


The child does not want to talk about something or wants to shut out something that
makes him or her anxious or guilty.

Termination is considered when the child is back on developmental course, is
functioning well at home and school and is not showing evidence of significant
psychological pain.

The first visit to a child psychotherapist will involve a detailed history of the child and
his or her family. The therapist will enquire about mothers pregnancy with the child
and developmental milestones, language development, feeding behaviour, experience
of preschool and school. In addition the child's temperament which can have major
effects on the child development will be enquired about. Detailed histories would also
be taken of the parents life story and especially their marital relationship if this was
relevant as well as parental personality type and history of mental illness. The family
atmosphere in the earlier part of childhood and currently would also be of critical
importance. The child would then be interviewed alone using the play technique as
well as verbal communication to assess the child's conflicts and suitability for child
psychotherapy. If treatment was considered appropriate the child would be seen once
or more times per week the sessions would last under one hour.

There is research evidence that psychotherapy is more effective than no treatment.
Some of the positive effects of psychotherapy are not seen immediately and indeed
some of the improvements continued to occur between 18 months and three years after
the children finish treatment with psychotherapy. For children the overall improvement
with psychotherapy has been put between 67 and 78%. The spontaneous improvement
rate that is the improvement rate without treatment has been put at about 25%. Itis
likely that child psychotherapy considerably speeds up the rate of improvement. There
is much less research on child psychotherapy as compared to adult psychotherapy.

TRAINING

i i i 1 child
The Irish Forum for Child Analytic Psychotherapy pndg:rtake_s the only formal

analytic psychotherapy training in Ireland. Information is available from the Director
Dr. M. Fitzgerald, Irish Forum for Child Psychotherapy, 43 Rock Road, Blackrock,

Co. Dublin.

WHERE TO GO

i i i ist using this approach
ctive clients about where t0 find the therapist using t proac
g)ﬁgnl?:ggqf\?irrggrfgm in the first instance their local General Practitioner. It (;s also
available from many Child and Family Centres run by the Hcalth} Boa‘r( ; r'udn
throughout the country. The Jrish Forum for Child Psychotherapy at 43 Rock Road,

Blackrock, Co. Dublin would also provide a list of names.
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MEASURING PROGRESS IN PSYCHOANALYTIC PSYCHOTHERAPY:
A PILOT STUDY.

JOHN SHEEHAN.

MICHAEL FITZGERALD.

Six patients in individual psychoanalytic psychotherapy and ten patients
in group psychoanalytic psychotherapy were assessed using two self-
report questionnaires. The questionnaires were administered pre-
therapy, after three months and after six months. A statistically
significant improvement occurred in both groups but important
differences were found between the groups.

Since Eysenck's (1952) controversial charge that psychoanalytical psychotherapy has
no value, researchers in psychotherapy have ralled to refute this claim. Numerous
studies have been conducted (Lambert et al., 1986) concerning both ovtcome and
process. The positive effects of both individual and group therapies have been
documented (Smith et al., 1980). The purpose of the present study was to attempt to
measure change or progress in patients under going psychoanalytical psychotherapy

either on an individual basis or as part of a group.

METHODS

The Therapists and their Supervision

Six therapists participated in the study. All were trainees in psychoanalytical
psychotherapy. Five were involved in individual therapy. They were in their second
year of a two-year university course leading to a Masters degree in Psychotherapy. The
sixth trainee was in his first year of a five-year group psychoanalytical psychotherapy
course run by the Institute of Group Analysis, London. Demographic data were
collected from each therapist and included age, sex, qualifications, previous personal
analysis and previous supervision. Of the trainees in individual psychotherapy. the
mean age was 38 years (range 30 - 47). Two were male, the other three female. Two
were medical doctors, two were social workers and one was a clergyman with a
Masters degree. Four had no previous experience of psychoanalysis but one hgd been
in analysis for three years. Each trainee was supervised on a wcckly‘basm. by a
supervisor. The trainee in group psychotherapy was a 32 year old male doctor with ng
previous experience in psychoanalysis. He had regular supervision by a fully-traine

group psychoanalyst.
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The Patients' Characteristics

Sixteen patients participated in the study, ten in the group and six in individual therapy.
All were outpatients. All of the patients in individual therapy were referred for
psychoanalytical psychotherapy by a consultant psychiatrist attached to the Department
of Psychiatry in a Dublin teaching hospital. four out of the six were private patients.
All of the patients in the group were referred either by a consultant psychiatrist or a
registrar in Psychiatry. the patients were all attending the local community-based
psychiatric service. None were private patients. Demographic data, including age,
sex, marital status, education, occupation, duration of presenting complaint, past
psychiatric history and medication were recorded. Diagnosis, as made by the referring
consultant or registrar, was based on the International Classification of Diseases-9.

The Therapeutic Method

The therapeutic method employed by the trainees both in individual and group therapy
was psychoanalytical psychotherapy. The golden rule of free association was adhered
to and emphasis was placed on interpreting the resistance and the transference. Dream
interpretation and parapraxes were highlighted. In the individual cases, sessions lasted
for 50 minutes and occurred on a weekly basis at the same time and in the same place.
The group sessions were longer, lasting 90 minutes each but occurring at the same time

and in the same place each week. The group used the integrative approach devised by
Foulkes (1975).

An attempt was made to validate the treatment. A transcript of a session with a client
was made by each trainee. A tape recording was also made of a group session and a
supervisor (MF) assessed both the transcripts and the recording. The fact that all the
therapists were trainees attending their supervisors regularly helped to ensure the
integrity of the treatment.

The group was held on a weekly basis over a six-month period. All patients were
informed of the duration of the group before they started and the methods of
psychoanalytical psychotherapy were explained to them. The patients in individual
therapy were told about the study either before they started or just after starting
treatment. The duration of therapy was, however, an issue between themselves and
their therapists and the therapy did not have to terminate after the six-month

ass(eissment. Consent was obtained from all patients prior to the commencement of the
study.

INSTRUMENTS

To measure change or progress two different instruments were used, the General
Health Questionnaire-30 (GHQ-30) (Goldenberg, 1972) and the Self-Development
Project List-90 (SDPL-90) (Braaten, 1989). Both are self-report questionnaires.

The GHQ-30 is a screening instrument for psychiatric disorder in patient and
community samples. It detects psychopathology (Huppert et al., 1989) and has been

1113958% gxtcnsively in various cultures and in different linguistic groups (Chan and Chan,

The SDPL-90 was devised by Professor Braaten in Norway. It is an instrument to
measure individualized outcomes. It consists of 90 questions relating to individual
goals which after factor analysis are reduced to five areas, three interpersonal and two
intrapersonal. The interpersonal areas are dependency, intimacy and social
assertiveness. The intrapersonal ones are self-individuation and self-acceptance. The
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aim is to detect the patient's individual goals or priorities. The patient completes the 90
questions by assigning a value between zero and four to each question. Zero represents
no importance and four extreme importance to the patient. As therapy progresses,
problems are worked through and goals change. Hence serial measurements reflect the
individual's changing goals and priorities during treatment.

Both the GHQ-30 and the SDPL-90 were administered to each patient pre-therapy or
just after starting therapy, after three months and after six months. The three-month
assessment was arbitrarily defined as Mid-treatment and the six-month assessment as
End-of-treatment although patients in individual therapy could continue in therapy after
six months. For patients who dropped out, the three-month score was taken as End-of-
treatment score.

The effect of psychotherapy was determined by the statistical analysis of the change in
GHQ-30 Mean scores using repeated analysing the number of patients who changed
their main goal in the SDPL-90 during therapy using Fisher's Exact test. The Chi-
square test, the t test, Fisher's Exact test and the median test were used to analyse the

demographic data.

RESULTS

Comparing the patients in individual therapy with those in group therapy, no significant
differences were found with regard to demographic details (Table 1).

Regarding diagnoses, three patients in individual therapy had depressive Neuroses, one
was alcohol-dependent, one had a depressive pg:rsonahty and one an adjustment
reaction. One patient had both a depressive neurosis and an anankastic personality. In
the group, five patients were diagnosed as having depressive neuroses, one an anx11§ty
neurosis, one simple schizophrenia, one neurasthenia and two hysterical personalfity

disorders.

iti i f weeks
The attrition rate was 50 percent in both samples. The mean number 0
completed in therapy for those who dropped out was 17 (range: 14-19). Of the three

in indivi therapy who dropped out, tWO did so because they were
el e teatmen d one bc%ausc she felt better. In the group, five did

Two left because they were dissatisfied, one
night course which has held on the same
eferred to a day hospital and he stopped

not complete the six months' therapy.
patient got a job and another got a place on 2
evening as the group. The fifth person was
attending the group of his own volition.

completed their questionnaires. Two of the

i in individual thera
All the patients 1n individu Py their questionnaires at three months, although

participants in the group did not return t
they completed the six-month questionnaires.

. in GHQ-30 mean
The GHQ-30 results were analysed in several ways. The changes m'n T;:t))lc 2. The

scores between Pre- and End-of-therapy for all 16 patients are shown 1
pre-, three-month and six-month results are shown in Table 3.

i ivided i leted six months' therapy
Pati bsequently divided into those who comp mo _ /
(éoglnptfet‘:fsr)e asx:ld th?)sc wl);o terminated prematurely (Dropouts). Their Pre-, three

i i i in Table 4. Finally, the Pre- and
onth and six-month GHQ-30 readings are _1llustratcd in ’
gm;l-ofz—i;castglcnt results of the Completers 1n both samples were pooled and compared

with those of the Dropouts (T able 5).
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Table ‘1

Demographic Details of Patients in Individual and Group Therapies.

