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Part II – The Case Study Method

From its inception (throughout most of the 20th century,) the psychoanalytic case study has enjoyed privileged status, vis a vis, systematic empirical research, as the mean s of establishing and advancing psychoanalytic knowledge.

We know that most case reports consist of vignettes selected to support a hypothesis I’ve never written about a case to “support a hypothesis.” I write to convey how various factors are woven together to form a complex whole that contributes to therapeutic action. The list of factors involved in the process is long. I’m not interested in how any one of them “worked” but in an overall multifaceted story. Isolating one or two variables would do violence to the sense of the whole fabric of the analytic relationship that I want to convey. I do not think you could read any of my reports of clinical experience and comfortably formulate a hypothesis that it seems to “generate” and that one could then proceed to “test.” I think most case reports that I read are like that. rather than being a complete and faithful account of what transpired. “A complete and faithful account” is not possible, especially if you mean that in the sense of the objective “facts.” The data are ambiguous. Any “account” must be through a lens, organized according to a perspective or set of perspectives. A different lens might bring out other things. The number of lenses through which the data could be viewed is infinite just as the number of plausible percepts of an area of a Rorschach card is infinite. A tape recording does not yield all the relevant data because the participants’ running experiences are integral to the process and they are not visible. Those experiences, conscious and unconscious, and the whole history of the relationship create the context for anything that happens in a current interaction, for every word that is spoken. Methods applied to the data to capture what “really” went on will only yield a picture that is relative to those methods. Thus, years after Freud expressed his concerns, Anna Freud (1971. p. ix) implied a similar uneasiness when she noted that “We cannot help being conscious ... of a conspicuous ... dearth of ... complete Impossible. No such thing exists. As Merleau-Ponty says (I quote him in a couple of papers on this) it’s not because of the limitations of the knower, it’s because of the nature of the object, the “structure of human experience.” and adequately documented case histories.” As Michels (2000) pointed out, a survey of the psychoanalytic literature from 1969–1982 that focused on the articles cited most frequently apparently failed to find any extensive case study reports (Klumpner & Frank, 1991). Other analysts, however, seem to feel that relying on selected case vignettes is fine, indeed preferable to full-length reports because they provide a more vivid account of the analytic work (e.g., Stein, 1988). I’d agree. The aim is to heighten people’s consciousness of possibilities to consider, and vignettes selected for the purpose of illustration work fine for that purpose. 

In relation to the issue of selectively regarding which aspects of which cases are found in the literature, Michels (2000) invites us to pay attention to the analyst’s purposes in writing up a case and publishing it. He indicates that when the intention is to offer evidence for an analytic hypothesis about the meanings of some aspect of the patient’s behavior, I don’t have much time to read altogether, but the case reports I’m familiar with just don’t have that kind of structure. At least it’s not what I see. Maybe it’s because I am not very likely to read cases that are by an avowed advocate of a specific theory. I don’t often read cases by self psychologists or Kleinian analysts for example. I might read some relational case studies but I think of “relational-constructivist” as a meta-perspective, not a theory about specific motives. many observers believe it would be useful to have a tape and a transcript. On, the other hand, as Michels (2000) notes, Galatzer-Levy (1991. p. 736), in a panel report of the Committee of Scientific Activity (of the American Psychoanalytic Association), comments that the preference for verbatim data is “scientism,” “... the irrational veneration of what appears scientific rather than using scientific methods as tools.” He states “Abandoning narratives would deprive us of the richly informative narrator's perspective.” This view represents an unnecessary choice. It need not be ‘either-or’. Obviously, the narrator’s perspective can be “richly informative,” and would be even more informative if it was accompanied by a record of the thoughts and feelings the analyst experienced during the sessions on which the narrative is based. If the intention is to get something “comprehensive,” this seems, on the contrary, like a tedious chore yielding extremely selective, possibly contrived accounts. I’d rather have the analyst speak of what he or she actually felt was important. In effect I’d rather the selectivity be in the open along with whatever the analyst can say about his or her biases. In effect, I think the whole strategy that you advocate, searching for objective-comprehensive-original data encourages bias that is disclaimed and subjectivity that is disclaimed, At the same time, the “richness” would be enhanced by also having the verbatim material for others to study in a systematic fashion. In fact, comparing the analyst’s narrative with what might emerge from a detailed study of the original data by independent observers could be quite illuminating and more “richly informative” than either source of data alone. One thing that strikes me is that this kind of report would be extremely boring, I mean really deadly. Life is short. There’s no way I could bear reading anything like that. Intrinsic to the boredom I think is the reader’s sense that what will be learned from all of this kind of gathering of “unbiased” data will be extremely thin at best. Such an approach would reduce the common limitations of case studies: 1) distortion of case material and/or facts in the patient’s history in the service of presenting a more compelling set of assertions; 2) unwitting distortion or selective memory of facts and/or clinical data in the service of offering a more persuasive case or as a result of countertransference reactions; 3) deliberate disguise of the patient’s identity that results in the alteration of clinical data or facts about the patient’s history that others might feel renders some of the inferences drawn questionable. There should be a comparable list of “distortions” that could emerge from the study of “verbatim material” in a “systematic fashion.” There’s no way to “study” without applying “methods” and those methods will be selective in what they capture, even, according to some other points of view, selective to the point of leaving out the most significant things. 
The problem of “confirmatory bias” 

