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Dedicated to the professional psychologists (and psychiatrists) I know who take research results seriously, in hopes this book will strengthen rather than weaken their clout.


The greatest enemy of the truth is not the lie—deliberate, contrived, and dishonest, but the myth—persistent, pervasive and unrealistic.

—John F. Kennedy




When ideas go unexamined and unchallenged for a long time, certain things happen. They become mythological, and they become very, very powerful.

—Edgar L. Doctorow
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PREFACE

As I argue throughout this book, behavior is influenced by multiple factors. My own decision to write the book has been motivated by two factors in particular: anger, and a sense of social obligation. At least, those are the two of which I am most aware. I have also had time, made available by an “in-house sabbatical” at Carnegie Mellon University after serving for five years as a department head, and I have been greatly encouraged by colleagues who have taken the time to review various chapter drafts.

Why is anger a motivation for writing this book? Because the rapid growth and professionalization of my field, psychology, has led it to abandon a commitment it made at the inception of that growth. That commitment was to establish a mental health profession that would be based on research findings, employing insofar as possible well-validated techniques and principles. At least, professional practitioners in psychology were to make clear to their clients and to society at large that they were proceeding in the absence of relevant scientific knowledge when none existed. What was never envisioned was that a body of research and established principles would be available to inform practice, but that the practice would ignore that research and those principles. Worse yet, far too much professional practice in psychology has grown and achieved status by espousing principles that are known to be untrue and by employing techniques known to be invalid.

Instead of relying on research-based knowledge in their practice, too many mental health professionals rely on “trained clinical intuition.” But there is ample evidence that such intuition does not work well in the mental health professions. (In fact, it is often no different from the intuition of people who have had no training whatsoever.) Forty years ago, professionals could be excused for believing in the power of their own intuitive judgment, because at that time there was very little evidence concerning its accuracy one way or the other. That is no longer true. Today there is plenty of evidence about the accuracy of their intuition, and it’s negative.

Thus, I am angered when I see my former colleagues make bald assertions based on their “years of clinical experience” in settings of crucial importance to others’ lives—such as in commitment hearings, or in court hearings about custody arrangements, or about suspected child sexual abuse. I am particularly infuriated when they base these assertions on results of psychological techniques that have been proven to be invalid but that “I myself have found to be of great help in my clinical practice.” Those are real people out there about whom the judgments are being made. Moreover, the people whose lives are affected—or their lawyers—may have great difficulty casting doubts on what such professionals claim, due to the pretense that some sort of science underlies the claims. Often that is not true. There really is a science of psychology that has been developed with much work by many people over many years, but it is being increasingly ignored, derogated, and contradicted by the behavior of professionals—who, of course, give lip service to its existence. An expert in a court room setting is supposed to be competent to present an opinion with reasonable certainty. But a mental health expert who expresses a confident opinion about the probable future behavior of a single individual (for example, to engage in violent acts) is by definition incompetent, because the research has demonstrated that neither a mental health expert nor anyone else can make such a prediction with accuracy sufficient to warrant much confidence. (Professionals often state that their professional role “requires” them to make such judgments, however much they personally appreciate the uncertainty involved. No, they are not required—they volunteer.)

Finally, such experts are costing society more and more, not only because they are proliferating but because their claim to be working on the basis of authoritative intuition is compatible with our naive ideas about what constitutes “expertise.” Those who admire the expertise of medical doctors, for example, stress their powers of judgment and intuition, while simultaneously downgrading their heavy reliance on laboratory techniques and results that are well-validated but impersonal, like blood tests, biopsies, and X-rays.

I feel a sense of obligation because society has supported my research and has personally supported me sufficiently well that I do not, like some previous generations of university professors, have to take a vow of semipoverty to pursue my interests. Thus, I feel an obligation to tell people my view of what’s going on. Moreover, I will attempt to educate not just by drawing conclusions but by sharing the research and reasoning on which I base these conclusions. For example, rather than simply cite the research studies that have concluded that professional psychologists (and other mental health professionals) do not “learn from experience,” I have attempted to differentiate types of learning, to review the conditions under which these different types may or may not occur, and to demonstrate that the experience of mental health professionals does not allow learning of the type they claim to have had. For educational purposes, I have also attempted to make each chapter in Part One self-contained—even though I must then repeat some principles (for example, about the nature of retrospective memory) when they are applicable to different topics, and must occasionally cite the same references (for example, concerning psychotherapists’ theoretical orientations).

I have tried to stick to the facts, at least those that appear most probable on the basis of research findings. The reader may, in addition, want to know about my own experience in the professional field. I started out as a graduate student in clinical psychology in 1958, but I switched to research (in the mathematical psychology program at Michigan) in 1960. My first year of clinical training—at the Ann Arbor Veterans Administration Hospital—was sufficiently successful that I was granted a U.S. Public Health Service fellowship in clinical psychology for my second year, and I started working at the University of Michigan hospital psychiatric unit. During my first year, I became increasingly skeptical that those of us responsible for patient treatment really knew what we were doing, and my many friends on the VA staff shared some of my skepticism. It was in my second year that I was introduced to the unwarranted arrogance of “clinical expertise,” and I quit. (See my account in Chapter 5 of the conclusion reached from a single response to the Rorschach ink blot Test.) I had very little to do with professional psychology after that until I became acting co-head (1973), then acting head (1979), and then head (1981-1985) of the psychology department at the University of Oregon. This department had a professional clinical psychology program, in which a majority of its psychology students were enrolled; unlike most, this program shared my own research-based philosophy that our understanding of people’s innermost problems and motives is limited, and that we should simply assist them on the basis of what we do know. For example, projective testing techniques—which supposedly provide great insight into people but that have been shown to be invalid—were not taught at the University of Oregon’s program (although the students would often be inundated with such techniques later, when they went on their year’s internship at places approved by the American Psychological Association).

As department head, I had many dealings with the American Psychological Association (APA),* especially because its bureaucrats in charge of accrediting clinical training were not always happy with the department’s view that clinical training should be a part of general training in psychology. During the early 1980s, I was involved in a delicensing procedure (on the side of the defense). To my amazement, I was subsequently elected president of the Oregon Psychological Association, against which I had testified at the delicensing procedure. I served for three years on its board. (This book does not cover the delicensing hearing, because I do not feel competent to distinguish between what I know on the basis of public information and what I know on a confidential basis.) I have also had personal experience with mental health experts as a client—for example, as a single male parent who has raised a brain-injured daughter from age nine. (Observations concerning that experience as well as other personal experiences will be omitted from this book, for reasons of confidentiality and self-protection.)

After moving to Carnegie Mellon in the fall of 1985 to head an interdisciplinary department of social and decision sciences, I served for approximately two years on the APA’s national ethics committee. I resigned after being outvoted six to one on a policy matter, but I was persuaded to go back on the committee by the APA’s board of directors after it supported my position. So I do know a great deal about professional psychology on a personal as well as a research basis, even though I do not practice it. I believe I am competent to judge, especially because those engaged in an activity themselves are often “the last to know.”

Given my experience and my knowledge of the relevant research, I focus my discussion on professional psychology, not on psychiatry or professional social work. The research I cite, however, often has the same implications for these fields. I focus on psychology, because that is the field I know best.

I would like to thank my colleagues who read drafts of various chapters and made excellent suggestions. All of them are well-known researchers as well as friends, and I thus especially appreciate that they have taken time out from their own work to read and critique what I sent them. They are, in alphabetical order, professors Hal Arkes (Ohio University), Jim Davis (University of Illinois), David Faust (Rhode Island University), Baruch Fischhoff (Carnegie Mellon University), Steven Hayes (University of Nevada at Reno), George Loewenstein (Carnegie Mellon University), Paul Meehl (University of Minnesota), John Miller (Carnegie Mellon University), Alan Roberts (Scripps Clinic), and Martin Seligman (University of Pennsylvania). They are not to be held responsible for what I have written—especially not George, who was my severest critic.

Most especially, I thank my secretary, Carole Deaunovich, for being so superbly competent and tolerant.

I would also like to express my appreciation of my agent, Gerry McCauley, particularly for his doggedness, and of the Free Press editor, Susan Arellano, particularly for her (not always successful) attempts to keep my writing “cool” in discussing issues that leave me anything but cool. In addition, I am grateful to my copyeditor, Janet Biehl, for her energetic insistence that I express ideas (particularly mathematical ones) in as simple a manner as possible. While her multitude of comments did little to enhance my self-esteem, the book undoubtedly benefited—a more important outcome. I am also grateful for Loretta Denner’s thorough and patient production editing.

Finally, I would like to express my gratitude to my partner, Mary Schafer, who was not a critic, for her love and multiple reinforcements—which are fully reciprocated (at least, the love is).

* The American Psychological Association and The American Psychiatric Association bear the same acronym. Unless otherwise indicated, APA refers to the American Psychological Association throughout this book.


Part One
THE CLAIMS OF THE MENTAL HEALTH EXPERTS VERSUS THE EVIDENCE

Many people suffer from emotional distress—ranging from psychosis through severe addictions to mild depressions. Such distress has been labeled “mental illness” in our culture, and until the late 1950s it was treated primarily by physicians. Particularly since the early 1970s, however, the number of people claiming to be experts in alleviating emotional distress has increased dramatically; by the later 1980s there were more clinical psychologists than psychiatrists, and more psychiatric social workers than clinical psychologists. Except for the prescription of psychoactive drugs, treatment of emotional distress is provided primarily by these nonmedical people. The practice of psychology, which requires postgraduate training and a Ph.D. or Sc.D. credential, has been licensed (hence restricted) in every state and territory since the middle 1970s, and psychiatric social workers are now being licensed in a majority of states as well. Licensing allows people to collect third-party fees for their services from insurance companies and the U.S. government. Moreover, licensed practitioners are increasingly relied upon as “experts” in court proceedings involving custody disputes, diagnosis of emotional problems, factual issues such as whether a child has been sexually abused, and even judgments and predictions about future behavior—such as whether someone is likely to be violent, or whether a convicted murderer is “irredeemable” (and hence eligible for execution).

Emotional suffering is very real, and the vast majority of people in these expanding professions sincerely wish to help those suffering. But are they really the experts they claim to be? Is our society justified in granting them special status and paying them from common funds? Are they better therapists than minimally trained people who may share their knowledge of behavioral techniques or empathetic understanding of others? Does possessing a license imply that they are using scientifically sound methods in treating people or providing an “expert opinion”? Should their opinions be recognized in our courts as having any more validity than the opinions of anyone else? In particular, are their opinions any better than those of judges, who have been selected on the basis of their legal record to make tough social decisions? Can these mental health practitioners, for example, make a better determination of whether a young child has been sexually abused than can be made by a careful consideration of the evidence without considering their opinions?

These questions have been studied quite extensively, often by psychologists themselves. There is by now an impressive body of research evidence indicating that the answer to these questions is no. Those claiming to be mental health experts—including many psychiatrists—often assert that their “experience” allows them to apply principles of psychology in a better manner than others could, but the research evidence is that a minimally trained person applying these principles automatically does at least as well. Moreover, the research evidence indicates that—unlike a surgeon, for example—mental health practitioners don’t develop skills in applying these principles through experience. Often, moreover, they don’t even attempt a systematic application of principles, instead claiming to base their practice and judgment on “trained intuition,” which presumably allows them to transcend or ignore these principles when they shouldn’t. There are “scientifically based” practitioners who attempt to base what they do on these principles, but there is no system of assurance that others will do so as well in these rapidly expanding fields, and they don’t. A license has become, unfortunately, a license to ignore the valid principles and generalizations that do in fact exist in the mental health areas (though not in impressive numbers). And when the practitioners ignore valid principles, they can even become outright dangerous to our civil liberties, as when they ignore what they presumably should know about the malleability of human memory or the suggestibility of young children. (“There was no really good evidence. It was the therapists’ notes that convinced me she was guilty.”)1

The purpose of Part One is to share with the reader the research basis for these negative conclusions. I will sometimes describe specific studies, sometimes rely on summaries of sets of studies. These results have very strong implications for public policy in the mental health area. We should not be pouring out resources and money to support high-priced people who do not help others better than those with far less training would, and whose judgments and predictions are actually worse than the simplest statistical conclusion based on “obvious” variables. Instead, we should take seriously the findings that the effectiveness of therapy is unrelated to the training or credentials of the therapist. We should take seriously the findings that the best predictors of future behavior are past behavior and performance on carefully standardized tests, not responses to inkblot tests or impressions gained in interviews, even though no prediction is as good as we might wish it to be. The conclusion is that in attempting to alleviate psychological suffering, we should rely much more than we do on scientifically sound, community-based programs and on “paraprofessionals,” who can have extensive contact with those suffering at no greater expense than is currently incurred by paying those claiming to be experts. We might also be better off relying more on ourselves in addressing our own problems.

This section of the book is based on a philosophy enunciated by Paul C. Stern. A major policy goal of psychological and social science should be to “separate common sense from common nonsense and make uncommon sense more common.”2 The common sense that assumes trained people must possess unique skills simply because they claim to have them is common nonsense. In addition, the commonsense attitudes and beliefs that lead us to accept mental health practitioners in particular as experts must be understood as common nonsense. The uncommon sense to understand the issues involved in evaluating claims of expertise and to grasp the meaning of the research addressing these issues should become common sense. It is to this goal of separating sense from nonsense that the first seven chapters of this book are addressed.


CHAPTER 1
INTRODUCTION

Many people in the United States suffer from problems that the professions of psychiatry and psychology claim to address. People often feel emotionally distressed to the point of debilitation, and many behave in dysfunctional and destructive ways. The monetary cost of alcoholism, drug addiction and what is termed “mental illness” is enormous: an estimated $273.3 billion in 1988.1 The personal cost is difficult to measure but is clearly also enormous. Public opinion polls indicate that people are aware of these monetary and personal costs and believe that they constitute a critical social problem.2 As summarized in a recent NewsReport of the National Research Council:


Mental disorders cause substantial disability in the United States. About one in five adults suffers from a diagnosable disorder, including severe mental illnesses, such as schizophrenia, affective disorders, and substance abuse. At least 12% of youngsters under the age of 18—a total of 7.5 million children—have a diagnosable mental illness. Mental disorders cost billions a year in disability and economic costs.3



So there are big problems. The question is whether the services rendered by professional psychiatrists and psychologists provide solutions to those problems. The answer proposed in this book is rather simple. There is some scientific knowledge about some mental disorders and types of distress and how to alleviate them. When psychiatrists and psychologists base their practice on this knowledge, they generally perform a valuable service to their clients. All too often, however, mental health practitioners base their practice on what they believe to be an “intuitive understanding” of their clients’ problems, an understanding they have supposedly gained “from experience.” But when they practice on this intuitive basis, they perform at best as well as minimally trained people who lack their credentials (the topic of Chapter 2) and at worst as licensed, expensive (if inadvertent) frauds (the topic of Chapter 5).

The reason I reach these conclusions is that the ability of these professionals to alleviate emotional distress has been subjected to empirical scrutiny—for example, their effectiveness as therapists (Chapter 2), their insight about people (Chapter 3), and the relationship between how well they function and the amount of experience they have had in their field (Chapter 4). Virtually all the research—and this book will reference more than three hundred empirical investigations and summaries of investigations—has found that these professionals’ claims to superior intuitive insight, understanding, and skill as therapists are simply invalid. What our society has done, sadly, is to license such people to “do their own thing,” while simultaneously justifying that license on the basis of scientific knowledge, which those licensed too often ignore. This would not be too bad if “their own thing” had some validity, but it doesn’t. What the license often does is to provide a governmental sanction for nonsense such as:


“In my mind, I know what she was thinking and feeling at the time of her death”—a Harvard professor of psychiatry, quoted in the New York Times, October 21, 1987, p. A22. Where his “psychological autopsy” was allowed into testimony at the trial of Teresa Jackson for (psychological) child abuse following the suicide of her daughter in Fort Lauderdale, Florida



or, from a professional talking about incest victims,


“It’s so common that I’ll tell you that within 10 minutes, I can spot it as a person walks in the door, often before they even realize it. There’s a trust, a lack of trust, that’s the most common issue. There’s a way that a person presents themselves. There’s a certain body language that says I’m afraid to expose myself. I’m afraid to be hurt.”—Good Morning America’s on-air psychologist on the CNBC program Real Personal, April 27, 1992 (after maintaining that “Probably one in four women, one in eight men, have been incested.”)



If the only result were nonsense, it would not be so bad. There is a lot of benign nonsense in the world. Unfortunately, such nonsense like this can have a profound effect on other people’s lives, and it is expensive nonsense.

Claims to intuitive understanding, like those in above quotes, leave potential clients incapable of distinguishing between service that has a true scientific base and service based simply on the claims of those providing the service. The professional associations have exacerbated this confusion by monitoring and sanctioning their members only for the consistency of their practice with their presumed power and status, not for whether that practice does any good or has any scientific justification. Thus, in a recent flap concerning a female Harvard psychiatrist whose client committed suicide, the focus of the professional board’s inquiry was on whether she had sexual relations with him—not on whether encouraging him to regress to an infantile state so that she could “reparent” him had any known value for him or anyone else. The write-up in Newsweek treated the public to what various well-known psychiatrists and psychologists “said,” 8220;thought,” or thought they “knew” about the case but nowhere was there reference to any evidence concerning the psychiatrist’s mode of treatment.4 The impression is created that psychotherapy treatment is all a matter of opinion or conjecture. It isn’t, but many practitioners treat it that way, while the professional associations support them in doing virtually anything at all that appeals to their “clinical intuition,” as if there were no knowledge. The professionals are immune so long as they keep their hands off their clients and don’t do anything else that would offend their colleagues’ sense of status or propriety, such as be arrested for homosexual solicitation in a men’s room or plead nolo contendere to a charge of child sexual abuse in order to avoid being jailed as a sex offender.

Finally, the mental health professionals who claim expertise without a scientific base have apparently had a profound effect on our culture’s beliefs about what constitutes a good life, what types of behavior are desirable, and—most important—how people “should” feel about the world (see Part II). The most pernicious of these beliefs is that adult behavior is determined mainly by childhood experiences, even very subtle ones, and particularly those that enhance or diminish self-esteem. Self-esteem, in turn, is believed to be an important causal variable in behavior, even though the California Task Force on the Importance of Self-Esteem could find no evidence of such a causal effect. Especially, low self-esteem is believed to yield, with unerring consistency, personally or socially destructive behaviors, so that people who wish to change their behavior must experience an elevation of self-esteem first (as the result of therapy or an esteem-raising self-help group) and attempt serious change in their lives only later. Again, the evidence for these beliefs is negative. What these beliefs do is discourage people from attempting to craft a decent life for themselves and instead encourage them to do whatever is necessary to feel good—about themselves. Sometimes such striving after “mentally healthy” feelings and attitudes simply result in ludicrous behavior (like clutching a teddy bear while proudly proclaiming oneself undoubtedly an incest victim, despite an inability to remember any credible instances). In general, however, this strategy is self-defeating, because it ignores the simple principle that much of our feeling results from what we do rather than causing us to do it.

By contrast, other professionals do base their recommendations on what is known, or on what is believed to be true on the basis of research findings. They do not offer grandiose and false advice to the general public about how to live, think, and feel. The simple reason is that their own scientific knowledge about human distress makes them aware of its limitations, and most of them are responsible enough not to pretend that these limitations do not exist.

THE GROWTH OF PSYCHOLOGY

As the problem of mental distress becomes ever more severe in this country, the magnitude and status of the professions claiming to have a solution also grow. Psychiatry, with its requirement of medical training and its emphasis on prescribing drugs, has approximately doubled in size in the past thirty years. In contrast, psychology has become big business. In this chapter, I will concentrate on the growth and practice of professional psychology, because it has had the biggest impact on the mental health field since the early 1970s, when clinical psychologists were first licensed as mental health experts. Clinical social work has also had a growing impact, somewhat later—as clinical social workers became licensed in many states through the 1980s. The practice of social workers is more akin to that of psychologists than of psychiatrists, for example, in concentrating on psychotherapy rather than the prescription of psychoactive drugs. In addition, there are other groups of people labeled “therapists.” Consequently, while I focus on psychology in this chapter, many of my conclusions are applicable to these other growing professions as well, and I will note this applicability by referring to other mental health professionals as well as psychologists when appropriate.

An estimated $2.8 billion was spent in 1985 on the services of “office based, licensed, clinical psychologists,” as opposed to $2.3 billion on services of office-based psychiatrists.5 That $2.8 billion figure is based on an estimated 55 million contact hours at an average charge of seventy-five dollars per hour (now higher); it accounts for two-thirds of all nonmedical professional office-based charges in the mental health area. (The rest is accounted for by licensed psychiatric social workers and other mental health professionals.) The costs of nonmedical services for mental health, drug addiction, and alcoholism increased at an average rate of 13.9% from 1985 to 1988;6 given that rate of increase, we can estimate that 1990 costs for office-based, licensed clinical psychologists were approximately $5.4 billion (as opposed to $4.2 billion for office-based psychiatrists). Similar extrapolation yields a figure of $2.7 billion for other licensed experts. Few people pay these costs out of pocket. Medical insurance, Medicare, Medicaid, and other government programs pay. That is, we all pay.

Psychological testimony is also often sought in legal proceedings, specifically those involving a person’s competency to stand trial, sentencing, psychiatric commitment, divorce, child custody, and—most recently—allegations of child abuse in the absence of physical evidence or reliable witnesses. Allegheny County in Pennsylvania, for example, instituted a new procedure for all disputed child custody cases following the 1985 ruling in Walsh v. Walsh.7 The parents and children in such cases are all automatically evaluated by a professional psychologist and by a social worker on a home visit as well. Parents who do not agree about custody arrangements can make no argument before a judge without undergoing such an evaluation first.

Not surprisingly, the cost and legal power of professional psychologists has been matched by their affluence. According to the most recent statistics published by the American Psychological Association,8 salaries of professional psychologists averaged $73,300 in 1989. Those with two to five years of professional experience averaged $54,068; those with five to nine years averaged $67,005; and those with ten or more years averaged $78,685. A survey taken by the Oregon Psychological Association in 1985 (which involved gross receipts rather than net salaries), when I was president of it, indicated roughly comparable figures. The subjects of this survey ranged from those who had been recently licensed to those who had already established a clientele and a reputation; Oregon at the time was experiencing one of the worst recessions in the country. (The Rand McNally listing of cities at the time had ranked the Eugene-Springfield area as the very worst urban area for economic opportunities.9) At board meetings of the Oregon Psychological Association, I was informed that the most common charge of established clinical psychologists in the Portland area was $125 per hour.

The cost, power, and affluence of professional clinical psychologists arises not solely from a belief in their expertise and efficacy but also from sheer numbers. The profession has expanded dramatically in the last thirty years. When I joined the APA in 1959, it had approximately 18,000 members, of whom only 2,500 listed specialties in clinical or counseling psychology.10 When I quit in 1988, there were 68,000 members, approximately 40,000 of whom were in clinical or counseling.11 By comparison, the American Psychiatric Association had 10,000 members in 1959 and grew to 34,000 in 198912; assuming that a constant proportion of its members are engaged in practice, that is an increase by a factor of 3.4, while the proportion of American Psychological Association members in professional practice grew by a factor of 16. When I joined in 1959, there were no state procedures for licensing psychologists. Today there are licensing procedures and boards in every state and territory in this country and in every province of Canada. There were roughly 45,500 professional licensed psychologists in this country by 1985.13 Since then, clinical psychology has doubled its numbers every ten years.14 For comparison, the doubling rate of lawyers is twelve years,15 of social workers fourteen years, and of psychiatrists twenty years.16

We are all paying for these services through insurance premiums and taxes. In most contexts in a market economy, payment for a good or service is based on a belief that it will work in a certain manner; for example, automobiles with antilock brakes and air bags are generally more expensive than those without because the purchaser has a belief that these safety features will work. If they do not work as advertised, or if they are not part of a car purporting to have them, the seller is liable to lawsuits and prosecution for misinterpretation and for misleading or fraudulent advertising. There is, in addition, some consumer protection for goods and services that purchasers cannot be expected to evaluate on their own without highly specialized training or that are offered primarily to those who lack general competence to understand. Thus, medical practitioners are licensed in every state, as are nursing homes.

UNJUSTIFIED GROWTH IN PSYCHOLOGY

The basic service that professional psychology claims to offer is the skilled application of a scientific understanding of human behavior and feelings, particularly as they relate to issues of mental health, and illness; psychotherapy offers unique skills as well. But as a group professional psychologists and other mental health professionals making the same claims do not possess a special expertise that allows them to provide this service. They are no better as psychotherapists than are others of comparable intelligence who are minimally trained (see Chapter 2); they do not have any special abilities in diagnosing mental distress and predicting human behavior, or in evaluating what causes particular people to behave and feel as they do (see Chapter 3); and they do not learn anything from clinical experience with distressed people that cannot be learned by reading textbooks (see Chapter 4). In fact, there is substantial evidence that the simplest statistical models do better than credentialed and experienced professional psychologists at predicting human outcomes. Moreover, the expertise of mental health experts is limited by the accuracy of the techniques they use; the accurate ones are easy to understand and master, while the ones purporting to require specialized training (like the Rorschach Ink Blot Test) are usually invalid. It follows that the licensing of psychologists in particular protects not the public but the profession (see Chapter 5). In fact, the social sanctioning of “clinical” techniques of dubious validity or proven invalidity through licensing them harms the public.

If research shows that the services of professional psychologists and other mental health experts are not what they are believed or assumed to be, why do these services not change? One answer is, of course, that taking the research findings seriously would call into question the affluence and power of the mental health professions themselves. There is, however, another important answer; the steady erosion of the profession’s commitment to research findings as a basis for practice over the past thirty years. Professional medicine has moved in the exact opposite direction; starting with the scientific trials of the Salk polio vaccine in 1954, the systematic evaluation of possible new drugs and therapies has played an increasingly important role in determining practice; individual practitioners who ignore the well-publicized results of these evaluations are judged as harming their patients and can face charges of incompetence. To understand this erosion of commitment to research in psychological practice, it is necessary to know some of the history of the profession.

A BRIEF HISTORY OF PSYCHOLOGICAL PRACTICE

Sigmund Freud, who founded psychoanalysis, which led to the expansion of psychotherapy as a profession,17 saw no reason why his techniques should be used only by medical doctors. Nevertheless, particularly in the United States, psychological evaluation and psychotherapy were considered to be medical specialties, so that prior to World War II only a few psychologists here and there engaged in what is now termed “practice.” After the war many American soldiers returned home with psychological problems that were considered severe enough to require hospitalization, but there were not enough psychiatrists to staff the many Veterans Administration (VA) hospitals. This shortage was especially acute given government pay rates. The late E. Lowell Kelly of the University of Michigan proposed a solution: Allow psychologists to treat hospitalized veterans on a (near)-equal status with psychiatrists, who retained the ultimate medical responsibility. His rationale was that psychologists had a qualification that psychiatrists didn’t: extensive research training. Thus, the psychologists would bring to the settings a competence different from that of standard medicine, and their unique contribution would be based on this competence. Practice would follow$not precede$research findings, even at a time when nonpsychiatric medical practice was less wedded to such findings than it is today. Kelly was successful in his lobbying arguments, and the field of clinical psychology was born.

Kelly was elected president of the American Psychological Association in 1956. As time passed, however, he became increasingly concerned that his vision had been abandoned, even as, after a period of ten or so years of steady growth, the profession exploded in numbers. Graduate programs proliferated, all appealing to a board of the APA for “accreditation,” In 1971 the APA made a momentous decision. As evidence indicated that training in theory and research were unrelated to effectiveness as a psychotherapist, the association recognized a new degree, the doctorate of psychology without research training. It was abbreviated as a Psy.D., to differentiate it from the Ph.D., which is technically a “doctorate of philosophy” and which for years has implied not only relevant research training but the production of a dissertation that contributes new knowledge to the field of study. The recognition of the Psy.D. was provisional, pending an evaluation of the programs and the people graduating from them.

What happened, however, was rapid expansion. The original program at the University of Illinois no longer exists, but Psy.D. programs sprang up all over the country, and some of them$such as the Los Angeles branch of the California School of Professional Psychology$even obtained state and American Psychological Association accreditation to switch from granting a Psy.D. to granting a Ph.D. The finding that research training and competence were unrelated to effectiveness as a therapist received stronger and stronger research support, so that derogating research-based practice$as opposed to the “art” of psychotherapy$appeared appropriate to the profession. The fact that the research indicated that one’s effectiveness as a therapist was unrelated to any professional training was ignored, especially when the question of whether to allow greater autonomy and status for the allied profession of psychiatric social work arose. People with Psy.D.’s became equal to those with Ph.D.’s within the profession through a phrase in most state licensing laws that required a Ph.D. from a program accredited by the APA “or equivalent training.” The “fight” with the American Medical Association and the American Psychiatric Association to allow psychologists to be primary providers of mental health services was largely successful, perhaps in part by dint of sheer numbers. The original view that recipients of Psy.D.’s and now Ph.D.’s from professional schools were to function primarily as therapists was lost. These recipients now have equal impact with research-trained Ph.D.’s in influencing professional and public policy.18

Evolution continued along the same lines. The number of doctoral programs in clinical, counseling, and school psychology increased from about 250 in 1975 to almost 350 in 1989;19 by 1979, about 25 percent of all doctorates awarded in clinical psychology were Psy.D.’s or Ph.D.’s from professional schools, and that percentage increased to 39 percent in 1987.20 Starting in 1972, more degrees were awarded in the “health services provider” area than in the area of academic research, and by 1985 the ratio was almost three to one.21

During the expansion, the proportion of degrees in clinical, counseling, and school psychology granted by the institutions that a National Research Institute committee rated in the top 25 percent of graduate programs shrank from 37.5 percent in 1973 to 23.2 percent in 1983;22 since this shrinkage was a consistent 1.4 percent per year unrelated to time, we can make a reasonable extrapolation to 13.2 percent in 1990. No exact figures are available, although Georgine M. Pion of Vanderbilt University$who has worked on many of the committees whose reports are cited here$gives a more optimistic estimate of “about 18-19% in 1987.”23 During that expansion, the rigor of the scientific training of practicing psychologists diminished. A person obtaining an advanced degree from an institution of lesser status does not necessarily receive poorer scientific training than one graduating from a place of higher status, or understand the scientific basis of psychology less well; there is a great deal of overlap in actual training and understanding. Nevertheless, proportions of psychology graduates from institutions of different status can be used as an indicator of quality and rigor of training. The figures, therefore, support the conclusions of Lee Sechrest of the University of Arizona, former head of its department, and a former president of the APA’s division of clinical psychology:


You have concerns about where psychology is headed. And yet every year thousands more psychologists are produced [with graduate degrees], most in applied areas.

One of the fundamental problems is that I don’t think we are graduating thousands of psychologists. We are graduating thousands  and thousands of practitioners who are peripherally acquainted with the discipline of psychology.24



As we will see in Chapter 2, such peripheral acquaintance need not make for poor therapists. When, however, mental health practitioners in psychology present themselves as experts in legal proceedings, or in deciding whether child abuse actually occurred, or as in advising people about how to live, such peripheral acquaintance is a severe problem. The public trusts such experts on the assumption that they are applying valid psychological principles. But when the experts aren’t even aware of these principles, their pronouncements are unsupported.

I know of no comparable changes in the quality of training for psychiatrists. Requirements of passing calculus, physics, biology, and organic chemistry for entrance to medical school have remained constant, however, and the first two years at most medical schools retain a highly academic (“scientific”) curriculum. As one psychiatrist friend argues, biochemistry may not be nearly as important to psychiatric work as statistics would be, and much of the course work psychiatrists are required to take appears to be little more than drudgery. Such drudgery does, however, assure that the psychiatrists will have the intelligence and perseverance to succeed at these tough tasks. The topics they master may not be directly relevant to practice, but the qualities a person needs to master them may well be. Most of the major higher status graduate schools in psychology also require evidence of these qualities for admission, and their programs are intellectually demanding for students who intend to become professionals as well as for those who intend to enter research. Moreover, these programs emphasize an approach to practice based on what is known scientifically.

Unfortunately, the lower status schools—as a group—do not emphasize research, and many of these professional schools select and train mainly on the basis of impressions of students’ personal qualities. Graduates can emerge with little scientific training beyond a year’s perfunctory course in statistics, centered mainly on how to enter data into a “canned” computer program. The APA has checklist requirements for a program’s accreditation, but satisfying such a list is a far cry from providing rigorous training. It is possible to argue that the individual is so complex, and human problems are so ineffable, and so on, that what therapists do is not amenable to scientific understanding—so that scientific understanding and training are irrelevant. But then there would be no justification for recognizing some people rather than others as having scientific expertise in the mental health professions, according them social status and pay on the basis of their purported application of scientific principles, or—most important—paying more attention to what they say than to what anyone else says.

There had been warnings of this situation. As far back as 1947, when the VA programs were just beginning to function, an APA committee on recommended training programs in clinical psychology wrote:


It is important that this interest in research on the part of psychology continue, for as one surveys the scene the likelihood that the major burden of research will fall on the psychologist becomes clearer. If he [sic] permits himself to be drawn off into private therapeutic practice as has the psychiatrist, or into institutional therapeutic work as has the social worker, the outlook for research is dim in a field where the need is enormous. As had already been indicated, if a social need for therapy exists, then the need for research is even greater. The fact that there is not equal pressure for the latter is mainly due to the excusable but still short-sighted outlook of the public. The universities, with their more far-sighted orientation, have a serious responsibility to develop research interests and abilities in the clinical psychologists they train. The interest should be on research on the laws of human behavior primarily and on technical devices and therapy secondarily.25 (italics added)



WHY RESEARCH AND RESEARCH TRAINING ARE SO IMPORTANT

One reason research training is so essential is that we do not know a great deal about the development and alleviation of emotional distress. Even in fields where we do know a great deal, research is essential to improving service. In gene therapy, for example, the noted researcher W. French Anderson urges caution in medical treatment: “Medicine is an inexact science; we still understand very little about how the human body works. Well-intentioned efforts at treatment with standard therapeutics can produce unexpected problems months or years later.”26 Anderson works, as do others in his field, with extreme caution and careful analysis of what is happening to patients undergoing gene therapy. But in the domain of psychological treatment we understand even less, and there are few “standard treatments,” apart from drug therapy and social learning-oriented behavior modification.

It is possible to argue that since not much is known, evaluating psychological treatment should be equally vague and uncritical (a type of “characteristic matching,” by which for years the yellowness of a root of a plant was interpreted as indicating that it might be beneficial in alleviating jaundice27). A more justifiable argument is that the less we know, the more scrupulous and careful we should be in applying and monitoring what we think we do know. That requires a knowledge of scientific methodology and a demand that conclusions rise to the challenge “show me”—a minimal requirement of science. One standard reply to this argument is to emphasize the need for mental health treatment, which leads to an implied ethic that “we (the intuitive “experts”) must do something.” But the very real need does not justify the pretense that the “something” we might wish to do—often, really “anything”—is necessarily valid or helpful, in the absence of evidence that it is in fact valid and helpful.

A second reason that research training is essential is that it is easy for people—everyone, not just therapists—to fool themselves into believing that they have great insight into the causes and alleviation of emotional distress. We believe that if we talk to people and get to know them “as individuals,” we can understand them better than by using broad general principles and seeing how they should be applied. (Note that the latter is exactly the course pursued in general medicine, and there is empirical evidence that experts in physics and engineering pursue it as well.28) But the evidence indicates that this individualized understanding is often illusory. There is an apparent contradiction because in fact therapists who claim to have such individualized knowledge actually do help their clients. The contradiction is resolved by noting that the very same evidence that indicates that “insight” psychotherapy is effective does not reveal why it is effective; thus, somewhat paradoxically, the success of verbal therapy may not rely on the therapist’s understanding of the client.

A third reason is that a commitment to rationality and scientific knowledge constrains the poorly trained and hence unskeptical professional from making extreme claims. Some of these claims are sheer nonsense—for example, a claim to be able to know what someone was thinking when she committed suicide, or to be able to tell within ten minutes whether someone has been sexually abused as a child on the basis of that person’s general demeanor. Such claims are often believed. The Harvard professor who stated that he knew in his mind what Teresa Jackson’s daughter was thinking in her mind when she committed suicide was allowed to testify as an expert in the Teresa Jackson child abuse trial, and Teresa Jackson was convicted. Many other mental health professionals claiming expertise are able—free of the constraints that an understanding of the evidence should provide—to testify whether a person was or was not “insane” during the commitment of a crime, not “insane” in the ordinary social sense of the term, which courts are as capable of judging as is anyone else, but in some supposedly scientific sense of the term. Moreover, the claims are often believed by the general public—often to the detriment of all involved. For example, the belief that schizophrenia and autism are due to a “schizophrenogenic” (“or iceberg”) mother, who was unwilling to or incapable of providing the afflicted child with the affection required for normal development, has caused untold misery among the families of such disturbed children. How did that belief come about? From “clinical judgment,” which was accepted because it is consistent with our “everyday intuitions.” (Chapter 2 will detail the even more disturbing example of lobotomy as a “cure” for schizophrenia.)

One particularly pernicious result of the deemphasis on research has been a series of fads in the area of mental health. The most prevalent one as this book is written is an epidemic of diagnosing people as suffering from multiple personality disorder. This condition supposedly results from repressed child sexual abuse, or even from being raised by parents who practiced satanism—although belief in the existence of satanic cults (as opposed to belief in the KKK or the mafia) is based purely on “aided memories” of people in therapy or “support groups.” (A well-publicized story of a satanic cult practice in Texas that led to ten murders was later retracted. It was a drug ring.)

To be sure, professional psychologists still claim that their practice is research based, whether or not it is in fact. In 1988, when the then-president of the APA was facing a revolt of research-oriented psychologists who threatened to form their own, research-based organization,29 he said: “Our scientific base is what sets us apart from the social workers, the counselors, and the Gypsies.”30 And later: “The scientists are the jewels in our crown, and they will continue to be. So we’re not going to give them up.”31

CURRENT BUT UNJUSTIFIED SUCCESS

Having separated itself so far from its research base, how did professional psychology survive? One answer is through lobbying state and national governments for money and privilege. A great deal of money has been put into lobbying with positive results, which can be assessed by reading even randomly chosen issues of the APA Executive Newsbulletin or the State Issues Forum. Also, positive feedback arises from growth itself—just as the initial growth of VHS recordings led people to buy more VHS sets than Beta sets, which stimulated the growth of VHS recordings, and so on—even though the Beta technology may have been superior.32 Moreover, salaries of professional psychologists are high, at least relative to salaries of research and academic psychologists. Finally, there is an intrinsic appeal to college seniors in doing “real clinical work” with “real people” after years of academic “preparation for life.”

All these factors alone, however, cannot account for the successful growth of professional psychology. For example, lobbying pure and simple may have an effect when the numbers of people a lobby group represents is large relative to the individual legislator’s entire constituency, or are “single-issue” oriented. But a hundred thousand professional psychologists and allied practitioners do not constitute such a group; they are geographically diffuse and hardly single-issue people.

Other lobbyists succeed by framing their issue in ways compatible with legislators’ views of the world.33 That is exactly what may account for the APA’s lobbying success. Acceptance of what “authorities” claim about their own expertise is not a pathological syndrome, except at its extremes. Belief in authorities who really understand human life is therefore natural to us all. Haven’t I myself cited Kelly and Sechrest as authorities? Moreover, as we will see in Chapter 7, authorities claim to be able to “explain” the individual life course, an ability that we all believe we have; yet research findings show that neither the authorities nor the rest of us can do this well, which may surprise the readers of the New York Review of Books as much as readers of People magazine. An observer cannot explain “why” people do what they do, and people themselves are often aware only of their after-the-fact rationalizations; few take careful notes based on “think aloud” ruminations at the time they make major decisions in their lives, and even if they did, many important factors influencing their behavior would not be included.