Individual Group p
Variable (n=06) (n=10) value
Age
Mean 29.8 yrs 36.4 yrs NS
Range 16 - 41 24 - 48
Sex
Male 3 4 NS
Female 3 6
Marital status
Single 5 S NS
Married 1 5
Education ,
Non/Primary 1 3
Secondary/Third
Level 5 7 NS
Occupation
Unemployed 2 3
Employed/Housewife NS
Student 4 7
Duration of complaint
Mean 6.3 yrs 1.8 yrs NS
Range 9 mths-20 yrs 2 mths-16 yrs
Past psychiatry history 4 (66.6%) 8 (80%) NS
Psychotropic medication 2 (33.3%) 8 (80%) NS

NS = Not Significant.
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Table 2

GHQ-30 Mean Scores (Standard Deviation): Pre- and End-of-therapy.

Pre End Change

Individual 12.5 3.3 9.2
n=6 (4.9) 4.0) '
Group 18.6 8.8

_ - . 9.8
n=10 (8.0) ©.1)

Patients significantly improved with psychotherapy (F = 9.44, d.f. =1, p + 0.009).
No statistically significant difference between therapies (p = 0.923).

Table 3

GHQ-30 Mean Scores (Standard Deviation): Pre-treatment, Three
Months and Six Months.

Pre 3 months 6 months
Individuals 12.5 5.7 5.3
n=6 4.9) 6.1 4.9)
Group 18.8 6.0 12.2
n=10 (7.6) (7.3) 10.6)

and three months (F = 21.44,df. =

Significant improvement in patients between Pre- ‘
between three and six months but

1, p = 0.001). Group therapy patients deteriorated
not significantly (p = 0.212).
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Table 4

BHQ-30 Mean Scores (Standard Deviation): Those who Completed Sijx
Months and Those who Terminated Prematurely.

Completed

6 months Pre 3 months 6 months
Individuals Yes 10.7 93 4.7
n==6 (Completers) 4.9) 7.1 (2.6)

No : 14.3 2.0 6.0

(Dropouts) .1 (1.7) (2.6)
Group Yes 15.4 6.3 11.2
n=10 (Completers) (8.6) (10.5) (11.8)

No 22.2 5.8 13.2

(Dropouts) (5.3) 3.8) 10.6)

Table 5

GHQ-30 Mean Scores (Standard Deviation) of Completers and
Dropouts, Pre- and End-of therapy.

Pre 3 months 6 months
Completers 13.6 8.8 4.8
(7.4) (10.3)
Dropouts 19.0 4.1 149
' (6.8) @3.5)

Significant improvement (F=1342,df =1, p = 0.003) occurred in patients between
Pre- and End-of-treatment. Tend for Dropouts to improve more (p = 0.087). No
difference in level of psychopathology between Completers and Dropouts (p = 0.894).
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Patients in individual therapy consistently scored lower on the GHQ-30 than those in
group therapy. This reached statistical significance (p = 0.031). It affirms that those in
individual therapy had less psychopathology, both at the beginning and at the end of
treatment than those in the group therapy.

Regarding the SDPL-90 results, two patients out of six (33.3 per cent) in individual
therapy changed their main priority between the start and end of treatment. Four out of
nine patients (44.4 per cent) in group therapy changed their principal goal over the same
time. No significant difference was found between these results. The most frequently
observed priority of the patients in individual therapy was self-acceptance, an
intrapersonal goal. fifty per cent had self-acceptance as their principal goal and 83 per
cent had it as either their first or second goal. Conceming the group, the most prevalent
goal was assertiveness at 60 per cent, an interpersonal goal.

DISCUSSION

Approximately 250 different forms of psychotherapy have been identified (Herink,
1980). With such an array of therapies, one must ask about efficacy. However,
research in psychotherapy is difficult. Definitive answers are difficult to obtain.
Furthermore, no consensus exists regarding the measurement of outcome.

The aim of our study was to attempt to measure change or progress in patients in
psychoanalytical psychotherapy. The results showed that the patients in both samples
improved and that the improvement was statistically significant (Table 2, p = 0.009).
However, by examining the Pre- and three-month GHQ-30 results (Table 3), one sees
that a significant improvement occurred even in that time period (p = 0.001). It
suggests that symptom reduction (for example, anxiety, depression) occurs early in

therapy.

The change in GHQ-30 mean scores between Pre- and End-of-therapy (Table 2) was
virtually identical for patients in individual therapy (9.2) and group therapy (9.8). The
difference between therapies was not significant (p = 0.923). One could falsely
conclude that because there was no statistical difference there was no clinical difference.

The SDPL-90 results dispel that notion.

The SDPL-90 results illustrate interesting differences between the patients. Those in
individual therapy had predominantly intrapersonal goals whereas those in g_rou;;
therapy had interpersonal goals at the start of therapy. Conversely, the least pnolnty o1
those in individual therapy when assessed pre-treatment was an interpersona goaal,
dependency, and for those in group therapy, it was self-acceptance, an mtrgapcrsor)[h
goal. One can only speculate about the bias at the referral stage. Perhaps patzlcnts w;th
intrapersonal problems readily accept individual therapy whcreafs t t(}:sc hw_x

interpersonal problems seek group treatment. These factors probably affect the choice

of therapy offered by the referring psychiatrist.

. . . . therapy
ected results are of particular interest. Patients i group
(?ctrcl;gg?:tregfb?t]fv’;gn three months and the End-of-treatment. The change was not
significant (Table 3, p = 0.212). One can postulate that the l(lietcglotr)at}on }v&s rc]ar:ccgdt;)
iatri y ¢ pati hronically ill and obviously very

the psychiatric status of the patients who were c yi sly very needy
indivi as time-limited which is not typical of group psychoanalytic:
;Zggﬁg?lﬂsﬁp?eﬁgﬁil‘ry a group would be of longer duration. Another possibility is
the incxperienc.c of the therapist and his handling of the issues around termination.

A paradoxical finding was the improvement in the Dropouts. This may have been a

i aintained at six months (Table 4).
i into health as the improvement was not maintaine
glng(?t;l:r];)os:ibility is that thg improvement was due to the therapy. The mean number
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of weeks in therapy for the Dropouts was 17 which is probably longer than occurs in
some forms of Brief Psychotherapy.

Frank et al. (1957) outlined several factors associated with high dropout rates which
included lower social class, less education, less integration into society and less
readiness to talk about their feelings. In those who dropped out of the study, there was
a wide educational spread. One had no formal education, two had primary education,
two had secondary education and two had third-level education. Hence, less education
did not predict attrition in this study.

Could the improvement in GHQ-30 scores be due to a spontancous remission in
symptoms? this is a valid question as no control group was employed. However, the
mean duration of illness for those in individual therapy was 6.3 years and 7.8 years for
those in group therapy. Spontaneous remission must be highly unlikely.

In conclusion, it must be emphasized that the study was small - a pilot study - and
caution must be exercised in drawing major conclusions. The sample size was small;
the therapists were trainees; self-report questionnaires were employed; the therapies had
different time-limits and the therapies themselves were different. However, it was
possible to measure change during therapy using two self-report questionnaires each of
which provided useful but different information about the patients. We hope that the
study will stimulate further research in this area.
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PSYCHOTHERAPY IN IRELAND.

MICHAEL FITZGERALD.

There has been a major expansion in interest in all forms of psychotherapy in Ireland in
the past 15 years. This growth is a reflection of professional development e.g. many
new courses of Masters standard and consumer demand.

A matter of considerable current concern is the lack of interest in formal psychotherapy
by the psychiatric profession. I recently founded the Irish Standing Conference on
Psychotherapy and only 10% (of 300) psychotherapists were medically qualified. This
process could be reversed if there were senior registrar posts in psychotherapy and
consultant psychotherapist posts available in the Republic of Ireland. There are none.
The fact that the recent Green Paper on Mental Health in Ireland did not even mention
the word psychotherapy is also worrying.

These trends must be reversed because psychotherapy reduces the cost of medical
services by 20% and only 50% of psychiatric patients are susceptible to biological
approaches.

It is essential that training programmes as fostered by the psychotherapy specialist
advisory section of the Royal College of Psychiatrists are fostered.

- 222 -






DEVELOPMENTS IN EUROPEAN PSYCHOTHERAPY
AND COUNSELLING.

MICHAEL FITZGERALD.

Psychotherapists and counsellors became concerned that changes in the European
Community regulations for the professions in 1992 might adversely effect them. Many
reputable psychotherapy and counselling organisations began to consider a European
Association to look after both the interests of profession and the public. It was feared
that the European Commission and its committees could pass legislation issued by
interested parties that would be enforceable throughout the European community with
very little national consultation. Nevertheless it was also felt the European Directives
would give opportunities for the psychotherapy profession to take the initiative, to
become recognised and competent authorities and therefore to be in a position to advice
the European Commission and National Governments.

