THE ROLE OF PSYCHOTHERAPY IN PSYCHIATRIC PRACTICE I

a multi-layered engagement between 2 human
beings, in which their subjective liues affect each
other within a therapeutic framework designed
to be conducive to beneficial change.
Notable is the report that, even in a national
health system such as Canada's that provides
care for all of its people, current administrative
and clinical practices interfere with the inte·
grated, person-oriented approaches that are
most effective for complex, persistent psycho·
biological disturbances.
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The relationship of psychotherapy and psychiatry
has been a tumultuous one. The pendulum of biological versus psychosocial treatments has swung
widely over the last 120 years since the discovery of
the "talking cure." The early hope for a scientifically
based "neurology of the mind" 1 gave way to an
emphasis on the classical psychoanalytic framework, sometimes to the exclusion of emerging findings from evolutionary biology, infant development,
and the newly developing disciplines of affective,
cognitive, and social neuroscience. With the advent
of humanistic, gestalt, cognitive-behavioral, and
relational schools, the spectrum of psychotherapy
approaches today has ballooned to over 500,2
sometimes practiced without clear data for their
efficacy or specific indications for their use. Many of
these therapy schools similarly eschewed developments in neuroscience, perpetuating a "brainless
mind" approach to patient care and deepening the
schism between biological and psychosocial aspects
of psychiatric treatment.
On the other hand, the advent of psychophannacological modalities since the 1950s has served to
shift the emphasis of psychiatry toward biological
interventions, with a proliferation of pooled statistical data to inform individual patient care. Mental
illness is increasingly seen as an aberration or
"chemical imbalance" in the brain that could be
corrected by psychopharmaco)ogical agents, electro·
convulsive therapy, and, more recently, deep brain
and repetitive transcranial magnetic stimulation.
Although these therapeutic modalities are important and some of them have demonstrated therapeutic efficacy in specific conditions, the patient's
unique developmental history and experience of his
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or her illness too often take a back seat to the
symptom-driven diagnostic categories of the Diagnostic and Statistical Manual of Mental Disorders
(DSM) classification.3 Since the 1980s, biological
psychiatry, with its reductionist "mindless brain"
metaphor of patient care, has also become the predominant model in academic psychiatry training,
further deepening the divide between biological and
psychotherapeutic schools of thought.
Economic stresses in public health funding in
Canada and the advent of "Managed Care" in the
United States have put the therapeutic aspects of
the doctor-patient relationship under mounting
pressure, with psychiatrists increasingly being
forced into the role of psychophannacology consultants, providing brief (10 to 20 min) "expert"
interviews (med-checks) in the name of cost-efficiency. A Canadian article advocating this approach
was recently published in the Globe and Mail, 4
where the authors proposed redefining the role of
psychiatrists and suggested that, "Psychiatrists
provide diagnostic assessments and treatment rec·
ommendations; other mental health professionals
such as psychologists and social workers provide
psychotherapy and other front-line treatment."
They reference the American, British, and Australian systems in which "psychiatrists are limited
to rapid, high-volume psychiatric drug con·
sultation." This brings up the specter of a conveyorbelt approach to patient care, in which spending
more time with our patients to understand and
address their experience of mental illness becomes
a dispensable luxury.
Psychiatry today is at a crossroads. Increasingly,
we have to defend the very foundation of our field as
a biopsychosocial discipline-the treatment provider's relationship with his or her patient and
attention to the patient's subjective experience of his
or her illness.5 We are witnessing an unprecedented
proliferation of generic manualized treatments, both
in psychotherapeutic and psychophannacological
domains, which are validated to target shifting DSM
syndromes rather than the human beings who suffer
from them. Psychiatrists increasingly operate highvolume practices and rely on computerized tools or
allied health professionals to gather information
about their patients in response to pressures to
reduce waiting lists or satisfy the demands of thirdparty agencies. Increasingly, our patients are
treated as a "commodity" that has to be efficiently
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