More specifically, professional psychologists and other mental health professionals employing the same procedures make the same “attribution errors” in their explanations that we all tend to make—overemphasizing the role of personality as opposed to situational factors in influencing the behavior of others, while simultaneously overemphasizing situational factors as opposed to personality in influencing our own behavior. We readily believe that when other people behave in ways we don’t like, it’s because they are “sick,” but that when we behave in ways we don’t like, it’s due to the lousy home environment in which we were raised. That leads to the final impact of the claims of professional psychologists. They end up agreeing with the rest of us! Such agreement, of course, implies that they agree with each other as well, and then they can cite each other as additional authority figures.

FORENSIC PSYCHOLOGY WITH “PORTRAITS”

Let me illustrate these problems by an analysis of the presidential speech to the American Psychological Association at its 1990 convention.34 The president who made it is a leading forensic psychologist. Although his presidential address was not delivered until 1990, he was the president who preceded the one who referred to the “jewel in the crown.” His speech is a defense of psychological assessment in court settings. He makes many good points at the beginning when he discusses the presentation of results from well-standardized and validated tests. For example, the highest subtest score on an overall IQ test of someone subsequently brain-damaged cannot be used as an index of how well that person functioned prior to the damage, (Perfectly normal people as well will have some subtest scores higher than others, so that their highest score cannot be taken as a measure of their overall IQ, which is assessed by their average score.) He also stresses the importance of the reliabilities and validities (predictive accuracies) of the measures used.

Toward the end of the speech, however, the president pushes his own use of what he terms psychological portraits in court settings, by which he means detailed descriptions of a person’s psychological functioning. First, he points out that the research evidence evaluating categorical judgments of professional clinicians yields negative results: “Research published much earlier showed that the type of one- or two-word differential diagnosis, characterizations, and predictions then extant were judged to be lacking in validity (Meehl, 1954, 1956, 1957). Reviews of more current studies (Dawes, Faust and Meehl, 1989), including an excellent recent update of the use of one’s head instead of formulas (Kleinmuntz, 1990), reaffirm that conclusion.”35 He then dismisses such judgments in favor of what he terms “valid psychological assessment (portrait) findings.”36

His evidence for their validity is two extreme cases. One is of a twenty-one-year-old woman who scored at the ninety-eighth percentile in aptitude tests and was Phi Beta Kappa in college. She subsequently suffered a serious head injury in an automobile accident and thereafter tested in the mentally defective range (third percentile) on intelligence tests. The other case he cites is of a man whose intellectual abilities were totally unchanged after exposure to neurotoxins in a workplace. (Not surprisingly, everyone involved agreed with the president’s expert professional testimony that the first person had suffered extensive impairment as the result of brain damage while the second hadn’t.) Using these extreme instances, he goes on to conclude that: “when such assessment is done well, it is patently obvious to all involved (i.e., juries, judges, and attorneys for both plaintiff and defense) that what such a psychologist-expert-witness concluded was valid (true) within the reasonable degree of certainty required in such litigation”37 (italics in the original). Actually, however, he has made the reverse argument: Because it is patently obvious, it must be true. In other words, his claim that his judgment is valid is supported by the fact that everyone agrees with it, that is, by the lack of a need for his judgment—because the same judgment can be made without him. He misses the point that valid expert testimony in a court should be about matters that untrained judges and juries cannot evaluate without assistance.

He further supports his assertions by invoking social approval of such expert testimony: “in this regard, psychology is little different from medicine, engineering, or other professions. That is, professions in which practitioners (artisans) are judged by society to be valid (usable) for many services, despite the absence of the necessary research, primarily on the basis that common experience (of legislators, professional peers, patients, clients, and others) suggests some utility from their services.”38

He has it backward. We trust engineers because we trust engineering and believe that engineers are trained to apply valid principles of engineering; moreover, we have evidence every day that these principles are valid when we observe airplanes flying. We trust doctors because we trust modern medicine, and we have evidence that it works when antibiotics and operations cure people. We do not, or at least should not, believe in the validity of a field as the result of first trusting a practitioner of it—and then concluding that “if she believes in it, it must be valid.” There is enough history of wrongly trusting “professions” (like astrology, and the racial analyses of Nazi “scientists”) that mere trust is not evidence of validity. An enlightened view demands a basis for trust. This president supplies none.

Most distressing of all, however, the president dismisses findings from research that has actually been conducted, and instead cites mere hypothetical findings from research that has yet to be conducted. As he himself points out, the research doesn’t support his assertions: “They [Faust and Ziskin] correctly quote my belief that currently there is no body of research that indicates that assessment across the whole domain is valid or other than clinical art.”39 But he continues: “It is my hope that empirical research on such state-of-the-art psychological assessment will soon be undertaken. When it is, I firmly believe that research will reveal that acceptable levels of validity do now exist for these modern comprehensive psychological assessments and that it will serve as the requisite empirical basis for consensual agreement regarding the validity of such expert opinions currently being reached by attorneys for both the plaintiff and defendant for that subset of cases that I know first hand are being settled without going to court.”40

But suppose his hope is not realized, and future research either is not done or does not reveal acceptable levels of validity? Moreover, there is little reason to believe that an overall judgment will have much validity when the components on which it is based have none, which in this context even the speaker himself admits. Then what? Are he and his colleagues to return to all the courts in which they have testified, apologize, and request new hearings for those involved? This approach to practice embraces a principle that I find unacceptable: Earn now, learn later—if at all. Compare this philosophy with the philosophy of extreme caution expressed by W. French Anderson, in the context of gene therapy about which a lot more is known already.

But the president presents the “portraits” anyway. Professional psychologists and other mental health experts are often willing to testify, and they have a profound impact on others’ lives in the absence of any evidence that what they do is valid. Their supportive evidence is simply hypothesized, while negative evidence that has actually been collected is ignored. This form of reasoning can be termed arguing from a vacuum, because what is purported to be true is supported not by direct evidence but by attacking an alternative possibility. As we will see throughout this book, mental health professionals repeatedly argue from a vacuum to justify their practices.

The American people certainly deserve to have professional mental health experts in the court system only after evidence of their accuracy has been supplied, not before. We should demand more convincing arguments than this APA president presents. Lacking such evidence, he and his colleagues should be thrown out of court. But their licensing has allowed them in court, and the justification for their presence is based on exactly the type of arguments he presents. Unfortunately, these arguments are persuasive to many people, even though careful examination shows them to imply evidence that simply doesn’t exist—the vacuum. They appeal to our uncritical intuitions. They sell. It is my hope that this book will convince the reader not to buy them.

BUT THE SCIENCE EXISTS, ELSEWHERE

The fact that the president cannot point to studies supporting his position does not imply that research psychologists have not conducted literally thousands of studies that have led to a “science of psychology.” First, much progress in psychological knowledge has been in the areas of physiology, perception, thinking, judgment, behavioral control, and social beliefs, attitudes, and interactions.41 Achievements are not limited to theoretical understanding but have applied uses as well Many of these uses are so common that we do not even think of them as involving “social science”: aptitude tests and public opinion polling are examples. These advancements may not have uniformly good consequences, but neither do those in other sciences, like nuclear bombs and medical devices that promote overpopulation and prolong life in a vegetative state or one of unrelenting and extreme pain. Aptitude tests that predict success in a racist environment may be used for racist selection to that environment; public opinion polls that accurately reflect voter sentiment may lead politicians to become subservient to that sentiment rather than do what they believe is right or strive to change that sentiment in a desirable direction. Nevertheless, aptitude tests do predict, opinion polls do reflect public sentiment, of course, on a statistical rather than a certain basis.

In psychology, however, knowledge that does cumulate, cumulates slowly. We do know some things about some conditions. We know that phobias and specific anxieties are not simply symptoms of a “deeper” disturbance, and hence that they can be addressed directly through behavioral means without the emergence of new symptoms. We know there is a strong genetic component in schizophrenia42 and alcoholism.43 The general wisdom based on actual scientific studies is that mild or moderate depression is best treated by a combination of behavioral, cognitive and drug approaches,44 although evidence is accumulating that cognitive styles of blaming oneself for failure and crediting “luck” for success play a vital role in depression.45 (We cannot be yet certain, however, that helping people to get over depressive symptoms as quickly as possible will be beneficial in the long term, in part because judgments of what is valuable or beneficial in life cannot be made on the basis of the standard categories for mental health or illness.)

Psychology has also developed a number of effective measurement devices and ways to predict future behavior. These devices are of the type that can be administered without much training, however, and do not require doctoral-level skill to interpret. Moreover, the best predictions are made on the basis of past overt behavior. It’s not that people don’t changethey do, sometimes profoundly. Rather, no personal  skill has yet been developed—or assessment instrument devised—that allows us to predict who will change, when, and how.

Ironically, the reasons for this invalidity may be found in another area of psychological research—in human judgment and decision making. That area investigates people’s systematic biases in making judgments and reaching decisions.46 (These biases are covered in Chapters 3 and 4 of this book.) Such biases are particularly strong either when judgments are made in the absence of a well-validated scientific theory or when they are evaluated without systematic feedback about how good they are. Unfortunately both those conditions characterize the art of clinical prediction in professional psychology. These biases lead not only to invalid judgments of the type the APA president claims to be invalid but to an inference that the type of “portrait” judgments he espouses will be invalid as well. One particular problem stems from reliance on retrospective memory in the self-evaluation of judgmental accuracy when no careful records are kept or no scientific comparisons made. Retrospective memory is not only kind but also “makes sense” out of both the past itself,47 for example, that if one is depressed, one’s parents have been aloof, uncaring, and demanding, and our thoughts about past events and predictions made from them, for example, that “I knew it would happen all along”—even when past evidence indicates a contrary prediction was made.48 Consequently, it systematically distorts the past and our past judgments in a way that makes the course of events appear to have been predictable and our judgments appear to have been good. The research supporting this generalization is so strong that editors of the National Academy of Sciences reports summarizing advances in psychology (see note 41) specifically exclude studies and “evidence” based on retrospective memory as providing nothing of scientific value.

It is precisely the biased judgments associated with lack of a well-validated theory, lack of systematic feedback, and reliance on retrospective memory that leads to what David Faust, himself a clinical psychologist, terms “the delusions of clinical psychology.”49

STATISTICAL GENERALIZATION IN PSYCHOLOGICAL STUDIES

Some “scientific” studies in the mental health area involve experimental comparisons (see Chapter 2). Others are “correlational” studies in which factors vary and investigators examine the relationships between them. The critical difference between experimental and correlational studies is that in the former the investigator manipulates conditions, in as systematic a manner as possible, and observes what happens as a result—while in the latter the investigator allows conditions and results to vary naturally. Both types have passed the scrutiny of journal reviewers, whose rate of rejecting articles for publication generally ranges from 60 percent to over 90 percent.

All these studies have another characteristic in common: They report statistically stable trends and influences. None report results whose level of certitude approaches that of results in what people generally regard as established science. In the established science of medicine, for example, we have a fairly certain idea of what will happen if a cancer goes untreated, if an appendix bursts, or if an HIV infection establishes itself in the bloodstream. Such knowledge is probabilistic only in the sense that there will be a few exceptions—an occasional spontaneous remission of a well-diagnosed cancer, a rare benign response to peritonitis when a sac forms immediately around the infection, or an extremely slow progression from HIV infection to AIDS. The treatment of such conditions is less certain than the diagnosis—although its efficacy can be monitored in a way that provides fairly certain knowledge of what is happening, if not of the ultimate longevity of the patient. Other less certain knowledge lies “on the frontiers” of medicine. Similarly, we know enough about physics, astronomy and engineering to have experienced only two disasters in our manned space programs, although we do not know enough to be at all certain of the origins of the universe, a subject of much debate.

In psychology, however, we do not have this base of fairly certain knowledge. Even when we are fairly certain of a principle, its application remains probabilistic. Moreover, psychological principles themselves are established on a probabilistic basis. A cursory scanning of a successful empirical investigation indicates that it establishes at best only a “reliable” or “significant” statistical trend. A more careful reading indicates that this trend is established in a context of a great deal of variability. “Reliability,” in psychology, means simply that we have good statistical reasons to believe this trend would be replicated if a similar experimental study or observational investigation were conducted in a context not too different from the study that originally established the trend. “Significant” means simply that we have reason to believe that the trend did not arise on a chance basis. (Ironically, the way we establish “significance” is to assume that only chance variation is operating, then prove that under those circumstances it is unlikely that we would have obtained a result as strong as the one we actually obtained. A phrase like, “significant at the 1 in 1000 level” means simply that if the results were due to random processes, we would obtain a result as strong as the one we actually obtained only one time in a thousand.)

A further analysis of scientific studies of mental health practice indicates that there is always more unexplained variation in the results than there is variation that can be explained by the trend we believe the study has supported. Thus, when we assert that there is genetic influence in certain mental disorders, the basis of our assertion is that we can predict these disorders on the basis of genetic factors more reliably than we could on the basis of chance fluctuation. For example, studies find that the incidence of alcoholism is related to the alcoholism of the biological parents of children who have been adopted and is unrelated to the alcoholism of the children’s adoptive parents. That does not mean that a child with an alcoholic biological parent, or even two, is more likely than not to become an alcoholic. Far from it—most children of alcoholic biological parents do not become alcoholics themselves. The study’s conclusions mean simply that there’s a trend, involving genetic constitution. Even in the face of well-established statistical trends, a child of alcoholic biological parents is most likely to turn out normal. The same result is found for children of schizophrenic parents, even though they are more likely to become schizophrenic than are people whose parents are not schizophrenic. In this context of variability (technically termed “unexplained variance”), about the closest we can come to making a prediction that a particular person will have a particular disorder is that identical twins of a schizophrenic individual have about a 50 percent chance of suffering from schizophrenia themselves.

The same principle of finding more unexplained variability than variability explained by an established trend also characterizes studies of the alleviation of emotional distress. We just don’t know all that much about the causes of emotional distress, which is not to say that if we stick with what we do know, we cannot help people. When, for example, we find a trend that behavioral approaches are better at helping people overcome phobias than psychoanalytic ones, someone who is phobic would be well advised to try behavioral rather than psychoanalytic therapy—even though the differences in success rate are not great, and a particular individual might actually be better off with psychoanalysis. (Knowing which people would be better off with psychoanalysis would require further research—which might or might not yield positive results.) This unexplained variability is preponderant, and it is important to understand its existence. It is, in fact, the basis for a common argument from a vacuum that some psychologists make: “Because the research results indicate a great deal of uncertainty about what to do, my expert judgment can do better in prescribing treatment than these results.” This judgment is then claimed to have “arisen from experience,” without any evidence that the judgment yields more certainty than careful studies indicate is there. (In fact, such judgments that are opposed to research findings do worse; see Chapter 3.)

The statistical nature of generalizations in psychology and other social sciences can be masked by study conclusions indicating high reliability and significance. Both these factors are, however, a joint function of the effect size and the sample size in a given study.50 Consider a hypothetical medical finding, based on a study of two samples of 10,000 people, that those who eat bacon at least once every two weeks have twice the rate of some dire consequence than do those who don’t eat bacon—and that this finding is “highly significant.” First, we don’t know whether the two rates themselves are quite high or quite low in proportion to the general population, a result that is absolutely crucial to our decision about whether to enjoy eating bacon. Even if the rates are presented, however, they might be quite inconsequential for our decision making. For example, 8 dire consequences in the bacon-eating group (for a rate of 8/10,000 = .0008) versus 2 in the other group (for a rate of 2/10,000 = .0002) would yield a ratio of 4 to 1, a result of boardline significance. But we might not care much about a rate of .0008. (We have a 1-in-50,000 chance of being seriously injured or killed every time we go on an automobile trip.51) On the other hand, if the number of dire consequences were 10,000 (for a rate of 1.0) in the bacon-eating group and 2,500 (for a rate of .25) in the other, we might care a great deal about the rates.

It is important to keep in mind that even effects that are proudly proclaimed to be “highly significant” may be slight. It is especially important to keep that in mind when psychologists and their publicists tout results that have serious implications about life and desirable ways of living. One researcher group states that “it is generally accepted that a positive view of the self and positive mood state are necessary for adaptation and for persistence toward goals.”52 This statement is based on results of multiple studies that indicate a positive statistical relationship. But those findings do not imply that no one adapts, persists, or succeeds without being positive; some people may actually succeed because they believe that whatever they are trying to achieve is extremely valuable, or because they believe that putting forth the effort is the “right thing to do” or the only thing to do. (The term necessary in the foregoing quote is unfortunate, in my view.) In fact, the authors of this study themselves, in another section of the same paper, discuss the effects of unanticipated success,53 which would be almost impossible if the former statement were interpreted to mean that feeling positive about an endeavor is absolutely necessary for its success.

Given all the variability in “the science of mental health and illness,” responsible assertions must be of a ceteris paribus nature. Despite claims that pervade the popular media, for example, there is absolutely no scientific evidence that feeling good about oneself is a necessary condition for engaging in desirable behavior. Nor is there any evidence that feeling bad about oneself is necessary for engaging in undesirable behavior. There is a statistical correlation—that’s all. But we are not even sure how to interpret that correlation. The behavior might lead to the feelings, or vice versa; or the influence behavior has on feelings might explain the whole correlation. Moreover, the correlation could change as people’s beliefs and attitudes change, or even as their beliefs about how to interpret the same correlation change.

More important, the uncertainty of knowledge and its application in the mental health area means that responsible professionals should practice with a cautious, open, and questioning attitude. “Knowing” within ten minutes from the way a client walks that she was an incest victim as a child can easily lead a psychologist to ask questions that suggest to her that she must have been a victim. This suggestion in turn can lead the client to reinterpret inaccurately recalled instances of benign behavior toward her as indicative of abuse, which can lead her to conclude that abuse occurred when it didn’t—perhaps based on a fully reconstructed memory of such abuse. That belief can lead the client to be alienated from her family and to adopt a stance of incompetence in the face of her own “recalled” childhood traumas. The resulting distress reinforces the therapist’s conclusion that the client has suffered greatly from her childhood trauma, which she must now “live through”—occasionally with more improbable and bizarre details added—before she can function as an adult. “Authoritative” beliefs and statements about particular individuals are inappropriate and—because they are so often wrong—can be harmful. Those who seek the services of psychologists should be wary of any professionals who do not proceed cautiously.

Experts in court in particular should point out the statistical nature of psychological generalizations rather than paint a “portrait” of an individual or make causal statements about what led to what in an individual’s life. Such causal statements are particularly common in civil suits, because the courts often demand proof of psychological harm. Psychological harm may be every bit as devastating as physical harm, but the question is how to establish it. To assess physical harm, we have well-validated theories about how the individual human body works and techniques for establishing malfunction—such as X-rays and blood tests—that transcend the self-report and behavior of victims. In contrast, to assess psychological harm, the evidence consists of the behavior and self-report of the victim, and the intuitive “art” of the examining psychologist or psychiatrist.

Does that mean we cannot assess psychological harm, even if it is considerable? No. In civil suits concerning exposure to harmful substances, we use statistical analyses to establish that the substances “caused” harm. We make an inference from the aggregate, such as an increase in the cancer rate of those exposed, to the individual, that is, to his or her cancer. In litigation about such exposure no responsible expert witness would claim to be able to tell exactly what led the particular victim’s cancer to develop, or why it developed in one area of the body rather than another. Rather, he or she would testify based on these inferences from the aggregate. Similarly, a responsible psychologist or psychiatrist could cite statistical knowledge—saying “in general …”and let the court apply the same rules for determining harm that it does in medical areas where the evidence is statistical rather than concrete.

Unfortunately, as indicated by the forensic psychologist’s presidential address, that type of testimony is not what courts accept from professional psychologists, and it is not what professional psychologists present. Instead, a psychologist will most likely present a mythic statement about what caused what for the individual being evaluated, which will often be disputed by a professional psychologist on the other side. If the expert is not very persuasive in court, or if the opposition’s expert is more persuasive, then what? Since the judgment is at best dubious in the first place, style of presentation may become of utmost importance.

ADVICE ABOUT HOW TO LIVE

Professional psychologists not only claim to have expertise they don’t have, they claim to have insight into how people should think, feel, and behave. For example, the APA president who referred to the “jewel in the crown” stated in the fall of 1988, “We are all teachers. I think my clients see me as primarily a teacher. We have taught the whole culture. We didn’t invent the woman’s movement, but we have been among its most ardent supporters. I would like to get away from the medical model entirely. Our job is to bring knowledge to the world.”54 We can well ask what it is that professional psychologists have to teach. Without the “medical model,” with its presumed expertise, what is left in mental health? The answer might be scientific knowledge. But the practice of professional psychologists is often not based on scientific knowledge, in fact flies in the face of such knowledge. What then do psychologists have to teach?

The answer is a belief system. Under the guise of advancing “positive” mental health—which certainly sounds fine and is consequently hard to oppose—the profession of psychology has propounded a simplistic philosophy of life. This philosophy maintains that the purpose of life is to maximize one’s mental health, which is dependent wholly on self-esteem. Some psychologists, like Shelley Taylor, have “discovered” that self-esteem is more important even than realism: “Every theory of mental health” she asserts, “considers a positive self-concept to be the cornerstone of a healthy ego.”55 If the point of life is to maximize self-esteem, it follows that a positive self-concept is everything. Thus, love, lust, friendship, doing the “right thing,” accomplishment, leaving the world a little better or worse place than one found it, even behavior itself are all of importance only insofar as they impact mental health, which equals self-esteem. A wonderful person who does not happen to think particularly well of herself or himself (for whatever reason, such as a religiously based modesty or an absence of pride) is a failure. A conceited ass, in contrast, has good mental health. (The claim is made that such a person must be lacking in self-esteem somewhere—or there would be no need to be a conceited ass. Where that lack lies, however, is not specified. Once again, the argument from a vacuum.)

Part II of this book, which discusses the implications of this unidimensional view of life, is a bit speculative. The question of how much professional psychologists have to teach the rest of the population, outside the “medical model” domain, is basically one of value. While I personally do not accept the positivistic dichotomy of “fact” versus “value” as absolute,56 it is nevertheless clear (to me, anyway) that a clinical view of life—even one that addresses the causes of psychological distress—cannot lead to conclusions about what constitutes a good life, any more than the fact that someone lived to age ninety-five without a single physical problem prior to a thirty-second heart attack implies that this person led a fulfilling or good life. Did Abraham Lincoln or Winston Churchill always think well of themselves? Not all psychological suffering is necessarily bad. People used to believe that “spiritual crises” could lead to greater understanding and maturity. A value-laden view, however, is simply defined out of existence by the teacher who advises us to do whatever is possible to maximize our mental health.

Unfortunately, this “maximize mental health” view also has some very negative impacts, both direct and indirect. The psychological analysis of the individual life—at least as it is currently practiced—often misses what is important in that life. Other qualities may be more important than freedom from conflict, distress, or self-doubt—or even from a well-recognized symptom of mental illness. Yet today “ill” people are treated with a paternalistic contempt, to the point that when such a person leads a remarkable life—as did Bertha Pappenheim, who was Joseph Breuer’s and Sigmund Freud’s patient “Anna O.”—all they did that is admirable is explained, or rather explained away, in terms of their illness or their adaptation to the illness.57 “Mental illness is just like any other illness,” like an ulcer, perhaps, but someone labeled as mentally ill is best advised not to tell others, because such “illness” carries a stigma. In fact, a plethora of mental health “experts” have to a large extent convinced the public that whether or not one is emotionally distressed can actually define whether or not one is a good person or is leading a desirable life.

Psychologists’ contempt for the individual autonomy of their own clients can also be seen in their explanations of the lives of everyone else. They explain social problems in psychological terms, often to the detriment of solving or ameliorating them; it is the poor self-image of the impoverished American child that leads to a lack of academic skills, we are told, not the fact that these skills are taught for roughly half the number of hours per year in American schools than they are taught in a country such as Japan.58 Mental illness is used to explain the problem of impoverished and homeless Americans, even though the broadest possible definition of mental illness would classify at most only one-third of them as “mentally ill.”59

One result of the prevalence of these unwarranted assertions and theorizing has been to weaken people’s trust in their own autonomy, in their own abilities to deal with the problems they confront in life. Once such belief is weakened, it is necessary to provide people with compensation in some way. One form of compensation is to encourage them to have positive illusions to enhance their self-esteem (see Chapter 9). Without such illusions, people are supposedly so childlike that they could not function in the face of the uncertainties of the world (again, the derogation of autonomy). I will propose at the end of this book (Chapter 10) that we are actually a lot freer than the pronouncements of professional psychologists would have us believe we are, that we can decide what to do in our own lives, and that autonomy grows by exercising it. We do have choice. It is perfectly possible to function without illusions—and it must be kept in mind that the “teachers’” claims involve statistical generalizations about things as they are, not as they could be.

AND FINALLY, DRUGS

Another compensation that mental health professionals provide is drugs—again, to make people “feel good,” as if that were a necessary condition for improving their lives. (The claim that people “need” drugs because they haven’t solved their problems before taking them is another argument from a vacuum.) I am not talking only about the illegal street drugs—which at least make people high, or sometimes euphoric—but the psychoactive drugs that are now so commonly used in mental health practice to calm people. Sometimes these drugs are useful, even though they attack an individual’s autonomy; there are certainly times when autonomy is a secondary concern. But at other times, they have led to such severe debilitation that autonomy became impossible, as when patients develop tardive dyskinesia (uncontrollable shaking, which can be permanent) as a result of using neuroleptic drugs. (The estimated rate of tardive dyskinesia is 10 to 40 percent, depending on length of use and age of patient60). Drugs can also be addictive. They must be used with great care, and the burden of proof that they are needed lies with the person advocating their use, not with the person who argues against or resists that use.

Currently, drug prescription is controlled by the medical profession. Psychiatrists, not psychologists, prescribe drugs, although many psychiatrists do so on the basis of recommendations by psychologists. The medical community, for its part, at least recognizes that drugs should be prescribed with great care, although physicians often do not exercise such care (as indicated by current concerns about the over-prescription of drugs for the elderly in nursing homes). For several years now, the top priority of the professional groups within the APA has been to obtain drug prescription privileges for clinical psychologists. That is to say, exactly those people (represented by the APA’s “practice directorate” and an advisory group called the Association for Professional Practice) who mistakenly believe that they can make valid judgments on the basis of “my experience” are the ones who now want prescription privileges. Of course, they want the profession to require that graduate students take some courses in psychopharmacology, but certainly not full medical training since it is not directly relevant.

Because there are so many more clinical psychologists than clinical psychiatrists, success in this endeavor could quite literally glut the country with people giving out drugs and people living under their influence. The major APA spokesperson claims that extending prescription privileges to psychologists would actually reduce the amount of drug prescription. Aside from containing the contradictory premises that drugs are both good (so more people should be allowed to prescribe them) and bad (reducing prescriptions would be a good thing), the argument that drug prescriptions will be lessened by radically increasing the number of people who make money by prescribing them might most kindly be termed naive.

There are critics who believe that psychologists should not obtain prescription privileges. Jeffrey Rubin, for one, points to the potentially devastating side effects of drugs currently in use.61 One psychologist’s response to Rubin is to proclaim the problem “exaggerated” because drugs can be “safe and effective when used properly.”62 That sounds fine, but what isn’t safe and effective “when used properly”? Exactly how are these drugs to be “used properly”—and how is the person prescribing them to know they are still being “used properly”? (For example, tardive dyskinesia often isn’t evident until the neuroleptic drugs are withdrawn.) The “proper use” answer is vacuous without a specification of what constitutes proper use—a research question.

Furthermore, why is it so incredibly important to ameliorate or stop the symptoms that these drugs address immediately—if even at the expense of stupefying the patient? Here a value-laden answer is once again disguised as a “clinical” one, with the assertion that the drugs are “necessary.” Certainly, patients should be allowed to choose to risk the side effects if symptom alleviation is of sufficient importance to them. But how many patients are given that choice? The decision is made for them in the vast majority of instances, especially for people in institutions.

The push for drug prescription privileges continues, however—and with some success. Professional psychologists are now permitted to prescribe psychoactive drugs to people in the military and to Native Americans receiving services from the Bureau of Indian Affairs.63 As the title of an article in the APA Monitor proudly stated: “On privileges issue, field is tilting to ‘yes.’”64 If nothing else, I hope this book will tilt the field in the other direction, at least for psychologists.


CHAPTER 2
PSYCHOTHERAPY The Myth of Expertise


I had therapy cases I just botched, and yet they got better. Other cases I did great, and yet the patient deteriorated. I wondered what was going on here.1

—Lee Sechrest



Psychotherapy works overall in reducing psychologically painful and often debilitating symptoms. The reasons it works are unclear, because entirely different approaches may work equally well for the same problem or set of problems. Recovery is a base rate phenomenon. That is, in predicting the likelihood that a particular individual will recover, we can do little better than by predicting from the overall rate of recovery; we have no insight into exactly why some people get better while others don’t. We do, however, know something about psychotherapist characteristics that make it work. Therapists in verbally oriented therapies, we know, should be “empathetic,” while those using primarily behavioral techniques should have some knowledge of behavioral principles.

We also know that the credentials and experience of the psychotherapists are unrelated to patient outcomes, based on well over five hundred scientific studies of psychotherapy outcome. In fact, it is partly because psychotherapy in its multitude of forms is generally effective that I am writing this book. Having it more generally available is socially desirable.

THE NEED FOR SCIENTIFIC STUDIES TO EVALUATE EFFICACY

The scientific evaluation of psychotherapy is a fairly recent activity. The profession’s own resistance to evaluating itself stemmed partly from its psychoanalytic origins. Freud’s basic idea was that distressing psychological symptoms result from “the return of the repressed” in a debilitating form (not from repression per se). Adults defend against unacceptable needs, wishes, and feelings—which in childhood may have been quite conscious—and keep them from consciousness by means of “defense mechanisms,” which are themselves unconscious, specifically, an unconscious part of the “ego.” If during childhood these defense mechanisms are not well constructed, or if certain experiences such as sexual seduction by an adult or persistent fantasies about it make it particularly difficult for the developing person to prevent these needs, thoughts, and wishes from impacting him or her, they may express themselves as psychiatric symptoms. For example, Freud’s patient “Dora’s” coughing fits were thought to express both her wish to engage in oral sex with her father (perhaps after observing him engaging in that activity with his mistress) and her revulsion at the wish.2 (Freud, ever the Victorian moralist, believed that the father’s engaging in oral sex provided conclusive proof that he was impotent, which supported Freud’s further conclusion that some hereditary constitutional factors were involved in the development of neurotic symptoms.)

Only through prolonged psychoanalytic sessions leading to a “transference” to the therapist of the patient’s childhood reactions to parents and other significant adults can the defense mechanisms, and the impulses they are attempting to keep from consciousness, be understood. The therapist is extremely passive during psychoanalytic sessions, both to encourage this transference and to avoid premature “interpretations” of either the defenses or the needs; premature interpretations would lead to a “resistance” from the patient that would discourage rather than encourage insight. With eventual insight comes an ability to “sublimate” the unacceptable impulses in socially constructive ways (sublimation itself being a type of defense mechanism). Such sublimation can occur without the help of a therapist or psychoanalyst; for example, when the modern psychiatrist George Vaillant3 discussed the men whose lives he followed in terms of the “maturity” of their defense mechanisms, sublimation was considered the pinnacle. Unlike Freud, Vaillant concluded that defense mechanisms evolve throughout adult life as well as childhood, and that final maturity cannot be well predicted from earlier life. An example of sublimation, according to Vaillant, was a man he studied who had channeled his rather intense anger into productive political activity and writing.

This psychoanalytic approach takes a long time (“interminable” according to some of its critics). Moreover, if a symptom is directly addressed before the patient is able to deal with it effectively, the theory runs, a new symptom will appear in its place, because the “basic issue” remains unresolved. The term used was symptom substitution. Subsequently, studies indicated that contrary to Freudian theory, symptom substitution did not generally occur. Another claim was that only the therapist—and perhaps eventually the patient—could understand the true nature of the patient’s problems and their possible resolution and evaluate the efficacy of the process.

Let me share an anecdote that illustrates this claim. In 1966 (when I had joint appointments at the Ann Arbor VA Hospital and in the psychology department at the University of Michigan), a former colleague at the hospital, Dr. Lawrence J. Bookbinder, was investigating the use of behavioral techniques to alleviate some of the more distressing psychological symptoms that the psychiatric patients suffered. One afternoon in the coffee shop of the psychology department, I discussed Bookbinder’s work with two professors who were considered central to the department’s clinical program. They agreed that there was no evidence of symptom substitution in these patients, but they made the remarkable assertion that the mere elimination of symptoms is irrelevant to the question of whether a patient is “cured.” I argued that being freed of a really debilitating symptom would lead to an enhanced quality of life that in turn could alleviate other psychological problems. For example, many of the men at the hospital suffered from impotence, and the inability to have a good sex life was very painful to them. I was about to stress the importance of positive feedback among different symptoms, between symptoms and feelings, and so on. But my senior colleagues interrupted. It didn’t matter whether a man was actually impotent or not, they said. What was important was the total meaning for that man of impotence as such. That meaning could be assessed only through prolonged therapy; the actual physical fact of regaining sexual potency would be important only if it resulted from the transference process and greater self-understanding. In fact, it didn’t even matter whether the impotence went away at all, they said, as long as the transference was successful. Only a truly expert therapist could evaluate whether it had been successful.

It is indeed very difficult to “get inside” someone else to determine unambiguously whether that person has benefited from any form of psychotherapy. But eliminating a symptom that is of crucial concern to the client really does matter. I agree with Hans4 Strupp that “a global judgment of [psychotherapy] outcome, which is analogous to a still photograph of an object in motion, must always remain exceedingly difficult and elusive” and that outcome judgments are “contingent on values placed on human behavior.” But it is exactly a value-laden outcome for which the client (or insurance company, or government) is paying. Procedures—whether they are medical techniques or social programs—must be evaluated on the basis of certain indicators like blood pressure or infant mortality rate that nonetheless do not in and of themselves tell us the “whole story.” A perfect one-to-one relationship between observable indicators and the global process in which we are interested is difficult to establish, but not having one available should not be used as an excuse to avoid evaluating what is happening by assessing these indicators. As Eugene Meehan points out, these indicators must be chosen wisely; infant mortality rates cannot be used to evaluate the quality of nursing home care to use his example.5 But we must insist that a procedure such as psychotherapy be assessed in a way that allows the outside observer to reach a conclusion about its effectiveness. In psychotherapy, symptom remission is a prime candidate for such an indicator, as it is in medicine. What medical doctor would proclaim a patient “cured” without relief of painful symptoms? In fact, after my conversation in the coffee shop, the studies that have been conducted used symptom remission as the primary criterion of cure or improvement.

These studies are very important simply by virtue of the fact that they involve outside observers evaluating the efficacy of psychotherapy. The philosophy that only the individual therapist can tell whether improvement in a client has occurred is flawed. In the first place, the unsystematic judgment of a therapist is as subject to bias as is the unsystematic judgment of anyone else, including clients. The problems of unsystematic judgment are well documented, especially those of retrospective memory. Therapists, thoroughly committed to a profession—and perhaps to a particular technique—may well be “the last to know” when their efforts are ineffective. In the second place, evaluation without involving the patient’s own feelings and behavior (that is, symptoms) ignores lessons from the history of mental health treatment. Mental patients were long treated in a cruel and unusual manner when practitioners disregarded their protestations that they did not want a “treatment” thrust on them; only later did the practitioners conclude in hindsight that many of these treatments were indeed poor or cruel. “Treatment” has included the use of chains, scalding baths, lobotomies, insulin shock, and now narcoleptics that can lead to tardive dyskinesia. Given this history, mental health professionals should be extremely careful before deciding that a treatment is “effective.” The current approach is, as we know, much more enlightened—just as every previous generation knew that its approach was much more enlightened than previous ones. This conclusion is valid only when based on evidence.

It is even possible that treatments are biased by two attitudes that psychologists themselves hold but don’t want to admit even to themselves: They don’t like what the emotionally disturbed do and want to distance themselves from them. These attitudes could well bias psychologists’ unsystematic evaluations of cures. Mental health professionals must reach their conclusions with extreme care, in a way that would convince a skeptic (again, a criterion implicit in almost all demonstrations that we term “scientific”). They owe that extreme care to people who seek professional help for themselves and alleviation of their problems, who trust those claiming to have expertise in mental health.

The question, then, is how to reach legitimate conclusions about the effectiveness of therapy. A number of deficient ways have certainly led to bad conclusions. One method that at first glance does not seem deficient is to search among therapy clients for examples of “success” and argue for the efficacy of therapy on the basis of this success. The problem with this method is that some people who experience distress will get over it whether they are in treatment or not. Having improved, these people will search for a reason for the improvement, as will their therapists. Not surprisingly, both client and therapist may well agree that the reason was psychotherapy. There is no way of evaluating that conclusion, because the client cannot compare what did happen with what would have happened if therapy had been unavailable. This simple objection illustrates an important logical fallacy. We do something in a particular situation, and something else follows. Was that something else caused or even influenced by what we did first? If we conclude that it was, we must have in mind a hypothetical counterfactual, or some idea of what would have happened if we had not done what we did. It is hypothetical because we can never be certain “what would have happened if.” Nevertheless, we can evaluate the effect of what we did do only by comparing it with what we believe would have happened if we hadn’t done it.

In most of our everyday functioning, we don’t use hypothetical counterfactuals to confirm simple beliefs that we consider self-evident. Most of us believe that we know where our home is located, for example, because when we go there, it is there. We never check our belief by going to some other location—perhaps randomly chosen—when we wish to go home to verify that our home isn’t at this other location. This absence of a check illustrates a “confirmation bias” in our everyday beliefs, a bias that generally serves us quite well. Most emotional disturbances are not fatal, and as our life situations change, we develop new ways of coping and thinking about them; our feelings of distress or happiness also vary. Where is the hypothetical counterfactual in the examples of “successful therapy”? Nowhere. Both therapists and clients nonetheless often cite such successes as “proof” of the effectiveness of therapy.6

Despite their uselessness, however, instances of success continue to be cited as “evidence” for the effectiveness of therapy, even by psychologists. For example, a writer maintains in American Psychologist: “Suppose you test artistic ability before and after therapy. Should you predict a difference between treatment and control [that is, no-treatment] groups? Not at all! Predict that your measure will increase only for the successful subgroup. After all, you do not want to predict an increase for the failure cases.”7 I leave it to the reader to figure out the validity of “predicting” success only for those cases later found to be successful.

A more common way to establish a claim for therapeutic effectiveness is to treat a group of people and find that in general they are better off after treatment than they were before. Here, the hypothetical counterfactual is that they would have remained the same without therapy. But there are serious flaws with this. For starters, we don’t know that they would have remained the same. A much more subtle flaw is technically termed a regression effect. That is, processes appear to “regress” from less likely states to more likely ones simply because the more likely ones are likely to occur at later points in time. For example, people are not often extremely happy (or extremely unhappy). It follows that when they are, they are less likely to be as extremely unhappy (or happy) later—no matter what happens in the meantime. Because most people enter therapy when they are extremely unhappy, they are less likely to be as unhappy later, independent of the effects of therapy itself. Hence, this “regression effect” can create the illusion that the therapy has helped to alleviate their unhappiness, whether it has or not. In fact, even if the therapy has been downright harmful, people are less likely to be as unhappy later as when they entered it.8

To understand regression effects in general, suppose we toss a coin twice, and it falls heads both times. We toss it two more times. We expect fewer heads on these second two tosses; specifically, we expect that the probability that we will get two heads again is only 1 in 4; we will get one head and one tail (in either order) with a probability of 1 in 2, and two tails with a probability of 1 in 4; thus, our expected number of heads on the second two tosses is only one. Does that mean that coins “catch up to themselves” (a belief termed “the gamblers’ fallacy”)? No. It simply means that when we get an unusual result one time in a random process, we are unlikely to repeat it. This regression to 50 percent heads is, of course, probabilistic, because the probability is only 1 in 4 that the two heads will be repeated in the second two trials, but they can be. Similarly, if a fair coin has landed heads 9 times in 10 trials, the probability that there will be fewer than 9 heads in the next 10 trials is 99 in 100, but there is still a chance of roughly 1 in 1000 that it will land heads all 10 times in this subsequent set of 10 trials.