It became clear that it was necessary for both National and European Associations to
monitor the following elements of the EC structure including:

(1)  The European Parliament and its Committee on the Environment, Public Health
and Consumer Protection, its Committee on Economics and Monetary Affairs,
its Committee on Legal Affairs and its Committee on Drug Abuse.

(2)  The EC Commission. : o

(3)  The Council of Ministers.

(4)  The Economic and Social Committee and a number of Directorate Generals
including DG5 Employment, Labour Relations and Social Affairs; DG11 the
Internal Market; DG12 Science Research and Development; DG3 Freedom of

Movement of Doctors, etc.

It became clear that professions with greater financial resources had their own
independent offices monitoring these departments in Brussels. An example of the kind
of document that comes from the Commission of the EC was the proposal for a Council
Directive on the Liability of Suppliers of Services published in Brussels on the 20th of
December 1990. This had relevance for psychotherapists and shifted the onus of proof
of safety and responsibility from the recipient or patient to the provider of services. In
1988 a Higher Education Diploma Directive was published which focussed on the
mutual recognition of diplomas with in the EC. This directive related to article three of
the Treaty of Rome which defines one of the objectives of the community as the
abolition to obstacles to freedom of movement for persons, services and capital”. In
the definition of a Higher Education Diploma the Council did accept equivalent trainings
to their formal ones. They also discussed that the differences in length of training may
be compensated for by evidence of professional experience i.e. actual involvement in
the pursuit of the profession in a member state. The length of professional experience
required may not be in any circumstances exceed 4 years. Some people who go to

another state may have to go through an adaptation period or aptitude test.
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Each country in Europe will have a competent authority which will look at credentials
and diplomas of migrants to see if they meet the requirements of that country. It is
hoped in Ireland that the Irish Standing Conference for Psychotherapy will be
recognised as a competent authority to assess incoming migrants psychotherapy
qualifications. There is also a differentiation between independent private practice and
practicing in a hospital setting where one is usually a member of a team and where there
is very considerable supervision of treatment. The notion of acquired rights is also
quite important in Europe and therefore people who are in established private practice
would be seen as having acquired rights which would be recognised.

There is great variation in Europe about how psychotherapy and counselling is
organised. There is an official register of psychotherapists in Holland since 1986. Only
official psychotherapists can do psychotherapy in public hospitals. In Germany
psychotherapy treatments are covered by the compulsory health insurance scheme.
Psychotherapists who wish to provide treatments which can be reimbursed in the frame
work of public health insurance schemes but must be qualified medical practitioners or
psychologists. There are approximately 4,000 medial psychotherapists in Germany
and there are 3,200 psychological psychotherapists with 750 therapists dealing with
children and young people. It is of interest that child psychotherapists and those
working with young people may also be professional educationalists. In France there
is no regulation and no definition of what a psychotherapist is. The psychotherapy
situation in the United Kingdom is similar to the psychotherapy situation in Ireland.

In 1990 the Executive Committee of the Dutch Association for Psychotherapy took the
initiative for founding a European Association for Psychotherapy (EAP). 1 was invited
to the first meeting which took place in Amsterdam in December 1990 and at least one
member from the other European countries were also invited. A Steering Committee
was formed to look at issues of training and regulation of psychotherapy in Europe.
Regular meetings have taken place in either Amsterdam or Brussels. I invited Dorothy
Gunne to also represent a different psychotherapy strand to myself at these meetings.
The discussions have been very valuable to psychotherapists in this country. Dr. B.

Martindale stated in February 1994 that "The Dutch initiative is as foundering and now
confined to a few individuals".

A second organisation also called The European Association for Psychotherapy was set
up in Austria. This organisation supports the Strasbourg Declaration on Psychotherapy
1990 which states in accordance with the aims of the World Health Organisation
(WHO), the non-discrimination accords valid in the framework of the European
Community (EC) and intended for the European Area (EEA), and the principle of

freedom of movement or persons and services, the persons named below are in
agreement on the following points.

) Psychotherapy is an independent scientific discipline, the practice of which
amounts to an independent and free profession.

) irraiiling in psychotherapy takes place at an advanced, qualified and scientific
evel. ,

3) The multiplicity of methods of psychotherapy is assured and guaranteed.

@) In a process of stchotherapy,. training is carried out in full and includes
theory, self-experience and practice under supervision. Adequate knowledge is
gained of further processes of psychotherapy.

(3)  Access to training is through various preliminary qualifications, in particular in
human and social sciences.
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Of course havit}g two European Organisations with the same name is a problem and
tlhglg 41}8 reflected in Dr. Alfred Pritz, Executive Officer EAP (Austria) staterent in March

"“The EAP is keen to ensure that a truly co-operative effort across the whole of Europe
will secure the future of the profession of psychotherapy in Europe. Psychotherapy is
formally established as an independent profession in Austria and Switzerland where
national umbrella organisations regulate the profession. A similar situation exists in the
United Kingdom although no psychotherapy law has been adopted as of yet.

The Austrian, Swiss and British umbrella organisations are now working actively
together through the European Association for Psychotherapy and a start has been made
on agreeing minimal training standards in psychotherapy in Europe. We are also
working closely with the European Commission and some interesting developments
have been achieved.

We believe that it is essential for us all to work together (with Brussels based EAP) and
we would welcome opening lines of communication directly with your organisation to
overcome the potential danger of fragmentation of the field".

This new movement is gathering pace and has involved many individuals from Eastern
Europe. It will probably be a broadly based organisation and this is probably shown
by the fact that its annual meeting in 1994 will be held in London on June 24/26 with
the British Association of Counselling, United Kingdom Council for Psychotherapists
and European Association for Counselling.

In 1990 I believed that if the psychotherapy profession was to develop in Ireland it
would be necessary for the major strands of psychotherapy to come together. I decided
to set up an Irish Standing Conference on Psychotherapy and the' first meeting was
attended by Ger Murphy a Humanistic Psychotherapist, Ruth O'Donnell a Family
Therapist and Ed McHale a Family and Marital Therapist. At the following Dorothy
Gunne represented the constructivist psychotherapists and Aidan Lawlor the
behaviourists. The current strands of psychotherapy represented by the Standing

Conference are:

(1)  Analytical Psychotherapy.
(2)  Family Therapy.
(3)  Constructivist Psychotherapy.

(4)  Behavioural and Cognitive Psychotherapy.
(5)  Humanistic Psychotherapy.

n Psychotherapy organises national meetings and also

The Irish Standing Conferencs 0Dcpartment of Health about the development of

has had discussions with the
psychotherapy in Ireland.

i invitati ing in London to establish a
in 1991 I received an invitation to attend a meeting 1n : ‘
gﬁarri)ypgelm Federation of Specialists in Psychoanalygc]ngchotthhcra;))yl.]d’;l;:)snn::}cttm%
i to the found: s
took place on February 6th 1991 in London and led the foundation o oth
ion. Its aim was to benefit the public by promoting the deveiopment ©

g:)('i:lg?)gg:]ytic paslychothcrapy services and the training of therapists to a high ;t_and_;:rg
and to promote research in psychoanalytic psychotherapy. Ata later stage 1 invite
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Tom McGrath to be an alternative representative from Ireland. More recently Dr.
Louise Tansey and Dr. Mary Smith have agreed to represent the child section of this
Federation. The Federation is setting high standards for individual group and child
psychotherapy. The child psychotherapy programme of the Irish Forum for Child
Psychotherapy follows the European training guidelines set down by the EFPP. The
Irish Institute of Psychoanalytic Psychotherapy course will equally follow the
guidelines laid down by the EFPP. The EFPP now has members from most of the EC
countries and European Free Trade Counties. The current guidelines operate until 1995
when new guidelines will come into force for training in psychoanalytic psychotherapy.
This will lead to increased harmonization of psychoanalytic psychotherapy training
within Europe.
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PSYCHOTHERAPY IN IRELAND - PAST, PRESENT AND FUTURE.

MICHAEL FITZGERALD.

Irish Psychiatry is in danger of losing the mind. As Reiser points out, this giving up of
the mind or worse still losing it by 'default' will have very serious consequences for
Irish Psychiatry, and lend it to becoming marginalized and not relevant to psychiatric
illness outside of schizophrenia, severe depression, including manic depressive
psychosis. .

Psychiatrists are trying to make psychiatry into an exact science, something which
physicists abandoned about 1936. Another difficulty is that reality and truth are defined
in such a narrow reductionistic way which bears no relationship to the complexity of
human phenomena. In science you have to explain some higher level in terms of a
lower level. This will not be possible to do with extremely complex phenomena.
Using a broad definition of science, psychoanalysis fits well into the behavioural
sciences and indeed, Professor Klein, Professor of Psychometrics, points out that "it
has been shown that psychoanalytic theory could be regarded as a collection of separate
hypothesis rather than one theory, and that these hypothesis could then be put to the
scientific test”. He goes on to state that there is a ‘sizeable proportion of important
Freudian concepts have been shown, therefore, to have empirical foundation'.

There is general agreement that approximately 70% of patients with psychotherapy
improve, while the spontaneous improvement rate is 25 - 30%. Psychotherapy
significantly reduces inpatient stays. Recent psychotherapy studies have shown better
outcome from patients having more intensive psychotherapeutic treatment. It is naive to
state that whatever can be achieved, can be achieved with brief psychotherapy.