A systematic, empirical approach might shed light on the issue of biased weighting of clinical evidence. In this regard, one of us participated in a research project on clinical evidence in which several analysts studied the verbatim transcripts of numerous analytic sessions. The group, organized and led by Benjamin Rubinstein., met regularly. We started by reading the transcripts of the first five sessions. Any time a member of the group had a hypothesis to offer, we stopped and recorded the hypothesis and the observations on which it was based. In subsequent meetings, we read transcripts of randomly selected subsequent sessions. When a group member felt there was evidence, either in favor of, or against, a given hypothesis, we stopped and rated the strength of the evidence. Two noteworthy findings emerged from this procedure. First, 98% of the ratings were in the positive direction, meaning that we rarely regarded a hypothesis to have been disconfirmed by the clinical material. Second, when we compared the ‘strength of evidence’ ratings of the person who had us stop to rate the evidence for a given hypothesis and compared that rating to the average the rating of the other group members (i.e., those who did not call attention to clinical material), the group rating was lower, with the exception of one analyst (out of the eight in the research group). 

What this analysis suggests is that the analyst who felt there was evidence for a hypothesis (which did not necessarily have to be the one he himself proposed originally) thought the evidence was stronger than did his colleagues. In short, there was an indication of what we might call a “confirmatory bias,” defined above, and expressed in our group by the tendency to give more weight to evidence than other colleagues feel is warranted, Another noteworthy finding is that it was quite rare (i.e., less than 5% of the time) for anyone to find negative evidence of any initial hypothesis. This finding is somewhat ambiguous in that it could reflect a confirmatory bias or the extraordinary clinical acumen of the clinicians! Extrapolating from these findings to the clinical situation, it is likely that 1) we rarely regard our initial hypotheses as disconfirmed or as not supported by further clinical observations, and, 2) we give greater weight to apparently “confirmatory” evidence than is warranted. How does one decide what is “warranted”? It seems reasonable to regard this as a limitation of the case study method. At the very least, this kind of ‘confirmatory bias’ suggests room for improvement in the processing and reporting of case material. There is no “objectively” correct weight that some piece of the analytic interaction should have. A theoretical or personal bias might highlight certain things that would not be as salient with a different bias. A reporting analyst conveys enough that is amenable to many plausible interpretations so that constructive discussion of pros and cons of multiple points of view can ensue. You seem to be looking for ways to decide definitively which point of view is best. I think that quest is futile and discouraging of ongoing openness and reflectiveness. One person could see something that is brilliant and original and that some others might find convincing even though they might not have seen it until it was brought to their attention. Nevertheless it could be superseded by another view that emerges later. The analyst might be one of those with an especially illuminating perspective. In a broad sense we want to encourage the patient to consider various possibilities and to cultivate a mindset that is reflective and open in an ongoing way The ideal climate of the “conversation” of the analyst and the patient is similar or the same as the ideal climate of discussion and debate in the analytic community. There is literature (Habermas, Gadamer) on the nature of such dialogue that analysts (myself included) would do well to study. It is all what I would call “constructivist” or “critical constructivist” or, to use my own term, “dialectical constructivist.” 
Suggestions for improving the quality and bolstering the evidential value of case studies 

