
EDITORIALS

Making Therapy Widely Available: Clinical Research
Triumph or Existential Catastrophe?
A. John Rush, M.D.

You don't need a weatherman to know which way the wind
blows.

—Bob Dylan, “Subterranean Homesick Blues”

Based on two decades of data, Tadmon and Olfson (1)
have identified clear and growing trends that fewer psychia-
trists are providing less psychotherapy to fewer patients,
regardless of the disorder being treated, sociodemographic
features, or prescribed medication. There were only two
exceptions: patients over age 65, who continued to receive
psychotherapy by psychiatrists in about 30% of the visits,
and patients with schizophrenia, who continued to received
psychotherapy by psychiatrists about 10% of the time (1).

The causes also seem clear. Without evidence that more
costly therapists produce better overall outcomes, public
mental health care system administrators and private payors
are making economically driven role reassignments (in care
systems) or implementing reimbursement schemes (private
payors) that incentivize diagnosis and medication manage-
ment over the direct provision of psychotherapy by psychia-
trists. Taken together, these decisions explain the reported
inverse relationship between medication prescription and
provision of therapy in psychiatric practice.

While psychiatrists are doing less and less therapy (50% of
the psychiatrists reported doing no psychotherapy at all),
other less expensive therapists—sansmedical training and the
associated debt—are being used as replacements. However,
about 10% of the sampled psychiatrists still do regularly pro-
vide therapy along with medications—a practice that is most
typical for self-pay patients—and it seems to be holding. This
suggests that if more patients had a voice, the receiving of both
therapy and medication from the same provider might be
more the norm.What are the implications of these findings for
mental health care delivery and psychiatric training?

Psychiatrists as psychotherapists

Psychiatrists are being (or have been) economically dealt
out of providing psychotherapy, at least as defined by Tad-
mon and Olfson. They are not alone. Ph.D.-level clinical psy-
chologists who have as much or more psychotherapy
training are being replaced by counselors with master’s
degrees to further reduce costs (2). Peer counseling may be

the road to inexpensive therapy for a wide number of
people (3, 4).

Several forces likely account for this shift. The first is
economics: the public sector needs to stretch finite budgets,
and the private sector needs to compete for mental health
care contracts. Absent evidence that psychotherapy provided
by psychiatrists provides superior efficacy or cost-
effectiveness in the real world, paying psychiatrists higher
fees for delivering what seems to be the same product sup-
plied by “less expensive” providers cannot be justified. Our
patients’ desire for a more convenient, quicker fix in the
form of medications and the commercialization of the medi-
cal model are two mutually reinforcing forces.

Another force is the development of psychotherapy
models (e.g., interpersonal, cognitive-behavioral, psychody-
namic, and supportive therapies) and the specification of
the related methods and procedures derived from their facili-
tated dissemination.
The creation of therapy
“manuals” (5–7) that
explain each model and
illustrate its application
with case vignettes
began in the late 1970s.
Subsequently, compara-
tive efficacy trials provided an empirical basis for incorporat-
ing time-limited, evidence-based therapies into psychiatric,
psychological, social work, and other training programs,
which increased the number and legitimacy of “less
expensive” nonpsychiatric mental health clinicians.

Regardless of the causes, when clinical outcomes are
unmeasured in practice, it cannot be known whether these
changes actually affect patient outcomes. On the one hand,
it is reassuring that virtually every trial that has demon-
strated efficacy in these evidence-based, manualized thera-
pies have relied on non-MD therapists (with master’s
degrees or Ph.D.s). Typically, these therapists are trained to
a prespecified level of skill/competence, and some quality
control/supervision is provided. These therapies are effec-
tive, at least for research-eligible patients treated in research
study settings under these conditions. Indeed, several stud-
ies have shown that competency matters in terms of therapy
outcomes (8). It is not known whether these positive results
generalize to real-world patients who have comorbid,

Do the Tadmon and
Olfson findings suggest
that we abandon therapy
training in residency?
The answer is a
resounding “NO.”
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complex, or chronic conditions with substantial general
medical and psychiatric comorbidities treated by therapists
who have varying degrees of experience, skill, and compe-
tency and are practicing in a range of clinical contexts.

Challenges in delivering psychotherapy

Broadly speaking, the psychotherapies aim to optimize symp-
tom control, daily function, quality of life, and relapse pre-
vention (9). Symptom improvement, whether achieved with
therapy or medication, often precedes functional improve-
ment, sometimes by months (10, 11). In many patients, how-
ever, residual interpersonal, familial, occupational, or other
deficiencies in daily function persist (9, 12), which may
require different therapeutic approaches such as family
counseling, resilience training, or the addition of therapy to
medication or vice versa.

Identifying those clinicians who are best suited to deliver
psychotherapy to accomplish these goals is just one chal-
lenge. Others include 1) matching the type of therapy with a
particular patient/condition; 2) matching therapist skill/
training with patient difficulty/need; 3) ensuring high-
quality therapy; and 4) knowing when to stop therapy.

With regard to matching therapy type with patient/con-
dition, most practitioners learn one model (e.g., cognitive
behavioral therapy [CBT], psychodynamic, etc.) and then
adapt and apply it to various situations, conditions, and
goals. This practice has spawned the adaptation of the above
psychotherapeutic models to a wide range of patients and
conditions. For example, CBT has been adapted to bipolar
disorder (13), adolescent depression (14), and eating disor-
ders (15). Similarly, interpersonal psychotherapy (IPT) has
been adapted to anxiety disorders (16), personality disorders
(17), and preadolescent depression (18).