I am not claiming that life is a toss of a coin (any more than it is a river). The point of the example is that when there is any random component whatsoever, and we pick a group on the basis of being unusual in some way or other, we get a regression effect. It is, moreover, not even necessary to hypothesize a random component in what is being observed. All that is necessary is that the variables studied are not perfectly correlated. Not everyone realizes that illusions can result from regression effects. The best way to receive an award for “noted improvement” in academic work in some grade and high schools is to do terribly the previous semester; for example, an Israeli fight instructor has protested to psychologist trainers9 that he “knows punishment” works better than reward, because: “I’ve often praised people warmly for beautifully executed maneuvers, and the next time they almost always do worse. And I’ve screamed at people for badly executed maneuvers, and by and large, the next time they improve.”

The direct relevance of regression effects to evaluating psychotherapy is that people often enter therapy at times when they are particularly unhappy and distressed. But if their problem is one that varies over time rather than having a consistently downward course, regression effects alone could result in “improvement”—and an illusion that the improvement is due to psychotherapy: “If treated, a cold will go away in seven days, whereas if left alone, it will last a week.” Emotional distress is certainly more serious than a cold, but even serious emotional distress will vary over time. Since such variability implies an imperfect relationship between outcomes at two different points in time, regression effects are to be expected. In fact, they occur even within a condition: “Of particular significance was the fact that those scoring highest on symptom reduction after SD were those whose symptoms were initially more severe, and who were less promising candidates for conventional types of therapy.”10 Of course.

The best way to evaluate the efficacy of therapy, however, is to compare a group of people who receive therapy with a group who don’t. That is to say, as in any such scientific experiment, there must be an experimental group and a control group. The two groups must be equivalent when they begin therapy, moreover, so the comparison cannot be between people who seek out therapy and others who don’t seek it out but who all have the same symptoms. People who seek out therapy will likely be more motivated to get over their problems than those who don’t, which will skew the results. Even a highly sophisticated statistical control cannot establish equivalence on this most important characteristic—whether individuals seek out therapy. The result is a self-selection bias.

That bias occurs in other domains as well. For example, there was considerable concern in 1989 about whether abortion may have bad psychological effects. C. Everett Koop, the surgeon general, testified in Congress that the studies attempting to assess this possibility were not done well enough to reach any type of firm conclusion. As some critics pointed out,11 such studies cannot reach a firm conclusion in a society in which women are free to choose to have abortions or not—because having one is confounded with a desire to have one, and not having one is confounded with a desire to carry the pregnancy through to birth. (I’m not claiming that all women who want one necessarily obtain one, or that all who desire to have a baby necessarily do not have one; the point is that the two groups of women in general are not equivalent on the basis of this crucial factor of choice.)

The effects of self-selection can be quite subtle, and they often occur in contexts in which they would not “reasonably” be expected. In medicine, for example, a late 1970s study of the drug Clofibrate which is used to lower mortality from coronary heart disease, found that those who took the prescribed dose of Clofibrate 80 percent or more of the time had a 15 percent mortality rate within the next five years, as opposed to a 25 percent mortality rate for those who took the prescribed dose of Clofibrate less than 80 percent of the time. But people who took a placebo 80 percent or more of the time also had a 15 percent mortality rate, while those who took the placebo less than 80 percent of the time had a 25 percent rate.12 It is unlikely that a placebo effect could influence a five-year mortality rate; more likely, those who adhered to the recommended medical treatment by taking the pill consistently took better care of themselves in other ways than those who didn’t. In studies evaluating psychotherapy, the possibility of self-selection among subjects is quite prominent. People who are highly motivated to get better will not only seek out therapy but will engage in other activities that will help their condition more than those who aren’t highly motivated. Thus, studies may well reveal nothing when they conclude that those seeking psychotherapy do better than those who do not.

The solution to this problem of self-selection is to evaluate psychotherapy in the same manner that drugs are evaluated. Volunteers for a study are randomly divided into an experimental group which is given the treatment, and a control group, which is not; the outcomes for these two groups are then compared. Such random assignment of individuals to groups does not guarantee that the two groups will not differ in ways relevant to the outcome. It merely creates a statistical expectation that the two groups will not differ. Larger sample sizes produce more likelihood that the experimental and control groups will be alike. This approach is called a randomized experiment in the social science literature and a randomized trials experiment in the medical literature, where it is most commonly used. What happens is that the control group provides the hypothetical counterfactual against which the outcome for the experimental group can be compared. The logic is explained well in Sinclair Lewis’s novel Arrowsmith; the most widely publicized randomized trials experiment was that on the Salk polio vaccine in 1954.13

In psychotherapy, randomized experiments often involve randomly selecting people for a control group and promising them that they will receive treatment after a specified period of time—a “wait list control.” Classical medical randomized control experiments do not do this. Another difference is that many medical experiments involve a placebo control, in which subjects in the control group are given a placebo and neither group is told whether they are the experimental or the control group. Such experiments are termed double-blind experiments because both the people in them and the people evaluating them are “blind” to whether they are in the experimental group or in the control group.

It is hard to develop a double-blind experiment in psychotherapy. Both the subjects and those examining the subjects are generally aware of whether they have received therapy. In psychotherapy, moreover, many of the criteria used to assess the success of treatment rely on the self-report of the subject, for the simple reason that much treatment is aimed to alleviate the emotional distress that the subject has experienced. Such self-reports could easily be biased by subjects’ knowledge that they had or had not received psychotherapy. For this reason self-reports are rarely used without considering other outcome criteria as well.

Such randomized experiments are very necessary in evaluating treatments for emotional disorders. Studies that did not conform to the principles of randomized experiments have had dubious results. In one study the investigator concluded that of 136 people given a promising new treatment, 98 improved, 23 were somewhat improved, and only 12 failed to improve.14 In a second study, 228 people given the same treatment were dichotomized into two groups: “improved” versus “the same or worse.” One hundred and fifty-one could be classified in the first group, only 73 in the second.15 (The numbers do not add up for reasons we’ll see presently.) Let me describe the promising new technique that was being studied:


After drilling a small hole in the temple on each side of the skull, the surgeon then inserts a dull knife into the brain, makes a fan-shaped incision through the prefrontal lobe, then downward a few minutes later. He then repeats the incision on the other side of the brain…. The patient is given only local anesthetic at the temples—the brain itself is insensitive—and the doctors encourage him [sic] to talk, sing, recite poems or prayers. When his replies to questions show that his mind is thoroughly disoriented, the doctors know that they have cut deep enough into his brain.16



How was “improvement” determined? By the lobotomists themselves casually talking to the patients at some later time. “I am a sensitive observer,” one said, “and my conclusion is that a vast majority of my patients get better as opposed to worse after my treatment.” The reason the numbers didn’t add up was that the other patients had died on the operating table—three in the first study mentioned, four in the second. Where was the control group? Nowhere. Every patient who was believed “eligible” for the horror of being lobotomized underwent the operation. In fact, without doing anything even remotely close to a scientific examination of the procedure, the doctors performing it advocated its widespread use. After performing more than twelve hundred lobotomies, one doctor stated that while he had previously maintained that he “wouldn’t touch them unless they are faced with disability or suicide,” he had come to believe that “it is safer to operate than to wait” and that lobotomy “would be considered in a mental patient who fails to improve after six months of consecutive failure.”17 Moreover, the technique itself was “improved.” The description quoted above refers to prefrontal lobotomy. It was later replaced with transorbital lobotomy, a safer operation that involved gently lifting the patient’s eyeball from its socket, sticking in a thick needle behind it, and then as before manipulating it to destroy the same brain tissue until the patient becomes incoherent—the “ice-pick operation.” More such “improvements” were envisioned before the American Medical Association put a stop to it. The more the doctors performed this treatment, however, the more confident they became. Their main concern was to find a new—better—variant of the treatment, rather than determine the efficacy of the basic treatment itself. The last to know!

The effects of such lobotomies are well illustrated in the movies Francis and One Flew Over the Cuckoo’s Nest. I myself have observed their devastating results. The first patient with whom I attempted psychotherapy had taken off all her clothes one day and run around the streets of her home town screaming, “My father is the handsomest goddamn drunk in [X], Pennsylvania!” She was subsequently hospitalized and then was lobotomized within six weeks. She often continued to shout, “My father is the handsomest goddamn drunk in [X], Pennsylvania,” but she would not take off her clothes or otherwise express her clearly ambivalent and partially sexual feelings toward her father, because she would immediately forget what she was shouting about. Unable to concentrate for more than ten seconds at a time, she was unable to obtain a job outside the hospital or live with relatives. She had, in effect, been sentenced to life imprisonment for having expressed her feelings in a socially inappropriate way. Although lobotomies are now greatly reduced, destructive techniques are far from ancient history.18 I direct the reader to Jeffrey Masson’s description of the “direct therapy” techniques of John Rosen. These techniques included harassment, and in some cases imprisonment, of clients in order to force them to “air out their problems”; Rosen didn’t lose his license to pursue them until 1983.19 Or consider the “reparenting” technique of the Harvard female psychiatrist mentioned in Chapter 1.

My point is that mental health professionals can all too easily do what was done to my patient if they don’t subject their cherished techniques to the type of scientific scrutiny found in randomized experiments. And the less they use such scrutiny, the more confident they will become that they are doing good. All mental health practitioners are susceptible to an overinflated belief in their own position, and they should constantly subject themselves to the discipline of testing their ideas empirically or reading about others’ tests of them. Medicine learned that lesson well when the widespread practice of removing children’s tonsils in the late 1930s and early 1940s was subject to scrutiny by Harry Bakwin.20 He found that although a majority (61 percent) of children in the New York School System in the 1930s and early 1940s had had their tonsils removed, there was no correlation whatsoever between the estimate of one physician and that of another regarding the advisability of tonsillectomy when a sample of the remaining 39 percent of the children were examined,21 of whom 45 percent were said to be in need of having their tonsils removed (as were 46 percent in a later screening of those children who passed this screening). Eighty children had died each year as a result of the anesthesia administered for tonsillectomies. Findings such as these have led medicine, especially medical school professors, to appreciate the importance of systematically checking clinical judgment, for example through employing randomized clinical trials. Mental health professionals would be well advised to follow medicine’s example.

STUDIES THAT EVALUATE EFFICACY

Randomized experiments evaluating the efficacy of psychotherapy began appearing occasionally in the scientific journals during the 1960s. One impetus for them came from psychologists’ increased use of behavioral techniques, in which specific behaviors were targeted for change through the use of reinforcement principles. Since the whole point was to change these behaviors, the efficacy of the techniques was easily evaluated, and randomly selected (usually wait-list) control groups could be easily evaluated as well. As professional psychologists proliferated—and their fees soared—the “only the therapist knows” philosophy became increasingly difficult to maintain.

In 1977, Mary L. Smith and Gene V. Glass published a famous article in American Psychologist that concluded that psychotherapy is very effective. They summarized the results of 375 studies of psychotherapy effectiveness that had purported to use random assignment to experimental and control groups.22 The summary technique they used, termed meta-analysis, first determined the average difference in each study between the experimental and control groups on some outcome variable that the therapy attempted to address (like behavior, self-report of anxiety or depression, or assessment of psychological functioning by “blind” observers). These differences were measured in terms such as subjects’ well-being or reduction of symptoms. Each difference was assessed after therapy had ended for the people in the experimental group and at the same time for those in the control group. Smith and Glass treated the overall differences found in each single study as single units, computed their means (averages), and then analyzed these means.

One of their concerns was whether the average difference between the means for the experimental group and the means for the control group on the measures of well-being or symptom reduction were positive. These mean differences were computed separately for each study. In general, they were positive. In fact, the average of the means for the experimental groups on the various measures examined was on the average at the seventy-fifth percentile of the control group distribution. Making standard statistical assumptions,23 Smith and Glass found that someone chosen at random from the experimental group after therapy had a two-to-one chance of being better off on the measure examined than someone chosen at random from the control group. That is a very strong finding—stronger, in fact, than findings for most medical procedures and for comparisons of healthy versus deleterious lifestyles.24

Smith and Glass’s critics soon weighed in. Meta-analysis, they argued, compares apples and oranges. The various problems of clients seeking therapy differ across various studies. Some are acutely anxious, some are depressed, and some are even schizophrenic. The outcome measures differ. The therapeutic techniques employed differ. The therapists differ. The measures used to evaluate outcomes differ. Consequently, meta-analysis was criticized as sloppy. But the forms of the overall phenomenon being evaluated—psychotherapy—differ in all these respects as well. In order to generalize about fruit, it is perfectly appropriate to combine apples and oranges. In order to generalize about psychotherapy, it is perfectly appropriate to combine different measures of improvement that assess changes important in overcoming different psychological problems. Moreover, the particular contexts of the experiments may be more important in psychology than in medicine. The functioning of the human body seems less subject to specific temporal, social, and chance factors than is psychological well-being. It may then be quite reasonable to treat each study rather than each subject as the unit about which to generalize, even though standard statistical theory is less applicable to sampling diverse and ill-defined studies than to sampling people (or other units) from a homogeneous and well-defined population.25 In fact, the same diversity that makes statistical generalization dubious may well be a necessity in psychology and the allied social sciences.

Smith and Glass’s meta-analysis not only presented impressive evidence about the efficacy of psychotherapy; it concluded that three factors that most psychologists believed influenced this efficacy actually did not influence it.

First, they discovered that the therapists’ credentials—Ph.D., M.D., or no advanced degree—and experience were unrelated to the effectiveness of therapy.

Second, they discovered that the type of therapy given was unrelated to its effectiveness, with the possible exception of behavioral techniques, which seemed superior for well-circumscribed behavioral problems.26 They also discovered that length of therapy was unrelated to its success.

The professional psychology community hailed Smith and Glass’s overall finding but not the three subsidiary findings. A series of studies was thereafter conducted to indicate that at least the first finding was inaccurate. But these studies failed to refute Smith and Glass.

I became involved in the field of meta-analysis after reading Smith and Glass’s paper. At the time I was skeptical of it because while the authors of the studies they had reviewed claimed to have used random assignment, I found that many of them didn’t. As we have seen, the subjects of a scientific study must be assigned randomly to experimental and control groups to avoid the self-selection problem. In fact, however, several experimenters who purported to have done random assignment actually chose the control group members randomly from people who were similar to those seeking therapy, but not on the basis of seeking therapy itself.

One experimental group, for example, consisted of students with poor grades seeking help to improve their study habits and attitudes toward academic work through group therapy. The control group in this study consisted of randomly selected students with equally poor records—but who, for all the experimenters knew, might have given up or even left college altogether. Self-selection can be much more subtle than this. For example, in one study comparing a group therapy approach to juvenile delinquency with the standard probation officer “treatment,” the experimenter randomly assigned subjects to the experimental (group therapy) group and the control (probation) group. Any of those assigned to the group therapy group who stopped attending the group therapy sessions would be returned to having to see their probation officers. These subjects soon discovered that their absence from group therapy sessions would not necessarily be officially noted, and many dropped out. When the experimenter compared the overall success rates (lack of subsequent arrests), of the two approaches, he found little differences between the experimental and control groups. But, he concluded, group therapy can meaningfully be evaluated only for those who attend group sessions. When he compared only those who had good attendance records with the control group, he did find a difference in favor of the group therapy treatment. The problem with this comparison is that we don’t know who in the control group would have attended sessions regularly if they had been assigned to the experimental group. Thus, there is no hypothetical counterfactual. Moreover, it is reasonable to hypothesize that the more motivated people in the experimental group were the regular attendees, so that the latter comparison involves self-selection. The situation is exactly analogous to the Clofibrate study. The Smith and Glass analysis, however, involved only a single overall measure of study quality, in which violations of truly random assignment were just one component. I thought it possible that the overall average effects were due to the inclusion of studies that didn’t have true random assignment, an effect that Smith and Glass’s single measure would have obscured.

When I was on sabbatical leave at the University of Michigan in the academic year 1978-79, Janet Landman (then a graduate student) and I collaborated on a project to check out self-selection in the studies Smith and Glass summarized. We obtained the list of studies from Smith and Glass, which had since been augmented to include 435. We omitted all unpublished studies, such as doctoral dissertations, on the grounds that they had not been subjected to the scrutiny by presumably disinterested peers that is required for publication. We sampled every fifth study on the remaining list, for a total of sixty-five. We read each study independently to judge whether there had been random assignment to the experimental and control groups. We never discussed studies with each other before making our independent judgments about them. When we compared our judgments, we found that our agreement rate was high; we disagreed on only three of the studies. (While that constitutes 95 percent agreement, a better statistic for evaluating agreement is the “phi-coefficient,” which was .90.) After resolving these disagreements through discussion, we concluded that only 42 of the 65 studies (about two-thirds) had used the true random assignment that the authors claimed.

The studies we examined were remarkably diverse. One studied a “country club” for alcoholics that didn’t serve liquor. Another studied a “general resource person” in an intensive care unit serving people who had experienced heart attacks. This person randomly selected one of each two patients admitted, explained to them in detail the literature given on their bedside table about successful living following a heart attack, and offered to work as a liaison with their families, to explain the consequences and challenges to them as well. (No “depth” therapy was involved). The differences between the experimental and the control groups on physiological measures indicating recovery were impressive. The most common conditions being treated in the studies were behavioral anxiety and phobias (which some critics, not being chronically anxious or phobic themselves, dismiss as trivial), but depression and even chronic schizophrenia were treated in others. Measures of success varied according to the problem, but the results were similar.

Landman and I analyzed these studies in the same way Smith and Glass had analyzed the studies in their original article, and we compared our results with the results we would have obtained had we analyzed all sixty-five studies. Much to our surprise, our results were virtually identical to those of Smith and Glass based on their whole sample of 435. That is, it didn’t matter whether the studies had had true random assignment.27 As I later told the Oregon Psychological Association, I had become a “reformed sinner”—someone who had originally been ready to ascribe the apparent effectiveness of psychotherapy to methodological flaws in the studies supporting it but who had now become a “true believer.”

WHAT THE STUDIES SHOW ABOUT THERAPIST EFFECTIVENESS

The results of such analyses, however, also imply that the credentials and experience of the therapist don’t matter. This result is rather unpleasant for professionals who require years of postgraduate training and postdoctoral experience for licensing to perform therapy, and who would like to restrict practice to those who are licensed. In the years after the Smith and Glass article was published, many attempts were made to disprove their finding that the training, credentials, and experience of therapists are irrelevant. These attempts failed. The abstract of a review by Jeffrey S. Berman and Nicholas C. Norton summarized such results:


[A recent review] concluded that patients treated by paraprofessionals [people minimally trained] improved more than those treated by professionals. However, this provocative conclusion is based on inappropriate studies and statistical analyses. The present review omitted problematic studies and organized the data to permit valid statistical inference. Unlike [earlier authors listed] we found that professional and paraprofessional therapists were generally equal in effectiveness. Our analyses also indicated that professionals may be better for brief treatments and older patients, but these differences were slight. Current research evidence does not indicate that paraprofessionals are more effective, but neither does it reveal any substantial superiority for the professionally trained therapist.28



In other words, the professionals are no different from the paraprofessionals in the effectiveness of their treatment. Furthermore, consistent with earlier summaries of studies they and other authors had examined:


In a first set of analyses, we examined whether the relative effectiveness of professionals and paraprofessionals might vary for different types of problems and treatments. When we classified studies according to the four most commonly occurring categories of patient complaint (social adjustment, phobia, psychosis and obesity), we found no reliable differences [between professionals and paraprofessionals] among the separate effect sizes…. We also failed to detect any systematic differences when we divided the studies into five forms of treatment (behavioral, cognitive-behavioral, humanistic, crisis intervention, and undifferentiated counseling).



And:


Similarly, there were no statistically significant differences [again, between professionals and paraprofessionals, not between experimental and control groups] between four different sources of outcome (patient, therapist, independent observer, and behavioral indicator).



Perhaps the most famous study supporting this conclusion was performed by Hans Strupp and Suzanne Hadley.29 They recruited as therapists university professors who had no background in psychology and randomly assigned clients either to them or to professionally trained and credentialed psychologists. In all, they assigned fifteen clients to the professionals and fifteen to the professors. The clients were those whose problems, as Strupp and Hadley put it, “would be classified as neurotic depression or anxiety reactions. Obsessional trends and borderline personalities were common.” The professionals charged higher fees, but they were no more effective as therapists than the professors. The only slight difference was that after therapy the clients of the professionals tended to be a bit more optimistic about life than those of the untrained professors, but they didn’t function any better on any of the multiple measures the investigators evaluated. While this difference may result from the current professional belief that optimism is an important criterion in mental health (perhaps the criterion, see Chapter 9), it could also have arisen on a chance basis.

Other reviews indicate that the level of experience of professional therapists is unrelated to their efficacy.30 Consistent with such “it doesn’t matter” findings, William Miller and Reid Hester published a highly influential review indicating that the intensity of professional treatment does not matter even for people with the problem of alcoholism.31 Miller and Hester summarized all the studies in which alcoholics were randomly assigned to inpatient or outpatient treatment. Some of the inpatient programs involved prolonged stays in institutions devoted to radical changes in lifestyle, beliefs, and attitudes. But there were no differences in outcomes between inpatients and outpatients. Nor did Miller and Hester find any relationship between the length of treatment and outcome. In fact, nothing worked better for alcoholics than a minimal treatment involving detoxification and one hour of counseling!

This result contradicts results of studies or other types of therapy, in which a “dose-effect” relationship between length of psychotherapy and outcome has been established; approximately 50 percent of clients are measurably improved after eight sessions and 75 percent after twenty-nine.32 The disturbing possibility also remains, however, that few or none of the programs Miller and Hester studied did any good at all. That possibility would be consistent with the results of the first randomly controlled experiment on alcoholism treatment, published in 1967 by Keith Ditman and his colleagues.33 In that study, chronic drunk-driving offenders were randomly assigned to a psychiatric treatment clinic, to an Alcoholics Anonymous program, or to a no-treatment control group. In the subsequent year, 68 percent of those who had been assigned to the clinic were arrested again, as were 69 percent of those who had been assigned to Alcoholics Anonymous, but “only” 56 percent of those who had been assigned to no treatment were arrested again. (Most probably, these were statistical variations reflecting no stable difference in outcome.)

Our society now views alcoholism, especially drunk driving, as sufficiently serious that we do not consider assigning people to a no-treatment control. We take a similar approach to juvenile delinquency, which may be a mistake.

Believers in professional training, credentials, and experience for psychologists have responded to these study results in basically three ways. First, they combine an attack on the studies themselves with an appeal to hypothetical studies that have not been conducted. Even Strupp and Hadley used this familiar argument-from-a-vacuum at the conclusion of their paper about the equal effectiveness of untrained university professors: “Professional psychologists, by virtue of their training and clinical experience, are clearly much better equipped to deal with the vagaries and vicissitudes encountered in interactions with most patients.”34 There, “most patients” means the ones Strupp and Hadley didn’t study. There is no support for that statement among the patients they did study.

Michael Lambert, David Shapiro, and Alien Bergin make the same argument in a broader form in the 1986 Handbook of Psychotherapy and Behavior Change: “Although the failures in this literature generally to show unique therapeutic effectiveness for trained professionals are sobering, these studies are flawed in several respects.”35 But all studies are “flawed in several respects.” Psychology is a difficult field in which to conduct a good study, let alone one without any flaws at all. Are we to ignore what all these admittedly flawed studies indicate in common? Ignoring them would make sense only if they were all generally flawed in the same respect, but they aren’t. Without such common flaws, it is extremely improbable that all the separate and unrelated flaws would lead to the same conclusion. No specific common flaw has been found or even proposed that would systematically bias the results against the professional. This absence poses the biggest problem for those attempting to ignore their implications: namely, that there is no positive evidence supporting the efficacy of professional psychology. There are anecdotes, there is plausibility, there are common beliefs, yes—but there is no good evidence. The reader wishing details about the studies is referred to the Lambert, Shapiro, and Bergin article.

A second, related defense of professionalism in psychology has been to postulate “interaction effects”—that is, that the outcomes for the professionals might be different from those of the paraprofessionals depending on the types of clients they treated or the types of techniques they used, while simultaneously there is no difference overall. The expertise of professionally trained therapists, for example, is said to be required for more seriously disturbed clients, who were in a minority in the studies conducted. One critic of Miller and Hester’s analysis of the alcohol program studies suggested that inpatient and prolonged treatments may be required for more severe alcoholics, whereas Miller and Hester analyzed only programs that serviced a high proportion of less severe alcoholics.36 This critic then presented an argument about why more intensive treatments would be good for the more severe alcoholics.

The problem with his suggestion, however, is that he fails to make a simultaneous argument about why the more intensive programs would be bad for the less severe alcoholics. If one treatment program is better for one class of patients, then—to be equally effective for all patients combined—it must be worse for some other class of patients. That’s simple arithmetic. If the average of one set of numbers is zero and some of the numbers are positive, then some of the other numbers in the set must be negative. The presence of less severe alcoholics in the more intensive programs could obscure these programs’ superiority for the more severe alcoholics, but it would not wipe out their overall superiority—unless these programs were simultaneously inferior for the other, less severe alcoholics. The one exception to the Berman and Norton finding quoted earlier was that “professionals were somewhat more effective in studies using short term treatments.”37 Logically, however, given no difference overall, they had to balance this with the finding that “paraprofessionals were somewhat more effective in studies involving longer therapies, as was found.”

The type of interaction that would lead to a zero effect overall is technically termed disordinal, or crossed.38 If one type of treatment or therapist, say, an experienced professional, is better for one type of client, while another is better for another type, this has severe implications: it implies that a professional therapist is worse for some clients than other types of therapists.39 If so, it is extraordinarily important to discover who those clients are before employing professional therapists rather than paraprofessional ones. No such attempt has been made.

Occasionally, therapists may be more effective when they are using a technique that they believe to be superior than when they are using one in which they have less faith but that they have adopted for experimental purposes.40 Reid Hester and his colleagues compared the efficacy of two treatments for alcoholism: Alcoholics Anonymous (AA), with its traditional “disease” model and emphasis on spiritual recovery, and traditional counseling.41 They randomly assigned clients to these two treatments. They found that the treatments had equivalent effects overall. Six months after treatment was over, however, those clients who before entering treatment had expressed the view that alcoholism was a disease rather than a bad habit were much more likely to be abstinent if they had received the AA treatment rather than traditional counseling; conversely, those clients who had expressed the view that alcoholism was a bad, addictive habit were much more likely to be abstinent if they had received traditional counseling rather than AA. (Since there was no no-treatment control group, it is not possible to determine whether the clients were actually harmed by receiving a treatment incompatible with their pretreatment views.)

Some theorists have taken the negative findings on therapist credentials quite seriously. Advocates like Jerome Frank and Hans Strupp propose that psychotherapy works due to “nonspecific effects.”42 Nonspecific effects are those that result from “the quality of the relationship” between client and therapist. This idea is supported by the finding that good psychotherapists tend to be empathetic, trustworthy, and warm.43 In one study, William Miller, Cheryl Taylor and JoAnne West found that therapists’ “accurate empathy,” as they assessed it, accounted for 67 percent of the variability in their success with problem drinkers, while therapists’ years of experience accounted for only one percent.44 Unfortunately, some studies that support the importance of empathy, unlike this one, do not assess empathy independently of client outcome. For example, one investigator chose above- or below-average therapists by assessing client success and then concluded that the above-average therapists were more empathetic because their clients, who were successful, rated them as higher on empathy than the unsuccessful clients rated their therapists. That is about like predicting success on the basis of observing who is successful. (This study will not be referenced here.)

Even the existence of the correlation between empathy and success, however, does not explain the process of success or failure, and given that some therapies that are not based on relationship variables (like some behavior modification techniques) are successful, the interpretation that their success too must be based on some unevaluated quality of relationship remains speculative. My own favorite speculation, in contrast, in based on Hamlet, who in his famous soliloquy speaks of “taking arms against a sea of troubles.” (That’s a wonderfully mixed metaphor, because “taking arms” literally means putting on armor, and armor leads to quick drowning, as demonstrated when the Dutch once destroyed an invading Spanish army by luring it into the lowlands and opening up the dikes. But futility is not the point here.) The implicit message is that taking up arms against troubles does some good psychologically even if it does not fully “by opposing end them.” When people enter therapy they are making a choice to deal with their problems rather than simply feel overwhelmed by them.45 Being placed in a wait-list control group may deprive people of that opportunity, temporarily at least. (Again, such people may choose to deal with their problems in other ways, as do people in medical randomized trials experiments. These are meant to evaluate the superiority of the experimental treatment, not to prevent those not given it from attempting to get better in other ways.) If only the motive to enter therapy were important, then experimental groups and wait-list control groups would do equally well. If only the quality of the client-therapist relationship were important, then we would not expect behavioral techniques to do so well. I suggest it may be the actions of the clients themselves in “taking up arms”—that is, in doing something about the problems addressed in therapy—that result in a change in life itself that has a “therapeutic” effect. In other words, while therapy generally succeeds, the same success might be obtained by other means as well.

There are three additional factors that might contribute to therapist efficacy. First, the therapist is an “outsider” to the client’s life and therefore may be less apt to take certain attitudes, procedures, and constraints or possibilities for granted. The therapist will also feel less bound to justify the client’s past behavior than the client does (a sunk cost)46—and hence is less likely than the client to wish it repeated (to prove that it really was wise, despite its lack of success). Second, any change that breaks or stops self-defeating or socially pernicious positive feedback (a “vicious circle,” often between behavior and feelings) may be a therapeutic one, and entering therapy may provide the “initial kick” to break an ongoing loop.47 Thoughts, behaviors, and feelings are interrelated, and any technique that leads to a positive change in one of them (or in the body itself) may (may) lead to positive changes in the others as well.48 If, for example, I act less uptight and hostile than I previously did as a result of establishing good rapport with a therapist, others may shun me less than they previously did. The pleasant and even close relationships I go on to establish may not only improve my “mental health” themselves, but they may also encourage me to be more relaxed about facing up to my problems and more energetic in attempting to overcome them. (Note that this model does not postulate that one must “work through one’s problems” first and begin changing only later.) Third, therapy may begin a process of seeking out changes in one’s environment or lifestyle that can be helpful (although conservative psychoanalysts “require” that clients not make radical changes in their lives—like getting married, having children, getting divorced, or changing vocations—while they are in analysis).

But I myself am arguing from a vacuum here, because I have no direct measure of the therapeutic effect of actively dealing with problems, or evidence of its efficacy. The most defensible answer to the question of why therapy works is, We don’t know. We should do research to find out, and indeed many people are devoting careers to just such research. But we do know that the training, credentials, and experience of psychotherapists are irrelevant, or at least that is what all the evidence indicates. The horrible irony is that by supporting licensing, income, and status for credentialed practitioners, the mental health professions have treated variables that really don’t matter as if they did matter. Much greater good could come from finding out what does matter, then from supporting the professional and social clout of those who can provide it.

The discussion in this chapter has been limited in two ways. First, it concerns the efficacy of only psychotherapy, not drug therapy. Research findings about the qualifications of effective psychotherapists do not address the question of who is better or worse at prescribing drugs. Outcome studies assessing the efficacy of various drugs generally treat the drugs themselves as the phenomenon to be evaluated, such as lithium for manic depression. To my knowledge, there have been no studies on how the effects of drugs are related to the qualifications, experience, or personal characteristics of the doctors who prescribe them and presumably monitor their effects—perhaps an interesting area.

The second limitation of this discussion is that most, although not all, studies involve treatments that clients freely choose. The clear exception is chronic patients in mental facilities. Gordon L. Paul and Anthony A. Menditto summarize what is known at this writing: “We do know what works best for chronically disabled patients with excesses in maladaptive and psychotic behavior, deficits in adaptive functioning, or both (a comprehensive social-learning program). We do not yet really know what works best for less extensively disabled, acutely admitted, or revolving-door patients, particularly in inpatient programs involving short to intermediate stays.”49

A third limitation is that the criterion used to assess both the efficacy of therapy and the irrelevance of therapists’ training and experience has uniformly been a reduction or cessation of symptoms in the client. In the coffee shop debate, I argued in favor of using this criterion. Certainly, symptoms are important, particularly to the person experiencing them. But mental illness is an illness, the nature and cure of which cannot be assessed by simply observing symptoms, is it not? And are not symptoms mere “surface” manifestations of a deeper underlying pathological process? A process that itself could remain basically unchanged even if the symptoms were reduced, much as a palliative cancer treatment can relieve the pain without slowing its inevitable destruction of the patient? Isn’t the only way to assure that the symptoms won’t reappear to eradicate or stop the disease process itself? In brief, if mental illnesses are true illnesses, mustn’t there be a better way to establish whether people are cured than by noting whether their symptoms have been reduced or eliminated?

WHAT EXACTLY ARE WE STUDYING?

Questions about the nature of “illness” and “disease” cannot always be answered, even in the area of medicine, let alone psychology. Is AIDS a disease, or is the real disease the HIV infection that leads to AIDS? Or perhaps the disease is the opportunistic infections that kill the patient after the immune system has been virtually destroyed? Is high blood pressure a “silent disease,” as advertised on television, or is it a condition that increases the probability of other diseases arising, such as heart attack or stroke—which would probably occur eventually without high blood pressure if the person lived long enough? For that matter, are heart attack and stroke truly diseases? If they are, should every degenerative condition that increases with age, like farsightedness, be labeled a “disease”? What about the natural decrease in vigor with age?

It is tempting to dismiss such questions as “merely semantic.” But given the widespread belief in this culture that “mental illness is just like any other illness,” questions such as these must be addressed rather than finessed. We cannot conclude, moreover, that psychotherapy alleviates mental illness and that the training, credentials, and experience of the therapist are irrelevant without clarifying the relationship between symptom reduction and the “illnesses” involved.

Myron Rothbart and Marjorie Taylor have beautifully explained a distinction between “natural” versus “artifactual” categories that may help us here.50 “Natural” categories are those that appear to exist outside arbitrary human definition or convention, while “artifactual” categories are those that humans clearly define. Thus, the natural category “ulcer” is an ulcer is an ulcer, while the artifactual category “political liberal” may vary according to historical circumstance and the views of the person using the categorization. Children as young as nine will object that the statement “the doctor turned the skunk into a rabbit” makes no sense (as opposed to the statement that “the doctor made the skunk look like a rabbit”). But no one will object to the linguistic sense of the statement “the Democrat Ronald Reagan became a Republican.” Rothbart and Taylor are particularly concerned with whether social categories are believed to be natural or artifactual; how, for example, people react to the statement that “the Jew converted to Christianity and therefore was no longer a Jew.” Some anti-Semites and some conservative Jewish people might find that such a statement makes no sense. The distinction between natural and artifactual can be applied here to various categories of mental illness—and in fact to the whole broad class “mental illness” itself. Do we—should we—regard forms of mental illness as natural categories, and what about the whole broad class itself?

Inalterability is one criterion by which natural and artifactual categories are distinguished, but as Rothbart and Taylor point out, it is not the only one. An ulcer can go away and be transformed to normal tissue, after all. Another criterion is the number of inferences we can make about a thing once we know to what category it belongs. Once we have determined that a whale is a mammal rather than a fish (natural categories), we can infer that it does not lay eggs but gives live birth to its young. Once we know that stomach problems are due to an ulcer rather than to stomach flu, we can infer that the new drug treatments will do better than aspirin. In contrast, a liberal “Republican” and a conservative “Democrat” (artifactual categories) may hold more political attitudes in common than do liberals and conservatives within the same political party. There are, then, a number of criteria for distinguishing between natural and artifactual categories. Moreover, the distinction is not absolute. A similar approach may be found in the work of William Chaplin, Oliver John, and Lewis Goldberg, who argue that we distinguish between “personality states” (like being angry) and “personality traits” (like being an angry person).51 In general, personality traits are considered to be stable, long-lasting, consistent across situations, and internally caused, while personality states have the opposite characteristics, but the difference is absolute only for extreme instances of traits and states—such as “domineering” versus “infatuated.” In contrast, “concealing” and “transparent” can be regarded as traits, states, neither, or both. So it goes with natural versus artifactual categories.

Rothbart and Taylor admit that they cannot fully justify the distinction on philosophical grounds or even on philosophy of science grounds, but that in point of fact people do make the distinction. Here they reject the philosophy of positivism, which maintains that categories are determined by a single defining characteristic (“please define your terms”) and that disagreements about category membership can arise only because people are attending to different empirical information or have used different defining characteristics to categorize this information. Moreover, which characteristics people use may be a matter of taste. People who persist in arguing with each other about whether something belongs in a particular category (say, about whether a particular action is “heroic”) are simply confused, because they have access to different information or else they are using language differently. It follows that scientific categories follow from linguistic conventions, although scientists have adopted conventions on the basis of consistency with observation and theory. This view was first challenged by Ludwig Wittgenstein, who argued that instances of categories form “family resemblances”52 (consider—his example—the number of activities we label “games”), and it has since been challenged by people who believe that categorization follows from certain nearly universal human activities. (For an excellent example, see George Lakoff’s Fire, Woman and Dangerous Things.53) Consistent with their rejection of positivism, Rothbart and Taylor present no defining characteristic by which the broad class consisting of natural categories can be distinguished from that consisting of artifactual categories.

So are the categories of mental illness—such as schizophrenic, manic-depressive, hysteric, antisocial personality, neurotic—natural or artifactual categories? Are they related through “family resemblances,” or are they best understood by looking at extreme examples? Do they form the same types of categories as physical illness, types that most of us believe do form natural categories?

George Vaillant defines mental health in terms of adaptation to problems (which he distinguishes from “adjustment”), and hence he sees forms of mental illness as forms of failure to adapt.54 He maintains that adaptation and nonadaptive failure can properly be viewed in medical terms, as can the defense mechanisms of the subjects whose lives he studies and the level of “maturity” of those defense mechanisms. Vaillant claims that both the defenses and their level of maturity constitute natural categories, although perhaps more in the sense of family resemblance than of clear definition. He admits the difficulty of his approach when he notes that “the American Psychiatric Association had, with my blessing, voted that homosexuality no longer be classified a mental illness” and asks “how can anyone be voted sick or well, unless the critics of organized psychiatry are right, and mental health is just a cultural illusion?”55 At the other extreme, Thomas Szasz, Jeffrey Masson, and others regard psychiatric categories as nothing more than socially constructed ones that derogate behavior or people we don’t like.56 But even if “schizophrenia,” “manic-depression,” and “alcoholism” are social conventions by which we describe socially disapproved behaviors, what about the “postlobotomy syndrome” from which my patient suffered? It had a fairly well-understood cause, physiological nature, set of associated behaviors (symptoms), and course over time (unchanging).

These last are the four criteria that H. Tristram Engelhardt, Jr., proposes as the criteria for determining whether something is a physical disease.57 None of them alone defines a physical disease. Rather, it is their convergence that defines one. In order to term something a physical disease, we must know something about its cause, its physiology, its symptoms, and its course—particularly how it responds differentially to different treatments. For most conditions that we term “mental diseases” psychologists do not require knowledge of physiology, the second criterion; in fact, some people have maintained there isn’t physiology involved (although most psychologists believe that different feelings and behavior are associated with different physiological states. Recent discoveries about the importance of endocrine secretions in the brain tend to support that belief, as does the existence of pleasure and pain centers). If we found a convergence between the other three criteria—cause, symptoms, and course—we would be generally comfortable in regarding the condition as a “natural” category of illness.