Even if one wants to maintain that case studies are all that we need in psychoanalysis, Hoffman’s paper is silent on the question of the adequacy of the typical case study (or clinical vignette) found in the analytic literature. I do not see how you have taken on that challenge any more than I have. What grounds do you have for making claims about what is or is not “typical.” There are thousands of case studies and I don’t think it makes sense to call something “typical.” I would think the thing to do is give an example of a case study that has features you find objectionable and another with features that you think are predominantly good. If he wants to persuade us that such studies are to be preferred over research studies as the basis for psychoanalytic knowledge, I think this is a sloppy representation of my argument. At the core of it is opposition to the privileging of systematic empirical research, which you announce you favor at the outset (with no caveats, by the way, about qualities or purposes of systematic research or case studies) when you speak of the motivation for the “standing ovation.” I believe I bring to bear very rigorously the specific strengths of the case study method and the weaknesses of systematic research that bear on this issue. And it won’t surprise you that I think those strengths and weaknesses add up to an overwhelmingly compelling argument that the privileging, the hierarchical arrangement of hypothesis-testing research vis-à-vis “anecdotal” hypothesis-generating case studies, is unjustified. It’s in the specific nature of the argument that I feel make it not susceptible to being overridden by consideration of the weaknesses of the case study method or the strengths of systematic research (Of course we also clearly do not agree about what those are). one would have hoped that he might spell out the criteria for case studies that should be regarded as yielding reliable knowledge. It yields possibilities to consider. How “reliable” does it have to be to be trusted for that?
Case studies should be accorded more evidential value to the extent that they demonstrate the following characteristics: 

1) The ratio of theory to data is reasonable, i.e., there is not an excessive amount or theory superimposed on some fragment of data. 

2) Observation is clearly separated from inference in the case report. I think that’s not possible and that it reflects a positivist epistemology, the claim that there is such a thing as pure observation without inference. Can you describe any affective state without inference? Consider for example my account of my experience with Ken at the elevator. At the end of a session, the first time in my private office on a high floor [he’s phobic of heights], he asks me to walk with him to the elevator.I responded to Ken's request immediately simply by saying "sure" and we walked to the elevators. My immediate feeling was that it would have been extremely stingy of me to decline or even to hesitate since it had been such an ordeal for Ken to tolerate the session in this office. I knew, after all, that the idea of meeting at this location was initiated originally by me. Also, the patient's request, an aggressive initiative on his part, was out of character. It was a risk for him to make it and I thought he might well feel, not only disappointed but also humiliated if I said no. I certainly didn't want to be like his father blocking his shots in basketball. That danger seemed greater to me than the dangers of complying. Also, because the request was so unusual, I felt inclined to give the patient the benefit of the doubt and respect whatever creative wisdom might have prompted it. Another consideration might have been that I felt that over time I had conveyed enough of an impression of personal availability to contribute to the patient's readiness to make the request. In any case, as Ken and I waited in the hallway we made a little small talk about the elevators, the express type versus the local type, which stopped at which floors, which he came up on, and so on. After a couple of minutes one opened up and Ken stepped in. We shook hands just as the doors began to shut. It was not our customary way of parting. I'm not sure which of us reached out first. Before getting to the patient's retrospective view of the experience the next day I want to stop to talk a bit more about the episode at the elevator, an example of an" extra-analytic" interaction. How do we conceptualize the nature of the interaction in the hallway? On the surface it could hardly be more mundane. Just a little rather uninteresting small talk. But as we are waiting there is a little tension in the air, a touch of awkwardness, and a feeling that what's happening has a little extra "charge." Would we say that the analyst, ideally, would feel entirely comfortable in that situation? Would we say that the patient too would be comfortable the closer he was to completing his analysis? My own view is that regardless of the specific personalities of the participants and regardless of the amount and quality of analytic work each has under his or her belt there is a residue of tension that is likely because here, in the hallway, outside the psychoanalytic routines of time, place, and role-defined interactions, the analyst emerges out of the shadows of his or her analytic role and is exposed more fully than usual as a person like the patient, as a vulnerable social and physical being. (R and S, pp. 232-233). This account is just an alloy of “observation” and “theory” in a way that I think does not allow for separating them. It’s an “alloy” or a “compound” not a “mixture.” There is so much context, reference to the patient’s history, reference to my behavior in the past, reference to my countertransference, reference to the unusual nature of this request which might be associated with its “creative wisdom.” Even that idea is informed by a special interest that I have in recognizing the patient as a creative agent in the process. What are the junctures in this account where you want independent judges to have a video (unrealistic to be sure, but even if it were possible) and to decide that what I say is or is not “distorting” of what “really” happened? In fact, objectively, was there “a little tension in the air, a touch of awkwardness, and a feeling that what’s happening has a little extra ‘charge’”? And make no mistake, I am telling this story, in fact I even notice it happening as a significant thing, because of a preconception that I have about the “dialectic of ritual and spontaneity in the psychoanalytic process.” It’s also saturated with sensitivity to the issue of “repetition” versus “new experience.” That is theory too. Every word is theory and every word is observation. What would inference-free observation look like? Wouldn’t it have to be devoid of any “meaning”? I moved my head a little to the left. I mouthed the words “the elevators are slow”? He said “uh huh”? Let an independent judge decide whether there really was a “touch of awkwardness”? For me, all the things you talk about have virtually nothing to do with the phenomena that I am interested in. You really want to invest thousands of dollars and a huge amount of manpower to have independent judges decide what “ really” happened in my walk with Ken to the elevator and countless other episodes?
3) Alternative and rival hypotheses are considered seriously and the reasons for rejecting them presented. It would not make sense for me to do that because my sense of the experience is not organized around discrete “hypotheses.” I’m interested in the overall texture of the relationship which has many complex interdependent parts, coexisting under broad theoretical and moral principles. Sometimes I state the principles (like the principle of dialectical thinking) to some degree in advance of a case illustration, sometimes I like to have them emerge from the reported clinical experience. If you require this and other items on this list you do not allow for my way of thinking and for my style of writing. If this were the only way to write about a case I’d never have written a word. Indeed, I (and many others like me) probably would not be in this field. Maybe that wouldn’t be a loss from some points of view, but if you feel it would be, the implications might be important to consider. 