Currently the risks for psychiatry were as pointed out by Sir Denis Hill, when he stated
that "there is a risk that a psychiatry dominated by physical methods of treatment, and
promoting little but physiological research related to them, will regress to
unpsychological attitudes to mental disorder such as existed at the beginning of the
century”. The other current danger was recently pointed out by Van Praag, when he
warned "against the potential dangers of ‘objectivitation’ and coarsening of diagnosis, a
pre-occupation with the obvious, and misregard for the subjective constituents of the
psychopathological spectrum”. There are dangers when the attitude of the
Neuroscientist, who is trained to purge events of all human emotion, adopt a formal
impersonal style to the patient who is perceived as having a problem at the
neurochemical brain level, is taken on by the psychiatrist. Only about 50% of relevant
factors in psychiatry are biological, and the other 50% are psychological and social.

i iatri ini i is shown by the
The fact that Irish Psychiatrists pay minimal attention to psychotherapy is s
fact that there are )1,10 Senior Registrar training posts in psychotherapy and no
Consultant Psychotherapy posts, which are part of Psychiatry in England, Northcrr;
Ireland, etc. In addition, only a small number (approximately 10% of 280) o

Psychotherapists in Ireland have a medical qualification.

main relevant to the great majority of persons with psychiatric
o change its attitude to many psychiatric problems, and
their training period studying and pracucing

If Irish Psychiatry is to re
problems, it will have t S
psychiatrists in training must spend 30% of

psychotherapy.
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The explosions of interest in non-medical psychotherapy and counselling is due to
public demand, and the lack of interest of the medical profession in psychotherapy.

Psychiatrists should heed Professor R. Cawley's recent warning that psychiatry is

under threat because there is not sufficient emphasis on the relationships with the
patient, and it has a dogmatic attitude against psychoanalysis.
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THE BOUNDARY OF PSYCHOTHERAPY.

MICHAEL FITZGERALD.

The Irish Forum for Psychoanalytic Psychotherapy was set up to provide a coherent
focus for those throughout Ireland, who had a serious interest in the advancement of
the study and practice of this form of knowledge. It is not a training or accreditation
body. Since its foundation in 1986 it has organised meetings, lectures and clinical
discussions, both in the North and South of Ireland. It was felt that a Journal would
further the aims of the Forum and stimulate scientific inquiry and writing in this area.

It is important that the qualifications of psychoanalytic psychotherapists who teach in
Departments of psychiatry, Psychology, and the social sciences are as high as possible,
and that these teachers have a formal training in the field. In the past, future teachers
had acquired knowledge of psychoanalytic psychotherapy in a hap hazard way. This is
no longer satisfactory in the lat 1980's, but now with the development of formal
training programmes in both north and south of Ireland, this deficiency should be
corrected in the 1990's. The core role of assessment, diagnosis and suitability should
be recognised as part of these training programmes. It is interesting to quote Sir
Aubrey Lewis, who stated many years ago ".... (but) It is unseemly that a Post
Graduate Institute, if it holds that psychoanalysis may be valuable in the training of
some psychiatrists, should shut itself off from that work, or profit by it without taking
responsibility for it, as we have profited - and how much we have profited .... means
must be found, therefore, whereby those pupils of the Post Ggagiuate Institute for
whom psychoanalysis is judged, a useful and necessary part of training, should be able
to get it under University Auspices ...

It is also of critical importance to establish the limits of this form of treatment. In the
past it has been both undervalued and over-valued. It now has to find its place within
the wide range of treatment options available. An accommodation is being devFloped
with psychopharmacology and behaviour therapy. Indeed many of the (,U‘IT.C‘,I’];
therapies have evolved from psychoanalysis, €.g. Group Therapy, Family anfi Mdltlld
Therapy, Social Therapy, Psycho Drama and Gestalt Therapy. In the p;l?t m}‘:ny
therapists, who belonged to other schools of psychotherapy were hostile to each other,
which must have been very confusing for the public and students of psycho.theragy.
The over lap between all psychotherapies is becoming increasingly reco‘gm'se;]d. for
example, support, ventilation of feelings, discussion of current pro_bler'ns wit nf(t):r;
judgemental helpers. Nevertheless there are also sharp Qlfferenccs which fare now of "
neglected in these discussions, for example interpretation of unconscious m()tlvcs_ an

unconscious family life, transference phenomena, dream analysis, as well as repetiion

remembering and reconstructing the past of a patient.

There is little doubt that Freud would have been 1n§ngued by nclw t;:ndmgsl dlr;] ;t\:z
neurosciences, including the work on receptors, but it is also 111;6 Y. ebwo-l;;rcful ve
warned against biological reductionism. Analytic therapists also zlm‘:' tol e gnc ful of
analytic reductionism. Therapists have to resist taking an 'cx% usive tgblishi;{ hed
approach, because of the stress and conflict that has to be tolerated in establishing

value of each disciplines contribution.
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DEVELOPMENTS IN PSYCHOANALYTIC PSYCHOTHERAPY IN IRELAND
- A PERSONAL VIEW 1981 - 1993.

MICHAEL FITZGERALD.

There has been an ‘explosion’ of interest in psychoanalytic psychotherapy in Ireland in
the past 13 years. This growth has been due to professional developments and
consumer demands. It is interest that in a recent interview that Adam Limentani (1994)
pointed out that Freud was interested in this ‘explosion’ and told his followers in 1923
"you must do something about this 'explosion' of demands for psychotherapy that is
about to happen! You will see what is going to happen”. Limentani went on to state
that Freud was right. Clearly this 'explosion' was much delayed in Ireland partly
because Ireland is an island at the periphery of Europe and also because no member of
the medical profession, the dominant profession in this area was willing to take the lead
until recently. In addition there has been dissatisfaction by patients with the lack of
psychotherapy services being provided by the medical and psychiatric profession. The
medical profession particularly in the past have been trained using the medical
biological model which has been the dominant paradigm. The advisers to government
are drawn from doctors with this paradigm as indeed have ministers for health on at
least two occasions in recent years. This has led to a lack of understanding of non
medical approaches to treatment. In addition the development of psychotherapy has
also been inhibited by the lack of support for Senior Registrar posts in psychotherapy
and Consultant Psychotherapist posts within the Health Service. In addition an interest
in psychotherapy will not advance doctors careers. ‘

There are about 300 psychotherapists in Ireland of which 10% are medically qualified.
These include psychoanalytic psychotherapists; cognitive and behavioural; family and
marital; constructivist and humanistic. There are well over 1,000 counsellors, many of
these are guidance counsellors and a small group of practitioners who call themselves
counsellors but would be indistinguishable from psychotherapists. Counselling tends
to focus on career guidance, non directive measures and discussion of problems with a
non judgemental listener. Psychoanalytic psychotherapy tends to focus on the
unconscious and the transference. The majority of psychotherapists work in the private
sector as would counsellors with a clinical orientation. Guidance counsellors tend to
work in school and drug and alcohol counsellors work both within the public health
service and in private practice. The public have come to realise that ti}ere is not a pill
for every ill as they were promised in the 50's, 60's and the early 1970's.

Nevertheless in 1981 on my return to Ireland I began to realise that there was an interest
in ﬂfétil)syi:hothcrapeutic gspects of general practice by some C}@neral Practitioners.
This interest lead me to conduct a Balint Group for General Practitioners in the West of
Dublin at a late evening time after their general practices closed for a number of years.
This was a particularly rewarding experience and lead me to found The Irish Ba%lﬁn
Society which focuses on the application of psychoanalysis to general practice. ; c;
first chairman was Dr. John Dillon and the first Treasurer was Dr. Kiaran Lynch.

then considered that other medical specialities would be also interested in the apph}]c_aU(?n
of psychoanalysis. I therefore founded the Irish Paediatric Obstetric Psychiatric

iety 1 i ital as first Chairperson and
Society in 1982 which had Dr. P. McKenna Rotunda Hospita an

i i 's Hospital for Sick Children as the first treasurer. This

Dr. Elizabeth Griffin Our bady b o N 1 Maternity Hospital, Coombe Hospital,

i tings at the Nationa itz ‘
society held annual meeting Paediatricians, Obstetricians, Nurses, Social

diatric and obstetric hospitals. Even now
f psychoanalysis to these professional

etc., with enormous interest from
Workers, and all those assoc14tcd with the pae
there is still much to be done in the application o

domains.
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As a Psychoanalyst and a Consultant Child Psychiatrist working with disturbed
families it came to my notice that there was an excessive emphasis on Family Therapy
and on systems approaches with a relative neglect of the intrapsychic processes in
disturbed children. This lead me in 1982 to initiate the Child Psychoanalytic
Psychotherapy Group. This group held meetings many times a year on all aspects of
psychoanalysis and child psychotherapy and were attended by professionals working
with children and adolescents. Then in 1986 I founded The Irish Forum for Child
Psychotherapy with the assistance of Fr. Paul Andrews, Dr. Mary Smith and Dr.
Louise Tansey. The first meeting took place in Broc House. At this point I felt that
discussions about child psychoanalytic psychotherapy while laudable in themselves
were insufficient. I felt that there was a need for a training course in child
psychoanalytic psychotherapy and I was ably supported by Fr. Paul Andrews, Dr.
Mary Smith and Dr. Louise Tansey in the development of the first Child and
Adolescent Psychotherapy Diploma course which commenced in October 1990. About
this time I was travelling regularly to Europe having being invited to represent the Irish
view point and to found a European Association of Psychotherapy. During these
discussions I began to realise that academic attachments would play a large role in most
future courses. I then approached Professor Marcus Webb and the Faculty of Health
Sciences at Trinity College Dublin and initiated the process of converting the Diploma
in Child and Adolescent Psychotherapy into a Master's Degree. This was successfully
achieved and the course now operates as a Master's Degree in Child and Adolescent
Psychotherapy from October 1993. As far as Child and Adolescent Psychotherapy is
concerned I was also approached in 1992 by child care workers who worked in various
children's homes in the Eastern part of Ireland to initiate an introductory course in Child
and Adolescent Psychotherapy of one years duration. The first co-ordinator was Sally
Phalan and the current co-ordinator is Marych O'Sullivan. There is now an invitation
to repeat this course in the West of Ireland.

