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Psychoanalytic Therapy Research: Its History, Its Present Status and Its Projected Future
Robert S Wallerstein, MD

Editor’s Note: This essay  is a historical survey of psychoanalytic therapy research, back to its beginnings with a first contribution in Boston close to a century ago, in 1917, through a slow and quite simplistic early unfolding over its first half-century, and into a recently burgeoning and increasingly sophisticated methodological and substantive development, into two differentiated, outcome and process, streams, related, but also distinctive, that characterizes its present status.


This historical accounting is parsed conceptually, first into four distinct generations of outcome research starting, in the first generation, with the simple descriptions by the treating clinicians of their assessments of the therapeutic outcomes they feel they had achieved, through to the sophistication and complexity of present-day fourth generation conceptions that bring together current process research studies—which have lagged behind the development of outcome research studies by several decades—with a whole new generation of therapy outcome measures created in the past two decades, and in conceptual sophistication (being reflections of underlying change in personality structure and functioning) beyond anything that existed in earlier research generations.


The same development is described for process research, parsed also into four generations, but not really starting until a half-century later, with the development and deployment of suitable technology—namely audio and video recording, and computerization with high-speed word or situation searches. It is now possible to bring the array of current process measures into conjunction with the current array of advanced outcome measures of underlying personality (or structural) change most relevant to the therapeutic claims of psychoanalytic therapies, and all in relation to a centralized shared data base, permitting comparison and contrast between the findings that each of these separate instruments is designed to, and does, elicit. It is now a quantum leap beyond where this research field started almost a century ago.
Abstract

Systematic research into the processes and outcomes of psychoanalytic therapy has had a chequered history within psychoanalysis. Though Freud conceived of psychoanalysis as a science of the mind, he was indifferent to the usefulness of, and the need for, the formal research by which science, any science, incrementally grows and enlarges its knowledge base. And this attitude exerted a seriously chilling effect upon the possibilities for formal psychoanalytic research during Freud’s lifetime. Nonetheless, formal research into psychoanalytic therapy did start as far back as 1917, and has truly burgeoned since the middle of the twentieth century. I describe the history of psychoanalytic outcome research from its beginnings, through four generations of increasing conceptual sophistication and methodological comprehensiveness; and then the counterpart history of psychoanalytic process research, starting several decades later when the technology necessary for it—recording of therapeutic sessions and computerization of transcribed hours—became both available and increasingly clinically acceptable. The process history is also divided into four (telescoped) generations. I end with a statement of current integrated possibilities for quantum advance in this research arena.
Introduction

As someone who has been centrally involved, over a professional lifetime of more than 50 years, in psychoanalytic therapy research, and also, over that same time span, in the promotion and support of the research enterprise within organized psychoanalysis, within both the American and the International Associations, I am deeply gratified by the creation here, within the Yale Child Study Center, of a formal research training program, and I feel honored to give this lecture on psychoanalytic research during this second training program sequence.


The topic I have chosen is psychoanalytic therapy research, its past, its present, and its projected future, as I see it. I do this for two reasons, first, because it is the arena that I know best from the inside, and second, because it deals with the most compelling issues that face our daily activities as psychoanalytic theorists, educators, and clinicians, learning more about what we do, and why we do it in the ways that we do.

As an organized enterprise, formal psychoanalytic research has had a chequered history in psychoanalysis, a discipline developed through the clinical data of the therapeutic consulting room. The whole corpus of psychoanalysis, comprehending the phenomena of both normal and abnormal personality functioning, attests brilliantly to the explanatory power of the theory derived from the data generated in the consulting room. It flourished in the hands of its founding genius, and all of us who have come after, and it has provided a truly extraordinary range of insights into the structure of the mind, the organization of mental illness, and the forces at work in the treatment situation.


Although Freud was deeply committed to his conception of the psychoanalysis that he had single-handedly brought into being as a science, a natural science embedded in an evolutionary biological framework, he himself was indifferent, and even antipathetic, to the systematic research by which science, any science, grows incrementally and accrues a deepening knowledge base. Though he respected the experimental support of his dream theory offered by Otto Pötzl (1917), in general he felt that the thousands of hours that he and his adherents spent with their analysands provided proof enough of his theories. And, when in 1934 the American psychologist Saul Rosenzweig wrote to Freud about his experimental observations that offered a method for studying repression, Freud responded politely but curtly: “My dear Sir: I have examined your experimental studies for the verification of the psychoanalytic assertions with interest. I cannot put much value on these informations because the wealth of reliable observations on which these assertions rest make them independent of experimental verification. Still, it can do no harm. Sincerely yours, Freud” (cited in Shakow & Rapaport, 1964, p. 129).


It was the chilling effect of this bias upon the discipline that Freud so dominated until his death that played its very significant role in the painfully slow development of psychoanalytic research over the first half-century history of the discipline and that led to the sober appraisal in 1960 by Hans Strupp, a dedicated psychotherapy researcher, that whatever considerable growth formal research into psychotherapy had undergone to that point, it had exerted but slight influence on the theory and practice of therapy. He stated bluntly: “Clinical perception and scientific rigor have varied inversely … If the advances of psychoanalysis as a therapeutic technique are compared with experimental research contributions, there can be little argument as to which has more profoundly enriched the theory and practice of psychotherapy. To make the point more boldly, I believe that up to the present, research contributions have had exceedingly little influence on the practical procedures of psychotherapy” (Strupp, 1960).


Such was the parlous state of the psychoanalytic therapy research enterprise whenI entered into it in 1954, six years prior to Strupp’s published lament. I have described in detail elsewhere (Wallerstein, in press) my own career trajectory through medical school, psychiatry and psychoanalysis, and into a position, offered to me by Gardner Murphy, Director of Research, as Assistant Director of Research at The Menninger Foundation in Topeka, Kansas, in 1954.