Do we find such a convergence? The answer is very simple: Sometimes we do and sometimes we don’t. It depends on the type of behavior, the symptom syndrome, and the emotional disturbance we are considering. Although there is clear evidence of genetic influence on schizophrenia and alcoholism, for example, even with these conditions, all that is inherited is a tendency. Such problems “run in families,” and studies, of adopted children—and of twins raised apart—indicate that familial influences are genetic rather than environmental. But genetic influences that yield a tendency to schizophrenia also yield a tendency to other problems labeled “mental illness” as well.58

The American Psychiatric Association, through its various diagnostic manuals, has attempted to develop categories based on symptom clusters (syndromes), to point to some of the conditions defined in this manner that many of us would accept as natural ones, and then to treat all the categories in the manuals as if they were unambiguously natural—except for categories voted in or out, or categories that contain a clear gender bias. For example, the same behavior can lead to the label “antisocial personality” if the subject is a male and “histrionic” if the subject is a female.59 This positivistic attempt to “locate” people on various “axes” is justified not by showing that these locations result in categories that allow us to accurately predict how people will behave with or without different treatments, but by demonstrating that when diagnostic experts are sufficiently well “trained” in using the manuals, they unsurprisingly agree about how to label people. Placement in the categories has also become necessary to receive third-party reimbursement for services. (I know several people whose psychiatrists or psychologists have actually apologized for their official diagnosis: “I have to label you this way in order to be reimbursed. Please don’t pay too much attention to the label.” Imagine a medical doctor apologizing for labeling an ulcer an ulcer, explaining that the label is a matter of convenience for being reimbursed!) At the other extreme, Szasz and Masson claim that the labels are nothing but pejorative, and they easily point to examples where the labels indeed are used in this manner—with the same ease with which advocates of the psychiatric diagnostic manuals point to examples of distress that appear to fall into clearly natural categories.

My point is very simple: Establishing that one particular category of mental illness is natural or artifactual does not imply much about whether other categories are natural or artifactual, or about the nature of mental health and illness categories in general. This point leads to one very clear conclusion: The broad class of categories of mental illness is itself not a natural category.

As with personality traits (like “domineering”), it is difficult to propose either a clear definition or a family resemblance among mental illnesses. There are characteristics that lead us to classify something as a form of mental illness, just as there are characteristics that lead ús to classify something as a personality trait. Three important mental illness characteristics are: (1) the behavior of the individual appears to the observer sufficiently dysfunctional and maladaptive in certain specific ways that the observer is prone to believe that the condition forms a natural category of maladaptiveness; (2) the individual suffers emotional distress to the point that they feel unable to do “what they want to do”; and (3) the individual’s behavior is derogated by others. We do not require strong convergence between the three characteristics (as we do in the characteristics outlined by Engelhardt for concluding that something is a medical disease). For example, someone who is labeled a sociopath (antisocial personality) may not suffer much emotional distress (although it is not clear how much we gain by the label as opposed to the simple description that the individual does not experience the same demands of conscience, or guilt if society’s norms are violated, that most people do). It also is important to note that emotional distress, the second characteristic, does not refer to unhappiness per se. As we will see, extending the conception of mental illness to simple unhappiness can easily result in an infantile and basically unethical philosophy of life. What is necessary is that the emotional suffering must be experienced as debilitating.

These three characteristics may lead to some insight into the nature of mental illness, and how the various parties involved rely on different ones. The American Psychiatric Association’s diagnostic manuals concentrate on the first characteristic (observer’s judgment of dysfunctionality). Clients who are seeking help rely on the second characteristic (subjective feelings of incompetence); critics such as Szasz and Masson concentrate on the third characteristic (derogation by others). But exclusive reliance on only one of these characteristics leads not only to ignoring the others but to ignoring the fact that all three taken together have a positive statistical relationship in society as a whole. To appreciate this positive relationship, imagine that it did not exist. That would mean that people who behaved in a specified way that led an observer to believe that they suffered from a natural category of maladaptiveness would experience no more emotional distress than others, and that their behavior would be judged to be no less desirable than the behavior of others. Perhaps more important, it would mean that there was no statistical relationship between extreme personal distress and behavior that others judged to be undesirable. Imagine a society in which these conditions existed, in which there was no relationship between how well people felt about themselves and how much others approved of their behaviors. The positive relationship among these three characteristics challenges the diagnostician’s claim to “objectivity,” the client’s claim to being concerned only with relief from distress, and a critic’s claim that the whole conceptualization of mental illness merely involves derogating people and, at the extreme, depriving them of their civil liberties.

What all three characteristics have in common is an emphasis on symptoms. The clearest evidence that certain types of mental illness are natural categories is that the tendency to develop them is at least partly genetic. Currently, we can’t do anything about an individual’s genes, so cure and alleviation involve helping the individual to be as free of symptoms as possible. When we speak of someone as being a “schizophrenic in remission,” we mean the symptoms have been effectively alleviated—just as we continue to consider someone “a diabetic” even though the individual maintains a normal blood sugar level as the result of taking insulin. (Interestingly, we don’t talk of some other conditions as being “in remission,” even though we could; for example, gout results from an inherited kidney deficit that results in high levels of uric acid in the blood,60 but we do not speak of someone who avoids gout altogether by taking allopurinal daily to reduce blood uric acid level as suffering from “controlled gout,” or “gout in remission.” Taking the pill might, in contrast, be described by someone sympathetic to Vaillant’s approach as involving “successful adaptation” to a genetic predisposition. We do not, however, analogously speak of “a schizophrenic” who is symptom free as having “successfully adapted to schizophrenia”—a failure perhaps reflecting the third characteristic of mental illness, the pejorative one.)

The American Psychiatric Association’s attempts to define mental illnesses so clearly and precisely that they all appear to form natural categories also involves symptoms, or in this case symptom clusters. The person experiencing mental distress to the point of debilitation is certainly also concerned with symptoms. Finally, of course, the person who derogates another as “mentally ill” does so on the basis of symptoms. Thus, symptom elimination or reduction is a perfectly fine criterion to use in evaluating the efficacy of treatment.

The emphasis on symptoms is also compatible with the basic tenets of a free society, although taking away others’ freedom on the basis of a “medical” judgment isn’t. People decide whether to seek treatment and what type to seek. If liberty is restricted, it must be on the basis of overt behavior that leads to a social judgment that the person cannot function freely, which a judge—not a professional psychologist or psychiatrist—is best able to make and is socially mandated to make. In fact, in seeking even medical treatment, it is the person’s free choice to do so that is important. We may coerce Christian Science parents of diabetic children to give them insulin, for example, only on the grounds that the children themselves are not capable of making an informed choice. We do not coerce Christian Scientist adults who are diabetic to take insulin. A doctor who honors a “living will” implicitly accepts the personal autonomy of the individual to decide what sort of medical treatment to seek. Moreover, most of us seek treatment for symptom relief. Even when we undergo an annual or biannual physical examination, which could lead to the discovery of a disease that “only the doctor” can know about or understand, we do so to avoid or forestall the development of later debilitating symptoms or death. Symptoms are important.

The view that symptoms aren’t important, expressed in the coffee shop conversation described earlier, has been parodied by my Oregon colleague Al Siebert, himself a clinical psychologist.61 The symptoms of paranoid schizophrenia, he says, include a belief in one’s own extraordinary ability to hear, see, and understand things other people don’t. A professional who judges that a person who does not freely seek help with psychological distress is in fact suffering from a form of mental illness also believes in his or her own special sensitivities. The diagnostician is sensitive to the individual’s problems of which the individual himself or herself is unaware. Do we wish, Siebert then asks, for the mental health and court systems to be controlled by paranoid schizophrenics? If not, we must pay quite serious attention to the individual’s own autonomy in seeking help, what it is the individual wishes to change as the result: of the help, and the form of help desired. Again, symptoms—especially as experienced by the individual—are of utmost importance. The fact that the conclusions of this chapter are based on symptom elimination or reduction in no way limits their scope.

MULTIPLE STUDIES VERSUS THE LATEST BREAKTHROUGH

Critics of my argument may well be able to drag out a single study, or even several, that appear to contradict my conclusions. As I pointed out earlier, however, the generality of my conclusions is dependent on multiple studies conducted on multiple problems in multiple contexts. It would take a substantial body of new research to overturn the conclusions presented here. In this respect, psychology and allied social sciences are different from many physical sciences. Psychologists deal (correctly, in my view) with apples and oranges, and we do not abandon our theories on the basis of a single contradictory finding or two.

In contrast, in the physical sciences, Lewis Thomas writes: “In the fields I know best, among the life sciences, it is required that most expert and sophisticated minds be capable of changing those minds, often with a great lurch, every few years. In some branches of biology, the mind-changing is occurring with accelerating velocities. The next week’s issue of any journal can turn a whole field upside down, shaking out any number of immutable ideas and installing new bodies of dogma, and this is happening all the time. It is an almost everyday event in physics, in chemistry, in materials research, in neurobiology, in genetics, in immunology.”62

Perhaps he exaggerates a bit in saying this radical change is an “everyday event.” But with the possible exception of the study of the physiology and functioning of the human brain, psychology cannot be characterized the way Thomas does the other fields. There are a lot of promises made about impending “breakthroughs” in appeals for funding of the scientific work in psychology and allied social sciences, but in the past breakthroughs have been few and far between. A single new study or two do not provide a breakthrough, in general, particularly not in understanding the nature of human emotional distress, its precursors, and its alleviation. Perhaps that is why many people view these areas as not involving “true science.” At any rate, a new finding or set of findings that would turn the whole field I have discussed “upside down” is extraordinarily unlikely to occur.

This closing section of assurance and caution is “defensive,” but there is a lot to defend against. Both professionals and the general public are frequently informed of new “discoveries,” “techniques,” or at least new “understandings” of emotional distress and its alleviation. Such claims make good press. People are interested in them. Researchers hint at such claims to obtain grants and to lobby that more governmental money should be allocated for such grants. Retractions of claims made in the past (such as the inability to find any such thing as “the addictive personality”—see Chapter 7) seep into the research literature and textbooks with little public fanfare and occasionally with no impact—even on the practice of the professionals.

Most responsible scientists adhere to an ethic of not publicizing their research findings until after their work is accepted by a peer-reviewed scientific journal, hopefully one with high standards of subjecting claims to rigorous scrutiny. But in psychology claims are often made on the basis of research that is simply bad. Let me give a concrete example. A member of the board of directors of the Oregon Psychological Association who was deeply concerned with child sexual abuse told me on several occasions that a wonderful new test had been developed that would allow psychologists to predict who was likely to abuse children. Once this test had been published, it could be used to screen all mental hospital patients in the state to determine who was at risk for engaging in such destructive behavior. This test was published, and it was terrible. The test developer had combed through 399 items from the MMPI (Minnesota Multiphasic Personality Inventory, a standard personality test to be described in detail later) “short form” to discover eleven items that differentiated a sample of ninety-three child abusers from a sample of thirty-seven non-abusers. Tossing 399 separate coins would probably have done almost as well.63 The result was a test that should never have been used, but it was taken seriously. The winter 1986 issue of Oregon Psychology described the test, with the concluding comment that “the small size of the 11-item Ic scale is easily scored and requires little additional time and no special clinical training for effective use.” Those “in charge” clearly did not understand how horribly inappropriate the test would be if used as a screening device. If someone had asked one of the board members, they would have been assured that psychologists do now have a way of identifying likely sex offenders, with a method “hot off the press.” Such claims should not be believed.

I’m not maintaining that we never discover anything important, or even striking. The whole point of research—which I strongly support—is to make such discoveries. What I am maintaining is that the process is slow and full of dead ends, and the reader should evaluate new claims in light of the substantial body of negative research such as that reviewed in this book.

CONCLUSIONS AND IMPLICATIONS

Psychotherapy works. The magnitude of its positive effects is greater than the magnitude of many physical treatments, deleterious lifestyles, and changes in those lifestyles. Those who believe they have problems are encouraged to try it—especially if they have been unable to change their behavior by simply “willing” a change.

There is no reason, however, to seek out a highly paid, experienced therapist with a lot of credentials. If verbal therapy is sought, paraprofessionals are equally effective, especially empathetic ones. If the problems appear to require behavioral modification, as do phobias and lack of impulse control, a paraprofessional who understands behavioral principles is as effective as a highly credentialed professional. But success in therapy is far from assured, even though it works overall in a statistical sense. Someone who is dissatisfied with their current progress in therapy should not be inhibited about changing therapists or mode of treatment. (The therapist that is abandoned may attribute this decision to the depth of the client’s pathology, but so what.) In particular, the results of the Hester et al. study of alcoholism treatment should be kept in mind. These results provide evidence that compatibility of a treatment approach with the client’s views and beliefs before entering therapy may be an important factor in its success; clients may often be in a better position than the professional to choose a treatment modality and therapist. (For myself, in choosing a professional psychologist I would want one of the 30 percent of APA members who reads one or more of its scientific journals.64) Statements from professionals that they “know” much better than the client what is “needed” may often best be politely ignored—especially when these statements are made after minimal contact, followed by a standard diagnostic label. If verbal therapy is sought, find someone empathetic. Unfortunately, I have no good advice about how to judge whether someone is empathetic before getting to know that person.

CAVEAT EMPTOR

It takes a long time to do a study of the effectiveness of a particular type of psychotherapy or of psychotherapy in general. It requires examining many clients and many therapists, often over a period of years. Most of the studies on which I have based my conclusions were initiated years ago, even when the results have been published only recently. But the quality of the training of clinical psychologists, a major group of therapists studied, has deteriorated rapidly in the past several years. That might not mean much, given that training and credentials don’t predict therapeutic effectiveness; but along with the decreased quality of training has come an explosion in numbers that assures that there will be more poor therapists around in the 1990s than at the time when the studies were initiated. A greater concern is that many new ideas and therapies have been initiated that are at best characterized as ideologically based or faddish (see Chapters 5 and 6). There are therefore more therapists who base their practice on such ideologies and fads, of which the reader should beware.


CHAPTER 3
PREDICTION AND DIAGNOSIS More Myths of Expertise


There is no controversy in social science which shows such a large body of qualitatively diverse stud- ies coming out so uniformly in the same direction as this one. When you are pushing 90 investigations [as of 1991 closer to 140], predicting everything from the outcomes of football games to the diagnosis of liver disease and when you can hardly come up with a half dozen studies showing even a weak tendency in favor of the clinician, it is time to draw a practical conclusion.1

—Paul E. Meehl



Much of the success of verbal therapy is influenced by the personal qualities of therapists and how they relate to clients. Much of the success of behavioral psychotherapy is influenced by therapists’ understanding of the basic principles of behavior change, which are not too difficult to grasp. Much of the success of all therapy may be influenced by the fact that the client is taking action and no longer feels helpless in the face of disruptive emotional pain. Clear findings that psychotherapy works in general and that the training, credentials, and experience of the therapist are irrelevant to its success give rise to these speculations.

Nevertheless, a well-trained and experienced professional psychologist or similar professional may better understand what people—particularly distressed ones—are like, why particular individuals act and feel as they do, and how to diagnose individual problems, however much of a hodgepodge the resulting classification system may be. If so, then the professionalization of the mental health field, the fees, its status, and its public acceptance may all be justified.

Professional psychologists in particular behave as if they understand. Thirty-five percent of them appear in court.2 Many have hospital admissions privileges, including involuntary hospitalization. They are deeply involved in diagnosing people in mental health facilities and in their offices, and they are often seen in the media providing explanations of why someone (from the latest serial killer to Saddam Hussein) did this or that, or offering advice to listeners about what to do and how to feel, and above all, when to seek psychotherapy. Moreover, they are well remunerated for such services.

The claim is that professional training yields understanding, not just about people in general but about the single individual in all her or his uniqueness. Statistical generalizations can be found in textbooks but an understanding of single individuals in all their complexity cannot.

UNDERSTANDING AND PREDICTION

To evaluate this claim, we must first decide what it means to understand another individual. Certainly, it means more than creating a “good story” about why particular people do what they do and feel as they feel, or about why this or that happened or is likely to happen. Good stories may be psychologically compelling, but they are not necessarily valid. Going beyond the good-story criterion of understanding requires some knowledge of the world and its workings. How do we obtain that knowledge? This complex philosophical question can be transformed into a slightly simpler one: How do we know that we know?

The question of establishing the validity of our knowledge may appear equally complex, but answering it does allow us to establish criteria for knowledge. If we truly know something, these criteria must be satisfied. The criterion with which this chapter will be concerned is the ability to predict; that is, we know something is the case if we can predict that in given situations it will hold true. Predictability is not synonymous with knowledge as horribly complex, ad hoc system that could predict would not involve as much knowledge as a theoretically justified simpler one that didn’t predict quite so well.3 Nor is predictability the only criterion we use to assess whether we have knowledge. Such an aesthetic notion as “beauty in one’s equations” may be a criterion. (See Dirac’s discussion of Schrödinger’s wave equations.4) But a crucial test of understanding is the ability or lack of ability to predict. Prediction need not be perfect, but it is found in all branches of science. Even sciences not involved with the future, such as paleontology, make predictions of what will be discovered when certain evidence is examined, such as new fossil evidence. Making sense of evidence already gathered is an extremely important activity in science, but it alone is not enough.

In the last chapter I discussed the crucial role of randomly controlled experiments in evaluating a treatment or therapy. A person who claims that a treatment is effective must demonstrate that it has an effect in comparison to a hypothetical counterfactual, obtained through construction of a randomly constituted control group. This “show me” criterion may have been extremely important to the development of scientific demonstration in Western civilization, beginning with the Renaissance rejection that an assertion about the universe or people could best be proved by referring to the Bible or to Aristotle. “Show me” is basically translated into “show me what will happen next” when we require prediction.

The demand to “show me” can also be quite subtle. In the late 1840s for example, Dr. Ignaz Phillipp Semmelweis noted that the rate of death from “childbed fever” among mothers who had given birth in a ward serviced by physicians was almost four times as high as mothers in a ward in the same hospital serviced by midwives.5 The deaths tended to occur in women in the same rows of beds. Semmelweis wondered whether the reason was that they were attended by the same doctor. The doctors didn’t clean their hands, even after returning from dissecting a cadaver in the morgue, because such practice was considered to be unmanly. Or perhaps the effect was psychological, since after a priest administered last rites to a dying patient, he went down the line of beds ringing the “death bell.” At Semmelweis’s request, the priest stopped ringing the death bell in the hospital, but the mothers continued to die in rows. Semmelweis then demanded that his colleagues and assistants wash their hands in a solution of chlorine of lime before they examined a woman or delivered her baby. Over the next fifteen months, the death rate fell from 12 percent to 1.2 percent. After participating in a republican street demonstration in 1848, however, Semmelweis was fired from his hospital post. His successor stopped the silly requirement of hand washing, and the death rate rose to 15 percent. We would be more certain that the changes in death rate were due to hand washing if he had required the doctors to wash their hands in some randomly picked rows but not in others. Semmelweis happened nevertheless to be correct, and he tested it in a way that allowed him to present evidence to a person who demanded “show me.” Unfortunately, the medical people at the time were not as impressed as we believe in retrospect that they should have been. The old practices were retained until the 1880s, when Dr. Joseph Lister understood the importance of Semmelweis’s experiments. In the meantime, Semmelweis had lost his sanity, begun accosting people on the streets to warn them to stay away from doctors who didn’t clean their hands, and died in a mental institution in 1865.

A happier example of the “show me” approach is provided by R. W. Wood, a professor of physics at Johns Hopkins University and “an inveterate perpetrator of pranks and hoaxes.”6 After Wilhelm Roentgen’s 1895 discovery of X-rays—which could be broken down into alpha, beta, and gamma rays—physicists were eager to discover other sorts of radiation as well. In 1903 one of the most distinguished physicists in France, René Blondlot, announced that he and his laboratory colleagues had discovered a new type, which he labeled an N-ray in honor of the University of Nancy, where he was a professor. These rays, he announced, were emitted from the sun; others found that they were emitted from the human body as well. Wood and others were unable to see the N-rays when they attempted to duplicate Blondlot’s experiments, and eventually Wood visited the laboratory at the University of Nancy, presumably to find out what he was doing wrong. When he was shown various ways N-rays could be created, he couldn’t see them, although his hosts could. The N-rays had to be generated in the dark; one device involved passing light through a prism. After one demonstration Wood—the prankster—surreptitiously removed the prism from the device and asked for a repeat demonstration. It was repeated. He again failed to see the N-rays, but his hosts again did. So much for N-rays.

The Semmelweis and Wood stories illustrate an important point: The test of a claim requires a comparative demonstration. Death rates should decrease when the doctors clean their hands; the scientists should observe the N-rays when the prism is in place and not when it has been removed without their knowledge. To test professional psychologists’ claims to understanding, therefore, we require not only an assessment of their predictive powers but a comparison of the accuracy of their predictions with that of some other means of prediction. After all, professional psychologists can predict with great certainty that the reader of this book will eat something within the next twenty-four hours. So, however, can anyone who has made casual observations of life. The question is what is the appropriate predictive method for making a comparison.

ACTUARIAL VERSUS CLINICAL PREDICTION: THE METHODS

The answer may be found in the fact that professional psychologists claim to be able to make predictions about individuals that transcend predictions about “people in general” or about various categories of people. This is the opposite of the actuarial predictions used by insurance companies; such predictions are made on the basis of the actuarial tables, which for example compile accident rates on the basis of age, gender, marital status and past driving record. A claim to understand individuals in a “clinical” manner involve going beyond noting their membership in a broad class. The result is clinical prediction.

Other psychologists generally accept statistical analyses and generalizations as a critical part of their work (except those using computer simulation). Social psychologists study how people in general or at least in particular cultures behave in certain social circumstances—such as in solitude, in cohesive groups, in groups of strangers, with or without communication. Cognitive psychologists study how people think, the principles of “intelligent thought,” and even principles of artificial intelligence. Personnel psychologists use certain selection or training procedures to try to improve human performance. Health psychologists study ways people can be persuaded to adopt healthy habits, sometimes modifying these ways on the basis of characteristics of the people to be persuaded. These psychologists specifically regard each individual subject they study as a representative of the population about which they wish to generalize, rather than attempting to make a specific prediction about that individual viewed apart from that population. Such claims are of a statistical or actuarial nature. Where professional psychologists differ is in their claim to understand the single individual as unique rather than as part of a group about which statistical generalizations are possible. They claim to be able to analyze “what caused what” in an individual’s life rather than to state what is “in general” true. There is some overlap, and not all professional psychologists claim to understand the individual per se. Those that don’t, however, are not found engaging in the activities that the evidence reviewed in this book indicates are mythologically rather than scientifically based.

Psychologists who are not involved with professional practice often make statistical generalizations based on categorizing people and circumstances. In addition, many of their predictive rules evaluate variables by numbers that have a clear directional relationship to the outcome to be predicted; such predictions use numerical scales. Thus, a grade-point average is a number that summarizes a high school student’s performance; the higher the number the better the performance in general and the greater the likelihood of success in college. A high grade-point average in college, in turn, predicts success in graduate or professional school. Aptitude and interest tests are constructed so that higher numbers predict better performance, just as most medical indices relate higher numbers to greater seriousness of the disease or disease process. Moreover, some psychological variables have a “natural” directional relationship to the criterion of interest (for example, the number of a person’s past criminal convictions are used to predict success on parole), just as some physical variables do (such as blood pressure in hypertension or leukocyte count in Hodgkin’s disease). Occasionally, variables have a relationship to the criterion to be predicted shaped like an inverted U—such as in personnel contexts where moderate levels of aggressiveness are best, or physical ones where moderate blood pressure or a certain ratio of weight to height is desirable. If degree of deviation from maximal desirability is substituted for the original variable, this deviation has a clear directional relationship to the outcome to be predicted.

Predictions are made from numerical variables by using statistical techniques to develop weighted averages of the numbers that minimize error of prediction; this is known as a weighted average. (An ordinary average of a set of numbers is their sum divided by n, the number on numbers in the set; for example, the average of 3, 4, and 8 is equal to 3 + 4 + 8 = 15 divided by 3, or 5. Forming such an average is equivalent to weighting each number by the fraction 1/n and then summing the resulting products; for example (3 + 4 + 8)/3 = (1/3)×3 + (1/3)×4 + (1/3)×8 = 3/3 + 4/3 + 8/3 = 5. Note that when summing across the n numbers, the sum of the “weights” of 1/n by which they are multiplied is equal to 1. A weighted average is different from an ordinary average only in that the weights by which each number is multiplied need not all be equal to 1/n; they must still, however, sum to 1. In the present context, these weights are chosen by a statistical method to yield the best possible prediction of the criterion of interest.) Occasionally, variables are hypothesized to “interact,” which can be incorporated into statistical prediction by multiplying the values of the variables involved and determining the best weight for this product. But as we have seen, such interaction effects are rare in psychology and other social sciences because they imply that predictions about one variable depend on other variables. In general, that is not true; higher grade-point averages in high school, for example, do predict greater probability of success in college, no matter what the student’s Scholastic Aptitude Test (SAT) scores were, and higher scores predict a greater probability of success no matter what their grade-point average happens to be. There are exceptions to this general statement—for example, that caffeine helps “impulsive” people perform cognitive tasks in the morning and hampers their performance in the evening—while the opposite is true for “controlled” people.7 Such exceptions are rare.

The two bases of actuarial prediction in psychology, thus, are categorization and the construction of weighted averages of continuous variables. Both examine aggregates of individuals to determine the best categories or way to weight numbers in forming their weighted average. Both accept error of prediction, which is to be minimized rather than abolished.8 In fact, the statistical models themselves specify the amount of error to be expected when the resulting actuarial formulas are applied to new cases of prediction. Again, the movement from aggregate to particular is common to medical endeavors such as evaluating drugs, vaccines, or new forms of treatment. Moreover, as in such studies, attempts to determine effects on particular individuals—interaction effects—can be made only when these individuals are grouped with others in terms of a common characteristic.

In contrast, the extreme form of the “clinical” approach is to attempt an “inside” understanding of the particular individual viewed in isolation—hence, in all her or his “complexity”—rather than as a member of an aggregate.

This approach was recently summarized in a 1992 American Psychologist article.9 The authors say that experts’ knowledge consists of experience and practice that “involves accommodating previous understanding to the uniqueness of a particular clinical situation.” This accommodation is not, however, explicit—that is, “a compilation of independent facts or sets of rules. Rather, it is a dynamic and contextualized understanding that is the result of the interaction of cognitive patterns or meaning gestalts with environmental cues.” The authors justify this approach by referencing work on medical and chess expertise. In its extreme and less responsible form, this approach is expressed as “on the basis of my experience, I just know” (see Chapter 1).

The problem with this argument is that it begins by assuming that practicing clinicians have an expertise similar to that of medical diagnosticians and chess grandmasters, rather than by establishing this similarity empirically. But this similarity is not at all self-evident. Medical diagnosticians use a great deal of explicit knowledge—resulting from diagnostic tests—to “build intuitive expertise,” and most chess grandmasters have studied roughly fifty thousand chess games.10 We define “expertise” in terms of what experts accomplish, not in terms of how they go about their task. How well do these mental health experts do in comparison to actuarial predictions? Since understanding is not equivalent to prediction but necessarily implies it, we can ask whether professional psychologists make predictions that are better than predictions based on statistical models not involving professionals. A related question is whether the clinical approach is superior to the actuarial approach in a number of fields—including medicine, business, criminology, accounting, livestock judging, and so on. These questions have been extensively studied by psychologists themselves. The answer to them is no.

ACTUARIAL VERSUS CLINICAL PREDICTION: THE RESULTS

The first comprehensive review of whether statistical prediction or clinical prediction is superior appeared in 1954 in Paul Meehl’s Clinical Versus Statistical Prediction: A Theoretical Analysis and Review of the Literature.11 Meehl reviewed approximately twenty studies that compared the two methods for predicting such outcomes as academic success, response to electroshock therapy, and criminal recidivism. In no comparison was the clinical prediction superior to the statistical prediction. In predicting academic performance, for example, a simple linear weighting of high school rank and aptitude test scores outperformed the judgments of admissions officers in several colleges. In predicting the success of electroshock therapy, a weighting of marital status, length of psychotic distress, and a rating of the patient’s “insight” into his or her condition outperformed one hospital’s medical and psychological staff members. In predicting criminal recidivism in several settings, past criminal and prison record outperformed expert criminologists.

Meehl was concerned primarily with the statistical versus clinical methods for integrating information; thus, he primarily compared instances in which both types of prediction had been made on the basis of exactly the same data. (He also insisted that the accuracy of the statistical model not be checked on the same data on which it was derived—or that the sample size be so large that it not appear superior due to chance fluctuations.) Twelve years later, Jack Sawyer published a review of about forty-five studies; again, in none was clinical prediction superior.12 Unlike Meehl, Sawyer also emphasized studies in which the clinician had access to more information than that used in the statistical model—such as studies that included interviews of people about whom the predictions were made conducted by experts who had access to the statistical model information prior to the interview. But such interviews didnÙt improve the clinical predictions. In fact, the predictions were better when the opinions of the interviewers were ignored. Moreover, in the few studies where the professional clinicians were given the actuarial predictions and were asked to “improve” on them, they did worse than the actuarial predictions; that is, prediction was better if their “improvements” were ignored. Sawyer concluded that even if some inputs of the clinicians were found to be valid, they should be incorporated within a statistical model, along with the other predictors, in what he termed a “mechanical” way. After Sawyer’s review, similar evidence continued to mount. That led Paul Meehl in 1988 to reach the conclusion quoted at the head of this chapter. Later, he, David Faust, and I summarized even more studies in an invited article for Science, which was published in March 1989.13

A topic covered since the publication of Meehl’s book is the prediction of whether the final diagnosis for an inpatient in the Minnesota hospital system will be one of “psychosis” or “neurosis.” A patient diagnosed as psychotic is one who has lost touch with external reality (as in schizophrenia); a patient diagnosed as neurotic is one who is in touch with external reality but suffers from possibly immobilizing internal emotional distress.

Upon entering a Minnesota hospital, each patient filled out the Minnesota Multiphasic Personality Inventory (MMPI), a test consisting of 567 items with which the patient must agree or disagree. Some of the items have clearly psychological content—for example, “at times I think I am no good at all” and “my sex life is satisfactory” and “at times I have been so entertained by the cleverness of some criminals that I have hoped they would get away with it.” Others have no apparent psychological implications, like “I like mechanics magazines” and “I believe in law enforcement.” The items were chosen on the basis that their answers would differentiate between patients with a clear problem and “normal” people (often, unhappily, chosen from people visiting the patients, such as relatives). Thus, depressed people are more likely to answer “yes” to the statement about feeling worthless than are normal people. It also turns out that paranoid people are more likely than others to like mechanics magazines. The patient’s answers to all the questions lead to an MMPI “profile” (to be distinguished from “portrait”) of ten scores, each of which indicates the degree to which the patient’s answers are consistent with one of ten different types of pathology. Constructed in the late 1940s, the MMPI quickly became—and has continued to be—the most widely used test given to psychiatric patients and others for “screening” purposes, both in and outside mental institutions.14 Numerous studies have been conducted to establish the statistical relationship between the resulting profiles (or profile “types”) and various types of psychological problems and personality and behavioral disorders.15 In addition, the “clinical art” of profile analysis has been practiced and taught by professional psychologists.

In the early 1960s, Lewis Goldberg obtained access to the results of more than a thousand MMPI tests that had been given to patients in several Minnesota mental hospitals upon admission. Goldberg also had access to their final diagnosis as neurotic or psychotic. He developed a simple statistical formula based on the ten MMPI scores to predict this final diagnostic categorization. The formula, applicable to all the patients in all the hospitals, was roughly 70 percent accurate when applied to equal size groups. Goldberg then presented sets of these profiles to professional psychologists with varying credentials and experience and asked them to judge whether each patient would have been diagnosed neurotic or psychotic. These people ranged from graduate students in clinical psychology to experienced professionals with a reputation for being expert in MMPI profile interpretation. None of them could surpass the 70 percent accuracy mark; occasionally, some did on some samples, but they could not repeat their superior performance on other samples. In one study, Goldberg and Len Rorer even presented professionals with the results of the statistical formula to help them in their judgment, but they did worse than the formula itself.16

Goldberg’s studies, in which the statistical formula and the clinical judgment were based on the same data (the ten scores), have been criticized on the grounds that in some of the hospitals the MMPI results themselves could have been influential in determining the final diagnosis. But no reason has been presented as to why that possibility should be more helpful to the statistical formula than to the professional clinicians implementing their “art.” At the Ann Arbor VA Hospital in 1966 and 1967, I myself encountered another type of criticism. I had instituted a procedure whereby the profiles of all entering patients were automatically scored using the Goldberg formula. Whenever the clinicians in the hospital found a patient who had clearly been misclassified by this formula, they pointed that error out to me, sometimes gleefully—such as when it classified an actively hallucinating, psychotic individual as neurotic. They were silent about the errors they made that the formula didn’t; perhaps they did not even note them. The result was that their memory was biased against the formula and in their own favor. I was confidently assured that the formula didn’t work as well as I had maintained, at least at the Ann Arbor VA Hospital—as if the clinicians’ memory of a small sample of patients were a better basis for establishing the formula’s validity than a sample of more than a thousand patients analyzed systematically. (When I pointed out this possible bias in their evaluation, my colleagues would good-naturedly agree that it presented a problem, but none were motivated to do a systematic study of the accuracy of their own judgment, even on the small sample available.)

Cases where the professional psychologist has information in addition to that used in the statistical formula—but still makes worse predictions—may be found in almost any evaluation of unstructured interviews. In one Second World War study, personnel psychologists predicted performance of navy recruits in the military elementary school that these recruits attended before receiving specialized training. The personnel officers had access to the recruits’ high school records or aptitude test scores, or both. They made predictions about how well the recruits they interviewed would do in the elementary schools they attended. R. F. Bloom and E. G. Brundage studied a sample of more than 37,000 recruits attending various schools and discovered that the predictions of the personnel psychologists were consistently worse than predictions based on the high school ranks, or aptitude test scores, or a combination of the two, to which these same psychologists had access.17 This consistently poorer prediction of interviewers compared with statistical models based on predictive information available to them has been replicated again and again. Certainly the interview is valuable, but only as a way of discovering information that is truly predictive—which is best then analyzed by using a statistical model. The “clinical art” of interpreting interview results yields poorer accuracy than is obtained by combining this information “mechanically.” Yet “experts” continue to interview, make predictions, and express great confidence in the validity of their predictive judgments. (“The more I do this, the more I learn and the better I am.”) The practice of basing selection for jobs and academic or professional programs on such interviews is especially popular, again despite the evidence. By now, however, the results of new research on this practice are quite predictable. At a recent convention of the American Psychological Society, Thomas Gehrlein and Robert Dipboye presented a paper whose abstract reads as follows:


Interview research has largely ignored differences among interviewers and incremental validity [the degree to which an interviewer may improve upon the information in the interview statistically combined]. These issues were examined in the context of college admissions. SAT’s and high school rank were the best predictors of freshmen GPA. No evidence of [incremental] validity was found for the interview at the aggregate level or at the level of the individual interviewer. Contrary to expectations, experienced interviewers were no more valid than inexperienced interviewers. Results cast doubt on recent suggestions that interviewer-level analyses provide higher estimates of validity.18



This paper was not news. It would have been news only if the results had turned out differently. It simply refuted the suggestion that previous studies had underestimated the predictive validity of interviews by pooling results across interviewers.19 Using the argument from the vacuum “logic” that by now should be familiar to the reader, the previous studies had made this suggestion to criticize results that the authors didn’t like, but they provided no positive evidence that their suggestion might be correct. Gehrlein and Dipboyle presented evidence that it wasn’t.

In fact, entire programs of interviews have been evaluated and found to be invalid. In April 1979 the Texas state legislature required that the University of Texas Medical School at Houston enlarge the size of its entering class from 150 to 200 students from Texas. The previous 150 had been selected by first examining the credentials of approximately 2,200 students and determining which 800 were best qualified. These 800 were then invited to the Houston campus, where they were interviewed by a member of the admissions committee and one other faculty member. The interviewers had submitted written assessments to a central committee, each member of which rated the applicant on a scale of 0 (unacceptable) to 7 (excellent). These rankings were averaged to obtain a combined ranking of all 800 students; the Houston ranking together with the rankings of the other three medical schools of the University of Texas were compared with the applicants’ rankings of these schools by a computer program that guaranteed mutually highest choices. All 150 applicants who ended up coming to Houston were in the top 350 as ranked by the interview procedure. About ten dropped out and were replaced by applicants from lower ranks, to obtain the 150 students desired. When the school was required to add an additional 50 students to its entering class, all that were available had originally been ranked between 700 and 800. Forty-three (86 percent) of the students with these rankings had not been accepted by any medical school, inside or outside the Texas system.

No professors at the school were told which students had been among the first 150 chosen and which were the 50 chosen from the bottom of the rankings. Robert DeVaul and colleagues later compared the performance of those originally chosen with these 50.20 There were no differences in the performance between these two groups by the end of the second year, by the end of their clinical training (fourth year), or after their first year of residency. “No differences” in this context does not mean “no significant differences” but rather no differences at all. For example, 82 percent of each group was granted the M.D. degree, the proportion granted honors was equivalent, and so on. DeVaul and his colleagues concluded that the interviews—the sole method for obtaining the final rankings—were a total waste of time. A similar conclusion had been reached earlier in a smaller study in ,which medical students whom Yale rejected on the basis of an interview and who went to another medical school were compared with those whom Yale had accepted but nevertheless went to the same schools.21 There were no differences in their performance at these other schools. (By looking for differences only within schools, the authors controlled for the possibility that those Yale rejected may in general have gone to easier schools than those Yale accepted.)

It is of more than minor interest to note that 86 percent of those ranked low (700-800) by Houston on the basis of interviews hadn’t been accepted anywhere else either. Apparently, some people are consistent at not creating a very good impression in an interview, but the impression they do create has no relationship to their success in medical school and beyond. Moreover, the fact that the interviews didn’t predict performance in the two “clinical” years of medical school or in the first year of residency counters the standard hypothetical argument that although interviews may not predict success in academics, they may—“must”—predict success in interpersonal relationships. An interview situation (“impress me”) presents a unique task to the interviewee; succeeding in this task apparently implies very little about how people will succeed in later tasks essential to success in professional work or anything else. Certainly first impressions are important, but the qualities that impress interviewers are apparently quite different from those that impress co-workers and supervisors.

The interviewers involved in the medical school studies were not professional psychologists, but the clinical approach they took is the same. It not only combined information on an intuitive rather than an explicit statistical basis but collected a great deal more information than would be combined by a valid statistical model. In the area of psychological evaluation and prediction, there are no studies of which I am aware that support the validity of this approach, no matter who employs it. Information added to the two or three most predictive variables does not help. Information that isn’t predictive on an actuarial basis actually hurts. The one effect this additional information does have is to increase confidence in prediction, while at best leaving accuracy unchanged.22 (Studies in medicine and business, which will be covered shortly, are a bit more equivocal.)

Before leaving this subject, I must describe one other interview study because it has such important social implications. In Pennsylvania, offenders who have been sentenced to maximum prison terms of two years or longer are considered for parole by the board of probation and parole after they complete half their maximum sentence. The decision to grant or withhold parole is based on a four-step process. First, the correctional staff writes a summary evaluation; second, a parole case analyst adds an opinion; third, a parole interviewer interviews the candidate and makes a recommendation to the entire parole board; fourth, the parole board makes a yes/no decision. The interviewer is either a parole board member or a specialized hearings examiner who has access to the previous reports of the staff and the analyst.

The parole interviewer interviewed 1,035 inmates between October 1977 and May 1978; 743 of these were subsequently considered by the parole board. Six hundred and twenty-nine (84.7 percent) were granted parole. In all but one of these cases, the decision of the parole board was identical to the final recommendation of the interviewer, who also made 4- or 5-point ratings on prognosis for supervision, risk of future crime, risk of future dangerous crime, and assaultive potential. In a one-year follow-up study, John Carroll and his colleagues compared the accuracy of prediction of the parolees’ behavior based on the interview ratings with that of prediction based on simple background factors such as number of previous convictions.23 (This information was also available to the interviewers and was shown to be correlated with their clinical judgments.)

The parole board considered about 25 percent of the parolees to be failures within one year of being released, for reasons such as being recommitted to a prison, absconding, being apprehended on a criminal charge, or committing a technical parole violation. The interviewer ratings had predicted none of these outcomes; the largest correlation was only .06. In contrast, a three-variable model based on the type of offense that had led to imprisonment, the number of past convictions, and the number of noncriminal violations of prison rules did have a modest predictability, correlating about .22, a result consistent with earlier findings that actuarial predictions based on prior record predict with a correlation of about .30 across a large number of settings.24 When parolees were convicted of new offenses, the seriousness of their crimes was correlated .27 with the interviewers’ ratings of assaultive potential, but a simple dichotomous evaluation of past heroin use correlated .46.