4) The case report should be relatively free of jargon. 

5) The case report illuminates a phenomenon, justifies a particular technical approach or innovation, or argues cogently for an improved conceptualization of a familiar phenomenon. 

6) Verbatim accounts should be included when feasible. 

7) The case formulation should be internally consistent and coherent. 

8) The report should be sparse and tentative with respect to etiological claims. 

9) Issues of generalizability need to be considered carefully. 

10) The report should not be based on a fictionalized case or a composite based on several cases. 

11) The author’s theoretical orientation and preferences need to be clearly stated. 

12) It should be demonstrated that the inferences grew out of the material and were not imposed prematurely on the clinical observations, even if the vignette is selected to advance a particular point of view. This makes no sense to me. The inferences and the “clinical observations” are woven together. They are inseparable.
13) Caution is evident in cause-and-effect types of claims regarding the patient’s dynamics. I’m all for caution and tentativeness. It’s integral to a constructivist as opposed to an objectivist view. The next day there is good work (I think) with Ken that includes memories of hidden childhood sexual activity. The walk to the elevator may have been the catalyst for that, leading to associations regarding “illicit” behavior. I’m opposed to the sequence generating any hypotheses that reach for the general: when x then y. I’m for the reader/listener considering that sometimes some kind of deviation from normative routines combined with return to them might be facilitative of some kind of good analytic work, perhaps the emergence of new memories, perhaps clarification of some dimension of the transference and of what might constitute new, corrective experience. “May have been,” “Sometimes,” “maybe,” “some kind of”: all terms that lend themselves to interest in another therapist speaking some day about such an experience in his or her practice, not to guesses about how one thing might generally lead to another. I’m not interested in how frequently “it” happens because no “it” exists that you can “count” without discounting the consequential uniqueness of each experience and without, in effect, desiccating each experience, stripping it of its nuances and of the unique interplay of countless factors that shape it. Another way to say this is to say that “it” is too heterogeneous in its particulars, particulars that matter, to count in a way that has meaning. 
14) Caution is evident in cause-and-effect types of claims regarding childhood causes of current problems. 

15) The author’s report reflects an awareness of having read and absorbed the cogent points in Paul Meehl’s (1973) classic paper. “Why I Do Not Attend Case Conferences” (the details of which I will not provide here). 

16) There is independent confirmation of some of the claims made. 

17) There is follow-up information on the case that bears on some of the assertions put forward. 

18) The author recognizes the issue of base rates. For example, if it is alleged that a stalemate in a lengthy analysis was broken by a countertransference self-disclosure, the author should inform us of how often such self-disclosures did not seem to make any difference and perhaps offer some hypotheses in this regard. We also would need to know how often a stalemate is broken in the absence of countertransference based self-disclosure. I think it would not be good to do this. It encourages thinking something is homogeneous enough so that some statistic like that would have meaning and it encourages thinking in terms of such “probabilities” which is what I mean by doing harm to analytic practice. It’s a soft kind of standardization and “manualization.” It takes the term “countertransference disclosure” too seriously as though it is a real specific thing with an essential nature. Conversely, it discourages thinking in terms of the consequential uniqueness of every moment along with ongoing integration of “nonlinear constructivist learning.” 

19) The case study might allow us to reject or disconfirm a psychoanalytic hypothesis. 

