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INTRODUCTION 

Training and supervised experience in conducting psycho
therapy has long been a central theme of psychiatric resi
dency programs, but the role that it plays has changed 
significantly in the last few decades. Thirty years ago the 
most respected teachers in psychiatric residency programs 
were clinicians who were practicing psychoanalysts, and "dy
namic" psychotherapy occupied a virtually undisputed piv
otal position in psychiatry. Today, in sharp contrast, this 
traditional centrality of psychotherapy in psychiatric edu
cation is being challenged. Both friends and critics are 
questioning the rationale for teaching psychotherapy in mod
ern psychiatric residency programs, along with the very 
definition of the profession and the goals of its educational 
programs. In fact, several current observers are so deeply 
concerned with the impact of a so-called "identity crisis" 
in psychiatry and its implications for the future of the 
profession and the nature of its therapeutic practices, that 
they have worried about the "survival" of the contemporary 
resident (and teacher) (Freedman & Gordon, 1973; Osmond, 
1973; Yager, 1974; Eaton & Goldstein, 1977; Karasu & 
Hart, 1979). 

Thus, the changing role of psychotherapy in training and 
in practice cannot be divorced from consideration of the 
changing scope and context of psychiatry as a whole. Psy
chiatry has a special place in modern medicine that reflects 
the ambiguous position it has long tried to occupy as a 
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borderline, and related disorders. The most prominent clin
ical features have been described as 

problems related to aggression; impoverishment of 
affect and avoidance of commitment; permaneni ad
olescence with fading of adulthood as an aim; omni
potent and narcissistic expectations; superego defects 
and conflict; impaired ego-ideal function; regressive 
phenomena; defective sense of identity; feelings of 
alienation and unrelatedness, . . . and a compelling 
need for change, action, movement, immediacy, and 
fluidity (Lazar, 1973). (pp. 585-586) 

Although Lazar's findings are taken from a predominantly 
white upper-middle-class population, other phenomena point 
to similar changes affecting all socioeconomic strata. The 
explosion of the "drug culture" in the past two decades 
has resulted in dramatic increases in numbers of pathological 
patterns related to addiction and drug abuse, with their 
related episodes of drug overdose. Moreover, epidemio
logical surveys reveal that the incidence of suicide in ado
lescents and young adults more than doubled in the decade 
of the sixties, alone (O'Brien, 1977). 

Whatever the underlying explanations for these changes 
in perceived clinical picture, a significant portion of the 
resident's current case load is subsumed under diagnostic 
categories (e.g., borderline and narcissistic personality dis
orders) that were hardly delineated 30 years ago. Further
more, the popular psychodynamic formulations of those 
times, centering around Oedipal-level conflicts and more 
mature defensive processes, are not the dominant framework 
for understanding these patients. New dynamic concepts, 
involving early object relations, primitive defenses, such as 
splitting, and early self-object representations, must be in
cluded in the resident's theoretical vocabulary, within a 
developmental framework that encompasses patterns of de
velopmental arrest and consequent structural deficits so 
prominent in such cases. 

Changes In What Is to Be Taught 15 

In practice, the first case assigned to a resident for in
tensive outpatient psychotherapy is often a severe narcissistic 
or borderline personality disorder. The primitive emotion
ality, arrogance or clinging demandingness, and related 
clinical characteristics of such patients, coupled with their 
ability to evoke intense countertransference responses, fre
quently make therapeutic encounters with them a trying 
experience even for skilled and experienced therapists. For 
a beginning resident, even with competent supervision, such 
an experience can be painful and discouraging, coloring 
future attitudes toward psychotherapy. 

In addition to these changes in the prevalence of path
ological entities (or changes in diagnostic fashion), the pub
lic's conception of what constitutes mental illness and its 
expectations of what psychotherapy has to offer have also 
changed. This, in turn, has influenced who seeks psychiatric 
help and therefore whom residents are trained to treat. 
Psychiatry's own view of mental illness is, of course, an 
important factor in this process, and definitions of mental 
illness have progressively broadened in recent years. For 
example, a generation or so ago it would have been much 
more unlikely for anyone to consult a psychiatrist for marital 
difficulties, unsatisfying interpersonal relationships, or prob
lems in making commitments. Not only are such patients 
common today, but psychiatrists may encounter patients 
who look upon any reduction of personal potential as an 
indication for psychotherapy, who think of health as the 
fullest realization of self (mind, body, and spirit), and who 
regard psychotherapy (not necessarily conducted by psy
chiatrists alone) as appropriate for everyone as an aid in 
coping with the psychic stresses of human existence. 

Patient Population and Treatment Settings 

In addition to changes in psychopathology and in types of 
treatment, there have been changes in the populations served 
by psychiatrists and in the clinical settings in which they 
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group teaching permits residents to be exposed to a wider 
range of clinical phenomena and issues than is available 
through their individual experiences. 