My charge was to develop research that could link the Research Department directly to the central clinical activity—the practice of psychoanalytic therapy—to which the entire clinical staff devoted its time. The topic which I and a group of colleagues decided to address was, not surprisingly, the effort to learn more about two simple, but not simple-minded, questions, what changes take place in psychoanalysis and psychoanalytic psychotherapies, what are the reach and the limitations of these therapeutic modalities when appropriately deployed, i.e., the outcome question, and how do these changes come about, through the interaction of what factors in the patient, in the therapist and the therapy, and in the concomitant life situation of the patient, i.e., the process question.


In creating this research program, which became the 30-year-long Psychotherapy Research Project (PRP) of The Menninger Foundation, we did find a small reservoir of prior work in this arena to draw upon. In an overview of the entire field of psychoanalytic therapy research that I recently published (2001), I divided this history, which actually went back to a first article published in 1917 until its current state, into four generations, meaning generations not only in terms of temporal onset and duration, but also in terms of increasing conceptual sophistication and methodological comprehensiveness.

First Generation Outcome Studies: Statistical Counts

The first generation of early statistical studies of therapeutic outcomes began as early as 1917, when Coriat, in Boston, reported on the results achieved in 93 cases, of whom 73% were declared either recovered or much improved, these rates being nearly equal across all diagnostic categories. As with all these statistical studies in this first generation, the judgments of improvement were made by the treating clinician, according to unspecified criteria, and without individual clinical detail or supporting evidence.

In the decade of the 1930s, several comparable but larger scale simple statistical reports emerged from the experiences of some of the pioneering psychoanalytic training institutes. In 1930, Fenichel reported results with 721 patients from the initial decade of the Berlin Institute, and this was followed by a similar report by Jones in 1936 on 738 applicants to the London Psychoanalytic Clinic, and by Alexander in 1937 on 157 cases from the Chicago Psychoanalytic Clinic. They all reported substantial benefits with the great majority of the neurotic patients, and in the case of Chicago an even higher percentage of positive results with those in the separated-off category of the psychosomatic, but, contrary to Coriat’s earlier results, found much lower improvement percentages in those labeled psychotic.

In a review article evaluating the overall results of psychoanalysis, Knight (1941) combined the findings of all these prior studies, and added 100 patients treated at the Menninger Clinic. Again the results were judged to be completely comparable with those of the other studies in the outcomes with so-called neurotic and psychotic patients. Knight made reference to the pitfalls of these simple statistical accounts; the absence of consensually agreed definitions and criteria, the crudeness of nomenclature and diagnostic classification, and the failure to address issues of therapeutic skill with cases of varying severity.


The most ambitious study of this first generation genre was the report of the Central Fact-Gathering Committee of the American Psychoanalytic Association (Hamburg et al., 1967)—as late as 1967. Data were collected over a 5-year period; altogether there were 10,000 initial responses to questionnaires submitted by 800 analysts, with some 3,000 termination questionnaires on treatment completion. As with the other studies cited thus far, criteria for diagnosis and improvement were not specified, and these and other flaws resulted ultimately in a report that was declared to be simply an “experience survey” consisting of (1) facts about the demographics of analysts’ practices, (2) analysts’ opinions on their patients’ diagnoses, and (3) analysts’ opinions on the therapeutic results. Not unexpectedly, the great majority of the patients were declared to be substantially improved. And a year later, in 1968, there appeared the last of these first generation surveys of psychoanalytic clinic experiences, a report from the Southern California Institute (Feldman), with again, very comparable findings, and a similar statement of inherent limitations.


Altogether, this sequence of so-called first-generation outcome studies, spanning a half-century, from 1917 to 1968, was scientifically simplistic and failed to command much interest in the psychoanalytic clinical world. Most practitioners agreed with Glover’s (1954) dour assessment: “Like most psycho-therapists, the psycho-analyst is a reluctant and inexpert statistician” (p. 393)—and, it could be added, researcher. It was such conclusions that spurred what I call second-generation studies, the efforts at more systematic outcome research geared towards overcoming the glaring methodological simplicity that marked each of the studies described to this point.


In addition to the lack of consensually agreed criteria at every step of these first-generation studies—from initial diagnostic assessments to outcome judgments of therapeutic results—and the use of these judgments (derived from unspecified criteria) by the (necessarily biased) therapist, as the sole evidential primary database, there was also the methodological difficulty that these studies were all retrospective, with all the potential therein for bias, for confounding of judgments, for post hoc ergo propter hoc reasoning, and the like. Efforts to address these issues, including the introduction of prospective inquiry, and even the fashioning of predictions to be confirmed or refuted by subsequent assessment, began in earnest in the 1950s and 1960s in America, and have since spread worldwide.

Second Generation Outcome Studies: Formal Research

I will briefly indicate six major American projects from this second-generation research, three based on group-aggregated studies of clinic cases from the Boston, Columbia, and New York Psychoanalytic Institutes, and three based on individually focused studies in New York, San Francisco, and Chicago. I also mention here, out of the many current programs elsewhere in the world, four major European projects of this kind: (1) the Anna Freud Centre review of 765 cases treated over four decades with psychoanalysis or psychotherapy (Fonagy & Target, 1994, 1996; Target & Fonagy, 1994a, 1994b), (2) the German Psychoanalytical Association (DPV) study of the long-term results of psychoanalytic therapies involving the study by the researchers of 190 patients drawn from cooperating DPV members (Leuzinger-Bohleber, 1997), (3) the European multicenter collaborative study of intensive psychoanalytic treatment involving analysts from Sweden, Finland, Norway, Holland, and Italy (Szecsody et al., 1997), and (4) the Swedish outcome study of patients in state-subsidized psychoanalysis and long-term therapy (Sandell et al., 2000).
Boston Psychoanalytic Institute


Now to the earlier American second-generation studies: In 1960, Knapp and his colleagues reported on 100 supervised psychoanalytic patients from the Boston Institute Clinic, rated initially for suitability for analysis, of whom 27 were followed up a year later to ascertain just how suitable the patients had indeed turned out to be. The evaluation procedures were blind. There turned out to be very limited success in this assessment of suitability for analysis from the initial evaluation. However, two significant limitations of this study should be mentioned: First, the testing of the predictions took place at the one-year mark rather than more suitably at termination; clearly much can change in this regard—in both directions—later in analysis. Second, the patients selected by psychoanalytic clinic committees are already carefully screened, with clearly unsuitable cases already rejected. The range of variability in the accepted cases is thus considerably narrowed, making differential predictions within that group inherently less reliable.