None of these correlations is particularly high; first, the sample is highly select, being limited to those who have been convicted of a crime; second, not all the parolees who committed crimes were caught. Third, these types of behaviors are not as predictable as we believe they are or would like them to be. The difference in the effectiveness of actuarial versus clinical prediction is, however, quite clear.

Moreover, this difference is quite consistent with comparisons of actuarial versus clinical methods for predicting violence.25 An important qualification: The best prediction in general is that neither violence nor criminal behavior will be repeated, no matter what.26 Although the general “base rate” prediction is that people will not repeat problems, judges—professional and nonprofessional alike—have a bias to believe that repetition is common. The studies show that judgments about who is more likely to repeat are much better made on an actuarial basis than on a clinical one. The same principle holds even for predicting involuntary termination from a police force.27

Actuarial methods have also been shown to be superior to clinical ones in assessing intellectual deficit due to brain damage. For example, when Leli and Filskov studied diagnoses of progressive brain dysfunction, they found that a diagnostic rule derived from standard tests of intellectual functioning correctly identified 83 percent of the new cases. But groups of inexperienced and experienced professional clinicians working from the same data correctly identified only 63 percent and 58 percent of the new cases respectively. When the clinicians were given the results of the formula, they did better (68% and 75% correct identifications respectively), but neither group matched the 83 percent accuracy of the formula. The clinicians’ improvement appeared to depend on the extent to which they used the formula.28

In fact, in a series of studies David Faust and his colleagues discovered that professional psychologists could not even detect young adolescents who were faking brain damage on standard intellectual tests after being given virtually no instructions about how to do it other than “to be convincing.”29 Even when the faked results were sent to the professionals with an equal number of results from truly brain-damaged individuals and the professionals were truthfully told that there was a 50 percent chance that the test results they saw were faked, they still could not detect the fakes.30 These professionals listed themselves (in the American Psychological Association directory or in the National Register of Health Service Providers in Psychology) as specialists in “neuropsychology”; many of them had had advanced training; and some of them had been awarded a special status of expertise called a “diplomate.” Yet less than 10 percent recognized the faked results. Moreover, if anything there was a negative relationship between experience and ability to recognize the fakes—not, however, a statistically significant one. The usual criticism was made that the studies were flawed because neuropsychologists do not usually interpret test results without seeing the clients—yet this critique, as usual, lacked any positive evidence that the neuropsychologists would have done any better if they had seen the clients.31 A more interesting criticism came from a famous neuropsychologist who, when told that the proportion of diplomates in the study was roughly equal to the proportion in the field, said to Faust, “Well, they couldn’t really have been good neuropsychologists. Anyone willing to participate in your study could not have been competent.”

Despite such poor showings and despite consistently poorer predictive and diagnostic performances than statistical analyses of test results make, a majority of neuropsychologists indicated in a 1988 survey that they preferred to use nonstandard methods—that is, intuitions—to reach judgments about intellectual deficit over statistical formulas.32 These results have profound implications for court testimony about intellectual deficits that are alleged to have arisen from accidents or chemical exposure that might have resulted in brain injury, and for psychological “portraits” of the parties involved.

Studies of medical judgments are more mixed in their results, although when clinical judgments and statistical formulas are based on exactly the same input information, the formula once again makes superior predictions. Before Hodgkin’s disease was controllable, for example, the late Hillel Einhorn studied how well judgments of the severity of the disease process as established from biopsy predicted survival time.33 All 193 patients in the study died; the number of days of survival after the biopsy was the criterion studied. Three doctors, one an internationally recognized authority and the other two his “apprentices,” rated nine characteristics of each biopsy that they believed were related to severity. They also made overall ratings of the severity of the disease process. While severity judgments are not identical to judgments about how long patients will survive, they should certainly be strongly related (in a negative direction, i.e., the greater the severity the less the survival time). Einhorn developed actuarial formulas—ones involving weighted averages of the numerical ratings of the doctors—to predict survival time from the nine characteristics for a sample of 100 patients the doctors had examined and then checked the accuracy of these predictions using these same formulas on the remaining 93. The doctors’ overall judgments of severity were totally unrelated to survival time, but the formulas were. Einhorn’s study demonstrated that the doctors’ ratings of the biopsy characteristics provided potentially useful information in predicting survival time, but that only the statistical combination of these ratings actually predicted it. (Once when I talked about this study at a formal lecture, a dean of a prestigious medical school suggested that if only Einhorn had studied Dr. So-and-so, the recognized “world’s expert,” he would have discovered that a doctor’s overall ratings could be quite accurate. I couldn’t say so there, but the doctor was in fact Dr. So-and-so.)

A similar outcome has been found in studies comparing diagnoses of heart attack made respectively by doctors and a computer program in an emergency room. The doctors and the program were equally good at spotting a heart attack when it was actually present, but the program was superior to the doctors in diagnosing the absence of a heart attack when there was in fact none.34 Statistical formulas have also been found to be superior to clinicians in predicting future heart attacks.35 On the other hand, the predictions of a statistical formula (the APACHE-2) have been found to be inferior to predictions made by doctors who were board-certified in internal medicine, who were the “critical care fellows,” and who “had seen the patient, obtained a history, and conducted a physical examination, as well as reviewed the pertinent laboratory and roentgenogram data available.”36 In another medical study, doctors were superior to a formula when they had more information than that used in the statistical models and when they had personally examined the patients.37

In the business context of predicting bankruptcy, a formula has been found to be superior to the judgment of bank loan experts, some of whom were highly paid by banks that loaned billions of dollars a year.38 In a study predicting sales, however, managers outperformed the statistical formula.39 In the bank loan study, the predictions of both the actuarial formula and the bank loan experts were based on the same information; but in the sales study, the managers “also had inside information” in addition to the information used in the statistical prediction. Thus, in both the medical and the business contexts, exceptions to the general superiority of actuarial judgment are found when clinical judges have access to more information than the statistical formulas used. Perhaps if this information had been incorporated into the formulas, they would have again been superior. In fact, that has happened. Unlike APACHE-2, a new statistical formula, APACHE-3, outperforms doctors in predicting death within 24 hours on an intensive care unit.40

These findings are not compatible with our intuitions about the validity of our intuitions. They challenge the expertise of professional predictions, and if professionals cannot predict the future well, how can the rest of us? Moreover, the findings appear to be “dehumanizing” in that they “reduce people to mere numbers.” (But nothing in the statistical approach makes claims about what it means to be human; rather, the question is how to predict. In fact, the valid statistical approach involves a greater recognition of the role of autonomous choice than does the invalid clinical approach which is based on the incorrect assumption that an expert can tell so much about you that you really have no choice.) And, of course, these findings are an affront to the self-image of the purported experts themselves.41

The above findings concern areas in which prediction is often made on an intuitive basis rather than on the basis of well-accepted scientific principles. Professional psychology is just one of those areas, as illustrated by the variety of predictive problems studied. Mental health professions in general rely heavily on “intuitive” understanding, the accuracy of which is belied by the inferiority of predictions based on it. Yet mental health professionals who rely on intuition are among the few who “glorify” it, as opposed to using it as a first step in knowledge—which is then made as explicit and subject to scrutiny as possible through scientific study.

The preference for intuition over research data can be found in the reception given to a paper published in Science by David Faust and Jay Ziskin, which was devoted mainly to forensic psychologists’ prediction of violence in legal settings.42 The authors pointed out that the best prediction is that people will not be violent; they mentioned studies that demonstrated the superiority of statistical prediction in determining the relative likelihood of violence—that is, which people are more violence prone, although all are more likely not to be violent than to be violent. They reviewed literature showing this superiority in other areas in which psychologists and psychiatrists testify as well. The response was fast and furious.

First, the president and president-elect of the APA wrote to Science, claiming to speak “on behalf of 90,000 members of the American Psychological Association,” disputing the conclusions of the article.43 Since they could not dispute the conclusions of the research studies, they instead accused Faust and Ziskin of making a one-sided presentation and of ignoring the role of the court in deciding upon the validity of expert witness testimony in the “battle of the experts.” But the whole point of having experts testify is that they express opinions “with reasonable certainty” (“to assist the trier of fact”) about matters that the court cannot on the assumption that their claimed expertise has some validity. Hence, the evidence for this validity is of the greatest importance. The court is in no position to assess the validity of the purported science as a whole; researchers are, and that is exactly what Faust and Ziskin did.

Later, the APA Monitor presented a good reason for ignoring the research in favor of intuition.


Further argument against Faust and Ziskin’s conclusion was made by Russ Newman, director of legal and regulatory affairs for APA Practice Directorate, who pointed to a North Carolina brief arguing that testimony from a neuropsychologist should have been admitted….

A neuropsychologist had examined a man who had been injured by a log that fell on his head. The neuropsychologist found evidence of impairment and recommended that the man not drive, but the Industrial Commission in North Carolina would not admit the psychologist’s testimony because he was not a physician. Instead, it relied on the testimony of a neurologist who found no evidence of impairment. The man later was involved in a car accident that killed two people. Observed Newman, “This contradicts the idea that you should throw out this testimony.”44



Citing a single instance of a prediction that came true establishes nothing at all. In fact, in this case we don’t even know that the prediction came true, because we are provided with no information about the accident; for all we know, it was entirely the responsibility of the other driver. This reliance on a single instance does, however, illustrate both the depth of the professionals’ reliance on intuition and the fallacy of intuitive thinking. It is overly influenced by citing single, vivid anecdotes that are compatible with an intuition already held.

OBJECTIONS TO THE FINDINGS, AND THEIR IMPLICATIONS

In contrast to the highly emotional objections to the Faust and Ziskin paper, the objections to our companion Science paper on clinical versus actual prediction (Dawes, Faust, and Meehl45) relied not on anecdotes but on arguments. (We had to answer these objections in four revisions of the paper before it was finally accepted for publication.) Here, I would like to list the major objections to empirical results showing the superiority of statistical prediction and counter them, because many may occur to the reader as well.

The first objection to findings like Faust and Ziskin’s and other findings is that each separate study evaluated has specific flaws, or their data could be interpreted in an alternative way that supports the validity of clinical prediction. But once again, this is merely a possibility, not a demonstration (the ubiquitous argument from a vacuum). It is possible, for example, that the judgments of personnel experts who interview people can retrospectively be found to have been valid if their judgments are ignored and the people they think will perform poorly are allowed into a program, even though among those admitted into the program their evaluations do not correlate with success. When predictions of violence on a psychiatric ward made by psychiatrists and psychologists are subjected to study and are found to be poor, it is possible that their predictions were poor because those patients they predicted would be violent were carefully watched as a result and hence had less of an opportunity than others to be violent. It is possible that the judgments of parole interviewers can be shown to have been valid if only they had been ignored. The problem with using these diverse objections as a basis for questioning the overall result concerning the superiority of statistical prediction is that each involves a separate alternative explanation for each result, and we would have to conclude on the basis of these separate explanations that they all independently but simultaneously accounted for the direction of the results, rather than accept a single principle that accounts for that direction. That’s extraordinarily unlikely.

A second objection to negative findings is that the people studied were not true experts. This objection is based, however, on defining “expertise” in such an extreme way that it could characterize only a tiny percent of the professional prognosticators that most of the public believe can make valid clinical predictions. James Shanteau has found some evidence for the validity of intuitive clinical experts when they are defined as the very few people at the top of a field—but the fields were livestock judging and accounting, where there are well-known principles combined with systematic feedback, not psychology.46 Lewis Goldberg also found some evidence for the validity of the judgments of a single expert (now dead), but his study otherwise demonstrated that psychologists and their secretaries were equally skilled at distinguishing between the responses of schizophrenic and brain-injured individuals on the Bender-Gestalt Test, in which people are asked to copy two-dimensional geometric figures.47 David Faust informs me that one widely recognized neuropsychologist has actually conducted empirical studies to demonstrate that his judgments were valid in a particular area before testifying in court. The point is, however, that the clinical people whose predictions were studied in the investigations I summarized earlier include a sizable proportion who are recognized “experts.” While, moreover, many of the studies also involved “apprentice experts” such as graduate students, they did no worse than the purported experts who were training them.

A third objection is that there was no well-defined population of “expert predictive tasks” from which investigators like ourselves randomly or systematically sampled. Thus, how is it possible for us to have reached a statistical generalization? There are basically four responses to this objection. The first is that in psychology and allied social sciences a generalization from a “qualitatively diverse” set of studies may be stronger than one from studies with a clear common characteristic, even though the usual tools of statistical generalization are not as applicable.48 The second is—as Meehl points out—that it is time to reach at least a practical conclusion concerning the superiority of statistical prediction, which I am trying to do in this chapter. The third response is that hypothesizing that a new task could show superior prediction for the clinical approach does not imply that it will (the vacuum, again). And even if it did, so what? Such a finding would not imply either that the generalization was wrong or that the practical conclusion should be modified. Finally, these studies do have a common characteristic. They all involve the need to integrate incomparable information (e.g., characteristics of a biopsy) often from diverse sources (e.g., background information and test information, such as a grade-point average and an SAT score). As I will argue later in this chapter, statistical formulas are particularly good at such integration, while people are particularly bad at it.

A fourth and very common objection is that the predictive tasks presented to the clinical experts are not “ecologically valid.” On this basis, Erin Bigler criticizes the studies of Faust that showed neuropsychologists unable to detect faked brain damage in test results.49 In the “real world,” Bigler argues, the neuropsychologists would see the clients as well as test results. But this objection ignores the fact that judgments like those based on test results are essential components of more ecologically common evaluations. I claim I can play Prokofiev’s Third Piano Concerto brilliantly, even though I can’t. You ask me to play scales and find that I do so unevenly, even with an occasional wrong note. When you then conclude that my claim was false, I object that you have not provided me with an “ecologically valid” task. After all, there aren’t many scales in Prokofiev. You would be wise not to accept my objection.49

A closely allied objection is that many judgments of a truly intuitive nature are “gestalt” ones, in which the whole is more than the sum of its parts, but the required task involves mere components. The implication is that these studies deny the existence of such gestalts. Not true—there is nothing in the studies that denies their existence. Certainly, a great many percepts, judgments, and patterns in life (say, a melody) have gestalt characteristics, but as with piano playing, a deficient part does not an integrated whole make. There is nothing in gestalt characteristics that can “rescue” a bad judgment about some component of the predictive task, the way a person might perceive an entire circle even though there is in fact a tiny gap in it. There is, for example, no reason to believe that the parole interviewer can accurately assess the civic-mindedness of a parolee while simultaneously doing such a poor job of predicting whether the parolee will be arrested and convicted of another crime while on parole.

Yet another closely allied objection is that, if not gestalts, truly important outcomes are ineffable. “Success,” for example, means more than receiving a degree, keeping out of jail, or staying alive. “True” success or failure in life can’t be measured, so there is no point in trying to compare predictions based on “mere indicators.” But there is no positive evidence that clinical professional judgment does any better at predicting the ineffable than it does at predicting the “effable” (again and again and again, the vacuum). Second, it’s hard to achieve the ineffable in the absence of “effable” outcomes of the type most commonly used as criteria. It is, for example, extremely difficult to savor the ineffable in life if you’re “effably” dead, or to entertain any ineffable sense of occupational success after being “effably” fired repeatedly. Moreover, inability to cope with one’s chosen profession is hardly trivial for the individual, and a crime is an extremely severe outcome for the victim.

The major objection to our negative findings, however, is one important for the remainder of this book: The results appear to contradict our intuition that life both is and should be much more predictable than the outcomes of the studies indicate.

But why would we then believe in high predictability in general in such contexts? First, people have good cognitive reasons for seeking predictability in the world, and success in this search is, according to many theorists, the “function” of cognition. A belief that predictability exists when it does not may often create more harm than a belief that we can’t predict when we can,51 but a general bias to believe that the predictability is present in the world may certainly be adaptive. Moreover, we apparently have a compelling emotional need to believe in such predictability. A world that is not predictable cannot be a “just” one that provides us (good people) with the “entitlements” (good outcomes) we deserve.52 (But no one wants a world that is perfectly predictable, which would be a dull one. Nor do we want a world that is overly just, in which everyone guilty of a bit of bad behavior or suffering from a touch of neurosis would be haunted with a fear of retribution.) Having cognitive and emotional needs for predictability, however, does not imply that it exists in every context we seek it.

AN EXPLANATION OF THE FINDINGS

Why is statistical prediction superior to clinical prediction in the contexts studied? Some of the reason have to do with the desirable characteristics of such formulas. They are specifically designed to discover a pattern in contexts of variability—the signal distorted by noise. The statistical formulas combine the information optimally to detect the pattern. Moreover, small differences in weights due to variability do not result in large differences in the predictions the formulas make. In fact, as long as the predictive variables themselves are positively related, small differences in combination rules (e.g. the weights applied in constructing weighted averages) result in predictions very similar to those provided by the optimal combination rules. When, for example, weighted averages are used to predict, random weights applied to standardized variables yield predictions very similar to those provided by the best possible weights.53 Finally, the weighted averages provided by statistical formulas automatically involve the comparison of psychologically incomparable predictors.

People, in contrast, have great difficulty combining qualitatively distinct or incomparable predictors. How, for example, does someone reviewing an applicant for medical school combine information about a past college record with a score on the Medical School Aptitude Test? In order to do so well, it is necessary to know about both the distributions of these predictors and their predictability—information that is not available to the judge on an intuitive basis, but that forms the basis of the statistical prediction. Similarly, how can an interviewer integrate information about past job history with a self-reflective statement about ambitions, talents, and goals? How does a clinical judge integrate a positive test result in a medical test or an unusual response to a Rorschach Ink Blot Test with knowledge that a disease indicated by such results is extremely rare?

Such integration cannot be done on an intuitive basis. Instead, clinical judgment is often based on a number of cognitive “heuristics” rules of thumb. The first heuristic is to search one’s memory (including memory of one’s training) for instances similar to the one at hand. This heuristic is termed availability.54 Unfortunately, availability can be quite biased by selective exposure, selective recall, vividness of the instance or category recalled, and so on. A second heuristic is to match the cues or characteristics with a stereotype or a set of other characteristics associated with a category—a heuristic termed representativeness.55 The degree to which something matches a category, however, does not indicate how probable it is. For example, our stereotype of someone addicted to intravenous drugs is that such a person smokes marijuana; hence, marijuana-smoking is a characteristic that matches our stereotype of an intravenous drug addict—even though people who smoke marijuana are far more likely not to use intravenous drugs than to use them, let alone be addicted to them.

Availability and representativeness are the heuristics that most commonly lead us to make poor judgments, but they are not the only ones. Since these heuristics have some validity in the judgments reviewed in this chapter, the clinical judges generally do better than chance, but they do not do as well as a careful choice among possible relevant factors and determination of how they should be combined, which is done automatically by a statistical model. (For a bitingly humorous description of these heuristics in action, see Paul Meehl’s essay “Why I Do Not Attend Case Conferences.”56 In such conferences people spend a great deal of time in “free association,” making judgments about patients being discussed by comparing them to a previous patient or a prototypical patient—or sometimes even a relative—on the basis of a single common characteristic, combining biased availability and biased representativeness.)

As illustrated in the Einhorn study involving Hodgkin’s disease and longevity, however, the expert human judge does have a very important role to play in making predictions: choosing the variables that might be predictive and coding them. Just as people without medical training cannot code the characteristics of a biopsy, people without some training in psychology cannot devise tests that may be predictive of success in a job or academic setting. Here is the valid role of expertise. Once the variables are chosen and then constructed or coded, they should be studied to discover exactly how good they are at predicting outcomes. That’s what statistical “science” is all about: subjecting ideas to public scrutiny in a way that will convince the critic who demands “show me.” The resulting statistical formulas, moreover, need not be “rigid” (a common criticism of them); they may be modified to incorporate new information as it becomes available. That’s the antithesis of the “only I can tell and I can’t explain how” approach of much expert testimony in court settings.

OVERVIEW AND IMPLICATIONS

The superiority of statistical formulas in predicting gives rise to what can be termed a “base rate” psychology. People’s behavior and feelings are best predicted by viewing them as members of an aggregate and by determining what variables generally predict for that aggregate and how. That conclusion contradicts experts’ claims to be able to analyze an individual’s life in great detail and determine what caused what. Unfortunately, it is exactly the individualized-causality type of analysis that is most expected of professional psychologists and other mental health professionals. This expectation arises not only from our intuitive beliefs about the world but from these psychologists’ own declarations about their abilities. As David Faust once phrased it, such declarations should be viewed versus the demonstrations of what professionals can actually do.57

Moreover, as we have seen, the inability to predict implies a lack of understanding—not because understanding and prediction are synonymous but because a claim to understanding implies an ability to predict. Evaluating the efficacy of psychotherapy has led us to conclude that professional psychologists are no better psychotherapists than anyone else with minimal training—sometimes than those without any training at all; the professionals are merely more expensive. Moreover, in predicting what people will do, clinicians are worse than statistical formulas, and statistical formulas are a lot less expensive; even developing them is now no great expense, given the availability of inexpensive computer time. One criticism of the statistical formulas is that they may have to be constructed, modified and tested in each separate context in which they are used, but there is evidence that across similar situations there is “validity generalization.”58 It is a great pity that so much effort has been expended in repeating the same result, and raising and countering the same objections to that result, effort that could have been expended on using that result to develop better statistical formulas that will make better predictions. When our Science paper appeared, one critic (whose letter to the editor was not published) concluded that what the results implied was that psychologists and psychiatrists should be trained to use the standard psychiatric diagnostic manuals more reliably. Then maybe these clinicians would do better. Why not instead put our efforts into improving the method we know to be superior by developing better statistical models? That should benefit almost everyone—except, of course, the people who are being highly paid to make inferior predictions. But the general public is more important than they are.

THE ETHICS OF PREDICTION

One objection to these conclusions that I personally find particularly distressing—in fact, infuriating—is that making predictions about people using statistical formulas is “dehumanizing,” that it treats people as “mere numbers.” There is nothing in the approach that implies a judgment about what people are; the point is to make the best possible predictions, which can then be used to everyone’s benefit. Moreover, the statistical model can be made public, open to scrutiny, and modified appropriately. It can even be shared with the people about whom predictions are made, so that they know how it is they will be judged.

Let me give an example of this openness. A study at the University of Oregon’s Psychology Department indicated that a simple (weighted average) statistical model combining past record, test scores, and a crude rating of the selectivity of the students’ undergraduate institution predicted later faculty ratings of how well students had done in graduate school better than did the ratings of the admissions committee at the time the students were admitted. This same model could also be used to reject 55 percent of the applicants the committee rejected anyway on the basis of its members’ clinical judgment, without rejecting any applicants whom the committee considered and accepted.59 My colleagues and I decided that this finding concerning automatic elimination was of sufficient importance that it should be incorporated into the admissions process—both to save the psychology faculty from the meaningless work of evaluating applicants who had no chance of being admitted, and to save those candidates themselves the work, expense, and heartache of applying to a program to which they had no chance of being admitted.

Before implementing this automatic screening procedure, I checked it out the next year, even though from a statistical perspective it appeared to be extremely valid.60 It was, after all, a radical procedure. What I did was to inform the other members of the admissions committee that the procedure was being implemented and that they were being asked to make judgments about only those who had passed the initial screening that eliminated the 55 percent. I deceptively passed on to them for evaluation any applicant who appeared to have particular strengths not reflected in past performance or test scores. None of my colleagues noticed this deception (or, upon learning the reason for it, complained about it afterward). Nor were any of those applicants who wouldn’t have passed the screening given a rating by any of the other committee members high enough to have any chance of being admitted. The reason was that for every applicant below the cut-score who had a particular strength, there was at least one above that score who had a comparable strength, and there was no reasonable or ethical reason for admitting the former applicant in preference to the latter.

Lewis Goldberg, when he was head of the same admissions committee, subsequently informed potential applicants of the revised formula that was being used for screening: the Average Graduate Record Examination score plus grade-point average multiplied by 100.61 Potential applicants were informed that if their score were less than 950, they should not waste their time and energies applying; they were also informed of the probability of their being admitted with particular scores above that level. While this procedure was met with some cries of “dehumanization,” our opinion in the department was that being perfectly open and honest with the applicants—by providing them with as much information as possible about their chances of being admitted—was highly ethical. (Of course, the number of twenty-five dollar application fees to the university went down.) We were also able to implement an affirmative action program on the same basis, openly and explicitly.

Let me contrast such a procedure with an interview-based one that I have described in a previous book:


A colleague of mine in medical decision making tells of an investigation he was asked to make by the dean of a large and prestigious medical school to try to determine why it was unsuccessful in recruiting female students. My colleague studied the problem statistically “from the outside” and identified a major source of the problem. One of the older professors had cut back on his practice to devote time to interviewing applicants to the school. He assessed such characteristics as “emotional maturity,” “seriousness of interest in medicine,” and “neuroticism.” Whenever he interviewed an unmarried female applicant, he concluded she was “immature.” When he interviewed a married one, he concluded she was “not sufficiently interested in medicine,” and when he interviewed a divorced one, he concluded she was “neurotic.” Not many women were positively evaluated on these dimensions, which of course had nothing to do with gender.62



There’s the problem. The ineffable, intuitive clinical judgment is very difficult to challenge—at least, not without an extensive statistical study to assess its bias. A professional psychologist who claims in court that a particularly devastating “clinical judgment” is based on years of experience and cannot be explicitly justified can be challenged only on irrelevant grounds—such as training, years of giving similar testimony, demeanor, and so on. In contrast, a statistical model may be challenged on rational grounds because it is public.

Moreover, there is no need to include in such models variables that we consider inappropriate or lacking in merit. For example, I myself am opposed to use of paper-and-pencil “honesty tests” and personality tests for job placement, even if they do predict. People in such settings should be judged on what they have done and what they can do. Past behavior provides an indicator of the former, and aptitude or achievement test performance an indicator of the latter. Unlike personality or honesty tests, the subject taking an aptitude or achievement test understands that there is a correct answer (such as to a short mathematics problem) and strives to obtain it. But what is the correct answer to a question about how one should respond to a valued employee who steals five dollars? According to the test scoring, the correct answer is to fire that employee. But if the person taking the test doesn’t think that is the best solution, that person is scored for dishonesty.

The bottom line is a happy finding. In a majority of situations, an individual’s past behavior is the best predictor of future behavior. That doesn’t mean that people are incapable of changing. Certainly many of us do, often profoundly. What it does mean is that no one has yet devised a method for determining who will change, or how or when. Professional psychologists cannot predict that. (If any have been able to do so, it has been kept secret from the research literature.) But if we are responsible for anything, it is our own behavior. Thus, the statistical approach often weights most that for which we have the greatest responsibility.


CHAPTER 4
EXPERIENCE The Myth of Expanding Expertise


[It is] important, perhaps imperative, that psychology begin to assemble a body of persuasive evidence bearing on the value of specific educational and training experience.1

—American Psychological Association, 1982



The empirical data indicate that mental health professionals’ accuracy of judgment does not increase with increasing clinical experience, just as their success as psychotherapists does not. There are good logical and empirical reasons why experience does not help in this context, even though we may all “learn from experience” in other contexts. Moreover, there are good psychological reasons why the professionals incorrectly believe that experience does enhance their purported expertise, when it doesn’t. The major reasons involve selective recall, selective interpretation, and assumptions about what is likely to be true even though it isn’t observed.

Why does the American Psychological Association believe that assembling “persuasive evidence” is imperative, as expressed in the quotation that opens this chapter? The reason is not that evidence wasn’t assembled, but that the evidence assembled was negative. The body of evidence at the time about psychologists in particular indicated that there was little of any value in their training and experience for their practice. In 1989, Howard Garb summarized the evidence in a Psychological Bulletin article2: Professional clinicians make somewhat better judgments than do nonprofessionals, but that can easily be explained in terms of differences in such characteristics as intelligence and by the fact that people who have learned how to use valid techniques employ them better than people who haven’t learned to use them. That’s not a surprising conclusion, but what may be surprising is that once the rudiments of the techniques have been mastered, their accuracy does not increase with additional experience using them. That is a very important finding. Any selective advantage that the professional has over the nonprofessional lies in their mastering the basics of a valid technique or two. They learn, for example, that the proper source books about the statistical evaluation of MMPI profiles will help them evaluate those profiles. They learn the principles of a particular behavioral technique, which leads to its proper use, and such techniques work.3The accuracy of the judgment of professional psychologists and other mental health workers is limited, however, by the accuracy of the techniques they employ. That’s no different from any other applied field, but what has happened in psychology is that for intuitively compelling reasons, the myth has arisen that through experience per se a professional can develop accurate use of a “pet” technique that research has shown to be invalid, such as the Rorschach Ink Blot Test. Moreover, however often professional psychologists disavow the “medical model,” the myth has arisen that the continued practice of a valid technique results in improvement, by analogy with medical procedures such as surgery. The research evidence supports neither of these myths.

Garb’s generalization that experience does not improve performance was based on a survey of the research literature evaluating the performance of clinicians who employed a broad variety of techniques. One area in which we might expect there to be an exception is in evaluating neurological impairment. Measures of specific types of intellectual functioning have been carefully devised over many years. Ever since the success of tests of general intelligence used to screen United States military recruits in World War I, psychologists have been interested in differentiating various types of intelligence and intellectual functioning. Along with tests of overall “level” of intelligence (IQ), tests to evaluate specific types of intellectual abilities have proliferated, and many of them have been well validated. The use of such tests to evaluate the results of brain injury has likewise proliferated, and indeed many tests considered in isolation do determine abilities that are associated with such injury. Using such tests to determine how someone’s abilities have changed as the result of brain injury is much more difficult, except in those few cases where the same test was administered prior to the damage—and even then any changes in performance must be evaluated with reference to the inherent degree of instability in the test results and to any factors other than the injury that might have occurred in the meantime. Given that they generally use such valid tests, neuropsychologists evaluating brain injury might well be expected to benefit from experience in their trade.

Not so. In a recent study (published after Garb’s review) Faust and his colleagues asked “a nationally representative sample of clinical neuropsychologists” to evaluate the written results of tests of ten people known to have suffered from specific types of brain injury, or known to have suffered none.4 Faust and colleagues concluded:


Except for a possible tendency among more experienced practitioners to overdiagnose abnormality, no systematic relations were obtained between training, experience, and accuracy across a series of neuropsychological judgments. Comparable results were obtained when analysis was limited to the top versus bottom 20% (in terms of experience) of the sample. This and other studies raise doubts that clinical neuropsychologists train and practice under conditions conducive to experiential learning.



Why did the American Psychological Association’s committee believe it “imperative” to “assemble a body of evidence” for something that isn’t true? The reason I propose is that the success of psychology and often mental health professions stems from the public’s belief that experience does enhance professionals’ performance. After all, it does in many other professions, and therefore it must in the mental health professions as well. But although professional psychology is proclaimed to be based on “the science of psychology,” it nonetheless sees a need to provide evidence that experience enhances performance, rather than admit that it doesn’t and implement changes in its practices accordingly. In fact, as the profession proliferates at an ever-increasing rate, providing this nonexistent evidence becomes “imperative.”

Sadly, the association’s statement has not yielded the initiation of a broad research program oriented toward findings that may help practitioners and their clients. Rather, it stands as a public admission that the profession has been rolling merrily along in the absence of such findings, and it reflects the degree to which the profession has lost its research base. The statement definitely does not take the form: “Research evidence has shown … [say, that the Salk vaccine works]. Therefore, we … [recommend its use].” It reflects the opposite approach to gathering evidence: “We do it … [say, recommend laetrile]. Therefore, it is imperative to assemble evidence … [that it works, even though it doesn’t].”

I could end this chapter here, because the, empirical bottom line has already been established: Appeals to experience per se are invalid because experience per se does nothing to enhance accuracy. There is not even a hint in the research literature that it does—just selective anecdotal evidence. But I would like to specify why experience per se does not enhance accuracy and then discuss why we might be incorrectly convinced that it does.5 These sections will provide the reader with an understanding of why false claims are false, and perhaps an understanding of the nature of learning from experience as well. The reader interested only in the bottom line may wish to skip—or simply skim—the remainder of this chapter.

We all, of course, learn from experience. That is, we learn some things about certain matters from some types of experience. It is tempting to conclude that we therefore always learn from experience, independent of what is to be learned and the nature of the experience. Didn’t Ben Franklin say that “experience is the best teacher”?

Actually, he didn’t. He said that “experience is a dear teacher,” following a discussion of the Book of Job, and he added, “and fools will learn from no other.”6 It is clear from both the context and the addition that “dear” in this context meant “expensive.” (In the 1940s and early 1950s, the owners of some small farms in New Hampshire whom I knew were fond of misquoting Franklin and contemptuous of “book learning”; their land is now owned by a neighbors’ sons who went to college instead of acquiring “experience.”)

LEARNING MOTION SKILLS VERSUS LEARNING HOW TO CATEGORIZE AND PREDICT

Learning is a term so broad that it refers to a multitude of activities. To “learn from experience” means to develop a particular skill as the result of a particular type of experience. Skills learned may be intellectual (like medical diagnosis), physical (like walking), or a combination of the two (like athletic or musical performance, or even driving a car). We learn simple motor skills differently from how we learn such skills as categorizing, predicting, and differentiating what is important from what is unimportant in a complex pattern, all of which are critical to psychological practice. What sorts of skills are developed as a result of what sorts of experience? What are the characteristics of the experience necessary to develop various skills?

It is clear that we learn many motor skills from practice. Accomplishing some of these skills requires coaching, like swimming and playing the piano; others, however, are acquired through practice alone, like walking and sitting in a chair. In fact, some motor skills that are acquired “automatically” through practice can be seriously disrupted by coaching. It is very difficult to coach someone about how to sit in a chair, for example; an amusing exercise is to explain the process to someone in words, insist that they follow your instructions exactly, then watch both the person and the chair collapse on the first attempt to follow your instructions. Some skills, such as driving a car, consist both of parts that develop automatically and of parts that are coached. Steering in a straight line, for example, is accomplished by making tiny discrete adjustments of the steering wheel that are not made consciously.7 (The “weaving” behavior of drunk drivers is often due to impairments in making these adjusting movements rather than to any visual problem.) The skill in making these adjusting movements is developed only through experience in driving; in fact, on the first driving lesson most complete novices alternate between going toward the ditch and almost crossing the center line—much to the surprise and consternation of their novice teachers, who themselves are often unaware of their own “tremorous” movements of the steering wheel. Driving skill is developed as the result of continuous and immediate feedback. Like sitting in a chair, driving a car could result in disaster for the person who follows explicit verbal instructions exactly.

Learning to sit in a chair and to drive in a straight line epitomizes our idea of how skills are learned intuitively and are improved with practice. Is clinical skill in the mental health professions of that nature as well? People often explain that clinical skill, too, is based on experience that leads to an ineffable feel about how to proceed, but it is not. Rather, it is a cognitive skill that most often involves conscious decision making on the part of the psychologist. Occasionally, a psychologist may make an impulsive or “intuitive” response to what a client does, but these occasions are rare. Moreover, because the psychologist does not experience feedback about the effects of such responses on either an immediate or a continuous basis, they cannot be “shaped” automatically, as in they are in motor skills. The skills of a clinician are more akin to concepts and categorizing (diagnosing) instances. In order to understand how experience can aid in the development of clinical skills, it is necessary, therefore, to consider how people learn to identify concepts and hence to categorize instances. Work in the area of how people learn to identify concepts has spanned several decades and shown why experience per se does not enhance accuracy of clinical judgment. Two conditions are important for experiential learning: one, a clear understanding of what constitutes an incorrect response or error in a judgment, and two, immediate, unambiguous and consistent feedback when such errors are made. In the mental health professions neither of these conditions is satisfied.

Consider first learning the skill of categorizing people—say, distinguishing between child abusers and non-abusers—on the basis of their psychological characteristics rather than their histories. The problem is to decide which people are in each category. Presumably, the person learning this skill is first presented with a number of people who have already been identified as one or the other; the learner is then asked to make judgments about subsequent people. Supposedly the person “learns” the correct assignment through a process of finding out which of these judgments are correct and which are incorrect. Learning how to diagnose cancer is done this way; first the medical student is presented with patients who have cancer and with others who have overlapping symptoms but who do not have cancer; subsequently he or she is asked to make a judgment about new people, then receives feedback about which judgments were correct and which were incorrect.

CAREFUL STUDIES OF LEARNING TO CATEGORIZE

How people learn to make such categorizations accurately has been studied in psychological laboratories. Simplified problems have been invented in which people are asked to distinguish between two categories of stimuli. The stimuli often used are much simpler than distinguishing between abusers and nonabusers, or between cancer patients and non-cancer patients. Rather, subjects are asked to distinguish geometric shapes that differ in shape, color, size and so on. The experimenter teaches the subject a concept—for example, that the pastel-colored shapes form a category—by requiring the subject to distinguish between instances included in the category and instances that are not included. Sometimes the category will be defined by a single characteristic of the stimuli, like pastel-colored geometric figures, sometimes by several characteristics combined according to a rule involving and or or—such as shapes that are both pastel colored and large, shapes that are either pastel colored or large. The simplest way of teaching the subjects the categorization is to require them to sort the stimuli into piles on the right or left; instances belonging to one category are supposed to be put in one pile, and those not belonging are to be put in the other. In many experiments, subjects make a choice about how to sort each stimulus, and the experimenter informs them about whether their choice was “correct” or “incorrect”—that is, whether the subject had sorted the instances according to the categorical rule the experimenter has in mind (for example, that pastel-colored shapes should be sorted to the left and other shapes to the right). Learning the correct sorting rule is thus equivalent to identifying the category. There are many variations on the basic experimental method; for example, the experimenter could present the subject with two piles of stimuli—one of instances of the category and one of instances not belonging to the category—and ask the subject to provide a verbal description of the category.

When this laboratory work was first initiated some forty years ago, it was described as involving concept formation, but this name was later changed to concept identification, because it is better described as identifying the concept the experimenter is attempting to convey than as forming this concept. (People have, for example, already “formed” the concept of a pastel color before entering the laboratory.) The work was also at first described in rather behavioristic terms; subjects’ responses were said to be “shaped” through the “reinforcement” provided by the experimenter for each sorting response. In contrast, the terms used today are the ones I have used—the subject attempts to determine what the experimenter “has in mind.” The reason for this change will soon become clear. In effect, concept discrimination involves the ability to distinguish the important characteristics that define a concept from the unimportant ones. This is precisely the problem facing a clinician in making a diagnosis or categorization.

Experiments were conducted that asked subjects to sort instances into categories. The standard outcome measure of the experiments was the proportion of correct sortings they made across all the trials. The outcome involved pooling correct versus incorrect responses across subjects to obtain this proportion; initial analysis of the outcome led to the conclusion that subjects learn gradually, much as we learn how to drive a car. For any given problem, the subjects’ proportions of correct sortings increased on each trial. Moreover, the improvement in this proportion correct was itself proportional to its distance from 100 percent—for example, increased twice as quickly when the subjects were sorting at a 60 percent correct rate as when they were sorting at an 80 percent correct rate. This proportional improvement is the classic form of the “learning curve,” which describes gradual learning; such gradual learning is consistent with the law of effect, which postulates that responses are shaped automatically through reinforcement without being influenced by the subject’s ideas or hypotheses. Thus, early investigators concluded that concepts might be grasped automatically through reinforcement contingencies, much as a motor skill is gradually learned through consistent feedback about the results of practice. If this is how concepts are learned, then professional clinical psychologists may gradually come to form the concepts necessary for their practice and learn through experience how to categorize people and behaviors correctly.

There is, however, another interpretation of the results, one that can be described as involving terminal insight. The subjects in a sorting experiment may have ideas about the possible categorical sorting rule that the experimenter has in mind. The subjects guess what the rule is and sort accordingly. When they are told they are incorrect, they abandon that hypothesis and try out another (“maybe it’s the large figures that belong on the left”). Thus, if their set of ideas about possible rules includes the one the experimenter has in mind—and the experimenter consequently reinforces as “correct”—they eventually identify the right rule. Once they have identified it, they stick with it, because from that point on they will be making correct sortings. Hence the phrase “terminal insight.”