5 
CHANGES IN THE RESIDENTS 

Decline in Popularity of Psychiatry 

Even while psychiatry has been expanding its theoretical 
foundation, clinical application, and populations served, it 
has declined in popularity among medical students as a 
career choice (Gurel, 1973, 1976; Nielsen, 1979, 1980; 
Reinhold, 1980). The number of medical school graduates 
who select psychiatric training has decreased both in absolute 
number and in percentage of total graduates. The projec
tions of national requirements for physicians made by the 
Graduate Medical Education National Advisory Committee 
indicate that adult and child psychiatry will continue to be 
medical specialties whose practitioners are in short supply, 
in sharp contrast to others, such as internal medicine, general 
surgery, and obstetrics and gynecology, which are expected 
to be oversupplied with physicians within the next IO years 
(Reinhold, l 980). 

Nielsen (1979) attributed the decline in the popularity of 
psychiatry among medical students to shifts in the charac
teristics of applicants admitted to medical schools, the impact 
of the medical school experience, changes in medical cur
ricula, the attitudes of medical students about psychiatry 
and its role in medicine, and the competing appeal presented 
by primary-care specialties. In addition, it is possible that 
many psychiatrists selected their specialty because of its 
psychotherapeutic orientation, and that as that theme has 
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7 
PROPOSALS FOR THE FUTURE 

Functions of Psychotherapy Training 

In view of the changes that have been discussed here, what 
is the future role of training in psychotherapy for residents? 
There are those who advocate abandoning all such training 
(Detre & Weinberger, 1985; Kroll, 1986). Psychotherapy, 
they say, should be left to the nonmedical disciplines, such 
as psychology and social work, while psychiatry should be 
restricted to its "biological" compass. At the other extreme, 
some advocate extensive training in psychotherapy as the 
keystone of psychiatry for all residents. To delineate more 
clearly just where psychotherapy training should fit into 
future residency training, we must examine what functions 
are performed by this training. 

Psychotherapy training here refers primarily to supervi
sion in the conduct of psychotherapy, along with seminars 
that are designed to explore the theoretical bases of the 
clinical activities. Such supervision and instruction can be 
separated from the teaching of psychodynamics and psy
chopathology as basic sciences, these being analogous to 
physiology and pathology in medical training. They are 
obviously both prerequisites for training in psychotherapy, 
but they may be taught to a limited extent without teaching 
psychotherapy. (To what extent this is feasible without clin
ical exposure is a matter to which we will return.) 

With this in mind, we can identify at least three functions 
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grounds. For example, in order to evaluate the suicidal risk, 
residents need to experience and learn the dynamic differ
ences between the depressed obsessional character with su
icidal rumination, the depressed hysterical personality dis
order with threats of self-destructive behavior, and the 
depressed borderline patient with a pattern of impulsive 
self-mutilation. Supervision should be ongoing over a suf
ficient period to permit experiences of therapeutic move
ment in the various phases of the therapy. 

6. Seminar instructors-and supervisors-should include
experienced and psychodynamically oriented clinicians com
fortable with various modalities of psychodynamic therapy, 
rather than narrowly based. In addition, practitioners of 
nondynamic modalities might participate in "interdiscipli
nary workshops," exploring cross-applications of principles. 

As an example of fruitful collaboration, in one department 
with equally strong biologic and psychotherapeutic orien
tations, the director of psychopharmacology and his assisting 
staff are also each practicing psychotherapists. In weekly 
psychopharmacology seminars with residents, the history and 
dynamics of a case are first reviewed, prior to consideration 
of drug management. The appropriate psychotherapy su
pervisor is invited to attend the psychopharmacology sem
inar to provide clinical input and to participate in decisions 
about the use of psychoactive medication. This informal 
context for interaction provides an excellent model of the 
complementarity of psychotherapeutic and biological ap
proaches to patient treatment and indicates to residents the 
relevance of psychotherapy to clinical practice, even from 
the biological perspective. 

7. Planning meetings of participating faculty are ex
tremely desirable, to enable integration of teaching and 
minimize unnecessary repetition or parochial focus. For 
instance, in one biologically oriented department with a 
strong clinical psychotherapeutic faculty, many of the full
time faculty may harbor an antipsychotherapeutic bias or 
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skepticism that gets transmitted to residents in didactic or 
research meetings. Regularly scheduled meetings of both 
full- and part-time teaching faculty (including the clinical 
psychotherapy supervisors) allow these biases to be discussed 
in face-to-face dialogue in the presence of the training 
director, with guidelines for psychotherapy teaching clearly 
spelled out. Such direct encounters may limit the deleterious 
effect of such biases and allow a more truly integrated 
teaching program. 

The faculty must maintain a clear sense of the goals of 
such a core curriculum in order to prepare the resident to 
be a better psychiatrist, whatever his or her career direction 
might be, rather than to train him or her to be a skilled 
psychotherapist. Alternate career choices, e.g., psychophar
macology, research, or administration, must be fully re
spected and the program geared to enhancing these sub
specialty skills through the content and attitudinal education 
discussed above, as well as through appropriate elective 
tracks. Only by respecting the complexity and pluralism of 
modern psychiatry and neither exalting nor depreciating 
psychodynamics and psychotherapy will the increasing po
larization within our field be reversed and the values of 
psychodynamic sensitivity, as well as psychotherapy, enrich 
all of psychiatry. 
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