Inspired by this work, Sashin and his colleagues (1975) subsequently studied 183 patients treated at the same clinic from 1959 to 1966—but in this case data were collected after an average of 675 hours, at a point averaging 6 years after termination. Predictor variables were assessed with a 103-item questionnaire, via six major outcome criteria: (1) restriction of functioning by symptoms, (2) subjective discomfort, (3) work productivity, (4) sexual adjustment, (5) interpersonal relations, and (6) availability of insight. Only ten of the predictor items demonstrated some predictive value in relation to outcomes, and these only with modest correlations. And as a group, these ten variables “made little clinical sense.” Overall, the Boston Institute studies yielded only fair prediction to judgments of analyzability as assessed at the one-year mark, and no effective prediction at all to final treatment outcomes from the patients’ characteristics as judged initially.

Columbia Psychoanalytic Center


The Columbia Psychoanalytic Center project, contemporaneous with the Boston studies, was written up in a sequence of published reports in 1985 (Bachrach et al., 1985; Weber et al., 1985a, 1985b, 1985). This project consisted of prospective studies of a large number of patients (1,348 in Sample 1 and 237 in Sample 2), all treated by the same body of therapists. Data were collected from multiple perspectives, with opportunities to compare findings in psychoanalysis (40% of the total) with those in analytic psychotherapy (the other 60%). The authors stated that all previous studies had been limited in at least one of the following ways: small sample size, inadequate information about outcomes, not based on terminated cases, or restricted to retrospective data. Further, no other studies had permitted comparison between large numbers of terminated analyses and psychotherapies conducted by the same therapists. In addition, criteria for therapeutic benefit were established distinct from criteria for the evolution of a psychoanalytic process.


The most striking finding from this project was that across every category of patient, therapeutic benefit measures always substantially exceeded measures of an evolved analytic process. For example, only 40% of those who completed analyses with good therapeutic benefits were characterized as having been “analyzed.” An equally striking finding was that the outcomes of these treatments, in terms of both therapeutic benefit and analyzability, were only marginally predictable from the initial evaluation. This finding was, of course, in keeping with the Boston studies just cited—and for the same reasons. As noted by the authors (Weber et al., 1985a), “The … conclusion … is not that therapeutic benefit or analyzability are per se unpredictable, but that once a case has been carefully selected as suitable … its eventual fate remains relatively indeterminate” (p. 135).

In overall conclusion, the authors stated that Sample 1 was three times larger than in any previous study, and that the project was the first to have a psychotherapy comparison group, and one of the first to make the conceptual distinction between analyzability and therapeutic benefit. Sample 2 was smaller, assembled a decade later, with some refinements in data collection and some differences in observational vantage points, but in almost every particular, the findings of Sample 1 were replicated. In the final article in this series (Bachrach et al., 1985), the authors stressed the advantages of their project over other studies: (1) the N was very large; (2) it was a prospective study with predictive evaluations made before outcomes were known; (3) they used clinically meaningful scales; (4) aside from evaluations by patients and therapists, they used independent judges; and (5) psychoanalysis and psychotherapy were assessed comparatively.

New York Psychoanalytic Institute


The third of these group-aggregated studies, from the New York Institute (Erle, 1979; Erle & Goldberg, 1979, 1984), was similarly constituted, although with a significant focus on the study of treatments carried out by more experienced analysts. There were two samples. The first (Erle, 1979) consisted of 40 supervised cases in the Treatment Center of the New York Institute. The results were completely comparable with those at the Boston and Columbia centers. The majority of the patients were judged to have benefited substantially, but only half of those were judged to have been involved in a proper psychoanalytic process. The authors compared this with another sample of 42 private patients, treated by seven analytic colleagues, who had begun their treatments in the same time period and were assessed in the same manner as the Treatment Center patients. The results were substantially the same. The second sample (Erle & Goldberg, 1984) extended the work to a group of 160 private patients gathered over a subsequent five-year span from sixteen experienced analysts. The outcomes with these experienced analysts were completely comparable with the results of all the earlier studies of clinic patients treated by candidates.

Two decades subsequently (2003), the same authors published still another study comprising two samples. Since 63 of the patients in the earlier second report were still in treatment at the time of the study, the authors decided on a new Sample 1 consisting of a further report on this same group now carried through to their treatment terminations, plus a Sample 2 consisting of 92 cases treated subsequently by 20 analysts (including 12 of the 16 who had participated in the earlier study). What was new here was that this last sample was not a retrospective study as the earlier ones had been, but was prospective, starting with initial diagnostic evaluations, and predictions about anticipated course in regard to expected analyzability and therapeutic benefit. The outcomes were again completely comparable with the results of all the earlier studies reported here. However, the authors did find a significantly higher predictive accuracy in regard to issues of analyzability and therapeutic benefit than anyone had previously reported.

Individually Focused Studies: New York, San Francisco, Chicago


I turn now to the individually focused American studies. Over a time span parallel to that of these relatively large-scale outcome studies of psychoanalytic clinic patients (and some comparison private patients), assessed by pre- and post-treatment rating scales and grouped statistically, Pfeffer at the New York Psychoanalytic Treatment Center initiated a wholly other kind of study of terminated psychoanalyses by intensive individual study of a small research-procured population (Pfeffer, 1959, 1961, 1963). He reported on nine patients who had completed analyses under Treatment Center auspices, and agreed to a series of interviews by a “follow-up analyst” who had not conducted the treatment. The interviews were open-ended, weekly, “analytic” in character, and ranged from two to seven in number before the participants agreed on a natural close. The chief finding, in all instances, consisted of the rapid reactivation of characteristic analytic transferences, including even transitory symptom flare-ups, as if in relation to the original treating analyst, with subsequent rapid subsidence, at times aided by pertinent interpretations, and in a manner that reflected the new ways of neurotic conflict management achieved in the analysis.