Since I also have an interest in adult psychoanalytic psychotherapy I set in train a
similar process and founded the Irish Association for Psychoanalytic Psychotherapy in
1982 with Dr. John Alderdice as the first Treasurer and Dr. C. P. Noone as the first
Chairperson. This association held meetings to discuss topics related to adult
psychoanalytic psychotherapy. Then around the time of The New Ireland Forum Dr.
Alderdice suggested that the Forum would be a good word to have in the title of an
Irish organisation which I agreed and this lead to the formation of the Irish Forum for
Psychoanalytic Psychotherapy. Dr. J. Alderdice was the first Secretary, Mary Pyle as
the first Treasurer in 1985, and myself as the first Chairperson in 1985. I also had an

opportunity to supervise E.H.B. Registrars in Psychiatry in all the catchment areas of
Dublin and Kildare from 1986 to 1991.

The IFPP then began to concemn itself after a period of continuing discussions on
psychoanalytic psychotherapy with accreditation issues. The criteria for membership of
the IFPP began to be gradually harmonized with Europe. A grandparent clause allowed
professionals with different trainings in the past and experience of working in the area
of psychoanalytic psychotherapy to also become members. The IFPP became
recognized as the major place for discussions on theoretical, clinical and professional
issues in relation to psychoanalytic psychotherapy in Ireland. It organised many highly
successful lecture series. Another activity associated with the IFPP was the founding
of the Journal. I saw a need for this as a way of giving members an opportunity to
express themselves creatively in print and founded the Journal in 1986 with Dr. John
Alderdice. Then the IFPP began discussions about setting up psychoanalytic
psychotherapy training. A training institute was set up in 1993 called The Irish Institute
of Psychoanalytic Psychotherapy of whom the founding members were Felicity
Casserly (Treasurer), Nessa Childers, Michael Fitzgerald (Co-chairperson), Rita
McCarthy, Ann Murphy (Co-chairperson), Ellen O'Malley Dunlop, Mary Pyle (Co-
ordinator of Training Course), Ross Skelton (Examinations Secretary) and Patricia
Skar (Secretary). This course has its first intake of 15 students in October 1993. The
course is basically an integrative/integrated dynamic psychotherapy course with all the
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major psychoanalytic and analytic thinkers emphasized. It has in addition a group
psychotherapy training experience as well as an infant observation experience

fhomclzghégg which has become essential for anybody becoming a psychotherapist since
e s.

On my return to Ireland in 1981 I was contacted by Cormac Gallagher who was at that
time working in the Department of Psychiatry, St. Vincent's Hospital, Elm Park as a
psychologist. During the course of meetings continuing on to 1982 I suggested to him
a psychoanalytic psychotherapy training course and put a model of such a course on
paper for the first time. He then discussed it with Professor Noel Walshe who
expressed an interest in it. Following on this Professor Ivor Browne and Vincent
Kenny also became interested in setting up a parallel course in constructivist
psychotherapy. A meeting took place on the 13th of May 1983 with Noel Walshe,
Cormac Gallagher, Vincent Kenny, Mary Darby and myself to discuss proposals for
courses in psychotherapy. There followed then many meetings through 1984 and early
1985 and the first course in adult psychoanalytic psychotherapy with a Master's Degree
associated from U.C.D. began on the 15th of October 1985. There were at least 17
meetings leading up to the commencement of the course. For many years I have had
the opportunity to supervise trainee psychiatrists and others in psychotherapy in most
Eastern Health Board areas e.g. Kildare and West Dublin at St. Loman's Hospital,
North County Dublin at Artane Day Centre, North West Dublin at St. Lawrences Road,
South Dublin at Vergemount Hospital and St. James's Hospital.

The training course under direction of the Institute of Group Analysis in London has
been another very successful initiative here in Dublin. The original Irish organising
committee were Mary Darby, Therese Brady, Cormac Gallagher, Noel Walshe,
Michael Fitzgerald, James Kelly and Conall Larkin. :

Another welcome development is the M.Phil in psychoanalytic studies initiated by Ross
Skelton and David Berman.

Now to turn to the Northern Ireland situation.

In 1981 I was invited to a meeting with Professor George Fenton Professor of
Psychiatry Queen's University Belfast and Professor Joe Meehan Professor of
Psychiatry Trinity College Dublin about the issue of psychotherapy training within the
Department of Psychiatry in Belfast. This lead to my appointment as a tutorhm
psychotherapy in the Department of Psychiatry, Belfast City Hospital. Smcse that
appointment I have supervised Senior Registrars 1n Psychiatry initially and laterB elr?or
Registrars in psychotherapy on a regular basis. They have travelled down from Beifast
for the supervisory sessions. More recently I have had the pleasure in spp%rt\:_lﬁ;ng g
Senior Registrar in Child Psychiatry who was undertaking the Diploma lmb ld an
Adolescent Psychotherapy in Dublin from Belfast. From these smal chrlx)rémgi
evolved a dynamic Department of Psychotherapy. I took part in a num fr a?
discussions with Dr. Alderdice and Dr. Adams during the period of dc\{elog]mem 0 | e
Master's Degree in Psychotherapy at Queen's University Belfast. Unlike bei .sn;;aalo[;:
in the Republic of Ireland where developments in psychotherapy in the II;u (ljc K gams
Servieeare very few and far betweer, By, ot L0 oG C TR n the delivery of
h de been great strides in the Public ]

p:)slcl?(l)?h:ral;y scr%iccs to disadvantaged patients who otherwise wl(l)ulhd nlo; Ecca(l)t:llre sé(;
avail of psychotherapy. The combined output of graduates for all the Iris s

(Masters or equivalent) is now well over 100.

1 dice

Ireland occurred in 1991 when Dr.'John A_ldcr ,
ot reded the Northern Ireland Insutpte 0( Human
evelop psychoanalytically informed
n this field in Northern

A major development 1n
Dr. Clare Adams and others foun
Relations. Its aim was to integrate efforts to d poyel
activities and to act as a focus for those who were wWorking
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Ireland. I was pleased to be elected an Honorary Foundation Member of the Institute.
Another major development in 1989 in Northern Ireland was the foundation of the
Association for the Study of Psychoanalysis by Dr. Tom Freeman and associates. This
has been a highly active group now for many years and I have had the honour of
speaking to the group and I am also pleased to be an Honorary Member of The
Association which had Dr. R. Ekins as its first Secretary.

More recently I have become aware that the issue of training programmes had been
adequately dealt with and that there is no further scope for further post graduate training
programmes in psychoanalytic psychotherapy. The issue now seemed to me to be the
development of psychotherapy as a profession in its own right, a profession that will
not be an annex on any other profession and a profession whose training requirements
will be harmonized with the training requirements in other European countries. In the
past I felt that the psychoanalytic psychotherapy could not go it alone because of the
small numbers involved and so I founded The Irish Standing Conference on
Psychotherapy in 1990 which embraces all the major psychotherapy organisation in
Ireland. I found a full and immediate support for this conference from all the major
psychotherapy training organisations e.g. family therapy, psychoanalytic
psychotherapy, constructivist psychotherapy, humanistic and integrative
psychotherapy, and behaviour and cognitive psychotherapy. The Irish Standing
Conference for Psychotherapy has organised since its foundation many highly
successful national conferences on psychotherapy the most recent of which had
Professor Anthony Clare as a speaker. Other speakers in the past have included Mary
Bennotti MEP and Dr. Ruth Barrington Department of health. In recent years the
Department of Health has consulted the Irish Standing Conference on Psychotherapy
on major mental health issues. The Irish Standing Conference on Psychotherapy has
links with the European Association of Psychotherapy. On the 3rd of July 1992 the
European Association for Psychotherapy was incorporated in Brussels and I was one
of the 15 signatories to the document of incorporation. The EAP is basically an
umbrella organisation of national umbrella organisations within each country within the
Ec. At about the same time I was invited to attend the first meeting of the European
Federation for Psychoanalytic Psychotherapy which was playing a similar role with a
narrower focus on psychoanalytic psychotherapy in London in 1991. The EFPP
criteria are now being used by the Institute of Psychoanalytic Psychotherapy and the
Child and Adolescent Psychotherapy Training Programme.