Very few, if any, case studies meet all, or even most, of these criteria. If they did, one could make a stronger case for their evidential value. As Kazdin (2001) notes, a serious commitment to patient care should include a recognition of the limitations of informal clinical judgment and the use of supplementary methods of evaluation (e.g., Clement, 2001). Wakefield (2007a,b), for example, provides a convincing example of Freud’s distortion in the case of Little Hans when Freud incorrectly claimed that Little Hans confirmed that the giraffe represented his father. And, this is distortion not based on memory but on a misreading of the case record. (See Ken Corbett on “Little Hans.” I just bought his book, “Boyhoods: Rethinking Maculinities.”) This famous case highlights the distinction between the accuracy or probative value of case material and the influence it can have on generations of clinicians. Revelations about the cases of Dora (the volume “In Dora’s Case”) and of Schreber (Niederland) have also been important. Interestingly, both of them have to do with revealing surrounding social context for the person’s disorder, contexts that are themselves “disordered.” Freud, invested as he was in explaining as much as possible on the basis of the individual’s “drives” was not attentive to, or intentionally ignored, those contexts. Both cases also implicate abuse of power by men in a patriarchal society, another factor that might have motivated Freud’s narrowly focused “take” on these patients. 

Edelson (1984) mounted a spirited defense against Grunbaum’s (1974;1982) challenge regarding the evidential merit of the case study method. Grunbaum (1974), it will be recalled, pointed to the fallibility of memory, the selection bias of the analyst, and the factor of suggestion as rendering the data obtained in the analytic situation irrevocably contaminated and unusable as probative evidence for analytic claims. In the face of these difficulties, Edelson (1984) believes that many analysts have a sense of futility in meeting the standards for evidence. It is Edelson’s impression(1984, p. 157) that “This sense of inadequacy, and the despair that goes with it, may in some cases at least translate into abandonment of scientific for hermeneutic goals.” I wouldn’t dichotomize “scientific” and “hermeneutic.” Maybe it’s an alloy for which the case study method, particularly in a constructivist spirit, and linked with nonlinear constructivist learning, is an especially powerful, well-suited form of research. 

I have the sense that there are some very compelling critiques of Grunbaum. I don’t have time to study them now, but just glancing at a few that came up via PEP I found this comment that captures something I feel strongly. It’s in Wurmser, L. (1989). “Either-Or”: Some Comments on Professor Grünbaum's Critique of Psychoanalysis. Psychoanal. Inq., 9:220-248: he is quoting a personal communication from Albert Dreyfus “Grünbaum treats [the therapeutic process] as the multivariable system from which one variable can be selected for study while the others are presumed to stay invariable. This runs counter to the idea of process, an evolving system where all the parts respond to any change in one variable. The focus is on process, hence on a complex system of interaction, not on simple cause-and-effect relationships.”
Edelson (1984, p. 158) presents more than a dozen specific suggestions for strengthening the probative value of case studies. His suggestions include: “1. Seek falsification rather than confirmation in case studies”; “3. Use causal modeling and statistical controls ... “; 5 b) Predict responses by the analysand to an interpretation that have not previously been manifested and that are not suggested in the interpretation.” Few, if any, clinicians have done the needed work urged by Edelson (1984, p. 160), whose last sentence in his book is that doing such work “is just one of the responsibilities that goes with being a psychoanalyst.” I have the sense that Edelson’s guidelines are born of a whole different paradigm than the one I’m working in when I’m with patients and when I write about my clinical experience.
Concluding Comments

Most observers probably would agree that empirical research and case studies each has certain advantages and certain liabilities and that they can complement one another. From this perspective, one can ask what each approach can contribute to our understanding. My paper is not a critique of “complementarity.” It’s a critique of the privileging that you explicitly advocate as do Westen, Safran, Shedler, Fonagy, Luyten, Blatt, Corveley, etc. I can’t help feeling it’s politically expedient to call for “complementarity” (as the others do too) without reminding the reader/listener that you have a hierarchical arrangement in mind and hence a huge power differential. 

The advantages of the case study method are that: 1) it enables us to study rare phenomena, My view, as I said in the plenary in regard to Kazdin’s statement of the same, is that every single case is a “rare phenomenon.” 2) it generates insights and hypotheses about personality dynamics that are not readily elicited in other situations, 3) it suggests different kinds of interventions, and, 4) it can disconfirm certain hypotheses by finding instances that run counter to a theory. I wouldn’t say any of these with regards to my own case study work Perhaps the main limitation of the case study method is that it does not offer a good way of choosing among alternative hypotheses. That’s a good thing. The idea that one should necessarily “choose” is mistaken. If systematic research provides the basis for such choosing it’s likely to be a very weak basis and the consequences are dangerous. What if Shedler found that CBT comes out ahead more often than psychodynamic psychotherapy according to the research? Then what? In addition, the data are often unreliable. They often are fictionalized, composite, or selectively remembered or used accounts designed to make a particular point. There rarely is an opportunity for others to examine the data on which the clinician's conclusions are based. 