In the last of these three reports, Pfeffer (1963) attempted a metapsychological explanation of these “follow-up study transference phenomena” (p. 230). His conclusion was: “The recurrence in the follow-up study of the major preanalytic symptomatology in the context of a [momentarily] revived transference neurosis as well as the quick subsidence of symptoms appear to support the idea that conflicts underlying symptoms are not actually shattered or obliterated by analysis but rather are only better mastered with new and more adequate solutions” (p. 234). The neurotic conflicts thus “lose their poignancy” (p. 237).

Two other research groups, one in San Francisco (Norman et al., 1976; Oremland et al., 1975), and one in Chicago (Schlessinger & Robbins, 1974, 1975, 1983), replicated Pfeffer’s studies, with some slight alterations in method, and in both instances confirmed what has come to be called “the Pfeffer phenomenon.” This overall finding from all three groups—that even in analyses considered highly successful, neurotic conflicts are not obliterated, as was once felt, but rather are muted, or lose their poignancy—is echoed in the well-known analytic quip that we still recognize our good friends after their analyses.


I note one final consideration: A shared characteristic of these second-generation studies—whether the group-aggregated broad statistical outcome accountings (Boston, Columbia, Erle & Goldberg in New York), or the individually more process focused in- depth studies (Pfeffer in New York, San Francisco, Chicago)—was the failure to segregate results at termination from the issue of the stability (or not) of these results as revealed at some established follow-up point subsequent to termination, with all the different possibilities—for consolidation and enhancement of treatment gains, for the simple maintenance of treatment achievements, or for actual regression back toward the pretreatment state.


Conceptually, this was a failure to accord specific theoretical status to what Rangell (1966/1990) called the “postanalytic phase.” Rangell described a variety of possible courses that can characterize this phase and concluded that “the desired goal should be a transition to a normal interchange in which the analyst can be seen and reacted to as a normal figure and no longer as an object for continued transference displacement” (p. 722). In the third-generation studies, next to be described, the distinction between results at termination and those at a subsequent follow-up study point (anywhere from 2 to 5 years later) becomes a clearly demarcated research focus—among the advances over the second-generation studies.

Third Generation Outcome Studies: Combined Process And Outcome

What I call the third-generation studies of the outcomes of psychoanalysis have actually been contemporaneous in time with the second-generation studies just described. These third-generation studies are systematic psychoanalytic therapy research projects that have attempted both to assess outcomes across a significant array of different kinds of cases, and to also examine the processes through which these outcomes have been achieved via intensive longitudinal study of each individual case. In this, these projects have combined the methodological approaches of the group-aggregated with those of the individually focused second-generation studies. Like the best second-generation studies, they have carefully defined their terms, constructed rating scales, and tried to operationalize their criteria at each assessment point. These third-generation studies have been constructed prospectively, starting with pretreatment assessment. Unlike the second-generation studies, they have separated outcomes at termination from functioning at a specified follow-up point and have attempted to account for further changes, in either direction, that took place during this “postanalytic phase.” Bachrach et al. (1991), in their comprehensive survey of research on the efficacy of psychoanalysis, singled out the newer Boston Institute studies (Kantrowitz, 1986; Kantrowitz et al., 1986, 1987a, 1987b, 1989, 1990a, 1990b, 1990c) and the Psychotherapy Research Project of The Menninger Foundation (Wallerstein, 1986, 1988a) that our group created in Topeka in the 1950s, as the only ones to fully meet their state-of-the-art specifications for outcomes studies—state-of-the-art as of their time of publication, over a dozen years ago. These two I review here as exemplars of this third generation research approach.

Boston Psychoanalytic Institute


The Boston studies of Kantrowitz and her group were undertaken in the 1970s and were published in the following decade. Twenty-two supervised cases at the Boston Institute Clinic were selected for prospective study, with the initial assessment based upon a projective psychological test battery used to yield measures of (1) affect availability and modulation, (2) quality of object relations, (3) adequacy of reality testing, and (4) motivation for change. Approximately a year after termination, the initial test battery was repeated, and both the patient and analyst were interviewed.

A series of three articles (Kantrowitz et al., 1986, 1987a, 1987b) described the results. Of the 22 patients, 9 were felt to have had a successful analytic outcome, 5 a more limited outcome, and 8 to be unanalyzed. Nonetheless, the greater number achieved therapeutic benefits along each of the change dimensions, and along each dimension the therapeutic benefit surpassed the analytic result, as measured by the degree of successfully completed analytic work. That is, a consistent and important finding—fully in accord with the second-generation studies of Weber et al. at the Columbia Institute and Erle and Goldberg at the New York Institute—was that therapeutic benefit was achieved by a substantial majority, and was regularly in excess of what could be accounted for by the evocation and interpretive resolution (as best as possible) of the transference neurosis. However, although most patients derived significant benefit from their analytic experience, successful outcome could not be predicted from any of the predictor variables—again, in accord with the second-generation studies.


This finding led these investigators to speculate that “a particularly important omission [from the predictor variables] might have been consideration of the effect of the [therapist-patient] match in shaping the two-person psychoanalytic interaction” (Kantrowitz et al., 1989, p. 899). By “match” they meant, “an interactional concept; it refers to a spectrum of compatibility and incompatibility of the patient and analyst which is relevant to the analytic work” (p. 894). They further noted that although “this mesh of the analyst’s personal qualities with those of the patient has rarely been a special focus of [research] attention … most analysts when making referrals do consider it; few assume that equally well-trained analysts are completely interchangeable” (Kantrowitz, 1986, p.273).

This same team returned for follow-up interviews with the same cohort in1987, 5 to 10 years after the terminations, this time including the retrospective assessment of the goodness of the analyst-patient match as one of the variables contributing to the outcomes (Kantrowitz et al., 1990a, 1990b, 1990c). Nineteen of the original 22 patients could be located, and eighteen agreed to be interviewed. Again, a variety of change measures were used; global improvement ratings, affect management, quality of object relations, adequacy of reality testing, work accomplishment, and overall self-esteem. Overall results at the follow-up point comprised 3 of the 18 further improved, 4 stable, 6 deteriorated but restored with additional treatment, 4 deteriorated despite additional treatment, and 1 returned to the original analyst and still in treatment, and therefore not counted.