The current situation is relatively healthy with regard to psychotherapy but more needs
to be done to establish psychotherapy as a profession in its own right, and in getting
reimbursement for psychotherapy provided by psychotherapists. I have had a meeting
with the Voluntary Health Insurance to discuss this matter. I put to them that
psychotherapy could be argued for purely on economic grounds, i.e. that it reduces
general medical service demands by 20% and reduces inpatient hospital stays. (Taller
et al., 1994; Anchor 1989). The research is also very clear that it is more effective than
placebo and more effective than no treatment. (Fitzgerald 1987; Malan 1973). In
addition it speeds up the rate of recovery of patients with many psychological
problems. There is also evidence that some patients with serious psychological
problems gain a benefit which is additive from a combination of pharmacological and
psychotherapeutic interventions. The additive effect is due to differential effects of the
two treatments. In addition there is a growing interest in psychotherapy integration.
(Stricken and Gold 1993; Karasu 1982; Marmor J. and Woods S. 1980; Wolfe and
Goldfried 1988). There is also some evidence that group and individual therapy work
in different ways. (Sheehan and Fitzgerald 1994).

I have also got agreement from the Irish Standing Conference on Psychotherapy to
write to the Minister for Health about the setting up of a Psychotherapy Council of
Ireland which would be a statutory body and deal with issues of. registration and
practice in Ireland. In 1993 the Profession of Psychotherapy is mature enough for this
development and it is important that it present an assertive and confident front. The
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Irish Standing Confcrer}ce on Psychotherapy is setting up of a voluntary Register while
awailing a statutory register being inaugurated.

Dr. Fitzgerald is the only psychoanalyst recognised by the International Psvch v
Association in Republic of Ireland. g y tonal Psychoanalytic
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IRISH PSYCHIATRY: THE PROBLEM OF ACHIEVING
A BALANCE.

MICHAEL FITZGERALD.

Irish psychiatry is at a crossroads even though this would not be generally recognised
by the profession. It will become marginalised unless it finds a serious place for formal
psychotherapy along side psychopharmacological and social approaches the current
dominant modes of intervention in psychiatry.

Clearly psychopharmacology has had some success with the treatment of severe mental
illness for example manic depressive psychosis and schizophrenia since the
introduction of chlorpromazine a major tranquillizer to psychiatry in the early 1950's.
While the so called “pharmacological revolution” has had modest success it certainly
has not succeeded in providing "a pill for every ill". Later in the 1950's the anti
depressant drug Imipraime was introduced with some success. Lithium has helped
some patients with recurrent manic depressive disorder. Nevertheless side effects have
been a considerable problem over the years. In recent years psychopharmapologwal
advances have been very modest in terms of patient benefit with the exception of the
newer anti depressants which have lower levels of side effects.

Social psychiatry has also had its successes in recent years with its deinstitutionalization
programmes which are continuing but there is now a need for a major shift of emphasis

in psychiatry to formal psychotherapy.

The philosophy of the logical positivists which values empirical propositions based on
actual observations has had a major influence on I'nsh psychiatry. Thc positivistic
psychiatry, with its uncritical acceptance of Popperian empirical realism has defined
acceptable knowledge in an excessively narrow rcdqcuomsuc way. The view is that a.ll
that can be known in psychiatry is commensurate w;th what can be measured. There is
very little space for the theory of psychoanalysis and derived psychotherapeutic
techniques or for interpretations given to patients that resonate with the dialectic of
experience and have the ring of truth. Positivistic psychiatry has particularly focussed
on biological psychiatry and the “mind machine". The "mind machine” does not
resonate with patients. The biological psychiatrist is more comfor}ablc with so called
objective "macho" knowledge which Karl Popper calls "It is known" but have difficulty
with subjective knowledge which Karl Popper calls "I know". Psychiatrists have
difficulties in combining the rational and romantic view or both masculine and feminine
perspectives. The masculine has largely dominated Irish psychiatry. The conflict is not
new because the enlightenment of the 18th century emphasised rational thinking and
devalued imaginative and emotional life. Irish psychiatry will be greatly enriched if it
took on board formal psychotherapy to a much greater degree than it does at present.
The Irish Standing Conference on P§ychothera_py recently identified 280
psychotherapists but only 10% were medically qualified. It is clear that medical
psychotherapy is providing only a very small proportion of the formal pslycl;]other’apy
being provided in Ireland. The concerns expressed by Sir Denis Hill who was a
Professor of Psychiatry at the Institute of Psychiatry are very relevant to lrlsﬁ
psychiatry. He stated "there is a risk that a psychiatry dominated by physical methods
of treannént, and promoting little but physiological research related to them, will
regress to unpsychological attitudes to mental disorder such as existed at the beginning
Ofgtrhe century”. Psychiatrists will return t0 becoming physicians in psychological
dici rg£hc patients that they will treat will either have manic depressive
rpnsi'cll(l:gslfs a;.::hizophrenia or Alzheimer's disease while a considerable proportion ot
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patients with other psychiatric disorder will be treated by non-psychiatrists. It is of
interest that 15 to 20% of the population have psychiatric problems at any one time.
Psychiatrists are in danger of “loosing" the mind, of loosing interest in the meaning of
the internal world of their patient with the excessive focus on the brain pathology.

As with drug treatment psychotherapy can also have negative effect but the evidence is
that psychotherapy is far more effective than is realized. Eysenck stated in 1952 that
psychotherapy did not result in significantly higher rates of improvement than
spontaneous remission. When Bergin reanalysed this paper he showed that there are
many major flaws including non comparable comparison groups, a multitude of
arithmetic errors and misinterpretations of original data. Bergin showed that the
improvement rate for patients treated with psychotherapy was 65%. Studies of
spontaneous improvement have put the rate at about 30% for untreated patients. In a
more recent re-analysis of Eysenck's data it has been shown that psychotherapy
accomplishes in about 15 sessions what spontaneous remission takes two years to
achieve. Another recent study by Howard showed that there was a positive relationship
between the amount of psychotherapy and the amount of patient benefit i.e. by eight
sessions approximately 50% (of 2,400 patients) had improved and by 26 sessions 75%
had improved. There is also evidence in relation to the effects of psychotherapy that the
effect size for psychotherapy of patients with depression is greater than the effect size
of placebo. In addition there is some evidence that psychological interventions with
physically ill patients reduces medical utilization.

As we approach the 21st century it is important that psychiatrists avoid the dangers of
single minded approaches that avoid complexity and uncertainty in favour of more
"simple” models. It is critical that Irish psychiatry achieves a balance between
biological and social approaches and formal specialist psychotherapy.
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THE END OF PSYCHIATRY?

MICHAEL FITZGERALD.

The prediction of the end of psychiatry is an uncertain enterprise as is the prediction of
suicide and many other events in the psychiatric domain. Of course to make any
prediction it is necessary to be able to state what the current situation is which with
psychiatry is something that is impossible to do exactly. One is therefore left in a state
of uncertainty, a state well recognised by physicists for many years. If psychiatrists
had been more uncertain about pharmacology over the past 50 years we might now not
be facing the possible end of psychiatry as we know it.

For too long descriptive and biological psychiatry has been the only type of psychiatry
of importance while 'lip service' has been paid to psychotherapeutic approaches. The
dominance of biological psychiatry is responsible for psychiatry becoming increasingly
marginalised. It will lead to psychiatrists largely treating a group of chronic patients
with schizophrenia, manic depressive psychosis and Alzheimer's disease (assuming
that some other medical speciality does not take some of these patients) vyhx!e a
considerable proportion of psychiatric disturbance will be treated by non-psychiatrists.
A recent study estimated psychiatric disturbance to be about 20% of the population at
any one time. (Robins and Regier, 1991). Sir D. Hill was concerned that psychiatry
would "regress to unpsychological attitudes to mental disorder such as existed at the
beginning of the century”. Unfortunately his concerns are now coming true with the
increasing marginalization of psychiatry as psychiatrists turn back into physicians in
psychological medicine.

Even at this late stage it is still possible to prevent the demise of psychiatry by using
“'the life support™ that is available, that is, a linking up of the psychotherapies gx
biological and descriptive psychiatry. To be meaningful it would mean that about 40%
of the trainees time in psychiatry would be spent learning theory and practice of
psychotherapy and that consultant psychiatrists would in future practice formal

i i ith the spirit
sychiatry at least two days per week. Psychiatry would then resonate with )
gfythc atg and become meaningful and relevant to the broad range of patients with

formal psychiatric disturbance.
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OF SOUND MIND.

MICHAEL FITZGERALD.

DAVID BERMAN.

J. R. Smythies! states that Canon C. E. Raven told him that Wittgenstein “suffered
from paranoid delusions". Smythies then elaborates on a "speech disorder known as
schizophreneze"”. Smythies says that he attend[ed] the weekly meetings of
Wittgenstein's disciples and found the "thoughts produced" by this group "very like the
thoughts and mode of thinking that troubled my schizophrenic patients".