Although history has repeatedly shown that any method or procedure (whether research or clinical) can be deliberately or unwittingly misused for nefarious purposes, (e.g., in the service of Orwellian, authoritarian thought control), the advantage of scientific method with its emphasis on accessibility to observable data, replication, and controlled conditions is, in principle, a better safeguard against being ruled by dogma and blind obedience than the point of view of a charismatic, persuasive clinical theorist, Empirical research enables us to reduce speculative inferences since it is easier to control bias and rule out alternative explanations than it is in case studies. 

A major disadvantage of much research is that the ecological validity of the phenomenon being studied might be excessively sacrificed in order to ensure the internal validity of the research design. Very much so To the extent that this is the case, external validity is limited. One compromise is to use clinical data that are collected in the naturalistic setting for a more systematic study than is possible for an individual therapist (see Luborsky & Auerbach’s (1969) symptom-context method). As to Hoffman’s objection that the individual therapist is left out to the equation, that need not be the case. For example, it is perfectly possible to study therapist differences in success rates across a sample of patients. We would then be able to answer such questions as: 1) do certain matches or mismatches in personality styles, values, attachment styles, etc. make a difference with respect to treatment outcome?; 2) do some therapists have consistently better or worse outcomes than others? To pursue the answers to questions such as these need not in any way “dessicate” human experience, as Hoffman would have us believe. Yes I certainly would. Nor would this line of investigation be contrary to the acknowledgment of the “consequential uniqueness” of each analytic dyad. I think it definitely would be contrary to such acknowledgment. You are going to assert things about “types” of patients and “types” of therapists and the consequences of belonging to one or another category. But from my point of view there is too much heterogeneity within any type for such generalizations to be meaningful beyond “considerations to have in mind.” Knowing the qualities of a particular therapist and being impressed with his or her work [outcome is not the only criterion; he/or she might take especially difficult cases] would accomplish the same. It would encourage more of an optimal “sense” of personal qualities that might be good to have without aspiring to pinning those qualities down with seemingly definitive terms, terms that might encourage measurement of people on sets of desirable “traits.” Not a good idea in my view.
Thus, arguing in terms of clinical case studies versus systematic empirical research is overly simplistic and fruitless. I will try not to tire of saying I argued against the privileging of systematic empirical research and my arguments in my view are not simplistic nor is the effort fruitless. In order to decide which kind of approach and which kind of “evidence” to “privilege” we need to know the nature of the question that is being asked. The therapist’s information processing capacity has limits, as does introspection, and is subject to bias. This obvious fact does not denigrate the therapist any more than saying that one can see more through a microscope than with the naked eye. This is a questionable analogy and probably also a kind of conceptual slip. Do you really want to say “more”? In point of fact you don’t see “more” with a microscope, you see something different!! I would think that what you’d want to say is that you might see something “different” via systematic research than what you’d see via therapist report. I think the “slip” is consistent with the interest you have in the privileging of the research in general, without even the qualification regarding the nature of the question that is being asked [which I don’t think is likely to take care of the issue because I’m doubtful that the hierarchical arrangement of the sources of understanding is ever justified.] Again, I’m asking (for starters from my point of view) that you and others repudiate the explicitly repeated claim that case studies always have their place within the context of discovery (i.e they are hypothesis generating) while systematic empirical research always belongs to the context of justification (i.e. it is hypothesis-testing). 

By the way, have you (or David) ever read Schachter and Luborsky, “Who’s afraid of psychoanalytic research” (IJP, 1998, pp. 965-969)? I cannot imagine a case study with more flaws than this alleged “study” has of the kind that you and others commonly attribute exclusively to case studies. It’s loaded with irony because here are two research leaders trying to affect people’s awareness of allegedly common aversion to research with an article reporting findings so tendentiously that it could ensure people being turned off to reading research finally and forever. If you know this article did it make you furious? If not, why not? I think it should have inspired you and David to write a critique! ( The method is dubious, the findings are meager, and the strong interpretation of results is based on almost nothing. Also it’s the only interpretation offered even though other possibilities are obvious. I cannot imagine that it would have been accepted for publication, which it certainly did not deserve, if it weren’t for those authors’ names. I wrote a critique of this study, which was part of my plenary; it was a whole section. I omitted it in reading to save time. I included it when I submitted it to JAPA but was advised to omit it for various reasons. I can send it to you if you’re interested. Even with the pooling of observations and memories across many therapists we could not answer questions of etiology or of whether, on average, more frequent sessions, longer treatments, degree and frequency of therapist self-disclosure, and a host of other issues relevant to psychoanalytic treatment without some objective measures made by outside observers. 

