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SIR: Although I am an analytical psychologist
(Jungian analyst), I have gradually become aware of
the need to learn from critics of psychological and
psychodynamic psychotherapy. Indeed, I have gone
so far as to term many such critics â€˜¿�therapistsof
therapy' (Samuels, 1992). Reading Andrews' piece
with this thought in mind (Journal, April 1993, 162,
447â€”451),I could see that analysts might well con
sider explaining more to some patients/clients what it
is that seems (to the analyst) to be the matter (as
Andrews proposes, p. 450).

Thus far I can make use ofAndrews as a therapist
of the profession to which I belong. But when he
begins to define what he calls â€˜¿�goodclinical care',
I have to diverge from his line. The problem is not
in the word â€˜¿�good';I myself have used the word,
conscious of all that it stirs up â€”¿�and irony is a most
valuable spice in a stewing debate (Samuels, 1993).
However, and I note it with some amusement, what
Andrews defines as good clinical care by psychiatrists
does not differ from what already exists and what is
well theorised in fields, such as pastoral and other
counselling.

In fact, in parts of this country where qualified
psychodynamic psychotherapists (never mind con
sultant psychotherapists) are not present in numbers,
it is precisely this kind of therapy that patients/clients
are getting. But they are not, on the whole, getting it
from doctors. They get it from social workers, art
and music therapists, occupational therapists, clergy,
some psychologists, and so on. The basic texts of
these disciplines are replete with the kinds of thinking
Andrews supports. His views could have been
uttered by my social-work tutors 20 years ago.

So my question is: why doctors? Indeed, given the
often noted but insufficiently researched contra
indications for the choice of psychotherapy as a pro
fession, arising from the scientific backgrounds of the
majority of medical students, and given that Andrews
wants large numbers of his good clinical carers in
place, one might seriously question the capacity of
the medical profession to deliver the goods.

There is the usual justification for medical train
ing: only doctors can identify non-apparent physical
illness or latent but serious psychiatric illness. To
some extent, there may be truth in that, though as far
as I am aware, the proposition has not been tested.

It seems to me that what we need to do is to seek
resources for the establishment of a corps of â€˜¿�bare
foot therapists'. I have no hesitation in claiming
for qualified analysts and psychotherapists a role in
the training of such people (though not in material
matters such as their deployment, renumeration,
etc.). After all, when Andrews refers to under
currents in the relationship using terms such as â€˜¿�over

determined', â€˜¿�defences' and â€˜¿�transference', he is
tacitly conceding this point.

The role of the doctor would perhaps remain as
gatekeeper and certainly as provider of medical
services. The role of the psychotherapist or analyst,
in addition to that of training, would be to provide
assistance and perhaps treatment for cases that, for
some reason, proved too difficult for the bare-foot
therapist.
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AUThOR'S REPLY: The issues of fact raised by the
correspondents are addressed in the paper and its
references (Journal, April 1993, 162, 447â€”451);the
matter of my provenance and attitude was not.

For ten years I have been involved in projects
evaluating the efficacy of psychiatric treatments. I
was Director of the Australian Quality Assurance
Project (see review; Andrews, 1993)and rapporteurto
the World Health Organization Scientific Committee
on Psychiatric Treatment (WHO Scientific Group,
1991),and an editorof the consequentbook
(Sartorius et al, 1993). These projects required that I
be familiar with the scientific basis for the efficacy of
all psychiatric treatments, and necessitated my work
ing closely with psychiatrists who were expert in
either dynamic psychotherapy, cognitive-behavioural
therapy, drug therapy, or physical treatments, as
they prepared their accounts of the art and science of
treatment. Since the predicament of someone with
schizophrenia, depression, or agoraphobia is likely
to remain the same from one decade to another, I
expect these accounts of the art of therapy will be of
value for some time but, as science only issues interim
reports, I am prepared for the scientific conclusions
of these projects to date more quickly.

As a result of my involvement with these projects I
have come to the conclusions that, circa 1993, the
cognitive-behavioural therapies are better, and some
times surprisingly so, than good clinical care, and
that the improvement is long-lasting and can result in
personality maturation and cure. Conversely, while
the dynamic psychotherapies are better than no
treatment, they are not better than good clinical care,
and are more harmful and more expensive than
either good clinical care, the cognitive-behavioural
therapies or, for that matter, the drug therapies. In
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