The most striking finding was that, again, the stability of the achieved gains in the follow-up period could not be predicted from the assessments at termination—that is, according to Kantrowitz and colleagues (1990a), “the psychological changes were no more stable over time for the group of patients assessed as having achieved a successful [analysis] concomitant with considerable therapeutic benefit than for the other group of patients assessed as having achieved therapeutic benefit alone” (p. 493). In focusing on the assessment of analyst-patient match (Kantrowitz et al., 1990c), the authors concluded that with 12 of the 17 patients, the kind of match did play a role in the achieved outcome. They gave examples of facilitating matches with good outcomes, impeding matches with poor outcomes, and more complex situations in which the match was at first facilitating to the analytic process, but later seemed to have an influence in preventing the completion of the analytic work.

The Menninger Foundation


The other third-generation analytic therapy research study to be described here is The Psychotherapy Research Project (PRP) of The Menninger Foundation that our group brought into being in 1954. Of this project Bachrach et al. said in their comprehensive review in1991: “Systematic, methodologically informed research about psychoanalytic outcomes began with The Menninger Foundation Psychotherapy Research Project…. [It] is by far the most comprehensive formal study of psychoanalysis yet undertaken and remains the only study of outcomes that spans almost the entire life cycle of many of its patients” (p. 878).


Certainly, PRP was the most ambitious such research program ever carried out (Wallerstein, 1986, 1988a; Wallerstein et al., 1956). Its intent was to follow the treatment careers and subsequent life careers of a cohort of patients (42 in number), half in psychoanalysis, and half in psychoanalytic psychotherapies—and each in the treatment clinically indicated—to follow them from the initial pretreatment comprehensive evaluation, through the entire natural span of their treatments (for however many years that entailed), and then into formal follow-up inquiries several years after termination, and with as much of an open-ended follow-up thereafter as circumstance might make possible and the span of interested observation might last. The patients entered their treatments over the span of the mid-1950s; their period of treatment ranged from 6 months to a full 12 years; all were reached --100% -- for follow-up study at the 2-to-3-year mark; and more than one third could be followed for periods ranging from 12 to 24 years beyond their treatment terminations, with four still in treatment when my book Forty-Two Lives in Treatment, the overall clinical accounting of this project, was published at the 30-year mark, in 1986.

The aim of PRP was to learn as much as possible about (1) what changes take place in psychoanalysis and the psychoanalytic psychotherapies (the outcome question), and (2) how those changes come about—through the interactions of what factors in the patient, in the therapy and the therapist, and in the patient’s concomitantly evolving life situation, as they, in interaction, codetermine those changes (the process question). Three overall treatment groups were set up—psychoanalysis, expressive analytic psychotherapy, and supportive analytic psychotherapy—in accord with the then-consensus (in the 1950s) in the literature regarding the defining characteristics of these three therapeutic modes, together with differential indications for their deployment, derived from the dynamic formulations of the patients’ lives, characters, and illness structures.


The project goals within this framework were to specify the particular reach and limitation of the therapeutic outcome for each kind of patient, treated appropriately, within each of the proffered approaches. There was a special interest in the empirical elaboration of the psychological change mechanisms operative within both the interpretive uncovering (i.e. expressive) and the “ego strengthening” (i.e. supportive) therapeutic modes. Forty-Two Lives in Treatment represents the full statement of the project’s organization, its method and design, its instruments and operations, and its findings and conclusions (1986). For a capsule summarization of its overall results, I can best report by paraphrasing a several-page segment from the conclusions of a summarizing paper about the project (Wallerstein, 1988a, pp. 144-149).

The overall conclusions, as of 1986, can be brought together as a series of sequential propositions regarding the appropriateness, efficacy, reach, and limitations, of psychoanalysis and of psychoanalytic therapies (variously expressive and supportive)—always with the caveat that this segment of the patient population (i.e. those sicker individuals who seek their intensive analytic treatment within a psychoanalytic sanatorium setting) is not necessarily representative of the usual outpatient therapy population.

1. The first proposition concerns the distinction between “structural change” in personality, presumably based on the interpretive resolution, within the transference-countertransference matrix, of unconscious intrapsychic conflicts, and “behavioral change,” or just “altered techniques of adjustment,” presumably all that can come out of the other, non-interpretive, non-insight-aiming, change mechanisms. The PRP experience clearly questioned the continued usefulness of this effort to tightly link the kinds of changes achieved to the intervention mode—expressive or supportive—by which they are brought about. The changes reached in the supportive therapies seemed often enough to represent just as much structural change, with its greater stability, durability, and capacity to weather environmental vicissitudes, as the changes reached in the most expressive-analytic cases.

2. The second proposition concerns the proportionality argument—that therapeutic change will be at least proportional to the degree of conflict resolution. This proposition is almost unexceptionable, as it is clear that there can be significantly more change than on the basis of conflict resolution, in all the supportive ways through which change can be brought about. But inversely, it would be hard to image real conflict resolution without at least proportional changes in behaviors, dispositions, and symptoms.

3. The third proposition, often linked to the proportionality argument, but clearly separate, concerns the necessity argument—that effective conflict resolution is a necessary condition for at least certain kinds of change, i.e. true “structural change.” An overall PRP finding—almost an overriding one—has been the repeated demonstration that a substantial range of changes—in personality functioning and in life-style—have been brought about via the more supportive therapeutic modes, cutting across the gamut of declared supportive and expressive (even fully psychoanalytic) therapies.
4. Counterpart to the proposition based on the tendency to overestimate the necessity of the expressive treatment mode’s operation via conflict resolution in order to effect structural change has been the other proposition, that supportive therapeutic approaches so often achieved far more than expected—and often enough reached the kinds of changes expected to depend upon insightful conflict resolutions—and did so in ways that represented indistinguishably “structural changes.” Within both the psychotherapy and the psychoanalysis groups, the changes predicted, although more often predicated on more expressive techniques, were achieved to a greater-than-expected degree on the bases of more supportive techniques.