Note that the ideas of the subjects about what categorization rule the experimenter is employing is extremely important in this interpretation; that is, the subjects and the experimenter must share a “common ground” about how the instances might be categorized and about the messages conveyed by the experimenter’s statements “correct” and “incorrect.”8 Moreover, and equally important, the terminal insight explanation implies that subjects will try new ways of sorting by distinguishing characteristics only after they receive feedback that they have made an error (as when a doctor discovers that what she had believed was a stomach cancer turned out to be an ulcer on closer examination). It follows that if the terminal insight model is correct, then mental health experts can learn correct categorizations only after they have discovered that they have made a mistake. Given the probabilistic nature of knowledge in this area, however, how can they ever be certain that they have made an error? In addition, the type of feedback that mental health experts actually obtain—as opposed to that of medical practitioners—tends to be chaotic, even in terms of the time interval that elapses between judgment and feedback, and sometimes it is nonexistent—the client just disappears. If the gradual learning model for categorization were correct, such ambiguous and chaotic feedback could be surmounted; given enough experience, it could yield learning. If, however, the terminal insight model is correct, then such feedback virtually precludes learning. Thus, for understanding how people learn to categorize from experience, it is critical to differentiate between these two models. I will now present the research evidence that compares them.

COMPARING THE GRADUAL LEARNING VERSUS TERMINAL INSIGHT MODELS

What would the pattern of learning look like according to the terminal insight model? When pooled across subjects, the proportion of correct sorting on each trial would be much the same as those predicted by the gradual learning model. In fact, if the subjects who haven’t yet guessed what categorization rule the experimenter had in mind have a constant probability of doing so on each subsequent trial, the results are identical. Subjects who had already guessed what it was by the previous trial would continue to sort correctly, and a constant proportion of those who hadn’t would now guess correctly. Once again, the degree to which learning improves on successive trials is itself proportional to the amount yet to be learned (that is, the discrepancy of proportion correct from 100 percent). The analysis is complicated somewhat by the fact that subjects have a fifty-fifty chance of being correct on a purely chance basis when they sort the instances, but the conclusion about the identical implications when pooled across subjects of the gradual learning and terminal insight models is unchanged.

These two models can, however, be distinguished. (It is not a matter of the ideology of the experimenter about whether to use a behavioristic or a mentalistic framework in analyzing results.) The method is to examine the responses of individual subjects. If the gradual learning model is correct, then each subject should show an increasing proportion of correct sortings across trials prior to her or his last sorting error. If, in contrast, the terminal insight explanation is correct, then each subject should be correct at a chance level (50 percent when there are two choices) prior to her or his last sorting error, because an error indicates that insight has not yet been achieved. Then, the appearance of gradual learning would be found only when pooling across subjects—who achieve insight on different trials of the experiment—whereas according to the gradual learning explanation, this gradual increase of being correct should appear within the individual subject as well. Analyzing individual response patterns in such experiments, the late Frank Restle, Tom Trabasso, and Gordon Bower found conclusive support for the terminal insight explanation.9 Subjects’ response patterns prior to the their last error were stationary, showing no increase in correct sorting. Moreover, the proportion of correct sortings prior to this last error was at a chance level. Insight appeared to occur suddenly, after a trial on which the subject was told that he or she had made an error. Again, because this insight occurred at different times for different subjects, the result was that pooling across subjects gave the appearance of gradual learning.

AN IMPORTANT STUDY OF LEARNING HOW TO IDENTIFY CONCEPTS

It is still, however, possible that subjects learned something prior to insight but that whatever they learned was not evident in their overt responses. To test this possibility, Trabasso and Bower developed an ingenious procedure termed an alternating reversal shift, in which the correct response assignment (to the left versus the right) is often shifted when the subjects have not yet identified the concept—so that it would be impossible for them to learn gradually. Let me illustrate this procedure with an example. Suppose the subjects are to learn to distinguish between pastel-colored geometric designs and other ones by sorting the pastel-colored ones to the left. The first time the subjects place a pastel-colored figure on the right or another to the left, they are informed that they are incorrect. The second time they do that, however, they are told that they are correct. The experimenters have reversed the sorting task; so that the pastel-colored figures are now to go to the right and the others to the left. Now, the next time the subjects place a pastel-colored figure on the left or another on the right, they are told they are incorrect. On the error after that, however, they are told that they are correct, and the sorting rule the experimenter reinforces is reversed again—this time back to its original state. The process continues, so that every second error is labeled as “correct” and the sorting rule is reversed.

Now consider subjects who have not achieved insight into this pattern. Half the time they are reinforced by being told they were correct when they place a pastel-colored design on the left or another on the right, while half the time they are told they are incorrect for doing so. According to the law of effect, these subjects should not be able to learn at all. The “reinforcement” they receive is completely contradictory. But they do learn, and in fact they master the task after being told they were incorrect the same number of times on the average as the subjects who were consistently told they were correct for sorting the pastel-colored figures to the left and the others to the right. That result is quite consistent with the terminal insight model without any learning at all prior to insight. When subjects make an error, they indicate that they have not yet considered the categorical rule that the experimenter has in mind. Therefore, it doesn’t matter whether the experimenter changes which way the stimuli should be sorted. Moreover, when subjects make an error, they abandon the hypothesis they have in mind about the experimenter’s rule and try another one. It could be the correct one. Thus, far from learning this task as an automatic result of being reinforced, the subjects learn suddenly and only after having made an error.

At the time of Bower and Trabasso’s important work, psychology itself was not free of behaviorist ideology. Thus, these investigators did not use the same mentalistic terms I have used here in describing their results. Rather, they developed a precise mathematical model about “hypothesis testing theory.” (Interestingly, their model is quite similar to an earlier one termed “stimulus selection theory,” which had been used to describe gradual learning without awareness.) Belief that concepts are learned according to a terminal insight process was, in fact, slow in gaining acceptance. For example, one investigator claimed that he had evidence contradicting such a model after conducting experiments in which subjects appeared to identify his concept gradually, but never succeeded perfectly. How, then, could the process be accounted for by his subjects’ insight? Such insight, he argued, would have resulted in perfect performance, which he never found.

This subjects’ task was to learn to sort ordinary playing cards into two piles depending upon whether the designs on their backs depicted a “unitary” object or a scene containing “multiple” objects. The subjects’ average success rate was 75 percent at the end of the experiment, even for the subjects who were able to describe the rule correctly when asked what it was. This discrepancy between success rate and verbal insight apparently strengthened the experimenter’s contention that the actual behavior could not be a consequence of insight but was perhaps developed according to the law of effect in parallel to the development of such insight. Spoilers, however, arrived on the scene. Don Dulany and Daniel O’Connell took the same playing cards and simply asked subjects to sort them to the right or left depending on whether the designs on the back were unitary or multiple.10 The subjects achieved only an 80 percent success rate when these experimenters made the same distinction about what was unitary and what was multiple that the previous experimenter had made. The explanation for the earlier results, then, was not that the subjects had learned category membership through a process independent of their conscious hypothesis testing, but that the first experimenter had constructed categories that were so vague that subjects could describe them verbally without being any better than 75—80 percent successful in determining which instance (card) belonged to each. Looking at the back of some playing cards and attempting to decide whether the design—for example, a vase with flowers—is unitary or multiple might convince the reader that the distinction is extraordinarily vague.

Dulany and O’Connell’s debunking experiment points to a very important conclusion. It is crucial in these concept identification experiments that subjects have a set of clear ideas about which rules the experimenter is apt to use prior to receiving the information about whether a particular choice is correct or incorrect. Hypotheses that do not exist can not be grasped. (In fact, this very principle led Plato to propose a heaven consisting of “pure forms” that must be recalled in order for a person to develop an understanding of such concepts as “virtue”—which must be defined in the same manner for a race horse as for a person.) A concept that is unknown to the subject—or that is sufficiently obscure that it does not “come to mind” as a possibility—cannot be understood by the subject simply by being told which stimuli belong to it and which do not.

IMPLICATIONS FOR “LEARNING FROM EXPERIENCE” IN THE MENTAL HEALTH FIELD

Now consider whether a psychological or psychiatric expert can learn a categorical distinction based on pure “experience.” Generalizing from these careful experiments, we can conclude that such learning can occur only if categorical membership is based on a well-defined rule that can be understood prior to observing anybody, that is, prior to attempting to test this rule by applying it to instances. Otherwise, the professional is in the position of a medical diagnostician who is attempting to diagnose cancer on the basis of previous experience with cancer patients and those free of cancer without knowing what cancer is. Categorization—hence diagnosis and prediction—can be no better than the theoretical knowledge leading to the construction of well-defined categories.

Another important finding from the concept identification experiments has direct relevance to the learning through experience question. Recall that in these experiments subjects identified the correct concept only after being informed that they were wrong. Such explicit accurate feedback led them to reject an incorrect hypothesis and understand the correct one. The application to professional psychology is that even when a rough categorization does exist—as, for example, between “paranoid” versus “simple” schizophrenia—knowledge of what these categories are like and how to categorize individuals in them is gained through experience only when the learner judges incorrectly that an individual belongs to one category and then discovers through feedback that the individual belongs to another.

Now consider the statement that “I can identify child abusers because I have had experience working with fifty [or one hundred, or even five hundred] of them.” Child abuse may have a fairly precise definition on the basis of actual behavior, but professionals who attempt to learn from experience to distinguish between abusers and nonabusers must—according to the learning-from-errors principle—have experience with people who appear to be child abusers but are not. Where does such experience come from? It is extraordinarily difficult to obtain; in fact, it is empirically impossible to obtain if one’s contact is limited to people who actually are child abusers. It is also impossible to obtain by definition if the professional’s conclusion that someone is a child abuser is assumed to be correct in the absence of supporting evidence.11 Medical experts can claim to be able to recognize cancer without extensive experience in making erroneous judgments, but a clear definition of this “natural” condition (category) exists prior to the experience, as does the biopsy test to confirm whether it is present. This knowledge, in turn, results from previous research and biological knowledge. Compare that with knowledge about “the abusive personality.” Categorical learning can occur in the absence of feedback about actual negative instances only when it is based on a “well-corroborated theory to make the transition from theory to fact (that is, when the expert has access to a specific model),” as Dawes, Meehl, and Faust put it.12 Such models simply do not exist in the areas in which professional psychologists or psychiatrists most often make confident judgments—in courts—“as based on my years of experience.” This experience is definitely not analogous to that in learning how to drive in a straight line or to sit in a chair.

Another characteristic of the concept identification experiments is that the subjects must receive immediate and correct feedback in order to identify the concepts. In fact, such feedback is important if people are to learn anything at all from experience—whether it is a concept, a general idea of how to deal effectively with people, or a motor skill. Even in learning to drive a car or sit in a chair, feedback must be immediate, systematic, and subject to a minimum of probabilistic distortion. But the feedback most professional clinicians receive about their judgments and decisions is neither immediate nor systematic nor free of probabilistic distortion. The immediacy problems are obvious: Lacking definitive procedures such as a medical biopsy, the correctness of the diagnoses and predictions that mental health professionals make often cannot be determined for years. Some are intrinsically impossible to evaluate, such as a judgment about who would be a better custodial parent. Knowing whether a good judgment was made would require not just feedback about what happened when one parent was granted custody but knowing what would have happened if custody had been granted to the other parent. But such hypothetical counterfactuals are unavailable.13

Even easily interpretable feedback, however, is probabilistic in three ways. First, the professional may or may not receive it, and its very existence may be biased in a particular direction—as when mental health workers notice people who return to an institution but do not notice those who do not; thus, “as any psychiatrist can testify, ‘success’ among the long-term mentally ill is a sometime thing.”14 (Somehow, I always thought that success was a “sometime thing” for any of us.) Even for practitioners outside institutions, as Courtenay Harding, Joseph Zubin, and Joseph Strauss point out, “there is no built-in system about eventual outcome success. They receive only the negative messages signaled by the reappearance of patients who have relapsed and often simply assume that those who leave ‘uncured’ are leading a ‘marginal existence’ somewhere.”15

Second, feedback that is received lacks clarity or is rendered ambiguous by the operation of various confounds. Hence it is intrinsically probabilistic from the perspective of the professional. Human behavior and feelings are influenced by a multiplicity of incomparable factors, many of which are not known at the time when a judgment is made or that may exert an important influence only after that time.

Third, “self-fulfilling prophecies” arise when conditions that the professional may or may not have assessed correctly are influenced by the professional’s own judgment. When a person is judged to be irredeemably violent and sentenced to death row, for example, this judgment itself may be a factor in facilitating later violence. When a seriously disturbed person is judged to be “in need” of hospitalization, this judgment may be a factor in worsening the person’s condition. In such instances, no comparison is possible since the hypothetical counterfactual is missing—only here it is due to the professionals’ own behavior (in judging the prisoner to be “irredeemable,” and the seriously disturbed person to be “in need” of hospitalization), while the subsequent feedback is easily interpreted as indicating what would have happened anyway in the absence of the judgment.16(It is important to note that not all prophecies are self-fulfilling; for example, the prophecy that nothing bad will happen to me even though I take chances when I drive is a self-negating one.)

Such probabilistic feedback is a problem. Careful laboratory research has demonstrated that subjects cannot learn even the simplest task if the feedback about how well they are doing is sufficiently probabilistic.17 Feedback “error” always hampers learning; how much depends on the nature of the task. Professional judgment in psychology is a difficult task, and the probabilistic component of the feedback after the judgment is made is enormous.

BUT THERE IS AN ILLUSION OF LEARNING

The fact that judgmental accuracy does not increase with experience is now (1992) being acknowledged in many journal articles; so is the efficacy of paraprofessionals as psychotherapists. Garb’s review is an example.18 Why, then, are so many professionals still convinced that their judgmental abilities are “honed” and enhanced by experience? So, unfortunately, are many courts, where a statement about years of experience is accepted as evidence of expertise. The answer lies in the feedback problem discussed above—specifically, in the biased availability of the feedback that the professional receives. These biases, as we have seen, include the lack of hypothetical counterfactuals, the probabilistic nature of the feedback, and the possibility of self-fulfilling prophecies.

But isn’t constructing such categories (or mental illness) exactly what the diagnostic manuals are attempting? Yes, they are attempting it. Recall, however, that these categories have some natural characteristics and some artifactual characteristics—some more natural, some more artifactual. Those categories most easily classified as “natural” are those that involve genetic or other organic tendencies or “susceptibilities” that sometimes appear in overt form and sometimes do not. It is, for example, very difficult to diagnose schizophrenia or manic-depressive psycosis that is “in remission” other than on the basis of a previous diagnosis (and most probably a hospitalization). In contrast, those categories most easily classified as artifactual (like “histrionic” or “situational depression”) are precisely those that have the largest amount of fuzz in their fuzzy boundaries. Much more important, however, is the problem that “by their fruits shall ye know them.” If such categorization is important in treatment, why are untrained therapists as effective as those who have been trained in this categorization system? Why do simple statistical models predict better?

BIASES ENHANCING THE ILLUSION OF LEARNING

Some of the biases in feedback availability are also psychologically compelling and hence lead to a belief in the validity of learning, even as they result in its invalidity. The first bias is that instances where judgment turns out to be correct (even if only a purely chance basis) are often quite vivid. Such vivid instances are easily recalled by the professional and are shared with others. As such instances are “collected” throughout a career, their relative frequency is overestimated. Ironically, the more statistically improbable it is that a judgement would be correct, the greater the vividness of its success (perhaps yet another reason for derogating statistical formulas). Hence the greater impact of such instances over time as compared with more mundane judgments, which would potentially form a better basis from which to receive feedback, were it to be provided. Let me give an example of such a vivid instance.

Years ago a middle-aged man walked into a hospital complaining that he was growing breasts. The intake doctor noted that the man appeared depressed and asked why. The man was quickly referred to a hospital psychiatrist and subsequently placed on a locked psychiatric ward. The staff members’ on that ward, many of them psychoanalytically trained, were fascinated by the delusion of growing breasts following a mother’s suicide. (The delusion was possibly related to the fact that the man, while married, had no children.) The man was given the usual psychological tests, including an intelligence test, the Roschach Ink Blot Test, the MMPI (discussed in Chapter 3), and the Bender-Gestalt test, a test of copying simple geometric figures. A good friend of mine who was known as a Rorschach expert was asked, as a challenge, to interpret the results of these tests “blind”; he was told only that the man had an unusual symptom. (My friend undoubtedly assumed that it was of a serious, probably psychotic nature, since the man was in a locked ward.)

The staff meeting where my friend presented his interpretation of the results was crowded. He began by stating that on the basis of the Rorschach Ink Blot results, “I think there may be something organic [physically wrong] here.” He asked if he could be told the results of the physical examination before proceeding. Actually, aside from the usual temperature, pulse rate, and blood pressure assessments, there had been no physical examination. My friend was immediately told about the man’s breast-growing symptoms. He conjectured that the man might be suffering from an hormonal imbalance, and a complete physical examination of the man was ordered immediately after the staff meeting. It turned out that the man had Klinefelter’s syndrome, which is brought about by having one Y and two X chromosomes, and he was indeed growing breasts, a common result of the syndrome. He had been quite thin all his life, and he had not happened to notice the breast development until the week of his mother’s suicide. (The two X chromosomes also explained his childlessness, because such men are sterile.) After being given prescriptions to counteract the effects of this syndrome, the man was sent home (I hope with apologies for having been needlessly imprisoned for six weeks, but I cannot be sure). The story of my friend’s successful diagnosis was repeated throughout the hospital and the nearby university, and he himself remembered it vividly when I talked to him about it more than twenty-five years later. But had my friend really learned from his experience with the Rorschach?

In fact, the Rorschach Ink Blot Test is not a valid test of anything it was supposed to assess at that time (see Chapter 5). There is simply no way of detecting Klinefelter’s syndrome on the basis of what someone sees in a set of ink blots. That’s it. But my friend didn’t say that the man had Klinefelter’s syndrome; he said—or is quoted as saying, anyway—“I think there is something organic.” How many patients on that ward wouldn’t have been found to have something organically wrong with them if they had been subjected to an intense physical examination? (It was my friend himself who subsequently diagnosed that the “something organic” was Klinefelter’s syndrome, but only after extensive library work—not from experience with the Rorschach responses of men who had the syndrome.) Moreover, how many patients whose responses indicated a fair degree of disturbance wouldn’t my friend have suggested had “something organic” wrong with them? (In fact, he may have considered that possibility more often than others did, since he once correctly diagnosed someone as suffering from an obscure psychotic condition brought on by an acute sensitivity to red wine.) Thus, the anecdote not only describes a single diagnosis, it does not provide any evidence for the idea that an experienced “Rorschacher” can use the test effectively based on that experience. Nevertheless, whenever I questioned the validity of the Rorschach to the people who were on the hospital staff or in the clinical program at the nearby university, they reminded me of this anecdote as a refutation of the research results I mentioned. This one single case was used as evidence that my friend—and hence all clinical psychologists—did learn from experience with the Rorschach, contrary to my claims and the empirical data that they don’t.

(I’d like to make two comments about this anecdote before proceeding. First, anecdotes can be used as educational devices; we often remember them better than we remember general principles. In fact, I have right here used an anecdote to demonstrate that we shouldn’t use anecdotes to establish generalizations. There is a crucial difference, however, between using an anecdote as an illustration and using it as a basis for generalization or as evidence. Another point this anecdote illustrates—again, a point established by research—is that once he was classified as a “mental case,” the man’s complaints were not taken seriously. He wasn’t even asked to remove his shirt! If physicians paid no attention to the presenting symptoms of their patients who are not classified as suffering from a mental illness, they would soon lose their licenses or at least their clientele. It is, however, perfectly acceptable for a mental health professional to ignore what someone has to say once that person’s problems have been classified as stemming from a mental illness or defect. Szasz is fond of finding cases—anecdotes, again—in which someone was ignored when claiming something that turned out to be literally true—such as that neighbors had killed and eaten someone.19 Equally distressing is the implicit principle that we shouldn’t take seriously what a disturbed person has to say. Recently, when I mentioned to a friend who is basically sympathetic to my view that people should feel as free to “shop around” for psychotherapists as for those providing any other service, she said that she thought this conclusion was questionable because “how can you expect someone who is seriously distressed to make a good choice?” My answer is, why shouldn’t they? There is absolutely no evidence that emotional distress necessarily implies incompetence or an inability to judge what is helping or hurting in an attempt to alleviate that distress—any more than there is evidence that someone who has a severe physical problem cannot judge whether medical treatment is doing any good. Even many people who are seriously psychotic are out of touch with reality only some of the time about some aspects of reality.20

The second availability bias enhancing the illusion of learning from experience arises because professionals often can recall or cite specific instances in a way that creates feedback that is consistent but irrelevant. A professional notes that a majority of people who have a problem (say, neurosis) also have a characteristic “diagnostic” of that problem (say, recall of unhappy incidents in childhood). Another professional notes that women with breast cancer previously had highrisk breasts; still another notes that dyslexics had difficulty spelling. The relatively consistent association between the problem and the characteristic leads to the invalid conclusion that those with the characteristic will probably have the problem. No. The frequency with which people who have the problem also have the characteristic is not equivalent to the frequency with which people with the characteristic also have the problem. A vast majority of people who can recall unhappy incidents in childhood are not neurotic. Most psychotic individuals brushed their teeth as children, but tooth brushing does not predict psychosis, just as a vast majority of women with high risk breasts do not develop breast cancer, and a vast majority of those who can’t spell are not dyslexic. Continually finding association by sampling only those who have the problem, however, often leads professionals to generalize from this select sample of people with the problem, which Paul Meehl, Gary Melton, and I—among others—have pointed out is an irrational generalization.21 Careful laboratory studies have indicated that we all are prone to making this mistake, which Amos Tversky and Danny Kahneman have specified as resulting from biased availability followed by (what is technically termed) representative thinking, that is, making a judgment on the basis of the degree to which a characteristic matches a stereotype or category.22 Professionals are no exception. Only practice based on knowledge, rather than impressions, can rectify the problem.

Let me give a rather striking example. In 1984 the rules and laws in Oregon regarding the licensing of psychologists were subject to review as a result of a state provision requiring the automatic reevaluation of them (“sunsetting provisions”). At that time, there were only a few legal exceptions to the rule stipulating confidentiality between client and psychologist. The major one was that if a psychologist had good reason to believe that a child was being physically or sexually abused, confidentiality was broken in the interests of protecting the child. The child welfare agency was to be notified immediately. The psychologist didn’t require proof, just reasonable suspicion that the child was in danger; whether the child was actually in danger was to be determined by the state agencies, ultimately the criminal divisions. The purpose of this breach of confidentiality was to protect children.

Confidentiality was not to be broken, therefore, if the child was in no immediate danger—that is, if the incident or incidents had occurred years ago and the child was now grown, or if the family itself had provided protection by removing the child to a place where the allegedly abusive person could no longer harm the child. When the laws were being reconsidered, many professionals argued that the confidentiality rules should be changed to report any suspected child abuse, whether or not the child was in any current danger. The argument they gave was that “if there’s one thing we know about child abusers, it’s that they never stop on their own without therapy.” When these professionals were asked how they knew that, the answer was that this was their opinion based on extensive contact with child abusers, or on that of other experts who had had extensive experience. How did they gain this experience? By engaging in psychotherapy with people who had been caught and mandated to have therapy with them from the court system. How likely was it that someone who had abused a child only once or twice would be caught? “Very unlikely” was the response. Thus, these experts’ experience was by necessity limited to those who had the characteristics they claimed were true of all child abusers. (I am not maintaining that a large number of child abusers, or even any particular proportion, stop on their own. I have no idea how many do. What I am maintaining is that experience limited to those who haven’t stopped on their own is an irrational basis from which to conclude that child abusers “always keep doing it until they are caught.”) Moreover, it was by definition impossible for these abusers to stop without therapy, because they were already in therapy.

When I pointed out these experts’ flaws in generalizing, they agreed with me that there was a “logical” problem with reaching the conclusion they did, but they would then produce the same argument with equal vehemence at the next meeting. Our own experience is indeed extraordinarily important in reaching conclusions; it can overwhelm logic, and we would in general be in great difficulty if we didn’t pay attention to it. When, however, our experience is systematically biased, it forms a poor basis on which to learn. Again, there’s nothing unique about professionals making such inappropriate conclusions. The same problem—and the same vehemence—can be found, say, among distressed children of alcoholics who attend groups of other distressed children of alcoholics, and who subsequently maintain that any children of alcoholic parents who don’t admit to being very distressed are simply denying their feelings.

Ultimately, the confidentiality law was not changed, but perhaps more because it infringed on the prerogatives of a number of professional groups—including lawyers, psychiatrists, and ministers—than because the arguments for changing them didn’t stand up to logical scrutiny. But whether it was changed or unchanged, the law was of dubious value anyway, because therapists had an ethical obligation not only to report suspicions of child abuse but to warn clients in advance that they would report these suspicions. They thereby effectively warned their clients not to say anything to arouse their suspicions. Although current evidence indicates that the area of sexual abuse may be an exception to the generalization that psychotherapy is effective (few controlled studies have been attempted23), this exception should not be generalized to the area of physical abuse.

The third bias toward the illusion of learning from experience arises when people inadvertently create their own experience and hence their own feedback. As we have seen, it is difficult to “learn” the validity of a judgment that someone is “irredeemable” or violent when that judgment itself leads to circumstances prone to encouraging violence, like placement on death row. What is “learned” in such circumstances is due to a self-fulfilling prophecy. A waiter, for example, “learns” that only well-dressed people give good tips, because having developed that initial hypothesis for whatever reason, he gives well-dressed people better service than poorly dressed ones.24 These self-fulfilling prophecies can be particularly pernicious. For example, when I was head of a department, a friend in an important departmental position created immense chaos and ill-feeling through his extremely aggressive behavior. He would denounce people in public, threaten to resign, and so on. In one conflict he finished a telephone conversation with me by screaming that “the only way you get anywhere in this world is to push, push, push, push!” But that was true for him. His own aggressiveness had so alienated most of his colleagues that they wouldn’t cooperate with him unless they were coerced to do so. But from his own perspective, he was reacting to them in the only reasonable way. (Fortunately, he quit his position eventually, and his much more positive characteristics—which were always evident in his behavior outside the university setting—came to predominate.)

On a broader level, self-fulfilling prophecies are part of some mental ailments. Depressed people often suffer from “negative cognitions” about themselves and their lives; they feel socially inferior and rejected by others. Unfortunately, these people are often correct—their sense of inferiority and rejection is brought about by their own “dysphoric” behavior, as pointed out and documented by James Coyne and his colleagues.25 Depressed people are not a lot of fun to be around. Efforts of friends to express sympathy and to “talk them out of their depression fail; subsequently, friends avoid them. Thus, an initial judgment of one’s own inferiority can lead to behavior that provides compelling feedback that this judgment was correct. This sad process can end up like the famous cartoon of the therapist informing a mother that her child does not suffer from an “inferiority complex”: “I’m sorry, Mrs. Jones, your son really is inferior.” Sufficiently strong belief (for example, in one’s inferiority) can in some circumstances create the reality (for example, of inferiority).

Self-created feedback can occur in professional practice as well. For example, I have an acquaintance who can be described in nontechnical terms as self-indulgent, conceited, and precious. He is a psychotherapist who has apparently achieved some sort of inner peace through labeling himself as having a “narcissistic character disorder.” When he was talking about his private practice a few years ago to a group of other professionals, he made the startling assertion that he had concluded that the major psychological problem with American males today is narcissistic character disorder. This syndrome is tied to their being told as boys to be brave, he said, and in particular not to cry. After he realized that he himself had such a disorder, he had become increasingly aware that many of his male patients suffered from it as well. Virtually all of them had been told by someone at some point in their childhood that they should be brave and not cry. (What boy hasn’t?) Once he had reached this conclusion about his clientele, he had developed a specialty in helping male narcissistic characters, and subsequently more and more of them had come to him for help. Hence his discovery that this syndrome is the major psychological problem faced by American males today.

All these availability biases are magnified by retrospective memory, on which most people—professionals included—rely to “learn from experience.” Memory is, however, basically a reconstructive process, as we demonstrated in laboratory experiments as far back as 1930 by Sir Frederick Bartlett.26 We attempt to “make sense” out of our recall of bits and pieces of our past (“memory traces”) in terms of what we “know” to be true of the world today, by “filling in the gaps.” Moreover, the general ideas that we evolve after filling in some gaps will influence our search for the other traces that we end up recalling. That means, for example, that our recall of stability and change in our own life is highly influenced by our implicit or explicit theories of human stability and change at present. If we are currently depressed, for example, and we believe that adult depression is brought about by the childhood experience of having aloof and demanding parents, it is easy for us to recall instances where our parents were aloof or demanding. We thereby form a judgment that our parents were generally aloof and demanding, which supports our judgment that we are currently depressed because of the way they treated us. Or, to take another example, if we are quite politically liberal as older adults, and we believe that people tend to get more politically conservative as they grow older, it is easy for us to recall some political attitudes in our youth that were even more liberal than our current ones. Such memories reinforce our belief that people tend to get more conservative as they grow older—even if assessments of our attitudes taken at various times in our lives demonstrate that we have actually grown more liberal.27 That also means that we have a hindsight bias in which we not only conclude that we “knew it all along,” but are unable to recall what we actually believed before an outcome was known.28 We now have become experts in what did occur and hence suffer from the expert’s curse in reconstructing what we believed before we knew the outcome.29 (It is often hard for an expert to understand what someone with less expertise will think or judge, such as about a wine or an automobile.)

While our memories may be vivid, that does not mean that they are accurate; I myself often have a precise visual image of where something is, only upon checking to discover that this image is incorrect. Study after study has indicated how easy it is to manipulate what people “recall,” studies that include careful checks to make sure that the subjects are not deliberately distorting.30 The fact that something is recalled does not necessarily imply that it has happened. The naive idea that someone recalls something accurately, or can’t recall it, or recalls it accurately but lies about it, is incorrect. We reconstruct the past. (This problem will be covered in greater detail in Chapter 6.)

The reconstructive nature of memory serves to enhance all the availability biases outlined above, because the past is recalled in a way that “validates” our current judgments. To be sure, professionals take notes, and charts of patient behaviors and feelings are available. But the professionals do not include in such notes or charts their current judgments concerning their clients. When they review such notes, it is all too easy to be subject to biased availability and to conclude that something that happened later “made sense” in the light of what the client said in the notes. As Baruch Fischhoff points out, we cannot learn unless we are surprised at what has occurred (again, the importance of the “error” in learning). The “creeping determinism of hindsight” makes us unsurprised, and we therefore cannot learn even in those contexts where some learning may be possible. Professionals relying on retrospective memory are no exception. This problem is exacerbated when—as is too common—the notes themselves are “upgraded” retrospectively, sometimes weeks or even months after the actual interaction with the client occurred.

THE MISSING WATCH

A mental health profession searching for expertise is like a man searching his house for a valuable gold and platinum watch that was crafted by a famous watchmaker. The man is sure that the watch is in the house somewhere. First, he searches the study (which here represents special expertise in psychotherapy). The watch isn’t there, (studies actually conducted do not favor the professional psychologists), but maybe he has failed to look in the right places (perhaps studies in other problem areas or with more severe patients will). He also searches the dining room (perhaps special understanding is indicated by superior predictive ability). The watch is not there, either. He may not have looked as hard as he should (perhaps some other room will show the superiority of clinical to statistical prediction). Certainly the watch will be found in the master bedroom (learning from clinical experience will uphold the notion of expertise). Not there either, but again he hasn’t looked in every conceivable nook and cranny. Perhaps it’s in the den (agreement between diagnostic judges using the psychiatric diagnostic manuals may suffice).

It is “important, perhaps imperative” that the man find the watch. Why? Because he has used it as collateral for a large loan he took out to finance a business. Suppose he can’t find it, or worse yet, suppose it isn’t in the house, or worst of all, suppose it doesn’t exist. Then the bank may call in the loan, and the business will fail. So the man keeps on looking for the watch, returning to places already searched, considering the possibility that it is in improbable places such as the bathroom or the balcony (panoramic “psychological portraits”). The problem is that as he searches in increasingly obscure and dark places, the light at the end of his flashlight (or is it the jewel in his crown?) keeps telling him it isn’t where he is looking.

We’ve all made frantic searches for something, even returning again and again to places we’ve already looked. There’s a bit of rationality in such searches, even in returning to look, if we know that we had the object in the first place and have at least a vague idea of where we might have lost it. What the man is doing, however, is acting as if he had the watch first by taking out the loan but only subsequently searching for it.

The man will no doubt continue searching, continue providing explanations about why his search may not have been thorough enough, and continue to search new rooms. The bank, however, won’t put up forever with the argument from the vacuum that the search just hasn’t been good enough yet. Professional psychologists all hold that loan through our third-party payments. In fact, it’s not just a loan but a professional fee for the privilege of being told the watch exists, even though it is not yet found. Isn’t it time to call in the loan?


CHAPTER 5
LICENSING The Myth of Protecting the Public


The laws are intended to protect the public by limiting licensure to those persons who are qualified to practice psychology as defined by state and provincial [Canadian] law. The legal basis for licensure lies in the right of the state to enact legislation to protect its citizens. Caveat emptor or “buyer beware,” is felt to be an unsound maxim when the “buyer” of services cannot be sufficiently well informed to beware, and hence states have enacted regulatory boards to license qualified practitioners. A professional board is a state or provincial agency acting to protect the public, not serve the profession.1

—American Association of State Licensing Laws



There are a multitude of reasons for licensing people who engage in medical practice. Psychotherapy, has often been categorized a medical procedure, but as we have seen, it lacks the scientific grounding that characterizes modern medicine. (Psychotherapy does have a lot in common with medical practices of centuries ago, some of which worked.) In this chapter I will concentrate exclusively on the licensing of psychologists—particularly those who practice psychotherapy or who proffer “expert” advice on psychological matters in courts, hospitals, and the popular press. I will discuss the licensing and social acceptance of other self-proclaimed experts in the next chapter, and also address the question of whether anyone outside the field of medicine who proffers mental health treatment should be licensed, and how.

Every state requires that practicing professional psychologists be licensed. In fact, in many states (like Oregon), it is illegal for people to refer to themselves as “psychologists” unless they are licensed, even if they do not provide a professional service. I, for example, am not legally a psychologist but a professor of psychology. In order to become licensed in most states, people must have a Ph.D. from a program accredited by the APA or an “equivalent” program, have a year of internship during graduate study (again from an APA-approved “or equivalent” program), have a year or two of postdoctoral supervised clinical experience, pass a national examination, and—in most states—convince their already licensed colleagues in an interview that they are capable. (See Chapter 3 on the validity of such interviews.)

The rationale to protect the public is fine. But the results are dismal. To understand the rationale and results, it is necessary to ask exactly who needs to be protected and from what. Otherwise, licensure is simply restraint of trade, that is, limiting psychology to professionals when we know (see Chapter 2) that others can practice it equally well.

THE NEED FOR PROTECTION

The major rationale for licensing is that some patients need protection. Who needs protection? People over whom psychologists have institutional power cannot make informed choices. Such people include residents of nursing homes, psychiatric hospitals, jails, and the military services. These people’s lives are controlled by others, and the state has every right—in fact an obligation—to demand that those in charge be qualified. These custodians should meet certain educational requirements and adhere to certain standards of behavior. Psychologists who control residents in such institutions should certainly meet the standards of the APA’s Ethics Code forbidding them to make sexual contact or financial arrangements with clients. Institutional settings, however, provide a poor rationale for requiring the licensing of psychologists. First, only about 9.8 percent of licensed psychologists work in such settings.2 Second, the residents in such settings have little contact with those psychologists or with their psychiatrists; rather, their lives are controlled to a great extent by aides who are not licensed and who cannot currently be expected to be, since they are generally recruited on the basis of no qualifications whatsoever and are paid minimum wages.

The institutional control that the aides—not the professionals—have in such settings has been well documented. Those of us who have worked in such institutions have for years been struck by the degree to which patients are ignored by the “higher-level” professionals there. An intake interview resulting in a diagnosis is followed most often by a very brief daily monitoring of the patient’s “progress,” occasional discussions at staff meetings, and a final quick decision that the patient requires longer incarceration, or is perhaps “cured,” or more likely is “in remission,” and can leave (a decision often made after the insurance payments run out).3 Until the early 1970s, however, systematic studies of what went on were lacking, although several sociologists such as Erving Goffman had made excellent unsystematic observation of patients’ lives in such total institutions.4 (Because such studies lacked “hard data,” those who didn’t like these observations or their implications could dismiss them as just “wrong” or “biased,” while to others of us they appeared convincing.)

In the early 1970s, David Rosenhan of Stanford conducted a study to determine exactly what happens in mental hospitals.5 Eight subjects, including himself, volunteered to be “pseudopatients” at twelve different psychiatric hospitals and to take careful notes about what happened in each. Each of these volunteer pseudopatients called up for an appointment, and when interviewed, they complained of hearing voices saying the words “empty,” or “hollow,” or “thud.” “The choice of these symptoms,” Rosenhan explains, “was occasioned by their apparent similarity to existential symptoms. It is as if the hallucinating person were saying, ‘My life is hollow and empty.’ The choice of these symptoms was also determined by the absence of a single report of existential psychosis in the literature” (italics in original).6 Aside from falsifying their names and occupations, these volunteers all told the truth about their lives. Once they were admitted, often somewhat to their surprise, they stopped complaining of any psychological symptoms whatsoever and behaved in a normal fashion. All were diagnosed as schizophrenic and ended up being hospitalized from seven to fifty-two days, with an average of nineteen, before they were released. Throughout, all took copious and careful notes about what they observed and what happened to them.

Rosenhan was particularly impressed by several similarities in the records of these pseudopatients. First, other patients often suspected them of being normal, maybe even “plants,” but none of the staff did. One cue was their note-taking, which the other patients often interpreted correctly as indicating that they were there to observe, but which the staff members ascribed to their illness. Second, the staff members did not take their attempts at conversation at all seriously. The staff averted their eyes when spoken to between 80 and 90 percent of the time and usually replied with only a word or two—even to a direct question—and left. (That finding is unsurprising to those of us who have worked in such institutions. Mr. Jones asks, “What can I do to get out of here?”; the staff member replies, “You know the answer to that,” then reports at the next staffing that “Mr. Jones continues to deny the seriousness of his problems.”)

The professionals at the top of the institutional hierarchy spent little actual time with the pseudopatients. “Average daily contact with psychiatrists, psychologists, residents, and physicians combined ranged from 3.9 to 25.1 minutes with an overall mean of 6.8 (six pseudopatients over a period of 129 days of hospitalization),” Rosenhan writes. “Included in this average time are time spent in the admissions interview, ward meetings in the presence of the senior staff member, group and individual psychotherapy contacts, case presentation conferences, and discharge meetings.”7

This finding does not imply that no psychologists or psychiatrists anywhere do anything for custodial patients. Many are very helpful; a few are harmful. What it does imply is that there is no reason to single out psychologists as in need of licensing, as opposed to those who have much more daily influence over the patients’ lives—the aides.

UNDERSTANDING OF PSYCHOLOGISTS’ TECHNIQUES

The other major rationale for licensure is that those licensed use knowledge and techniques that those to whom they provided service cannot be expected to understand and evaluate. People who are intellectually incompetent, for example, cannot be expected to make an informed judgment about a variety of services, and they should be protected by holding the people who provide them with services accountable to state standards. The ability of the rest of us, however, to evaluate a service depends upon its nature. Many goods and services require technical knowledge that the ordinary citizen cannot be expected to possess. Few of us, for example, can evaluate new automotive devices such as antilock brakes in many cars, or determine for ourselves whether seatbelts and airbags would actually work in the event of a head-on accident. Because we cannot, the government requires that those providing these products be licensed to meet certain standards; they can be held liable if they fail to meet these standards and criminally liable if they do so deliberately. Nor can ordinary citizens be expected to be able to evaluate whether the architectural plans for a building are sound; thus, architects must be licensed in every state. Nor do ordinary citizens have enough knowledge of the law to practice it in the court system, although they may on occasion be allowed to represent themselves; thus, knowledge of state and federal law is measured by the bar examinations that lawyers are required to pass in order to practice. The field in which the need for licensing is most clear is medicine. The ordinary citizen cannot be expected to evaluate a medical diagnostic judgment based on a blood test or an X-ray, or whether an operation subsequently recommended is appropriate, or whether the person performing it has the skill to perform the operation in an acceptable manner.