The long reigning hegemony of the case study has made us vulnerable to some rather harsh reactions by scientifically-minded colleagues, despite the fact that we are beginning to offer good answers to our critics (e.g., Shedler, 2010). For instance, in his prefatory editorial to the blistering critique of clinical psychology recently published by Baker, McFall, and Shoham (2009), Mischel (2009, p. i) states that “The disconnect between much of clinical practice and the advances in psychological science is an unconscionable embarrassment for many reasons, and a case of professional cognitive dissonance with heavy costs.” He also approvingly quotes Paul Meehl, who in one of his last public speeches, memorably noted that most clinical psychologists se1ect their methods like kids make choices in a candy store: They look around, maybe sample a bit, and choose what they like, whatever feels good to them” (p. i). Although the Baker et al and Mischel views are too harsh an indictment of the clinical enterprise, they are not entirely without merit. 

Lest Meehl’s statement seem to be totally unfair ridicule, consider the earlier noted advice proffered by Greenberg and Mitchell (1983), in their now classic text. When it comes to embracing a theoretical point of view, as noted earlier, these authors advised the practitioner to adopt whatever theory “speaks to you,” that is generates the greatest emotional resonance. This position is not even balanced by a suggestion that one also read the relevant research literature to see to what extent the theory one resonates to has received at least some empirical support. In a similar vein, Mitchell (1998) characterizes those who are concerned with the issue of evidence as suffering from what he sarcastically dubbed the “Grunbaum Syndrome”, allegedly a pathological state of mind, named after the philosopher of science who pointed out the epistemological liabilities of psychoanalytic theory (Grunbaum, 1984). This is dismissive and unfair. Did you read the whole 30 page article in which this quip by Mitchell is embedded? I recommend that you and everyone at Rapaport-Klein do so. It’s hardly true that “Mitchell characterizes those who are concerned about evidence” in this way. The whole essay entails struggle with the nature of “evidence” in psychoanalysis. The arguments are careful and complex. Among other things Mitchell spells out the features of psychoanalytic practice, particularly prevalent authoritarian attitudes, that invite Grunbaum’s critique. He rejects radical relativism as an alternative to such authoritarianism. He is not as friendly to Rorty as he is to Nagel in this regard. I look forward to reading Nagel’s publication on the subject that Mitchell cites (1995, Other Minds: Critical Essays. Oxford Univ. Press.) In general, since he is renouncing the authoritarian analyst, and what he considers Grunbaum’s scientism, and what he feels is essentially irresponsible relativism, Mitchell is challenged to find a different answer to the problem and struggles to do so. But you don’t tell the reader about any of that. Instead you caricature his position, take a line here and a line there out of context, and leave the impression that Mitchell is basically a closed-minded, unthinking writer not to be taken seriously. I have to say that I think that what you do with my paper is quite similar. It is one thing to say that in the immediacy of the clinician situation, it is probably inevitable that the analyst will process the patient’s material through the theoretical lenses that are most meaningful to the analyst. This probably is the only way one can proceed. But, to hold up such an attitude as an ideal and to disparage research as basically useless will not advance psychoanalysis. One also needs to appreciate that psychoanalysis is not only a method of treatment, but a theory of human nature, a theory that makes claims about the etiology and psychopathology. Surely we cannot base such a theory only on clinical impressions. 