On 12th November 1993, we interviewed Professor Normal Moore about Smythies'
claims2. Moore was professor of psychiatry at Trinity College, Dublin, and the leading
Irish psychiatric clinician of his day. In the late 1940s, Wittgenstein had been referred
to Moore for 'another opinion' by Dr. Maurice Drury, a psychiatrist working at St.
Patrick's Hospital in Dublin, and a friend of Wittgenstein. Drury, according to Moore,
"was worried" about Wittgenstein, who was on one of his extended visits to Ireland.
Unlike Smythies, who had "no personal contact with Wittgenstein", Moore saw
Wittgenstein about five or six times in St. Patrick's Hospital. Moore categorically
stated to us that Wittgenstein was not a schizophrenic. Moore described Wittgenstein
when he saw him as a "depressed and sad man”, who was "down with depressed
affect" and "gloomy", that he spoke "slowly" and was "slowed down".

There is extensive evidence of Wittgenstein's depressive moods, as is c]ear‘ from ng
Monk's careful biographical study of Wittgenstein. Thus Monk3 quotes Witigenstein
writing to Rush Rhees: "First suffered terrible depressions”. Later Monk3 talks about
Wittgenstein's "depression as Christmas approaches”. There is no doubt that
Wittgenstein was a sensitive, highly strung personality, whose interpersonal relations
could be difficult; and indeed Moore describes him as suc;h. Bl}t Moore was certain that
Wittgenstein showed no signs of schizophrenia. We think this evidence is important,
as Moore seems to have been the only psychiatrist to interview and perhaps treat

Wittgenstein in a professional capacity.

Smythies' evidence that Wittgenstein suffered from thought disorder or paranO}d
delusions amounts to little more than gossip or hearsay. The only person who was
schizophrenic in the inner Wittgenstein circle, according to Monk?, wa; Yorick
Smythies, who "suffered from paranoid schizophrenia and became a patient 0 Maurice

Drury. He died in tragic circumstances in 1981".
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AN OUTLINE OF PSYCHOTHERAPY FOR MEDICAL STUDENTS
AND PRACTITIONERS.
EDS. MAXWELL H. (1986 WRIGHT).

MICHAEL FITZGERALD.

This book provides an excellent description of individual, group and family therapy
with also a brief chapter on behaviour therapy. In the foreword, Professor S. Hirsch
makes a number of important points. He points out that Psychotherapy has been
shown to be a powerful technique in terms of the following outcome criteria return to
work, resumption of sexual activity, lessening of anxiety and depression scores, lower
relapse rates, or, in the case of liaison psychiatry, improvements in the patients physical
functioning.

He goes on to point out that today "we are witnessing an exploding interest in
psychotherapy on the part of the public and the growing appreciation by the medical
profession at all levels of what it has to offer”. He also points out that the Royal
College of Psychiatry requires all psychiatrists in training to obtain experience in
psychotherapy because it realises that psychotherapeutic skills are essential in the
treatment of patients. The book deals with issues of definition, technique,
psychoanalytic concepts, suitability, defense mechanisms, conflicts, €.g. independence

- and the balance technique in general practise.

It is clearly important that medical students are introduced to the technique of analytic
psychotherapy and that modern psychoanalytic theory is integrated with biological
developments in psychiatry. Ideally every medical student should take on a patient for
brief psychotherapy. Medical students are very interested in treatment. Because
medical students are often interested in facts and lists, it is important that
psychoanalysts should make an effort in medical schools to teach elements of abstract
thinking as has been pointed out by Asch in the Journal of the American Psychoanalytic
Association. This book does identify the particular concepts that are relevant to medical
students. It has also to be recognised that certain psychoanalytic concepts can raise
anxieties in medical students, particularly because of the phase of life that they are
passing through. Therefore the dosage of psychoanalytic concepts has to be carefully

measured up for them.
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DYNAMICS OF PSYCHOLOGICAL DEVELOPMENT.
A. THOMAS AND S. CHESS, NEW Y ORK:
BRUNNER / MAZEL, 1980.

MICHAEL FITZGERALD.

This book attempts to provide "a fresh overview of human developmental theory” (p.
xix). The authors have attempted to integrate the data and concepts from the biological
sciences, developmental psychology and psychiatry. The model they put forward is a
dynamic interactionist one. They examine in detail observed behaviour resulting from
the interaction between temperamental characteristics, parental behaviour and social
experience. They are very critical of the one sided environmentalist view and drive
reduction and the stimulus-response models.

The book is based on a review of over 400 references as well as the author's New York
longitudinal study which followed the behavioural development of 130 subjects from
early infancy to early adult life. They emphasis that "it is fruitless to pose the question
of whether biology or culture is more important in individual psychology, just as the
argument over heredity versus environment is fruitless". (pp. 18 - 19).

This is an excellent book which I can recommend to child psychiatrists, psychologists
and social workers. It brings together in a very readable way, an enormous amount of
research in child development in recent years. It gave me great pleasure to read this
book. the authors deal particularly well with biological and general social factors.
They value the methodology of academic psychology and indeed the best parts of the
book are those which deal with observed behaviour.

A psychoanalyst would be critical of their discussion of psychoanalytic concepts. They
speak of a "Rational unconscious" (p. 202) which is a contradiction in terms frg)m the
psychoanalytic point of view. They also discussed the defence mechanisms which the
psychoanalysts have delineated but do not agree that they are necessarily unconscious.
This misuse of the term defence mechanism is confusing. H. P. Laughlin (1979) states
that defence mechanisms "must operate outside conscious awareness”. The fact that the
new born has a greater degree of perceptual competence, neurobehavioural organization
and learning competence, than previously realised could just as easily point to a greater
degree of cognitive organisation earlier in the child's life as M. Klein (1975) has
pointed out. We do not know for certain what goes on in the cognitive life of a small

infant. We may be attributing too much or too little.

The authors decry the use of "speculative hypothetical entities to fill in gaps in our
knowledge" (p. r1y95). It is difficult to see how knowledge could have progressed
without the setting up of these "speculative hypotheses” (p. 195). They are also critical
of "reason by analogy", but this was all many earlier researchers had available to them.

" they see no alternative but to consider psychoanalysis in terms of
gleeuyd:t?)tvin tft(l;:inula};ion". This is equivalent to saying that one can only cor;mdfr
behavioural psychology in terms of Pavlov's work (Paviov, 1941). This cl?mp ctcz1 (};
ignores the development in theory and technique of psychoanalysis over dl \:} past 0
years. Two of the major contributors to child psychology, Klein (1975) and Winnicc

(1965), are not even mentioned in the index of this book.
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The authors of this book have taken a much greater interest in constitutional factors than
psychoanalysts have. The reason psychoanalysts give for not being more interested in
constitutional factors is that they could not alter them. At the same time it is important
for a psychoanalyst to keep constitutional factors more in mind as they are then in a
better position to make a fuller assessment of the patient. If an analyst gives a psycho-
dynamic interpretation for something that is constitutional, then a patient will feel
misunderstood. It is a great burden for a patient to have a psychotherapist who does
not understand him.

It appears that in the mid 1950s the authors were trying to get Americans away from the
idea of the perfect mother and that the mother was responsible for all the child's ills.
Earlier in Britain, Winnicott (1949) was talkmg to the British about “the ordinary
devoted mother” and emphasizing the same point.

I would agree with the authors when they are critical of linear unidirectional continuity.

They consider that experience at any age period is important but not all decisive for later
functions.

Finally I feel that who ever reads this book can't fail to be stimulated by it.
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PRIORITIES IN PSYCHIATRIC RESEARCH.
EDITED BY MALCOLM LADER.
JOHN WILEY & SONS, 1980.

MICHAEL FITZGERALD.

This book, based on the proceedings of a conference of the same title organized by the
Mental Health Foundation at Balliol College, Oxford, during September 1979, presents
an overview of psychiatric research, with particular reference to future developments.
The aim of the conference was to assist the Foundation in its formulation of priorities
for research, by the assessment of the potential of various areas of psychiatric research
to advance understanding of the nature and causes of mental illness and its subsequent
treatment. :

The book contains chapters by major British research workers in psychiatry among
them Richard Rodnight on biochemistry, Norman Kreitman on epidemiology, Philip
Graham on child psychiatry, Sidney Crown on psychotherapy and Gwyne Jones on
behavioural approaches. The best chapter in the book was by Gcor|gc Brown on
sociology and psychiatry. This was not surprising as George Brown's research on
depression and life events has been probably the most important research carried out in
Britain in the past 10 years. Robert Kendall was convincing when he pointed out that
psychiatrists cannot hope to do fundamental research and should confine themselves to
clinical and epidemiological issues. The Rodnight chapter on biochemical research was
excessively optimistic about the future contributions of biochemical research. Robert
Kendall on the same topic was more accurate when he commented that we were not on
the brink of any breakthrough. The competition for research funds between
* épidemiologists, biochemists, sociologists, etc. was very evident in this book and they

all promise significant advances in the next decade.

chapter on biochemistry, this book would be of considerable interest
E)xgggéﬁgiggfsgrz;d sc?cial workers and ttlhye book as a whole is essential _rcadmg for all
trainees in psychiatry. It provides many good ideas for those interested in undertaking
research. This book will not be of interest to the truly original person and as Peter
Sainsbury says “no ordering of priorities can take account of true ongmaln‘y ‘(pafge
220). It is impossible to read this book without one's excitement and enthusiasm for

research being rekindled.
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ON LOVING, HATING AND LIVING WELL. INTERNATIONAL
UNIVERSITIES PRESS.
NEMIROFF R. A., SUGARMAN A., ROBBINS A. (EbS). (1992).

MICHAEL FITZGERALD.