As an alternative approach to matching therapy type and
patient, the Personalized Advantage Index (PAI) (19, 20) uses
randomized trial data to identify specific baseline features that
1) predict outcome regardless of treatment (prognostic predic-
tors), or 2) differentiate patients who do better or worse with
one or another treatment (prescriptive predictors or treatment
moderators). The PAI was shown to have a moderate, clini-
cally meaningful effect size (0.51) in differentiating depressed
patients better served by IPTor CBT (20) in the Treatment of
Depression Collaborative Research Project (21). These find-
ings suggest that types of therapies are not interchangeable
and that evidence-basedmatching is feasible.

The second challenge is to match therapist skill and
experience (which is highly variable) with patient difficulty,
which can range from the relatively easily addressed to the
therapeutically very challenging and complex. For example,
major depression ranges from those who achieve sustained
remission with placebo or watchful surveillance to others
who are unable to ever achieve sustained remission (22, 23).
Advanced therapy training or extensive clinical experience
is likely only needed for the more challenging and complex
cases. The more effective matching of therapists and

patients could improve the cost efficiency of psychothera-
peutic care and provide an evidence-based approach to
deciding when to persist, revise, or discontinue therapy.
Research is needed to personalize psychotherapist, psycho-
therapy, and patient matching.

Another challenge in matching treatments and conditions
entails medication and psychotherapy (when aimed at
symptom reduction or relapse mitigation). In certain condi-
tions (e.g., psychotic disorders, severe obsessive-compulsive
disorder, bipolar disorder, etc.), medication is initiated and
therapy added; the type and goals of the chosen therapy are
informed by the outcomes of the initial medication. How-
ever, for many patients (e.g., those with depressive, anxiety
conditions), evidence indicates that therapy alone is compa-
rable to medications acutely (24, 25) and that it has an
enduring effect (25, 26), which is a clinical and economic
advantage. Others argue for beginning medication and add-
ing therapy for relapse mitigation and to address residual
problems that remain unresolved by the medication (27).
Research to address these sequencing issues in real-world
patients would be very useful.

Psychiatric training

Psychiatric residents are expected to achieve competency in
“cognitive-behavioral therapy (CBT), psychodynamic psy-
chotherapy, and supportive psychotherapy–in brief and
long-term formats–with optional experiences in group and
couples/family therapy” (28). Do the Tadmon and Olfson
findings suggest that we abandon therapy training in resi-
dency? The answer is a resounding “NO.” Here’s why.

First, “medication visits” often entail education, support,
cognitive restructuring, life and self-management, problem
solving, etc.—typically in less than 30 minutes. Medication
and patient management together are essential and uniquely
suited for those who have mental illnesses that require
medications, and they are highly valued by patients (29).
Effective medication visits require substantial general psy-
chotherapeutic skill and experience, especially since many of
our patients have executive function, impulse control, and
interpersonal difficulties as well as environmental challenges.

Second, by doing psychotherapy, residents develop more
effective relationship and listening skills, as well as greater
empathy for and equanimity in the management of their
patients who can display irrational, unpredictable, and occa-
sionally threatening behavior. Their experiences as therapists
combined with supervision helps them to understand what is
required to conduct effective therapy sessions and to learn
how to develop and strengthen the therapeutic alliance. The
experience of being a therapist who works intensively with
patients helps residents to recognize, experience, and learn
to deal with their personal reactions that, if unrecognized,
can become obstacles in relating to various kinds of patients.
These experiences as therapist are also invaluable in many
subsequent roles as mentors, supervisors, and administrative
leaders. I wonder, however, whether one or at most two
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forms of therapy would better serve residents’ needs and pro-
vide them a deeper understanding and experience than per-
haps attempting proficiency with three models.

Residents are uniquely trained and qualified as medical
and neuropsychiatric diagnosticians; as providers or over-
seers of psychopharmacology, brain stimulation, and other
complex treatments; as clinicians in emergent situations;
and in the clinical and medical management of persons with
difficult-to-treat major mental disorders. Perhaps a 4th-year
scholar track to provide greater experience in neuro-
psychiatry including neurostimulation, neuroimaging, neuro-
psychology, neuropsychopharmacology, and biomedical
interventions and another focused on psychotherapeutic/
psychosocial/brain training/learning interventions are wor-
thy of discussion. This specialization may become even
more important with the development of psychedelic agents
(30) and brain training interventions (31) for addressing
mental habits and disorders.

Conclusions

The question is not what is best for psychiatry, but rather,
what is best for our patients. There is a need for more well-
trained, less expensive therapists. This workforce challenge
is being addressed in part by the American Psychological
Association, which is developing a process to accredit mas-
ter’s programs in health service psychology (Personal com-
munication: L.F. Bufka, Ph.D., Senior Director, Practice
Transformation and Quality, American Psychological Associ-
ation). Could these trainees help psychiatrists with the deliv-
ery of biomedical interventions as well? Is it time for a
collaboration?

Clinical research support is sorely needed to address the
many aforementioned challenges in the delivery of therapy
(e.g., quality, matching, targeting, sequencing). At the system
level, the choice is budget-based or evidence-based care man-
agement.We need evidence. At the patient level, it is essential
that clinical research support the development of more cost-
efficient delivery methods such as computer-assisted CBT
(32), the development and testing of innovative therapies such
as circuit-based brain training (31) based on a newfound
understanding of brain function, and the targeting of treat-
ments.The last half century of research support has produced
a wealth of effective and teachable psychotherapeutic
approaches. Clinical and services research in this arena needs
a major resource commitment. “Funding neuroscience should
notmean eliminating research our patients need today” (33).
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