5. Considering these treatments from the perspective of psychoanalysis, just as more was accomplished than expected with psychotherapy, especially in its supportive modes, so psychoanalysis, as the quintessentially expressive therapeutic mode, often achieved less—at least with these sicker patients—than had been predicted. This more limited success reflected the ethos of the psychoanalytic sanatorium, dedicated to the ongoing life management of that segment of more disorganized patients who cannot be helped sufficiently with any other approach than psychoanalysis, but cannot tolerate the rigors of the treatment within the usual outpatient setting. This is the concept of so-called “heroic indications” for psychoanalysis, and in the PRP experience this group of patients did poorly with psychoanalysis, however modified, or buttressed by concomitant hospitalization, while they tended to have good outcomes in appropriately modulated supportive-expressive psychotherapy. On this basis, we can speak of the relative failure of so-called heroic indications for psychoanalysis, and invite a repositioning of the pendulum, more in the direction of narrowing indications for (proper) psychoanalysis.

6. Finally, the predictions made for prospective courses and outcomes tended to be for more substantial and enduring change where the treatment was to be more expressive-analytic, and pari passu, the predicted results were for more limited and less stable changes the more supportive the treatment was intended to be—and all these presumptions were consistently tempered in the actual implementation in the treatment courses. Psychoanalysis and expressive psychotherapies were systematically modified to introduce more supportive components, and they often achieved less than predicted, and with a varying but often substantial amount of those outcomes reached by supportive means. The supportive therapies, on the other hand, often accomplished a good deal more than expected, and again, with more of the change on the bases of more supportive techniques than originally specified.


In conclusion, these overall results can be summarized as follows: (1) The treatment results in psychoanalysis and in varying mixes of expressive-supportive psychotherapies tend to converge, rather than diverge, in outcome; (2) across the whole spectrum, the treatments carried more supportive elements than originally projected, and these elements accounted for substantially more of the changes achieved than had been originally anticipated; (3) the supportive aspects of psychoanalytic therapy deserve far more respectful consideration than they have been accorded in the analytic literature; and (4) the kinds of changes achieved by this patient cohort—divorced from how they were brought about—often seemed quite indistinguishable from each other, in terms of reflecting “structural changes” in personality functioning.
Fourth Generation Studies: New Possibilities

In a summarizing address that I gave a number of years ago on the field of psychoanalytic therapy research (Wallerstein, 2001), I sketched the outlines of what I felt to be the nascent fourth generation of this research, which I and others were trying to prod into being through the Collaborative Analytic Multi-Site Program (CAMP), which I organized under the auspices of the American Psychoanalytic Association (Wallerstein, 2001). CAMP has been an effort to coordinate the activities of the whole known array of psychoanalytic therapy research groups, both process and outcome study groups, in the United States—and with participants from abroad, the UK, Germany, Sweden and Holland—in contrasting and comparing their findings on a shared database of audiotaped psychoanalytic therapy hours.


In tribute to what is now a rapidly expanding field, those then hopeful but preliminary formulations can now be expanded in a major way, bringing together at this time the whole development of the field of psychotherapy research process studies—lagging behind the development of outcome studies by several decades—together with the possibilities inhering in a whole new generation of therapy outcome measures created in the past two decades, and in conceptual sophistication beyond anything indicated to this point.

Process Research: Introduction

First, to the outlines of the process research domain. Because of its inherently greater conceptual and methodological complexity, research into the processes by which change is brought about in psychoanalytic therapies—the answers to the ‘how’ question—has been far more recent in origin, and only now can be segmented into its counterpart generations. Since it necessarily entails a detailed focus on moment-to-moment therapeutic interactions, process research has indeed only become feasible on a significant scale through the more recent development and deployment of suitable technology—namely, the possibilities for audio and video recording, and computerization with high-speed word or situation searches.


Audio recording had been actually introduced into psychoanalytic research as early as 1933, when Earl Zinn made dictaphone recordings of psychoanalytic treatments at Worcester State Hospital (Carmichael, 1956). Early on, it made very slow headway, basically because of the strong conviction within psychoanalytic circles that any such intrusion into the privacy of the treatment situation would seriously compromise, if not altogether vitiate, the therapeutic endeavor. In a major overview in 1971, a colleague and I (Wallerstein & Sampson, 1971) reviewed the literature to that date on audio recording in therapy sessions, and discussed the arguments for and against such use. Briefly, the major pro arguments were the greater completeness, verbatim accuracy, permanence and public character of the database, as well as the facilitation of the separation of the therapeutic from the research responsibility, with the ability then to bypass the subjectivities of the analyst as a contaminant of the data filter. The major con arguments were the indeterminate impact of this (research) intrusion on the ‘naturalness’ of the therapeutic process (including the compromise of full confidentiality and the insertion into the treatment of goals other than therapeutic) and the sheer enormity, complexity, and cost of the database thus made available, cost being not just for recording, but also for faithful transcription.


Since then, however, a fair number of analytic psychotherapies and even full analyses have been carried out while being recorded, with ample research gain, and without evident hurtful impact on the clinical outcome, and a growing segment of the psychoanalytic world has come to accept this as a benign as well as a potentially valuable procedure. One marker was the experience of Merton Gill in the late 1960s (personal communication), when he was a member of the then Downstate Institute in New York and was conducting a research-recorded psychoanalysis at the Downstate Medical Center. Gill undertook to present his work with this patient to a monthly seminar of the institute’s training analysts, and after a year of presentations the group expressed its conviction that a properly psychoanalytic process was indeed transpiring, and that the impact of the recording—like any other condition surrounding a psychoanalytic treatment—could be brought under analytic scrutiny for its many meanings, as indeed it needed to be, and in this case could be clearly demonstrated.
First Generation Process Studies: Development Of Measures