An analogy is commonly made between psychology and medicine. “Mental illness” has been presented in our society as “an illness just like any other illness,” and it appears to follow that people who provide services to ameliorate it—whether they are M.D.’s or Ph.D.’s or Psy.D.’s—should be licensed just like any other people who treat illness, including nurses. This presentation has been made largely to “destigmatize” emotional distress by holding that it is an “illness” and therefore nothing to be ashamed of. The constant repetition of the assertion, however, yields the belief that what psychotherapists and others do to alleviate emotional distress is similar to what medical doctors do to alleviate or cure physical disease. It yields the belief that licensed people use techniques that require years of training to master and are beyond the understanding of their clients. This inference is, however, true only for those who prescribe drugs. Nevertheless, constant repetition yields belief (see Chapter 7), in this case belief in a general principle from which specifics are inferred.

But the analogy between medicine and psychology is not a good one. A good analogy is one in which the specific components are really similar. Except as a rhetorical device—to alleviate stigma and enhance the status of the professionals dealing with distressed people—the implied similarity between medicine and psychology simply doesn’t exist in reality. Emotional distress, whose various forms do not constitute a natural category, is often quite unlike physical disease, and how professional psychologists attempt to treat it is quite different from how medical doctors treat physical illness.

The medical analogy fails for another reason as well: Licensing may prevent incompetent people from intervening in other peoples’ bodies for a fee (although there is no licensing requirement for writing bestselling books recommending outrageous diets), but it is clearly impossible to require a license for people to provide advice to others for a fee. Or at least it should be impossible, in a free society. The problem is that certain people and groups who do not advertise themselves as psychologists will nonetheless quite deliberately exploit emotionally distressed people. One such group of which I am aware advertised a weekend of “personal discovery” for those who wished it at no charge, conducted marathon group therapy sessions oriented toward “tearing apart” each new person who had taken up the offer, and then demanded thousands of dollars for subsequent weekends, on an escalating rate schedule. How could we prohibit such activity by licensing advice-giving, yet still have a free society? Our belief is that people can make commitments and spend their money as they wish—so long as they do not harm others.

Let’s return to the rationale that professional psychologists should be licensed because the consumer cannot be expected to evaluate their services. Why should consumers who are legally competent to choose psychological services be unable to evaluate those services? We are not discussing consumers who are institutionalized and hence powerless to walk away from the service. Are people in outpatient therapy really incapable of judging whether they are benefiting from it or not? If professional mental health workers had techniques similar to X-rays and blood tests with which they could evaluate the condition of their clients, there would be a justification for licensing only those who could employ such techniques. But they don’t have such techniques. If there were evidence that people who have been through the licensing procedure are better therapists than those who have not been, then there would also be a justification. But the evidence indicates that they are not better (see Chapter 2). If there were evidence that people who have been through the licensing procedure have a better understanding than do those who have not, then there would be a justification. But understanding implies the ability to predict, and the evidence is that statistical models predict better (see Chapter 3), and these statistical models—such as those used in interpreting the MMPI, the most commonly used test8—are in the public domain. If there were evidence that the experience gained along the way through the licensing procedure improved the use of valid techniques, then there would be a justification. But the evidence is that experience does not have that effect (see Chapter 4) once the basics of a valid technique are mastered. Licensing will certainly not prevent their proper use, but does licensing insure that valid techniques will be used in a valid manner? The answer, sadly, is no.

DOES LICENSING ASSURE QUALITY?

Even if licensing cannot be justified on the basis of protecting the public—people who have no choice or who cannot be expected to understand—there is the possible justification that it assists the public. It would, indeed, assist—if the practitioners who offer services under current licensing requirements were superior to those who are not licensed. A great deal of education and training is necessary in order to obtain a license. It seems plausible that those who receive such education and training would be superior to those who don’t. For prescribing drugs, for example, we can at least hope that medical doctors’ training in biochemistry, physiology, and medicine will make their choices better (in general) than those that people who have no such training would make. There is, however, a problem in any analogy between drug prescription and providing services of a purely psychological nature. The problem is that the education and training psychologists receive is not necessarily training in valid techniques or theories, but far too often is training in the opinion of someone with high status, opinion that may or may not have any scientific basis. This person in turn achieved status by being trained in the opinion of a previous high-status person. The student goes on to achieve high status as the result of the training and may later train someone else in the same opinion (usually slightly modified), and so on and so on. With a little bit of luck, or with planning on the part of the more responsible training programs, there is some scientific foundation somewhere in this self-perpetuating process. Otherwise, there is none. The problem is that licensing simply requires training—not training in something valid, or in something that works, or even in something that is not harmful, but simply training. As far as licensing is concerned, one can be equally well “trained” in the best-established techniques of behavior modification or in “repressed memory recovery through hypnosis.”

To understand this problem, let us examine the APA’s ethics rules,9 which govern professional practice in almost every state. The use of psychological techniques is covered in a principle concerning competence (Principle 2). The preamble to the competence principle reads as follows:


The maintenance of high standards of competence is a responsibility shared by all psychologists in the interests of the public and profession as a whole. Psychologists recognize the boundaries of their competence and the limitations of their techniques. They only provide services and only use techniques for which they are qualified by training and experience. In those areas in which recognized standards do not yet exist, psychologists take whatever precautions are necessary to protect the welfare of their clients. They maintain knowledge of current scientific and professional information related to the services they render.



That statement sounds fine at first reading, but at second reading it is not. Most important, it doesn’t specify anything about what psychologists should do to insure “the maintenance of high standards.” It doesn’t say what psychologists should do with their “knowledge of current scientific and professional information,” and the statement that “psychologists take whatever precautions are necessary to protect the welfare of their clients” “in those areas in which recognized standards do not exist” does not specify what those precautions are. (For example, It does not mandate the psychologist to share with the client the fact that he or she is employing a technique in an “area in which recognized standards do not exist.”)

Nor do the components of the principle that follow this preamble mandate the use of valid techniques. Part A requires accuracy in representing training and credentials; Part B requires that teachers prepare well and that their presentations be “accurate, current, and scholarly”; Part C requires psychologists to recognize the need for continuing education (italics added); Part D requires psychologists to recognize differences among people (italics added); Part E requires an understanding of psychological and educational measurement (italics added); and Part F requires a recognition that personal problems may interfere with services provided (italics added) and that therefore psychologists should refrain from any activities in which these problems are likely to lead to inadequate performance or harm. (Assessed how? Remember that while therapy helps two-thirds of the clients, it leaves one-third worse off than if they had been in a control group. Were the personal problems of the therapist ever to blame in a particular case?) None of these rules govern what psychologists must actually do. The fact that only 30 percent of APA members in 1990 subscribed to any of its journals—aside from the American Psychologist, which comes with membership dues—implies a violation of Parts C and E,10 but since all that is required is “recognition” and “understanding,” not actual behavior, failure to know what it is going on does not constitute a violation.

For example, in an example published in the Casebook on Ethical Principles of Psychologists, the APA ethics committee censured someone for continuing, at the urging of a supervisor, to see a client who later deteriorated “because” she was believed to suffer from multiple personality.11 The psychologist was censured on this post hoc basis because she hadn’t had training in dealing with people with multiple personalities and hence had gone beyond her area of competence.

This somewhat purified example illustrates the one part of the competence principle that involves a real mandate: the requirement for training. But there is virtually no scientifically based knowledge about how to deal with multiple personality. So what is training? Is it being supervised by someone who believes they are expert in multiple personality and who is recognized by others as such an expert? Or is it perhaps attending a workshop or two run by such a person (most likely for a handsome fee)? How do such “teachers” come to be recognized as experts on multiple personality and to believe in their own expertise? The answer is: on the basis of their experience. As pointed out in Chapter 4, however, experience does nothing in the absence of scientific understanding and systematic feedback that allows the experience to be evaluated on the basis of this understanding. Thus, in areas where there is little or no scientific understanding, the training requirement does absolutely nothing whatsoever to enhance quality service. (Unfortunately, what it does accomplish is to make perfectly competent and conscientious therapists vulnerable to post hoc judgments that they strayed beyond their area of competence, while reinforcing recognition of “experts.”)

Multiple personality is not the only area for which there is little or no scientific understanding. In fact, such areas are legion. Rather than allowing the therapists to do their best in those areas, however, and mandating only that they share the fact of their ignorance with their clients, the training requirement does precisely the opposite. It creates a pretense of knowledge where none exists, because the practitioner is required to “acquire” it. This pretense misleads both the clients and the general public, who support the whole enterprise through third-party payments. Many states require continuing education for maintaining a license, which makes the pretense even worse. Licensed psychologists go to workshops where someone “with extensive experience” tells them how to deal with a problem concerning which there is a minimum of scientific evidence or none—like how to tell whether a child has been sexually abused on the basis of the child’s play with “anatomically correct dolls.” Doll play is inadmissible evidence of abuse in the California courts “unless it can be shown to be generally accepted as reliable in the scientific community.”12 It isn’t,13 but this does not discourage those trained in interpreting doll play from making the usual vacuous assertion that “used properly” it can be helpful.14

Moreover, training in techniques “not generally accepted as reliable in the scientific community” abounds. One of my favorite training sessions was on how to “totally restructure your client’s personality.” The invitation I received began with a claim that sometimes it is my “responsibility” to undertake such a restructuring, in cases of extreme deviance—such as alcoholism or personality disorders—and it proposed to tell me how. Aside from the ethics involved (“I have decided to restructure your personality now that you have come to me for help”), we have no scientific knowledge of how to “restructure personality” or even of how to structure it in the first place. Another invitation I received was for a workshop providing knowledge of how to help clients overcome “co-dependency” on sex.

Licensing, which leads to the pretense of scientifically based knowledge where none exists, does not assure quality. Instead, it inhibits honesty. In particular, as Lee Sechrest (whose qualifications are described in Chapter 1) points out, it reinforces a human failure from which most of us suffer at least some of the time: a lack of “the courage to say ‘we do not know how.’”15 A license implies that its holder does know how. The license implies expertise in whatever the licensed person has been “trained” to do within the domain of “psychology.” As Lee Sechrest points out,


Court testimony is an example of what has happened. We [psychologists] drifted into it as a field. It started with psychologists talking about matters where they did have some expertise: measurement of intellectual functioning, descriptions of cognitive and behavioral impairment, and so on. Now psychologists can be “expert” on anything that can be defined as “psychology.” That doesn’t follow. Just because there are all sorts of things that are part psychological in nature—they involve behavior, beliefs, attitudes and so on—doesn’t mean that we can claim to be experts in an area that involves these things without having to generate a scientific data base. Sexual abuse is an example. There are very few scientific data on the validity of the opinions that psychologists are giving. And psychologists can’t just give an “opinion.” Expert witnesses are forced to go beyond the data. Their fees depend on making these kinds of statements with a level of confidence that can’t be justified given the state of our knowledge.16



A LICENSE TO USE TECHNIQUES THAT DON’T WORK

One pernicious effect of licensing is the pretense of knowledge in the absence of evidence. Worse yet, however, is the pretense that knowledge exists when there is evidence that this “knowledge” is incorrect. The history of the use of biofeedback to alleviate various disorders provides an example of such pretense. This history is recounted by Alan H. Roberts,17 one of the first researchers to propose that biofeedback might be beneficial in alleviating such problems as headaches. He begins his history by pointing out that two articles published in 1969 raised the possibility that people could control their own autonomic emotional states through feedback involving systematic reinforcement methods, without any movement on the part of the person controlling these states. The first paper was written by the world-famous psychologist Neil Miller and was published in Science.18 The second paper, by Joe Kamiya, was published in Charles Tart’s book Altered States of Consciousness, an edited compilation whose chapters were not subject to the type of intense scrutiny required for publication in Science.19 As Roberts points out, “First, some of the most important studies summarized in Miller’s 1969 article were never satisfactorily replicated. Fifteen years after its publication, we still have no convincing evidence that the autonomic nervous system can be taught by operant [systematic reinforcement] methods independently of mediation by striate muscles [muscles people can move voluntarily]—this despite the fact that brilliant and dedicated scientists have spent years of their lives looking for missing data and trying desperately to replicate the findings.” Moreover, “other work demonstrated that the alpha phenomenon [ability to control one’s brain waves directly] might be artifactual and therefore might not be related to altered states of consciousness.”20

It has been known for years—in fact, generations—that people can alter their autonomic states through changes in their voluntary activities, such as through relaxation or exercise. The question is whether biofeedback techniques can affect the autonomic nervous system directly. (There’s some confusion here in the popular press about this. For example, a recent article extolling the virtues of “biofeedback”referred almost entirely to success involving relaxation techniques, labeling these successes as those of “biofeedback.”21 News that people can learn to relax—or to control muscles they rarely use—is not exactly new. Electronic feedback enhances the effectiveness of the techniques employed to obtain relaxation or control of seldom used muscles. But such feedback does not involve being “wired for a miracle,” as one popular magazine article maintained.22 The treatment employing this type of feedback is based on knowledge of the human muscle system—and the placebo benefits arising from addressing a problem. Again, see Roberts.23)

Nevertheless, the Biofeedback Research Society that was founded in 1969 changed its name in 1976 to the Biofeedback Society of America, open to professionals as well as researchers—as if the existence of an ability to control autonomic responses through biofeedback had been proven to exist and was now available to alleviate emotional distress by training people in well-established methods to employ such feedback. As Roberts writes, “I attended the 1975 meeting at which this issue [opening up the society] was debated. The thrust of the debate was that the society could not survive solely as a research society. My clearest memory at the time is of a special meeting devoted to studies ostensibly showing that males could be taught [through biofeedback techniques] to raise the temperature of their testicles high enough to kill sperm and that this process could be used as a form of birth control.”24 While that may strike the reader as ludicrous, even more incredible claims have been made, as we will see. Roberts continues: “Even though I resigned from the society, I continued to be hopeful concerning the potential applications of biofeedback techniques,”25 and he and his students continued to publish reports of apparent successes of biofeedback techniques—which neither they nor others were able to replicate. “Even so, I did not lose hope. We were faced [by the late 1970s] with literally hundreds of clinical studies purportedly showing that biofeedback techniques were clinically useful.”26

To assess whether biofeedback might work after all, he and two colleagues, Donald Kewman and Sergio Guglielmi, “conducted double-blind studies to test whether biofeedback is useful in treating migraine headaches and Raynaud’s disease, respectively. … Neither study produced evidence of specific effects, and some proponents of biofeedback became distressed. Kewman, Guglielmi, and I have been under attack (sometimes intemperate) ever since. When Kewman’s paper was awarded a citation for excellence in research and presented at the 1979 meetings of the Biofeedback society, prominent clinicians in the audience attacked not only our methods but also our ethics and morals”27 (italics added).

Professional psychologists are licensed to train people in biofeedback techniques. If we search hard for an excuse, we can find one. There have, at least, been some reports of successful results of using the technique—even though the people who published these results and others have all failed to replicate them. Worse yet, licensed psychologists and others in allied fields are permitted to use techniques that the research has shown unambiguously not to work—and they do so. Most commonly used are the “projective” techniques, of which the Rorschach Ink Blot Test is the best known.

A LICENSE TO USE SHODDY TESTS

The Rorschach Ink Blot Test is the test most highly recommended by professional psychologists,28 and it is one of the most widely used. It is termed a projective test for reasons that will be clear shortly. Next to intelligence tests and the MMPI (both of which are statistically developed tests that are best interpreted statistically), such projective tests are those most commonly given.29 While shorter-length projective tests—like drawing a person, completing sentences, or drawing a person, house, and tree—are slightly more common, the Rorschach has for years been the “badge” of the practicing clinician.30 (Older readers may recall the award-winning performance of the late Susan Hayward in I Want to Live, in which a psychologist—played by Theodore Bikel—flashes ink blots at her, asks her what they look like, and confidently concludes that she is incapable of the murder for which she is ultimately gassed.)

The Rorschach Ink Blot Test consists of ten ink blots on cards roughly two-thirds the size of typewriter paper. Six of these blots are black or various shades of gray, and the remaining four are colored. The blots cover approximately half the area of the sheets; they are symmetrical about the middle of the paper when it is presented in a horizontal orientation, as it is to the person taking the test. These blots were originally produced by the psychiatrist Hermann Rorschach (1884-1992) for reasons unrelated to assessing personality structure or problems.

The person taking the test is presented with the cards one at a time and asked to say what it “looks like” to him or her. This instruction is purposely vague, in order to allow the subject to respond to the whole blot, large parts of the blot, or small details within it, and to base the response on the chosen part’s form, shading, texture, color, or some combination of these properties. The subject is also free to respond to the white spaces surrounding each blot, or the white spaces within some of them. Finally, the subject is free to rotate the cards (but only after responding to the blot in the position in which it is presented), or even to turn the cards over to look at their backs.

After each response, the examiner asks the subject to explain the response by asking such questions as “Why does it look like a butterfly?” or “What makes that part look like two people having a political argument about whether Ronald Reagan was a good president?” or simply, “Tell me more.” Moreover, subjects are urged to see more than one thing in each blot with queries such as “Anything else?” Throughout, the examiner is very careful never to challenge the subject’s responses, or indicate approval or disapproval, or in fact to show any reaction whatsoever.

The theory behind the test is simple and compelling. The world contains ambiguous situations, and people respond to ambiguity in habitual ways that are dependent on their personalities, or “psychodynamics.” The more ambiguous the situation, the more important are these habitual ways of responding. Because the ink blot supposedly has no structure whatsoever, it presents the subject with an ultimately ambiguous situation and hence is an excellent means of tapping these habitual response modes. Moreover, the content that people see in the blots may give valuable cues to what they “have on their minds”that they might not otherwise be willing to disclose. “Deep” psychological concerns and conflicts are free to be “projected” into the blots because these blots presumably have no structure; hence the Rorschach is termed a projective test. Responding to the purportedly structureless blots is supposedly analogous to dreaming—the form and content of which, as Freud and later Jung had suggested, can lead to insight about our unconscious needs and conflicts.

Just as the subject interprets the ink blots, the professional psychologist attempts to interpret the subject’s responses. Supposedly, supervised experience gained in interpreting responses leads to greater skill in interpretation. Both the form and the content of the responses are interpreted. This interpretive process is as intuitively compelling as the “theory” underlying the test. One point that the examiner interprets is whether the subject attempts to integrate the entire blot into a single image, or uses only large parts of it, or attends only to small details. Use of the whole blot is supposedly indicative of a need to form a “big picture.” Except in those rare cases where the entire blot can reasonably be viewed as a single image, this response supposedly indicates a tendency toward grandiosity, perhaps even paranoia—with a disregard for those aspects of reality that do not fit one’s overall views. In contrast, responses based on tiny details of the blots are indicative of an obsessive personality—someone who attends to detail at the expense of more important aspects of life, perhaps in order to avoid them. Occasionally, the subject will form an image out of the white spaces around or within the blot. Because this “figure-ground reversal” goes beyond the obvious demand to attend to the blots themselves, a few such white space responses may be indicative of creativity, while too many (however many that is) may indicate an oppositional personality. Integrating different characteristics of the blot—like color and form—involves “ego strength” (for coping with disparate aspects of reality), but only if the integration is not an ad hoc one (like a “green zebra,” or a zebra seen on the basis of a few black and white stripes). Being unable to produce a response upon seeing the first vividly colored blot indicates emotional lability, or a tendency to be emotionally reactive to situations that in others do not arouse strong emotions. Rotating the blot to see new things after several responses indicates flexibility—but only if the blot is rotated after several responses. (To believe one is free to rotate the blot immediately is indicative of poor reality testing.) And so on.

Moreover, the content of the imagery the subject generates is important. Many people see animals, but too high a proportion of animals indicates immaturity and lack of imagination. Human movement is a great thing to see, it means creativity, and high ego-strength again, but sex organs aren’t. “Anal” responses from a male are indicative of homosexuality (except that the research shows that they aren’t31); seeing figures that are part human and part nonhuman—satyrs, cartoon characters, witches—indicates alienation, perhaps the beginning of schizophrenic withdrawal from other people. Seeing “confabulated” scenes—those involving different images “thrown together” without regard to size or coherence, or those integrating something not present on the blot—is indicative of “poor reality testing.” For example, a patient once told me that a blot looked like two Scotty dogs tearing apart a butterfly. It does. The response was a confabulated one, however, because the butterfly would have had to be as large as the dogs. Finally, seeing many things that other people can’t may indicate outright schizophrenia (but seeing nothing whatsoever that other people can’t may be indicative of “overcontrol.” Gotcha!).

Giving and interpreting the Rorschach test is great fun. Moreover, the interpretations one makes are compelling, at least to the professionals who make the interpretations. For example, I once tested a very depressed man who responded immediately to the first blot that “it looks like a bat that has been squashed on the pavement under the heel of a giant’s boot.” Wow! A confabulated response indicative of extreme depression and feelings of being overwhelmed and crushed by forces beyond one’s control. What response could possibly have been more “one-down”? The fact that the man was obviously depressed led me to believe in the validity of the Rorschach at that point. (I realized only later that I already knew that he was depressed and hence that the response provided me with no new information whatsoever.) Of course, if the man had been obviously psychotic, I could have focused on the confabulated nature of the response—that is, focused on the giant who is not on the blot—and if he had been violent, on his response’s hostile nature. The Rorschach is indeed “projective”—for the interpreter.

Compelling as the theory is, compelling as the interpretations are, and as fun as the test is to give, it doesn’t provide the insight about the subject that its users allege it provides. The number of responses the subject makes is roughly correlated with his or her assessed intelligence, or at least score on the standard IQ test, a correlation of .50 in a hospital sample I once studied. Then again, number of words the subject spoke in an interview may be equally correlated with intelligence. Seeing a lot of things that others can’t see is in fact indicative of disturbance. Then again, making a lot of unusual responses to any set of personality test items is too (like responding yes to “I feel that my ideas may turn into insects,” or “if there’s any justice in the world, I’m in deep trouble,” or even “I like mechanics magazines”).32 In fact, one Rorschach interpretation system developed in recent years does work (to some extent). It is a statistically based system termed the Exner System, developed by John E. Exner. Scoring is based mainly on the number and proportion of responses that are “bad” in one way or another.33 This system presupposes that the blots actually do look like certain things, which is the exact opposite of the rationale for the Rorschach. As described in a recent 1992 review by Franklin C. Shontz and Patricia Green:


Exner’s system requires uniformity of administrative, coding, and interpretive procedures. It encourages the use of the Rorschach as a standardized test rather than as a minimally structured instrument that takes advantage of the possibilities of the materials by allowing flexibility in administration, scoring, and interpretation. Thus, the Exner system may have transformed the instrument into something that its originator and many of its users might not wish it to be.34



While research indicating some validity for the Exner system is occasionally referenced as evidence for the “validity” of Rorschach testing per se, professional psychologists continue to project their interpretations of the subjects’ projections in a clinical manner, as part of an overall “clinical assessment.” As Shontz and Green point out: “None of the studies we reviewed specifically addressed the issue of what the Rorschach contributes to clinical assessment.”35

The ability of professional psychologists is limited by the validity of the techniques they employ. That is true in medicine, engineering, and even military “science” as well. Nevertheless, one survey reported, “Clinicians indicated that personal clinical experience with a test was more important in their test-use decisions than pragmatic or psychometric limitations. In fact, clinicians repeatedly emphasized the subjective, insightful, and experiential nature of the testing process. Although the psychometric limitations of the tests were recognized, the tests were considered more valuable than suggested by reliability and validity studies, which were typically considered flawed or inaccurate.”36 This last rationalization should be all too familiar by now; the many studies whose conclusions are negative are dismissed as inadequate for this or that reason, and then a positive result is invented from the resulting vacuum—in the absence of any actual studies showing positive results: “The debate over the validity of the Rorschach has been lengthy and unresolved.”37 It has been lengthy, but it is “unresolved” only in the sense that professionals who still employ it do not accept the compelling evidence that the Rorschach doesn’t work as it is supposed to. Nor do the other projective techniques.

How can I be so certain in my pronouncements about the Rorschach? Since the later 1930s, a standard book has been published every six years or so that reviews most of the commonly used test and measurement techniques in psychology. Termed the Mental Measurements Yearbook, its editors seek reviews from the leading experts in the field—without regard to whether these people are considered to be generally in favor of certain techniques or opposed to them. This yearbook was edited by Oscar K. Burros until his death in the late 1970s, and it has recently resumed publication. The Rorschach was reviewed in 1949, 1953, 1959, 1965, 1972, and 1978.38 It and other projective techniques have been so thoroughly discredited that they are not even reviewed in the volumes that followed Burros’s death. Prior to that time, each volume contained at least one unfavorable review of the Rorschach and one favorable review. Ironically, it is the favorable reviews that are the most damning. For example, in the first (1949) favorable review, Morris Krugman wrote: “The Rorschach withstood the clinical test well throughout the years and has come out stronger for it; on the other hand, attempts at atomistic validation have been unsuccessful and will probably continue to be so.”

Here Krugman anticipated the argument made forty-one years later by the forensic psychologist who advocates “psychological portraits” (see Chapter 1). The argument is that simple predictions and categorizations that the test makes are invalid but that more complex judgments can be supported on the basis of a vacuum. No positive evidence that such judgments are valid is cited, but evidence is cited that the technique’s use as a component in a “big picture” has withstood attacks based on the invalidity of the simple predictions.

The 1949 favorable and unfavorable reviews left open the possibility that future research could provide positive evidence of validity. Such evidence was not forthcoming when the next volume of the yearbook appeared, in 1953. There the Rorschach’s defender, Helen Sargent, attempted to dismiss the continuing lack of positive results on the grounds that “the Rorschach test is a clinical technique, not a psychometric method.” (Compare this statement with Shontz and Green’s characterization of the Exner System thirty-nine years later.)

By the next edition, in 1959, many of the world’s most eminent psychologists were lined up against the use of the Rorschach. Hans J. Eysenck quoted Lee Cronbach, one of the world’s leading experts on psychometric testing: “The test has repeatedly failed as a prediction of practical criteria. There is nothing in the literature to encourage reliance on Rorschach interpretation.”39 Raymond J. McCall wrote, “Though tens of thousands of Rorschach tests have been administered by hundreds of trained professionals since that time [of the previous reviews], and while many relationships to personality dynamics and behavior have been hypothesized, the vast majority of these relationships have never been validated empirically, despite the appearance of more than 2000 publications about the test” (italics in the original; p. 154). McCall pointed out that in particular the number of human movement responses, which had been thoroughly investigated by then, is unrelated to anything.

In the 1978 edition, Richard H. Davis concluded: “The general lack of predictive validity for the Rorschach raises serious questions about its continued use in clinical practice” (p. 1045).

What did the Rorschach supporters write in the Yearbook? They cited no evidence whatsoever. Instead, they justified use of the technique on the basis that it is a “very novel interview” or a “behavior sample.” Yet more recent reviews show only that the Exner System, the antithesis of “projective” uses of the Rorschach, has some validity. Why then does use of the Rorschach continue among licensed professionals? One obvious reason is that they are paid well for administering it. Another, however, was mentioned in the favorable 1972 Yearbook review by A. G. Bernstein: “The view that recognition [sic], the act of construing an unfamiliar stimulus, taps central components of personality functions is one that will remain crucial to any psychology committed to the understanding of human experience.” I agree that the view is crucial to the practice of using projective tests, but is it a correct view? It yields a plausible belief that it should work. Such a belief provides a good rationale for seeking positive evidence that the Rorschach actually works. The evidence is that it doesn’t work.

This evidence has finally had some impact. Professional psychologists are now being warned against using the Rorschach and other projective tests as a basis for court testimony. In the February 1991 issue of the Pennsylvania Psychologist Quarterly, the members of the ethics committee of the Philadelphia Society of Clinical Psychologists warn against its use in a court setting: “any psychologist who chooses to use instruments whose validity has not been demonstrated as predictive of desirable arrangements (for example, projective tests), should be prepared to be challenged on ethical grounds.”40 I ask, however: If the use of an instrument (a projective test or any other) can be challenged on ethical grounds in a court of law, how can its use be ethically justified in any context at all? My answer is that it can’t.

I would like to offer the reader some advice here. If a professional psychologist is “evaluating” you in a situation in which you are at risk and asks you for responses to ink blots or to incomplete sentences, or for a drawing of anything, walk out of that psychologist’s office. Going through with such an examination creates the danger of having a serious decision made about you on totally invalid grounds. If your contact with the psychologist involves a legal matter, your civil liberties themselves may be at stake. If you have been mandated to see the psychologist by a court order, quietly object to the test if possible, and ask to make an appointment later. Immediately consult a lawyer, who can be referred to the sources cited in this book or to the much more extensive reference list in Jay Ziskin’s and David Faust’s three-volume work.41 Do not respond first, then object later. Any of your responses may be “interpreted” as indicating that you have an objection to the whole procedure based on some form of psychological pathology. This interpretation will be supported on a post hoc basis by the objection itself. That is, of course, self-serving for the psychologist involved.

Let me share an example of what can happen—it did happen. The last Rorschach test I myself ever administered was to a sixteen-year-old girl who had been hospitalized by her parents against her will. The parents’ doctor had recommended hospitalization because the girl was dating a man over ten years older. Quite mature and smart, she responded well to the testing situation except for occasional periods of crying. She explained that she was very upset and depressed as a result of being in the hospital’s locked ward. She became particularly upset whenever she couldn’t answer a question in a manner she considered to be correct. Despite her negative mood and occasional long periods of inattention, which I carefully timed with my stopwatch, she obtained an IQ score of 126 (ninety-fifth percentile), and of the forty-one responses she gave to the Rorschach, forty were “good form” (that is, images that could clearly be discerned by an observer). The one exception was for ink blot card number eight. “It just looks like a bear. That’s all. I can’t explain.” Card number eight does not look like a bear.

At the subsequent staff meeting, the head psychologist displayed card number eight to everyone assembled and asked rhetorically: “Does that look like a bear to you?” No one thought it did. He then “explained why” the girl had said it looked like a bear: She had been hallucinating. She was a “pseudo-neurotic schizophrenic” who knew how to appear normal even though she was often hallucinating, such as when she didn’t respond right away—as I had so carefully documented with my stopwatch. (Incidentally, that’s not what researchers who have proposed the term “pseudo-neurotic schizophrenic” as describing a natural category of schizophrenia mean by it.) Thus, the staff members should ignore the fact that she did not appear to be psychotic. The Rorschach had, in effect, “unmasked” her. (She had also drawn eyes looking to one side in the draw-a-person test, and she occasionally rocked in her bed when she went to sleep-evidence the head psychologist marshaled in support of his diagnosis.) When I protested that forty good form responses out of forty-one was actually a higher percentage than found among most perfectly normal people, the head psychologist replied that while I understood statistics, I failed to understand people. In particular, I failed to understand that “statistics do not apply to the individual.” (Tell that to a smoker with lung cancer.) The patient was finally diagnosed as “schizophrenic” and sent home to her parents, because the particular setting where I was employed at the time was not one that could deal with schizophrenia. The staff—over my objections—further agreed that if her parents were ever to bring her back, she should be sent directly to the nearby state hospital. For all I know, she may well have been condemned to serve time in that snake pit on the basis of a single Rorschach response. But I don’t know for sure. I quit.

WHAT A LICENSE ACTUALLY DOES

The first dictionary definition of license is: “official or legal permission to do or own a specified thing.” By the third definition, however, we find that licensecan also mean “deviation from normal rules, practices, or methods in order to achieve a certain end or effect.” State legislatures clearly had the first definition in mind when they developed licensure in professional psychology; their rationale was that there was a science of psychology whose practice should be licensed, as the practice of medicine, engineering, and architecture is licensed. Science, however, involves attending to empirical results, retaining only theories that withstand empirical tests of the type that would convince skeptics (see Chapter 3). If the rationale for licensing is the belief that it will require practitioners to be disciplined by science, then—as the experience with the Rorschach indicates—license has ironically and unintentionally taken on this third meaning. Like James Bond’s “license to kill,” professional psychologists have been granted a “license to ignore.”

The “license to ignore” has very serious implications both for practicing professionals and for the rest of us who may be their clients. As Paul Meehl writes:


It is not a question of whether one abandons “scientific standards of proof” because one is operating in a clinical context where hard data may be hard to come by. It is more than that. It has ethical implications if I employ a diagnostic procedure which has repeatedly been shown to have negligible validity to make life and death decisions about people and collect the patient’s or the taxpayer’s dollar for doing so.42



But the worst license of all is the license to make up one’s own psychological theories, to make up one’s own tests, and present the “results” of one’s fantasies in a legal setting as an “expert” witness. As pointed out earlier by Lee Sechrest, this horrific type of license has now been granted in the area of child abuse, particularly child sexual abuse. It began with a gross overestimation of the incidence of child sexual abuse. This overestimation has been reinforced by the definitional ambiguity child abuse: it is variously defined as any sexual contact before age eighteen with a person five or more years older, or as any encounter with a “flasher” no matter how brief.43 Meanwhile, when the general public hears of child abuse, they think of actual forced intercourse or molestation. In a TV talk show, for example, such an image may be reinforced by the presence, along with the “expert,” of someone who has in fact been horribly abused.44 This overestimation of incidence is sometimes strengthened by assertions that people “forget” or “deny” what actually occurred. The author of one particularly ludicrous article simultaneously asserts one of five women is sexually abused as a child and that half of these women forget the experience.45 How could the author possibly know such a thing? It would be impossible to conduct a general survey that could reach that conclusion, because such a survey would require knowledge of actual abuse without relying on the respondents’ memories. Moreover, when the author concludes that one of her clients who originally claimed not to suffer from abuse now “remembers” it, how do we know that such memory is accurate? The author of this article, it happens, has a private practice, which yields a highly biased sample of available instances from which to generalize.

The next step in the creation of the child abuse fantasy has been to assert that “children never lie” (except, of course, when they deny being abused). One prosecutor, relying on psychologists’ “expertise,” is reported to have told a jury, “To believe a child’s no is simplistic.”46 There is, of course, no evidence that children never lie, any more than there is evidence that adults never lie. As any parent can testify, children do lie—just as adults do. But then we are asked the rhetorical question, “Why would someone lie about something so important?” The implication is that people—including children—cannot be persuaded that important events occurred in their lives when they actually didn’t. The implication underlies appeals to believe incredible stories of growing up in satanic cults that sacrifice babies and so on.47 The fact is that much of what people “recall” couldn’t possibly have occurred, but this does not deter those who argue that memories of particularly dramatic incidents must be accurate. Licensed psychologists themselves make this argument. In the area of child abuse, experiences that presumed victims have “recalled” include being parachuted from airplanes and molested on the way down, being forced to open graves of corpses who immediately spewed forth blood, and so on.48 Another “recalled” a child care worker at a preschool taking the children to the music room, forcing them to defecate, and smearing their sex organs with the feces. Many of these “recalled” events are alleged to have occurred in the presence of other adults who noticed nothing unusual, not even the children’s absence. In the music room story, no evidence was obtained from a chemical analysis.49

Even so, to the people who are doing the recalling, events that could not possibly have occurred are recalled with compelling vividness.

For example, my mother was always amused by her own vivid visual memory that when she cut her hand as a two-year-old and required stitches, they were administered with a sewing machine. One of the world’s experts on human memory vividly recalled that he heard of the Japanese attack on Pearl Harbor in an announcement that interrupted a broadcast of a baseball game. Years later, he realized that the last games of the baseball season are in October, while the attack was in December. He still “recalls” the incident. He just knows that his recall is inaccurate.50

It is simply not true that people either lie or tell exactly what occurred orforget. People with the most rudimentary knowledge of psychology should know that recall is an active search process involving reconstruction of the past,51 and that while the final memory may seem like a moving picture of what actually occurred, the process leading to this result is anything but a simple reactivation of the actual past. If professionally licensed psychologists were required to know psychology and to make their judgments in accord with what they know, they could not make confident statements about what occurred in their clients’ past on the basis of what these clients have been guided to recall. Unfortunately, mental health professionals are themselves free to forget whatever they learned. (The “continuing education” requirement has nothing to do with continuing education in empirically established knowledge in psychology.) Hence they are free to make whatever judgments their own “clinical judgment” indicates. As Lee Sechrest points out, many have only a “peripheral acquaintance” with the science of psychology, and they act accordingly.

Especially horrible are the coercive and leading interviews that some professionals conduct with children whom they are convinced have been sexually abused. (See Ralph Underwager’s and Hollida Wakefield’s The Real World of Child Interrogations.)52 The “expert” conclusion is that when the child finally says yes, this affirmation is proof that actual sexual abuse occurred. Fortunately, jurors—as in the L.A. McMartin preschool case—are sometimes more psychologically knowledgeable than the licensed experts are. In this case I agree wholly with the jurors. We will simply never know what happened, because after the leading and coercive interviews to which the children were subjected, there is no way of knowing for sure—least of all on the basis of their personal recall.53

Having exaggerated statistics and grossly misunderstood the nature of memory and the role that leading interviews can play in recall, some licensed experts then go on to provide lists of “symptoms” of sexual abuse that children may display. These lists often include the following symptoms:54
	withdrawal or excessive daydreaming
	poor peer relations
	poor self-esteem
	frightened or phobic reactions, especially with adults
	a deterioration of body image
	feelings of guilt or shame
	“pseudomature” personality development
	attempted suicide
	exhibiting a positive relationship toward the suspected offender
	regressive behavior
	bedwetting
	highly sexualized play
	sexual promiscuity
	overly compliant behavior
	acting-out aggressive behavior
	hints about sexual activity
	sexual play with peers, toys, or themselves
	excessive masturbation
	sexually aggressive behavior
	“age-inappropriate” understanding of sexual behavior
	arriving early or leaving late from school without absences
	lack of trust, particularly of significant others
	lack of participation in school or school activities
	inability to concentrate in school
	sudden drop in school performance
	extraordinary fear of males, particularly strangers
	fear of being left alone
	complaining of fatigue or physical illness
	medical conditions such as pneumonia or mononucleosis
	loss of appetite
	clinging to parents
	tics
	hypervigilence
	running away
	irritability
	difficulty with eye contact
	extreme interest in fire
	unprovoked crying
	taking an excessive number of baths
	suspiciousness
	sleepwalking
	sudden massive weight gain
	sudden massive weight loss
	excessive urination
	confusion
	nightmares
	poor relations of a daughter with a mother
	overdependence


This list includes, of course, virtually every behavior about which parents may be concerned—with the possible exception of homicide and psychosis—and even a few behaviors about which some parents are not concerned, such as an “age-inappropriate” understanding of sexual behavior (as determined by whom?) and “maturity” (“pseudo” or otherwise). As Underwager and Wakefield point out, this list bears a remarkable resemblance to lists of supposed symptoms of masturbation that were proposed around the turn of the century —an activity that is now considered harmless but that was then “corrected” with such drastic measures as binding the hands of young boys and surgically removing the clitoris of young girls.55 The list also reflects a remarkably incorrect belief that perfectly normal boys and girls have no interest in sex.