This book contains the public psychoanalytic lectures by Ralph Greenson who was
Marlyn Monroe's psychoanalyst. This is a superb book but also it could be read with
interest at night and is quite suitable for the bedside table. The book displays a deep
insight into human beings, is written in a clear and concise way and highly readable.
One of the key textbooks of my psychoanalytic education was The Technique and
Practice of Psychoanalysis by Ralph Greenson and remains one of the most important
books that any psychiatrist could read. I believe Greenson was the most outstanding
clinician after Sigmund Freud. Greenson's writings are more important now than ever
with psychiatrists developing a tunnel vision with a narrow focus on biological aspects
of psychiatry and psychopharmacology. While the growth of psychoanalysis and
psychoanalytic psychotherapy is enormous in both Britain and Ireland outside of
psychiatry, within the psychiatric profession its status is severely threatened. This is
the most unfortunate aspect of the current psychiatric scene. Greenson has an excellent
chapter on why people hate psychoanalysis and this could be easily retitled why

psychiatrists hate psychoanalysis.

Greenson makes many excellent points in his book including his experience that the
final resolution of the transference neurosis depends to a great extent on the
transference neurosis being replaced by a real relationship. This is my experience as
well. He has a very insightful chapter called “You Only Live Twice” which was
written after he had his heart attack. He anticipated the problems of the age of
narcissism with his chapter on beyond sexual satisfaction focussing on the emptiness of
promiscuity and super sex. It has been a great pleasure to review this book.
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CHAOS.
MAKING A NEW SCIENCE. JAMES GLEICK. CARDINAL, 1989,

MICHAEL FITZGERALD.

The Prologue to this book makes the following rather passionate statement i.e. “that the
twentieth - century science will be remembered for just three things: relativity, quantum
mechanics and Chaos. Chaos theory had become the century's third great revolution in
the physical sciences. Like the first two revolutions, Chaos cuts away the tenets of
Newton's physics".

It remains to be seen whether these claims for Chaos will be substantiated when the
history of science in the twentieth century is written. The book suggests that the first
Chaos Theorists had an eye for pattern especially pattern that appeared on different
scales at the same time. They were also interested in "randomness and complexity, for
Jagged edges and sudden leaps". There is no doubt now that cardiologists are taking an
interest, at least at research level, in Chaos theory. Physiologists have "found
surprising order in the Chaos that develops in the human heart, the pnme cause of

sudden, unexplained death".

The book also contains a discussion of inner rhythms in schizophrenia. The author
discusses the fact that schizophrenic patients and their relatives, when they try to watch
a slowly swinging pendulum, their eyes cannot track the smooth motion. The
schizophrenic's eyes jump about disruptively in small increments, over-shooting or
under-shooting the target and creating a constant haze of extraneous movements.
Physiologists have felt that this was due to some random disturbance afflicting the
brains of schizophrenics. Huperman developed a computer model of this phenomena
and found both order and Chaos. He noted that in some regimes, the eye would track
smoothly; then, as the degree of non-linearity was increased, the system would go
through a fast period-doubling sequence and produce a kind of disorder that was
indistinguishable from the disorder reported in the medical literature. There then
followed a discussion about whether the non-linearity could stabilize the system or
disrupt it, depending on whether the non-linearity was weak or strong and there was
some suggestion that this might correspond toa single genetic trait. Chaos theory is
being taken seriously in some quarters in medicine. The book is worth reading. The

contribution of this theory to psychiatry is still to be clearly defined.
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REVIEW OF GENERAL PSYCHIATRY. 3RD EDITION.
Howard H. Goldman, editor. East Norwalk Connecticut:
Appleton and Lange, 1992.

MICHAEL FITZGERALD.

This book is designed as a companion text to be used by medical students, psychiatrists
in training and physicians in conjunction with more comprehensive works. The
chapters have been pared to essential content. The test largely conforms to the DSM-
111-R in its classification of disorders, use of diagnostic criteria and format. While all
the contributors to the book work in North America and the psychiatry presented has an
American flavour to it, nevertheless there are many references to work published in
Europe, for example on the social and cultural aspects of mental illness. While child
development was well covered, conduct disorder and the epidemiological aspects of
child psychiatry received very limited discussion. Nevertheless, on balance the editor
has achieved his aims and the book can be recommended. Indeed, consultant
psychiatrists in a hurry who want a general overview of unfamiliar topics could benefit
from a copy.
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MIND WAVES, A COLLECTION OF PAPERS BY PHILOSOPHERS,
PSYCHIATRISTS, PSYCHOANALYSTS AND OTHER SCIENTISTS. EDS.
BLACKMORE C., GREENFIELD S. (1987). BASIL BLACKWELL.

MICHAEL FITZGERALD.

Some of the oldest philosophical questions surround the "mind-brain" problem and a
recent book called Mind Waves edited by Blakemore and Greenfield brings together
philosophers, psychiatrists, psycho-analysts and other scientists, to carry out an
examination of this problem in a series of fascinating papers.

There is a discussion about how behaviourism came to a halt, because the humble
laboratory rate proved too resourceful, too thoughtful, too rich in in-sight to be treated
as if it were a mindless machine. The authors point out that most behaviourists had
denied the necessity of postulating mental states but the need to see behaviour in terms
of intentions kept intruding.

The psychology of behaviour then returned to its nineteenth-century roots in the current
fashion for "cognitive" explanations of the actions of animals as well as people. Brain
researchers of all sorts have been forced to take seriously mentalistic explanations of
behaviour and most of them see perception, intention, thought, and will to be legitimate
subjects of interest for the rapidly growing subject of neuroscience.

The editors in the preface make the common mistake in discussing the dualism of
Descartes. If they had re-read Descartes they would have seen that he discussed
repeatedly the relationship between mind and body. Descartes has been scapegoated by
workers in the psychosomatic field by their insistence on continually blaming him for

the split between mind and body.

Some of the problems in psychiatry have been caused by the isolation of one group of
research workers from another. The psycho-analysts tend to work in their area isolated

from the biological researchers and the philosophers.

Many unsatisfactory lines of research would not have commenced if the variqlus groups
related more closely to each other. An example of this would be the "Laingian

explanations of madness in terms of errors in society".

These errors would not have been made if Laing had been aware of the growing
evidence for physiological disturbances in brain fun.c'tlxon in schizophrenia.
Nevertheless Gordon Claridge is critical of this new "organic” phase in schizophrenia
because he claims that those working in the field have rarely matched their
conceptualisations and explanations of schizophrenia to the complexity of the condition.

In a chapter on psychoanalysis and science, Anthony Storr feels that adt())ptmg ar;
objective, mechanistic stance towards human beings actually deprives the observer o
an important source of understanding. He fails to see that the psycho’analys;k uses
intuition and empathy during an analytic session when he is collecting data to make an

interpretation.

Once the data is collected, then the analyst becomes objective and formulates an
interpretation initially in terms of hypothesis which is then examined with the patient.
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At the end of this process interpretation will be accepted or rejected on the basis of the
weighing up of evidence by analyst and patient.

Brian Farrell has an interesting chapter on psychoanalytic explanation, with special
reference to historical material and he points out that when psychoanalysis is used with
care, it "can nevertheless often help to explain what is puzzling, and helps us to see
things in new and interesting ways". He also points out that it is best to use it with
biographical work where sufficient material is available for analysis.
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SHARE]? EXPERIENCE - THE PSYCHOANALYTIC DIALOGUE
Edited by Moligliano and Robutti, London; Karnac. 1992.
Pp.233. £18.95p

MICHAEL FITZGERALD.

This book focuses on new directions in psychoanalysis with an emphasis on
interpersonal interactions and a detailed study of these interactions. It emphasises the
psyche of the patient and analyst - a two person psychological model. There is less
focus on older psychoanalytic concepts of drive discharge, unveiling the patient to
himself and the intrapsychic or one person psychological model. The focus is no
longer on the so called analyst's neutrality but of building up new meanings with the
patient. The patient and analyst are working together in the new model. The analyst
cannot help but reveal himself through his interventions within this “'biperson field"™
and therefore the analytic dialogue is the outcome of both parties and not just the
product of the patient. The analyst's interpretation results from his reviewing his own
thoughts, feelings, contributions and the patients input both verbal or non-verbal. The
newer models of psychoanalysis view patients as seeking human contact and
psychopathology as a result of relational factors e.g. in narcissism and
hyperchondriasis. Negative therapeutic reaction and premature termination are seen in
the same way.

All psychoanalytic treatments are research because each patient brings something
unique that has not been exactly described previously and which the analyst has to
work with in a creative way without imprisoning himself in some theoretical model that
those not fit with the patient. This is the style of the work of the authors of this book.
Eric Brénman in his forward points out that the rest of the analytic psychoanalytic
world has moved in this direction. Unfortunately psychiatrists are not always aware of
the theoretical and technical changes that have occurred in psychoanalysis since

Sigmund Freud.

This book will enrich any psychiatrist who reads it and will help him or her to have a
more balanced view of the patients problems (and their own) particularly in this current
“age of biology, of the brain and the mind machine™. Indeed biology is only likely to
explain at most 40% of the variance in relation to the causes of psychiatric problems.
Psychoanalysis and books such as this are critical in bringing about a more holistic

understanding of human beings at this time.
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