It is within the framework of this gradually increasing acceptance of recorded treatments as bona fide within an ever growing segment of the psychoanalytic community that Wilma Bucci in a current manuscript (Bucci, in press) creates a complementary perspective, spelling out what she calls four generations—conceptually, not temporally—of psychoanalytic process research. The first generation consisted of the development of a range of objective process measures, and the establishment of their reliability and usefulness, mostly accomplished in the seventies. At the risk of slighting equally worthwhile others that may not be known to me, let me list (alphabetically) eight of the best known and widely cited of these micro-analytic measures of therapy process: (1) Bucci’s Multiple Code Theory (MCT) and Referential Cycle, based on the fluctuations of referential connections between nonverbal systems and the communicative verbal code; (2) Dahl’s studies of Fundamental Repetitive and Maladaptive Emotion Structures (FRAMES), built upon a classification of emotional expression; (3) M. Horowitz’s Configurational Analysis and Role Relationship Model (CARR), based on the interaction of mental schemas as they affect thought and action concerning the self and others; (4) L. Horwitz’s Menninger Treatment Intervention Project (TRIP), exploring the evolving relationship between the therapeutic alliance and the interpretation of the transference; (5) Jones’s Psychotherapy Process Q-Set (PPQS), a Q-sort providing for the description and classification of treatment processes in a form suitable for quantitative analysis; (6) Luborsky’s Core Conflictual Relationship Theme (CCRT), a categorization of transference expressions and of responses to them; (7) Perry’s Defense Mechanism Rating Scales (DMRS), a hierarchy of the maturity of defense development; and (8) Waldron’s Analytic Process Scales (APS), assessing the contributions of the analyst, of the patient, and of the interactional characteristics of their relationship, to the evolving analytic process. A formidable array indeed of process measures, centrally based on the assessment of audiotaped and transcribed therapeutic sessions.
Second Generation Process Studies: Shared Data Sets

What Bucci designates as second generation process studies consists of the application of these instruments to shared data sets. A major example is represented in the contents of a 1988 book, edited by Dahl et al., Psychoanalytic Process Research Strategies, the proceedings of a workshop of American and German therapy process researchers held in Ulm, Germany, just prior to the 1985 International Psycho-Analytical Association Congress in Hamburg.


The Ulm workshop brought together some of the most productive research groups in America and Germany engaged in the study of moment-to-moment interaction processes, in single hours, or in segments of hours, using audiotaped and transcribed treatment sessions. Each of the participating groups (including several of those just listed) had developed its own concepts of the basic units of the psychoanalytic process, and its own instruments to measure them, and had used its measures in relation to its own available data set. The book described efforts to compare findings from these disparate groups—as much as possible when there had been sharing of the database—in a search for elements of convergence.


In the introduction to that book, Dahl expressed the hope that this convergence could be found in the principle enunciated by Strupp et al. (1988) in the initial chapter: “that the description and representation, theoretically and operationally, of a patient’s conflicts, of the patient’s treatment, and of the assessment of the outcome must be congruent, which is to say, must be represented in comparable, if not identical, terms” (Dahl et al., 1988, p. ix). This fundamental integrative principle—proposed to subsume conceptually the entire array of process and outcome measures—is put this way by Strupp et al.: “The principle of the [Problem-Treatment-Outcome] P-T-O Congruence proposes that the intelligibility of psychotherapy research is a function of the similarity, isomorphism, or congruence among how we conceptualize and measure the clinical problem (P), the process of therapeutic (T) change, and the clinical outcome (O),” (1988, p. 7).

Another major and currently ongoing effort in this direction is the Collaborative Analytic Multi-Site Program (CAMP), which, as already indicated, I organized under the auspices of the American Psychoanalytic Association now more than a dozen years ago (Wallerstein, 2001). This has been an effort at the ingathering of all the known active psychoanalytic therapy research groups, process and outcome, including all those mentioned to this point and a good many others, to meet, originally for a whole day twice yearly, and now only once yearly in New York, in connection with the mid-winter meeting of the American Association.


The CAMP program is designed to accommodate all the participating groups’ own concepts and instruments in relation to a shared agreed-upon database of available audiotaped and transcribed sessions from already completed psychoanalytic treatments, as well as from new cases—this last has not yet been undertaken—so that before-and-after outcome studies can be prospectively built in. The comparing and contrasting of findings in relation to the same database by all these process and outcome groups would finally make it possible to determine the degrees of convergence of the concepts and instruments elaborated by the different research groups, and also to determine the degree of imbrication of process and outcome studies—that is, the degree to which the Principle of PTO Congruence can be realized. Unhappily, the inability to date to secure the necessary funding for this ambitious program has limited the CAMP endeavor to only partial fulfillments, the collaboration of subgroups from the involved process research programs in comparative work on shared data.

Third Generation Process Studies: Clinical-Research Integration

And further, in Bucci’s schema, there is now emerging a third generation of therapy process research, a further integration of these various process studies with concomitant, equally intensive, clinical studies of the same patient population—clinical studies at least as intensive as those described in Forty-Two Lives in Treatment (Wallerstein, 1986)—in order to create a more direct bridge between research findings and the clinical activities of the psychoanalytic practitioner community. Two studies now underway at International Psychoanalytical Association institutes—one at the Institute for Psychoanalytic Training and Research (IPTAR) in New York (Freedman et al., 2003), and the other at two collaborating groups, the Argentine Psychoanalytic Association and Belgrano University, both in Buenos Aires (Lopez Moreno et al., 1999)—provide models for this third-generation work. Bucci in her article (in press) gives a detailed description of both projects: the IPTAR project providing a unique and innovative approach to incorporating multiple perspectives on the therapeutic process by what they call a method of “sequential specification,” through phases of clinical scan, and then clinical confirmation, followed by specification of changes of psychological functioning, with finally the application of objective research methods including Bucci’s Referential Activity, Luborsky’s Core Conflictual Relationship Theme, and Perry’s Defense Mechanism Rating Scale to the researchers’ indicated descriptors—in all, a complexly imbricated clinician and researcher partnership; and the Buenos Aires project, again the collaborative integration of the clinical observations of the analyst with an array of empirical research methods, including, along with some of the process measures already mentioned, a measure newly devised by the Argentine research group, the DEPD or Differential Elements for Psychodynamic Diagnosis. Constraints of space preclude my describing either of these programs more fully.