Unfortunately, a message conveyed in Hoffman’s (2009) paper is that those who favor and privilege systematic research are guilty of a host of evils or presumed evils, including “authoritarian objectivism,” lack of regard for the “whole person,” dehumanizing diagnostic classification systems, determinism, doublethink, the inhuman practices of HMO’s and insurance companies, damage to understanding the psychoanalytic process, bowing under to the powers that be, and favoring a “conformist” psychoanalysis. In contrast, those who favor the case study method are identified and associated with the presumed virtues of a nonobjectivist, hermeneutic paradigm, constructivism, regard for the uniqueness of the individual and the “whole person,” free will, the absence of doublethink, a critical psychoanalysis, a belief in human freedom and in the dignity of the individual, the meaningfulness of community, and the sacrosanct integrity of every moment of psychoanalytic experience (p. 1064-1065). Does Hoffman really believe that those carrying out systematic empirical research or those who endow it with a privileged epistemological status are necessarily any less outraged at the practices of HMO’, insurance companies, and utilization review personnel than those who favor the case study method? That there is no necessary link between the systematic empirical outcome research and the practices of HMO’s and insurance companies is made evident when one considers such research can demonstrate that effective treatment may require long term therapy much beyond the prescribed number of sessions allotted by HMO’s and insurance companies. Yes, and of course that’s good, practically, politically, economically. But my point is that you are buying into the premises of these institutions in our society and of academic psychology and I think those premises are wrong. So from my point of view there is too much selling-out involved in the very way in which the battle is being fought. Do people ever think to add to Jonathan Shedler’s finding via his meta-analysis, that this long term psychodynamic psychotherapy, the apparent winner in competition with CBT, happens to have been developed largely through clinical experience and theory based on clinical experience, not on systematic empirical research? So the finding is that therapy developed primarily in that “unscientific” way works better than therapy developed primarily via the conventional “scientific method.” How about that? To me it seems like the elephant in the room. 

Clinicians do have a valid point when they question the ‘real-life’ value and relevance of much psychotherapy research. Indeed, similar skepticism is expressed not only by clinicians, but also by researchers themselves. For example, in a recent paper entitled “Arbitrary Metrics,” Kazdin (2006), Important paper who is a distinguished researcher, raises some important issues that cut across a wide swath of psychotherapy research. One central issue concerns the ‘ecological validity’ or ‘real life’ meaning of measures of therapeutic outcome. Take as an example, one that Kazdin cites, a change in ratings on the Beck Depression Inventory (BDI) from pre to post treatment. Let us assume that the change in scores is statistically significant. The question, however, is whether and in what ways it is ‘ecologically’ significant. That is, what does a change in scores tells us about the quality of the individual’s life? This is a fundamental question that is applicable to all psychotherapy research as well as any area in which measurements are employed. Terrific paragraph. Not surprisingly I think the best in your paper.
Clinicians do have a right to question how seriously they should take research findings that show that, compared to a control group, therapeutic approach X leads to statistically significant shifts in ratings to the Beck Depression Inventory. They also have the right to weigh and evaluate these sorts of findings in the light of their own and their colleagues’ clinical experience. What they do not, so to speak, have a right to do is to ignore all research findings on the grounds that none of them is relevant to clinical work, particularly when they have made no effort to become familiar with these findings. Again, I didn’t advocate ignoring them. When you write like this you are abandoning your own (and others’) explicit position regarding “privileging.” That’s a good thing. I just wish you would admit it, repudiate the position, and consider that that would bring you closer to mine. Instead, I think you move mine over to an extreme, you marginalize it, which sustains the difference and allows you to occupy the balanced position yourself. Also, the profession to which clinicians belong does not have the right to ignore questions of accountability—or more important, the relationship between process and outcome—or to leave these questions to be dealt with in an informal helter-skelter way. Knowledge and convictions gained from clinical experience should not be ignored and should be taken quite seriously. Really? Why? Surely if they are commonly nothing but “self-congratulatory testimonials,” they shouldn’t be taken seriously at all! However, as noted earlier, as Meehl (1997) has pointed out, virtually every therapeutic intervention in human history has been accompanied by convictions, testimonials, and presumed knowledge.

Both clinicians and researchers have much work to do. Researchers need to take the problem of “arbitrary metrics” very seriously, not only in order to address the skepticism of clinicians, but primarily an area such as psychotherapy research stands or falls as a function of its ecological validity. And clinicians need to become intelligent, informed, and critical research consumers. Are researchers obliged to become “intelligent, informed, and critical consumers” of case studies and clinical theory that evolves in tandem with clinical experience? A practical matter is simply this: Who has the time? The alternative to scientism or poor or non-ecologically valid research is better science and more ecologically valid research, not a Masada-like rejection of research. Instead of this polarized view, what we need at this juncture in our history is not an adversarial relationship between clinicians and researchers, between those who favor and privilege systematic empirical research and those who favor and privilege case studies, but rather a cooperative and joint effort to find the legitimate and constructive uses of each methodological approach. Although I generally tend to go along with the language, in fact I don’t want to cede the term “research” to systematic empirical investigations. I believe the clinical experiences that I report in conjunction with development of theory constitute a type of research that might actually be optimal for exploring psychoanalytic process and outcome. 
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