to child development, however, and that is an area that might
be augmented in the future.
Another consideration is that this book
represents American and to some extent British psychoanalysis. In my experience with
analysts from around the world, I have been
impressed by the greater use that is made
elsewhere of Klein, Bion, Foucault, and Lacan,
and not Kohut or some of our other gurus. But
then, this is an American book, and we do not
have to lead/colonize the worldor do we
need to simply recognize them more?
I see this book as one in process. We
should all feel free to offer suggestions and
help refine articles and the issues that the book
addresses. For me the book is excellent, showing the strengths of psychoanalysis as well as
the weaknesses. And the most glaring weakness is the lack of the original spirit of a crusade. We may have lost thatbut since that
excitement now exists in the academic setting,
let us now turn around and borrow it back and
present it in the future as part of us.
Dr. Tobin is a Training and Supervising Analyst at
the Chicago Institute for Psychoanalysis, Chicago,
IL.
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