Fourth Generation Process Studies: Process-Outcome Integration

Which brings me to Bucci’s conception of a projected fourth generation process research, the inclusion, alongside all these already presented elements, of new psychoanalytically conceived outcome measures that assess structural changes in the ego (changes in personality functioning), which in turn makes possible my portrayal here, via a better elaborated version of the possibilities for fourth generation outcome research than could be made when I first tried to sketch out a platform for this effort a full decade ago, all together making possible a bringing together of a fourth generation therapy research enterprise embracing both domains, the current state-of-the-art outcome instruments with the current state-of-the-art process instruments. This I state as my proposal of where this psychoanalytic therapy research arena is (can be) at this point in time.
New Outcome Measures for Structural Personality Change

But first a statement of the new outcome study possibilities. Throughout the several generations of therapy outcome research described to this point, the assessments of outcome were based on the judgments of experienced clinicians and/or a variety of standardized measures of symptom change or changes in manifest behavior patterns. These outcome measures were not designed to tap underlying changes in personality organization usually described as structural change, which are putatively the specific kinds of change that psychoanalytic therapies are designed to achieve, beyond just changes in symptoms or altered techniques of adjustment that are presumably all that non-psychoanalytic psychotherapies can bring about.

It was to fill this glaring gap in our outcome research armamentarium that a group in San Francisco created a successor to the Menninger Psychotherapy Research Project (PRP), PRP-II, during the second half of the decade of the ’80s (Wallerstein, 1988b; DeWitt et al., 1991; Zilberg et al., 1991). This involved the creation of a set of scales, designated Scales of Psychological Capacities (SPC), 17 in number, designed to create a profile of personality functioning, which, if altered in configuration over the course of therapy, would reflect changes in underlying personality organization, i.e. structural changes in the ego, in a way that would be agreed by the adherents of the varying theoretical perspectives within our currently pluralistic psychoanalytic world.


At the time that our San Francisco research group created the SPC, we felt we were the first to venture in this direction; and our scales did take root and are now deployed quite widely in therapy research, both in the United States and in a range of countries in Europe, with extant translations into five European languages. However, similar efforts (unknown to us at the time) were going on, to fill the same need, in other analytic research centers, both here and abroad, some simultaneous with our own, and some in the years since—and as far as I can tell, each independent of every other. By my count—and once more, I may be slighting some equally accomplished programs that have not yet come to my attention—there are at least eight other sets of scales designed to the same end, developed in other centers, tested to good psychometric qualities, and in use in various research programs around the world.


The others I have in mind—again, just to list them—are: (1) the Karolinska Psychodynamic Profile (KAPP), created in Sweden, simultaneously with our SPC, but totally independently, with also, coincidentally, 17 scales of personality attributes, conceptually very comparable to our capacities, and in a significant number, quite identical; (2) the Operationalized Psychodynamic Diagnosis (OPD), again, a conceptually very comparable instrument, this one created by German researchers; (3) the Structured Interview of Personality Organization (STIPO), created by the Kernberg-Clarkin group at Cornell, covering 94 areas of inquiry, divided into six overall domains of personality functioning; (4) the McGlashan Semistructured Interview (MSI), similar to the STIPO, covering 32 areas of personality functioning; (5) the Analytic Process Scales (APS), created by Waldron and his group in New York, designed as a process measure to assess the contributions of the analyst, of the patient, and of the interactional characteristics of their relationship, to the evolving analytic process, and already listed under process measures, but usable (and used) in before-and-after application, to assess personality outcome as well; (6) the Psychotherapy Process Q-Set (PPQS), a Q-sort providing for the description and classification of treatment processes in a form suitable for quantitative analysis, and also already listed under process measures, but also usable, in similar before-and-after application, as an outcome measure of personality; (7) the Shedler-Westen Assessment Procedure (SWAP), also a Q-sort, but differently constructed, and geared to assessment of overall personality functioning; and (8) the Object Relations Inventory (ORI), created by Blatt and his colleagues at Yale, organized, as a measure of personality structure, into two separate scales of personality organization, a Differentiation-Relatedness Scale of Self and Object Representations, and a trait sequence, Qualitative and Structural Dimensions of Parental Description. Again, like the array of the major process research instruments, previously listed, an impressive ensemble indeed.
Fulfillment Of A Research Vision

Which brings me to the present and the projected future for analytic therapy research, the possibility for the realization of the original vision of CAMP, when the necessary material resources can be generated. It is to bring the array of process measures into conjunction with the now assembled array of outcome measures that are most relevant to the claims of the psychoanalytic therapies, i.e. the outcome measures of structural change just listed, all in relation to a centralized shared database, not only of currently available audiotaped and transcribed hours, but ultimately and ideally, to new analytic therapies, starting prospectively from their initial diagnostic process, and carrying through to the natural terminations of the treatments, and beyond that, to predetermined points of follow-up study some years later. The structure for this fully elaborated program has been laid out in the original prospectus of CAMP (Wallerstein, 1991).

It is a breathtakingly grand vision, for which we collectively do have the conceptual and technical resources at this point in time, and a far cry indeed from where we were at the beginnings of this work, back in 1917, with the first report of a simple estimation by the treating clinician of how successful he felt he had been with a significant cohort of patients treated in the first decade of psychoanalysis in America. This vision represents my research convictions as to where we currently stand, and my research credo as well. It contains the promise of filling out the substantive knowledge base for each kind of patient along the psychopathological spectrum, of what psychoanalytic therapy can achieve, and how, through what means, it is achieved—the affirmative response to the two simple questions, with which our own research program, along with so many other research programs, was begun; and in this sense giving needed added meaning to psychoanalysis as a science of the mind, and needed added help to those who come to psychoanalytic therapy. It is up to our current and its successor generations of psychoanalytic therapy researchers to fulfill that dream.
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