After showing some of these “symptoms,” the child who is suspected to be a victim is often asked to play with “anatomically detailed dolls” (ADDs) during or after an interview. Again, there is no scientific evidence that doll play has any validity in determining whether a child has been sexually abused. This lack of validity, however, does not prevent professionals from using the technique. One 1987 survey revealed that “of 92 child protective service agencies and 46 law enforcement departments in North Carolina, 94% of the protective service agencies and almost half of the law enforcement departments were currently using the dolls or anticipating using them in their investigations within the next year.”56 As Sue White and Gail Santilli point out, however, only three articles “have appeared in peer-reviewed journals as of 1988 despite the dolls having been used in sexual abuse evaluations from at least the late 1970s.”57 The studies in these three articles variously compared ten children believed to have been abused with ten who were believed not to have been, sixteen with sixteen, and twenty-five with twenty-five. In all three studies the children were asked to play with the dolls for thirty minutes. Otherwise, the procedures used, the categories of unusual play examined, the definition of children (the age ranges studied were 2-6, 5-8, and 3-8), and even the physical construction of the dolls themselves all varied. As critics pointed out, these studies “offer limited information about the scientific integrity of ADD’s in child abuse evaluations. Some of the methodological problems that limit the findings include: small sample size; the nonblind status of other participants in the interview; the sexualized behavior of the nonreferred [normal comparison] control sample; the documentation of sexual abuse in the subjects by established criteria; the failure to establish interrater reliability in multiple interviews; and problems in establishing a replicable protocol.”58 This group of critics conducted a study of their own that corrected for most of these problems. In their study mental health professionals failed to distinguish between abused (for certain) and nonabused children. Their sample, however, was even smaller than previous ones—there were six abused and nine nonabused children.

In a more recent review of all studies published through 1991, which included those already mentioned plus some new ones, two colleagues and I discovered yet another problem, a very serious one.59 The children suspected of having been abused generally came from poorer families living in poor neighborhoods, whereas the comparison children—generally those of acquaintances of the experimenters or chosen from preschools—were predominantly from richer families living in middle-class areas. Differences in doll play might therefore be accounted for—in part, at least—not only by differences in the cultures in which the children were raised but also by the physical differences in their homes. Because the researchers present only summaries of the background differences between the groups, and do not describe the homes, we cannot evaluate this possibly critical difference. Children who live in small homes or apartments with few rooms are more likely to observe adult sexual behavior than are those who live in larger houses.

Suppose, however, that even after further studies with adequate controls, there does appear to be some difference in the amount of sexualized or aggressive play between suspected abused and nonabused children. There would still be three important provisos to our reaching a firm conclusion. First, perfectly normal children often play with the dolls in ways that the “experts” believe are diagnostic of abuse, as a number of studies have indicated. While the actual rates of various behaviors involving sexuality differ across studies, they consistently conclude that about 5 percent of normal children around age five who are not even slightly suspected of having been abused will act out sexual intercourse between dolls when the dolls have an actual vaginal opening rather than the painted appearance of one, but over one-half will touch a penis, vagina, or anus.60 (In a particularly distressing bit of “closed loop thinking,” one researcher dismissed “sexualized” behavior on the part of one of the normal children by deciding that he might have been abused after all and reporting that to a child protection agency.) The “false positive” possibility—that is, concluding incorrectly that a nonabused child has been abused—in itself is distressing if there is no good evidence, apart from the doll play, of abuse.

The second proviso is that the suspect children in the studies have been made aware of sexual matters through discussions with their parents, through accusations involving people close to them, through interviews (often coercive), and—in cases of suspected group abuse—through conversations with their peers. To link doll play directly to abuse for such children is about as rational as attributing the slow movements of a heavily medicated psychotic person to the psychosis.

Finally, there is the possibility that factors independent of abuse (like “precociousness”) lead to both the suspicion of abuse and to doll play that differs from “normal.” Of course, an “expert” who believes that precociousness itself is a sign of having been abused will not consider such a possibility. But all the studies fail to demonstrate what is technically termed incremental validity, i.e., they fail to demonstrate that doll play provides any information over and above the information that already led some children to be suspected of being abused. Doll play is meant to distinguish those who were actually abused from those who were actually not abused in groups of children who are already suspected of being abused. Research that is interpreted as supportive, of doll play, however, actually only distinguishes between the suspected and the not-suspected.

Let me explain this difference by making an analogy. Suppose someone claimed to have a “test” of basketball ability. The person examines two groups of people. The first is a group of people suspected of being good basketball players—young adults who are tall, thin, and athletic. The second is a group of people suspected of being poor basketball players; the people in this group are the same age, but they are short, fat, and nonathletic. The test consistently distinguishes between the people in these groups. It tests how high people can jump, and only a small percentage of those in the short, fat, and unathletic “nonsuspect” group can jump higher than those in the “suspect” group of tall, thin, and athletic people. The test developer goes on to claim that the jumping test is an excellent indication of which people within the tall, thin, athletic group are better basketball players—and supports this claim by emphasizing the plausibility that jumping ability is important in basketball. Should we accept the claims made for this test? No, because among those who are already tall, thin, and athletic, how high they can jump pure and simple is probably only slightly related to how well they play basketball. Jumping ability per se would add little incremental validity for predicting basketball prowess—once we already know that these people are tall and athletic. Michael Jordan and other basketball stars often have superb jumping ability, but so do a lot of other people who can’t play basketball very well, and a lot of people who can are not terrific jumpers.

On February 8, 1991, the APA’s Council of Representatives endorsed a “Statement on the Use of Anatomically Detailed Dolls in Forensic Evaluations.”61 That statement read in part: “Neither the dolls, nor their use, are standardized or accompanied by normative data. There are currently no uniform standards for conducting interviews with the dolls.” So how is it that APA members are permitted to use dolls for diagnostic purposes in such critical situations? The statement concludes: “Therefore, in conformity with the Ethical Principles of Psychologists, psychologists who undertake the doll-centered evaluation of sexual abuse should be competent to use these techniques.” That, quite simply, is outrageous. It is blatantly unethical to use a technique unless one is competent to use it. (This is what distinguishes professionals from “the fortune tellers and the gypsies.”) It is nevertheless entirely possible to be competent in the use of a technique that has no demonstrated validity whatsoever, in an extraordinarily important setting.

In contrast, the American Medical Association’s ethics code strictly forbids physicians to use techniques that have no demonstrable validity, and in particular such techniques as the polygraph.62 Such prohibitions protect the public. But support for detailed doll interviews “done competently”—when there is absolutely no evidence about how to conduct them competently—harms the public.

Although doll play actually distinguishes between suspect and nonsuspect children rather than between abused and nonabused children, it follows that a majority of the children who are suspected of having been abused will be judged to have actually been abused. Thus, a diagnosis on the basis of ADDs can be termed “reliable,” in the sense that different observers using the same test will reach the same diagnosis. The child has been sexually abused. The observers can even cite each other’s opinion as evidence of this reliability. But this “reliability” is specious. If a bathroom scale consistently reads 300 pounds whenever Harry steps on it in the morning and 350 pounds whenever he steps on it in the afternoon, it is consistent (“it has test-retest reliability”). If there are two such scales that behave in exactly the same way (saying Harry weighs 300 pounds in the morning and 350 in the afternoon), their agreement could be cited as evidence of their consistency (they have “interjudge reliability”). The problem is that although they are indeed reliable, they are inaccurate.

In contrast to the reliable but inaccurate ADD, many other evaluations of child sexual abuse (whether or not they use doll play as a component63) suffer from unreliability. The experts simply disagree too much over the meaning of their results. For example, Thomas Horner, Melvin Guyer and Neil Kalter examined the opinions of senior clinicians at four clinics about whether a child called Melissa had been sexually abused by her father.64 Their opinions were based on a presentation by Dr. W, who had interviewed Melissa alone about the alleged abuse, had interviewed her together with her mother, and had interviewed her together with her father. Dr. W had videotaped all the interviews, and sections of the tapes were shown to the senior clinicians during Dr. W’s presentation. After the presentation, Dr. W led a discussion. The senior clinicians were asked to judge the probability that Melissa had actually been abused by her father at two separate points: immediately after the presentation but before the discussion, and then right after the discussion. Before the discussion, the clinicians’ judgments ranged from five to seventy-five percent chance that Melissa had been abused; after the discussion, their judgments ranged from zero to 60 percent. A quarter of the earlier judgments was less than 20 percent, and a quarter was above 60 percent. I emphasize that this study was not based on a brief description or scenario but on the type of information and discussion that is used in court settings to arrive at authoritative pronouncements about abuse or lack of it as historical fact.

Given such a wide range of disagreement, these experts as a group cannot be accurate. Again, consider the bathroom scale analogy. If it is stepped on several times in succession and gives a radically different reading each time, it is not accurate. If two identical scales give radically different readings from each other, at least one of them is not accurate. There is no way of knowing which from the readings themselves. Moreover, they could both be inaccurate. What we can confidently conclude is that they cannot both be accurate.65

So experts disagree. A common response is, “So what? Don’t other experts, for example medical ones, disagree?” Leaving aside for the moment the reasons that disagreement in the mental health area may be considered more damning than in other areas, let me point out that areas of expertise like medicine are based on validated scientific principles. A misguided expert’s understanding and application of scientific principles can be challenged as misunderstanding and misapplication. In mental health, by contrast, experts base their opinions on an ineffable wisdom that accumulates through experience (see Chapter 4), or occasionally, on a transcendent ability to combine information that is actually of little or no validity (as in Rorschach results). Consequently, grounds for challenging the mental health expert’s opinion on the basis of its particulars are not available; rather, it is mental health expertise itself that must be challenged.

The behavior of mental health experts in this regard would be ludicrous were it not tragic. It can result not only in the conviction of innocent people, but in disruption of the lives of children supposedly molested and in those children’s belief for the rest of their lives that they were abused—whether or not they actually were. As Judge Robert Klein puts it, “what they have learned through the process of questioning over the span of time” they “now know to be fact.” Further: “In fact, because the children now believe that such abuse occurred, they are unable to separate the facts from their learned experience and, consequently, their behavior is just the same as if they were abused. This abuse has become their reality.”66 Child sexual abuse is an awful thing. By having license to make up theories, symptom checklists, interviewing techniques, and tests of it, the purported experts in effect engage in it themselves. The fact that they are licensed provides no protection whatsoever for these children—quite the opposite.

Why are these practices tolerated? Perhaps a clue can be found in the policy statement from the American Academy of Child and Adolescent Psychiatry titled “Guidelines for the Clinical Evaluation of Child and Adolescent Sexual Abuse.”67 These guidelines advise: “The clinician needs to decide, based on history, an evaluation of child and parents, and review of corroborating evidence, whether or not any sexual abuse occurred” (italics added). I disrespectfully disagree. Such a decision is the business of courts of law. Child sexual abuse is a crime, and the questions of whether it occurred and, if so, who did it should be answered according to all the rules of evidence used in legal proceedings. Such a decision should not be a matter of “clinical opinion.” Such opinion can, of course, assist a court, but only when it can provide evidence relevant to the facts in dispute. But “assistance” based on shoddy tests and assessments is no assistance at all.

Moreover, even the best psychological tests assess only feelings, predispositions, attitudes, capabilities, and so on—not what actually occurred (and often not what is likely to occur; see Chapter 3). In a child abuse case, what did or did not occur must be established in the way it is usually established, by examining witnesses, providing physical evidence, and by allowing critical scrutiny of this evidence through examination and cross-examination. A court that hears testimony from an expert who has already “decided” what actually occurred is faced with the problem of how it should reach a decision—about the validity of the expert’s “decision.” Courts, having no special expertise in the research concerning clinical judgment, are generally not equipped to address this problem. Instead, they rely on whether “professional judgment was in fact exercised” or “whether the clinician substantial[ly] departed from accepted professional judgment, practices, or standards.”68 Here, I agree entirely with Sechrest that when a real and responsible professional is asked to determine whether something happened when there is no way of knowing whether it did, the proper response is “I don’t know.” Licensing and the system of rules and procedures have instead encouraged a yes-or-no answer, in fact demanded one, even though they are constructed on the sands of shifting opinion rather than on carefully examined evidence for the validity of opinion. Yes-or-no answers have unfortunately become “standard professional practice.”

Here again, I have advice for the reader: Take Judge Klein’s words seriously. If the reader suspects a child of having been abused, do not permit that child to be examined by any licensed expert but a medical one. Otherwise the process of examination may well end with believing he or she was abused, even if no abuse actually occurred. Be particularly wary of allowing the child to be examined (other than physically) when a group of children are involved. The well-known “group polarization” effect—by which groups of people reach judgments more extreme than their individual opinions expressed before group discussion69—can easily be transformed into group hysteria when such a sensitive and emotionally laden issue as child abuse is involved. Moreover, if your child has been abused, do not accept the idea that it would be “therapeutic” for him or her to see the abuser prosecuted. There is no evidence to support that position, but there is evidence that children can become extremely upset if the person they have come to believe (rightly or wrongly) has abused them is found innocent, for example, as the result of invalid techniques used by “experts.”70 Later in life, the child may come to regret some of the things he or she was coerced to say. Try as calmly as possible to determine the facts in the same way you determine other facts, not on the basis of interviews and “tests” that have no validity—or on the basis of symptoms that could indicate almost any distress, including physical illness. The child’s wellbeing is at stake here. Parents have the right to refuse to allow their child to be interrogated and tested. Exercise that right.

Once again, the worst can happen:


A San Diego couple, James and Denise Wade, had their 8-year-old daughter, Alicia, taken from them in 1989 after the girl was sexually attacked. Alicia said a stranger had abducted her, but welfare officials suspected James Wade; when she changed her story after a year of therapy—which the Wades say brainwashed her—he was criminally charged. Finally, DNA tests done by prosecutors not only excluded Wade but implicated a man already convicted of similar attacks. A judge declared Wade innocent, and, after two and a half years in foster care, the girl was returned to her shattered, bankrupt parents.71 (italics added)





A LICENSE TO GO HAYWIRE

A California licensed psychologist, Edith Fiore, has developed a unique specialty that she shares with at least fourteen other licensed mental health practitioners around the country. She helps people overcome the ill effects of being abducted by extraterrestrials (ETs) who hypnotized the abductees so that they would forget the experience. The symptoms of these abductions, as well as the names of fourteen other experts in this field, are listed in her recent book Encounters: A Psychologist Reveals Case Studies of Abduction by Extraterrestrials.72 Many of the people who were abducted were, of course, sexually molested by the ETs; on other occasions, the ETs used remarkable techniques to cure their abductees of chronic and sometimes seemingly fatal diseases. Some of the symptoms of such abduction, like sleep disturbances, are similar to those of people who have been sexually abused or who were raised in satanic cults and have subsequently “forgotten” the experience. Like other symptom lists, Fiore’s includes symptoms that could be indicative of a wide variety of (sometimes rather serious) disturbances, like “inability to account for periods of time,” “feeling monitored, watched, and/or communicated with.”73 Among the symptoms is listed an obsession with ETs and UFOs.

The therapy Fiore provided is remarkably simple. The ETs’ attempts to make the abductees forget their experience cannot fully succeed. Using their own hypnotic techniques Fiore and her fourteen colleagues can help the clients recall the experience. The reason that the ETs’ hypnotic attempt fails and the subsequent one succeeds is that:


The subconscious mind has a memory bank of everything we ever experienced, exactly as we perceived it. Every thought, emotion, sound of music, word, taste and sight. Everything is faithfully recorded somehow in your mind. Your sub-conscious mind’s memory is perfect, infallible.74



Here we have a striking example of the “license to ignore” gone haywire—in this case, to ignore virtually every study that has ever been conducted on the nature of human memory, especially those that show that memory under hypnosis is not more accurate than in a waking state.75 The implications of these studies make it unsurprising that hypnosis produces “recall” of experiences involving ETs and UFOs, since one of the symptoms Fiore lists is obsession with ETs and UFOs. Bridie Murphy lives again, only this time she is sanctified by a state license.

Fiore and her colleagues are far from alone in their beliefs that people are abducted by ETs. Recently (1992), I received an unsolicited report in the mail from the Bigelow Holding Corporation. The introductory chapter of the report, written by John E. Mack (Harvard Medical School professor of psychiatry), begins by observing that a “Roper Survey, conducted between July and September, 1991, suggests that hundreds of thousands, if not millions, of American men, women, and children may have experienced UFO abductions, or abduction related phenomena.”76 He continues that “mental health clinicians should learn to recognize the most common symptoms in the patient’s or client’s history that they are dealing with an abduction case.”77 These symptoms include fear of the dark or of nightfall, repetitive nightmares, dreams about abduction, unexplained phobias or fears, and even the appearance for no apparent reason of small scars or cuts or bruises.

Five “key indicator” questions were included in this Roper Poll. The 5,947 adults were asked whether they had ever (1) wakened up paralyzed with a sense of a strange figure or presence in the room; (2) experienced a period of an hour or more in which she or he was apparently lost but could not remember why; (3) felt the experience of actually flying through the air without knowing why or how; (4) seen unusual lights or balls of light in a room without understanding what was causing them; and, (5) discovered puzzling scars on his or her body without remembering how or where they were acquired. Of those surveyed, 119 responded yes to four or five of these items. The authors of the Bigelow report conclude: “This is 2 %of our sample, and it therefore suggests that 2% of adults in the American population have had a constellation of experiences consistent with an abduction history. Therefore, based on our sample of nearly 6,000 respondents, we believe that one out of every 50 Americans may have had UFO abduction experiences.”78 As they point out, two percent of the American adult population of 185 million constitutes 3.7 million people.

Knowing that people may be encouraged to say yes to any unusual question whatsoever, the researchers controlled for this by asking the respondents whether they had heard or seen the word trondant and known it had a special meaning for them. Only one percent of the sample answered yes, so the authors concluded that the positive responses to the other questions were not due to suggestion on the part of the questioners.

Finally, in defending their conclusion that 3.7 million Americans may have had an abduction experience, the authors propose that the reason many people want to dismiss the “massive weight of evidence” is denial.


And from an emotional perspective, we have found that everyone—scientists, laymen, abductee, and UFO researcher alike—wants to deny the reality of such bizarre and unsettling encounters. Denial offers comfort and reassurance to anyone troubled by the possibility that the UFO phenomenon, as represented by thousands of UFO sightings, the photographs, radar reports, and abduction accounts might actually represent a non-human intelligence and technology. In this context it is only natural to prefer easy, unreasoned denial to the effort of objective investigation.79 (italics in original)



There are more things in heaven and earth than are dreamt of in my philosophy. That life exists outside the earth is certainly possible. It is less but still remotely possible that it evolved in the same manner (with the same extinctions) that life on earth did.80 All the reported ETs are humanoid; a skeptic would claim that this similarity is evidence that the abductees’ claims were influenced by popular cultural beliefs. But of course, such skeptics are “denying the reality of this horrible possibility. What I find more improbable, however, is that many of us in the general public want to have our Blue Cross premiums and tax-supported medical funds spent on licensed clinicians who help people with the “post-traumatic stress syndrome” that results from ET abductions. Yes, people who suffer emotional distress that they believe results from such an abduction may be deserving of help or therapy—but not from people who corroborate for them that their current problems are due to an incredible past event. Those who convey this message, listed in Fiore’s book, are all professional practitioners.

Despite the 3.7 million prospective clients claimed in the Bigelow report, the number of licensed practitioners who specialize in helping people “recover memories” of ET abductions is small. Many, however, are involved in helping clients recover memories of having been victims of sexual abuse as children, particularly incestuous abuse. These memories occasionally involve sexual orgies (it has been claimed that they occurred in various day schools) or even orgiastic parts of satanic cult practices.81 The process of recovering such memories is distressingly similar to that leading to accusations of mass child sexual abuse or abduction by ETs. The clients who are quite often (but not always) women in their thirties or forties, suffer from a variety of common problems (like eating problems, or a temporary lack of interest in sex), often while they are getting a divorce. The therapist believes in her or his specially trained powers to “spot” people who have such problems as a result of childhood sexual abuse. Recall the claims of CNBC’s expert on sex and family, that she can tell within ten minutes whether people are “survivors” of incest from the way they walk; see Chapter 1. Then, consistent with manuals and self-help books such as Ellen Bass and Laura Davis’s The Courage to Heal, the client is encouraged to elaborate on a vague feeling that “something happened”: to wit, “If you think you were abused and your life shows the symptoms, then you probably were.”82 The theory is that the childhood incestuous abuse has been totally “repressed,” but that—once again—the memory exists intact in the unconscious and is expressed through body language and in the symptoms the client presents to the therapist. These symptoms are said to demonstrate that the client is now “ready” to recall the events explicitly because, in a somewhat skewed Freudian sense, they reflect both the event and this readiness. (Exactly why current distress, such as often occurs during marital problems and divorce, places a client in the fortunate position of being able to “face the facts” is not entirely clear.) Often, in addition to working with the client personally to help recover the memory, the therapist will advise the client to join a survivors’ group.

Incest is a serious problem. The social taboo against engaging in incest exists in all human societies, except in a very few where rulers and kings and their families who are considered to have godlike characteristics are given license to engage in it. Incest occurs, and it undoubtedly can have devastating consequences, although the rate with which such devastation occurs cannot be estimated from the reports of therapists since, as a consequence of their work, they see only those people who are distressed. It is reasonable to assume that it never has entirely neutral or benign consequences. Thus, claims of recovered memory of incest must be taken much more seriously than claims of recovered memories from ET abductions.

The problem is so important that we should study these claims with great care. Even when we do so, however, they remain claims; the few published research reports that are alleged to support them are seriously flawed. In contrast, the professionals who are licensed to form their own opinions independent of the research findings—and other “experts”—are convinced that they are more than merely claims. For example, Bass and Davis report: “so far, no one we’ve talked to thought she might have been abused and then later discovered that she hadn’t been.”83 Right there is reason for profound skepticism. There is no insight or technique in the mental health area that is infallible, that is, that does not lead to false conclusions on occasion. A claim that no false conclusions have ever been drawn immediately calls the claim into question, as, for example, should have been done with the claims for the remarkable success of transorbital lobotomy (see Chapter 2).

Let’s examine the research. There has been none that even indicates the existence of Freudian repression, as opposed to ordinary processes of forgetting or motivated selective inattention. This latter process occurs when the existence of an event, such as bloody combat experience, is acknowledged, but some of its most disturbing details are recalled only later, perhaps as part of a “flashback.” Even if repression does exist, we do not understand how it might work. That does not mean that such repression with later accurate recall is impossible. But, in contrast, there is a great deal of research that indicates the flawed nature of human memory, that its nature is reconstructive, and that events that literally never occurred can be recalled in great detail.84 So let’s move to specific research concerning recall of childhood sexual abuse.

First, the claims are held to be plausible because incest is claimed to be more common than is generally realized. The estimate that five percent of the population has suffered from sexual abuse as children (made by the National Center on Child Abuse and Neglect in .198685) may be low, we are told, due to the “conspiracy of silence” that often follows such incest. If five percent is an underestimate, however, we don’t know how much of an underestimate it is, and the jump from five percent to 25 percent is huge. Incest is also claimed to be more common than is generally realized because studies of people who are known to have suffered from it as children indicate that about one-third do not report it when they are questioned as adults, even under probing questioning.86 That result may appear to support claims for an underestimation, but it actually does not. When we ask people about any event, there will be both those who did experience and do not report it (“false negatives”) and those who did not experience it but do report it (“false positives”). It is the balance between people who erroneously fail to report the event and those who erroneously do report it that determines whether the reporting rate is an over- or underestimate of its true rate. That is particularly important to understand when the event is one that occurs in less than half the population, because then the smaller proportion of people who have not experienced it and who wrongly report it balance out the larger proportion of people who have experienced it and who do not report it.

The other main studies of the incidence of childhood incestuous abuse attempt to validate recovered memories by seeking actual evidence one way or the other. Unfortunately, the most frequently cited study as of this writing does not study the accuracy of these memories in a way that makes it possible to determine their validity.87 First, the authors do not specify the criteria they (as opposed to their subjects) used for determining accuracy (not a trivial omission, given that other researchers would like to be able to check out their methods and conclusions). Second, they do not present interpretable statistics involving their validations, particularly on which types of criteria led to which conclusions; instead, they simply present anecdotes (case histories). Third, the study does not distinguish between subjects who recalled the incest all their lives and those who recalled it as a result of recovered memories. This distinction is absolutely critical to the question of the accuracy of such memories.

So we’re still in the dark. At this point the practitioners involved could admit quite honestly, “We don’t know whether these memories are accurate.” (I myself would never proffer an opinion about a particular case without strong evidence, and I am not referring to evidence from psychological testing or interviews, which is not strong.) But the practitioners don’t say, “We don’t know.” Instead, they claim they do know. The result is predictable: fury. There is the fury of the clients who are convinced that they have been abused, or rather “incested.” We have a new verb in our language. They are furious at their parents. Then there is the fury of the professionals, who occasionally recommend that their clients take such actions as suing the parents, refusing to let them see their grandchildren, or ruining their reputation by letting mutual friends and acquaintances know about the newly discovered memories. In addition to fury, there is distress: the acute distress of the parents accused who believe themselves to be innocent. Many of them respond at first by asking if they can help in some way; when the professionals involved refuse to meet with them, as often happens,88 they end up furious, too, wanting to sue the therapists. In fact, a new group called the False Memory Syndrome (FMS) Foundation by 1992 had a membership of about two thousand families, mainly parents who claim that they were falsely accused as a result of their children’s “therapy.” (By the end of the first half of 1993, the membership had grown to over 4,600.) The FMS Foundation disseminates information about the nature of human memory and about how to deal with retributive actions of children and their therapists, particularly their lawsuits.

Finally, there is the fury of the true believers at the skeptics who challenge them, particularly those of us who serve on the scientific advisory board of the FMS Foundation. We are accused of being antifeminist, of supporting denial (a charge we hear over and over again), and of not caring about incest.89 We are accused, somehow, of being opposed to Anita Hill. We are even accused of making judgments about individual cases, when we actually do not. Irrational arguments are marshaled, such as “Why would anyone want to make this up?”—an argument based on the false belief that people variously tell the truth, do not remember, or lie, but never sincerely believe that they are telling the truth when they are in fact giving an inaccurate account of what occurred. A truly well-trained practitioner would know that this happens quite often, that people do seek explanations for currently unpleasant events, even the explanations themselves are unpleasant. A truly well-trained practitioner would know that explanations are easily influenced by current cultural beliefs, such as the importance of childhood events in the development of adult distress, even when such beliefs are wrong. A truly well-trained practitioner would understand the fallibility of human memory and its susceptibility to suggestion.

In particular, a truly well-trained practitioner knows not to make hypotheses that are impervious to evidence. But not only do many practitioners make such claims, they dismiss any contrary evidence as denial—for example, a sibling—s claim that there was no indication of even minor distress at the time of the alleged event, or even evidence that the event couldn—t have occurred when or where the client claims. Clients who subsequently recant—alleging they have been “brainwashed”—are dismissed as having “reentered denial.” (One professional went so far as to testify in court—according to newspaper accounts—that the fact that her client referred to events that couldn’t possibly have occurred only strengthened the conclusion that incest had occurred, because it is typical of incest victims to exaggerate.) Since a willingness to consider any contrary evidence would require questioning the accuser, such willingness in itself reflects a bias against the accuser, not to speak of women in general. The protestations of the members of the FMS Foundation are simply interpreted as an instance of denial—not as an understandable reaction of people who sincerely believe that their lives have been severely compromised, possibly even ruined, by allegations of events that never occurred. Perhaps some of them really are “denying” or “repressing” the fact that they really did commit incest, but their denial and beliefs are genuine. Ironically, the very same professionals who claim to have helped their clients get out of denial seem unsympathetic to parents who they think have the same problem.90

Again, let me emphasize that not all memories of childhood incest are false. A doctor who tells people who have suffered from fatigue for three weeks that they they are likely to have leukemia will be correct in a few cases. Some of the “correctly” diagnosed people may even go on television talk shows and attest to the doctor’s wonderful diagnostic skills and perhaps say that the doctor has saved their lives by encouraging them to get early treatment. But it will not be a good diagnostic practice. I myself have severe doubts about the accuracy of the more radical claims, due to all the reasons outlined earlier—and due to the (literally unbelievable) lurid content of many of the memories.91 (The counterargument is that the unusual amount of violence and even orgies or satanic ritual involved in these memories simply provides evidence about “why” they were repressed.) But I don’t know.

The licensed professionals don’t know either. Rather than admit they don’t know, however, they “decide” that the memories are accurate. The result is not only fury and distress but widespread suffering, hate, and denunciation—all in the name of mental health. There is no evidence that the clients who recover the memories even feel better, however true or false these memories might be. While licensing has given professionals permission to proffer an opinion as if it were fact, it has apparently taken away from many of them ability to say three little words: “I don’t know.”

PATERNALISTIC GREED

The fact that some people are indeed distressed makes them susceptible to exploitation by nonlicensed people. Since an altruistic interest coincides with economic self-interest to restrict the trade of unlicensed profiteers, psychologists are particularly active in working to prevent such exploitation. Most states currently have no laws that would prevent any unlicensed person or group from offering advice for a fee, so long as that person or group does not fraudulently claim to be licensed. As I found when I was president of the Oregon Psychological Association during the licensing sunset and sunrise procedure, both psychologists and legislators are particularly concerned with limiting the activities of such exploiters: “Let’s license not just the name but the actual practice as well!” After all, such restrictions on practice are found in medicine, engineering, and architecture. Why not psychology? Such restrictions would put many “lay therapists” who are not exploiters and who, as the research shows, are every bit as good as the professionals, out of business as well—thereby reducing the availability of therapy and raising its price. That, however, can be framed as an unfortunate side effect of protecting the public by restricting practice to stop exploitation.

Paternalistic altruism and individual greed combined in 1987 to yield a “model licensing law” passed by the APA’s Council of Representatives. The stated goal was to have this “law” enacted into state laws in all American states and territories. What was the nature of this model licensing law? First, only people who had received degrees from one of the APA’s accredited professional programs would be granted a license. Second, the license would cover not just the status of “psychologist” and an ability to receive third-party payments but the actual practice of psychology as well. Practice was defined as virtually any activity that involves opening one’s mouth to give advice about any aspect whatsoever of human life or to help people in any way—whether or not a fee is charged. This practice includes some activities that do not work (like training in biofeedback). Moreover, practice “is not limited to” everything that might be considered to involve some sort of “psychology” or other in 1987. Let me quote.


Practice of psychology is defined as the observation, description, evaluation, interpretation, and modification of human behavior by the application of psychological principles, methods, and procedures, for the purpose of preventing or eliminating symptomatic, maladaptive, or undesirable behavior and of enhancing interpersonal relationships, work and life adjustment, personal effectiveness, behavioral health, and mental health. The practice of psychology includes, but is not limited to, psychological testing and the evaluation or assessment of personal characteristics, such as intelligence, personality, abilities, interests, aptitudes, and neuropsychological functioning; counseling, psychoanalysis, psychotherapy, hypnosis, biofeedback, and behavioral analysis and therapy; diagnosis and treatment of mental disorder and emotional disorder or disability, alcoholism and substance abuse, disorders of habit of conduct, as well as the psychological aspects of physical illness, accident, injury, or disability; and psychoeducational evaluation, therapy, remediation, and consultation. Psychological services may be rendered to individuals, families, groups, and the public. The practice of psychology shall be construed within the meaning of this definition without regard to whether payment is received for services rendered. (See Section J for exemptions.)



Section J provides an exemption from being licensed to people teaching, engaging in research, or providing psychological services to organizations or institutions—provided that such activity:


does not involve the delivery or supervision of direct psychological services to individuals or groups of individuals who are themselves, rather than a third party, the intended beneficiaries of such services without regard to the source or extent of payment for services rendered.92



What this awkward wording actually means is that professors and “organizational” or “industrial” psychologists who work for business organizations or government units are exempted. The rationale is that such people are not working for individual clients per se. That conception conflicts with the APA’s Ethics Code, which specifies that the psychologist should be working for the individual being evaluated or treated. This in turn often conflicts with the actual practice of psychologists in giving court testimony—such as deciding that a convicted murderer is “irredeemable”—and with the practice of choosing people eligible for benefits like training or disability payments. Psychologists who decide that murderers should be executed as “irredeemable” or that injured people are undeserving of disability benefits can hardly be described as working in the best interests of these people, but according to the ethics rules, it is the person being evaluated who is the client.

The “model licensing law” is highly restrictive. Moreover, it proposes highly specialized training, at least to the point of receiving a Ph.D. degree or a substitute degree from a “practice-oriented” institution accredited by APA. There is no evidence to support the claim that restrictiveness benefits the public. It is totally unjustified.


CHAPTER 6
A PLETHORA OF EXPERTS AND WHAT TO DO ABOUT THEM

Professional psychologists are not the only people outside the medical profession who are licensed to practice. As of 1992, social workers are either licensed or certified in all states and territories; in twenty-seven states they are eligible for standard insurance reimbursement, dependent on the type of policy in only three and restricted to work in a clinic in only one.1 In addition, various unlicensed people also present themselves to the public as experts in particular areas involving mental health, like rape counselors, alcohol counselors, and religious counselors. Some of these unlicensed or uncertified experts work on an informal basis (like leaders of private AA groups); some are hired by private or public agencies; and some simply “hang out a shingle,” there being no law against untrained people calling themselves “therapists” so long as they do not misrepresent themselves as belonging to a particular profession. Many of these people perform valuable services as therapists, usually—unless they are trained in some particular behavioral technique—as empathetic and understanding listeners. Many of them are not very good therapists, and on rare occasions they are ripoff artists. As pointed out in Chapter 2, however, the success rate of minimally trained and paraprofessional psychotherapists is no different from the success rate of the highly paid professionals. (The ripoff artists were not included in the studies leading to this conclusion.) Does anything follow about the licensing or unique social status of professionals from this conclusion about their effectiveness as therapists?

Medical people must be licensed. They can dispense drugs. Moreover, the training in medical school covers principles of medical science, and although such leaders in the field as W. French Anderson may consider medical science “inexact,” medical students must master it on at least a superficial basis. In psychology, by contrast, while there are indeed some well-established principles, obtaining a degree leading to a license often requires no more than a “peripheral acquaintance” with them (see Chapter 1). Licensing of psychologists doesn’t work to protect anyone except those licensed. Now what about those not licensed? Like psychologists, they often justify their expertise on the basis of “experience.” Like psychologists, they often use shoddy tests and propound theories that are based on ideology or fad rather than on empirical research findings or well-researched theory. The greatest use of anatomically detailed dolls to detect child sexual abuse, for example, is by self-proclaimed experts in the child protection agencies and by police and prosecutors, not by unlicensed and untrained counselors. People who specialize in “recovery” of repressed memories of being “incested” are as likely to call themselves simply counselors as psychologists.2 Should all of them be licensed? Should none? Should they all be recognized as experts in court settings, or as experts in advising judges about custody arrangements? Should we pay any attention at all to what they have to say about alcoholism or obesity?

I will defer the difficult question of who should be licensed—that is, granted third-party reimbursement and recognized in our courts—to the end of this chapter. First, I want to deal with the question of whether those not currently licensed should be recognized as valid experts about the problems they address. Do they as a group have any expertise, aside from the simple human activity of listening empathetically and occasionally giving good advice?

Self-proclaimed experts’ claims to competence can be very convincing. Those with the least training base their claims on their own personal experience with a particular mental health problem. This claim can be expressed in terms of a syllogism:


I have had the problem myself; I felt this way.

I did thus-and-so and overcame the problem (hence thus-and-so caused me to overcome it).

I have since had extensive interactions with people with the same problem.

Therefore, I understand the problem in its entirety. (For example, I know what anyone who wishes to overcome alcoholism must do in order to succeed.)



Now compare this type of personal experience claim with a scientist’s or scholar’s claim, which may also be expressed in the form of a syllogism:


I have studied the problem extensively.

I have studied alternative hypotheses about the nature, causes, and possible amelioration of the problem.

I have evaluated these hypotheses in light of the existing evidence.

I have tentatively concluded that some of these alternative hypotheses are better supported than are others.

Therefore, I understand something about the problem and how to address it (for example, that choosing an alcohol program consistent with one’s beliefs is usually beneficial)—although new findings may always prove me wrong.



Suppose someone claimed to have a vaccine for HIV infection. Which type of person would be more convincing? I trust that the latter would be for most readers. A person’s own experience with HIV infection would be viewed as irrelevant to that person’s claim about the vaccine; knowing people who were infected, even treating them personally would also be considered irrelevant. Nor would we place much faith in someone whose evidence for the effectiveness of this vaccine was that it had halted progression from infection to AIDS just for himself or herself. We would want evidence about whether this person was thoroughly trained in biochemistry or molecular biology, in how to do laboratory experiments, in how to conduct medical randomized trials experiments to test the vaccine, and so on.

Problems involving psychological distress, in contrast, often appear as unique, individual, spiritual—that is, as personal. In dealing with such problems, we are more apt to accept the personal experience syllogism as valid, perhaps even as more valid than the scientist/scholar syllogism. We watch these people claiming expertise on the basis of personal experience on television talk shows. They are convincing. Moreover, we “know what they are talking about.” But we often have only the vaguest understanding of someone who claims expertise on the basis of scientific study. We can accept the idea that we may not know much or even anything about science. But we do not easily accept the idea that we do not know a great deal about people. Thus, the person claiming expertise about us on the basis of the scientist/scholar syllogism is viewed with suspicion, while those who use the personal experience syllogism are not.

Thus, we are tempted to accept the personal experience claim as legitimate, but it is not legitimate. In previous chapters of this book, I pointed out the flaws in citing personal experience as the justification for a professional’s claim to expertise. The personal experience of the nonprofessional is no different from that of the professional. Both are subject to availability biases, retrospective distortions, inappropriate generalizations, stereotypic thinking, and so on. A professional psychologist can claim—as I saw one do on television a few months ago—that all people who are depressed who do not receive treatment become suicidal, even though the claim was admittedly based on experience with depressed people who had become suicidal rather than on studying depressed people to see if they became suicidal without treatment. A nonprofessional AA leader can claim that he knows that following the twelve steps is the only way anyone can overcome alcoholism. Both can cite anecdotes from their own personal experience to support their claims. But neither should be convincing.

Not all nonprofessionals who invoke the personal experience syllogism state that they have had the problems themselves. For many, personal experience means experience with other people who have had the problem—often extensive experience. But the flaws of generalizing on the basis of such experience are the same as generalizing on the basis of oneself. Consider a group of purported experts on rape who appeared on television after William Kennedy Smith was acquitted of rape. Many stated that they wished they could have testified because they know how rape victims respond and could therefore have evaluated whether the accuser was truly a rape victim. Aside from the fact that this wish questioned Smith’s innocence just after he had been found innocent, it illustrates a big problem with intuitive diagnosis. Perhaps these people really do know how rape victims respond. The problem in the trial, however, was to distinguish whether Smith’s accuser was actually a rape victim or was not. The only relevant experience of an expert, therefore, would be in learning to distinguish among those claiming to be rape victims who were actually raped and who were not actually raped. All the experience in the world with women who were actually raped would not help in making this distinction. Because that was the experience of the experts (or at least what they claimed to be their experience), it was irrelevant. Again, as with diagnosing stomach cancer, the essence of a diagnosis lies in distinguishing between possibilities (like cancer versus ulcer). Unfortunately, where psychologists have failed is not in limiting the experience of their colleagues or others, but in teaching them that diagnosis is differential diagnosis, and that in general judgment to be meaningful must be comparative. That principle is often not understood intuitively, although occasionally it is. More than a peripheral knowledge of psychology helps in understanding it.

It is unfortunate that the public, as well as psychologists, often fails to accept the personal importance of an impersonal approach. What could possibly be of more personal importance to the person infected with HIV than the impersonal development of an HIV treatment? What could be more personally important to the graduate school applicants, parolees, and heart attack patients discussed in Chapter 3 than an improvement in impersonal, statistical prediction techniques? It would mean fewer failures in careers, fewer victims of parolees who return to crime, fewer failed parolees, better medical treatment, and so on. The fact that there is no “match” between the style (personal or impersonal) of addressing a problem and the personal importance of resolving it should not keep us from thinking clearly about it. More personal benefit can be obtained by the impersonal development of a vaccine or by an understanding of the importance of sterile medical procedures, than by a great deal of personal caring—however well-motivated—that doesn’t do much.3

The greatest problem with alleged expertise based on personal knowledge is that it is subject to fads and ideologies. When a particular issue becomes prominent in society, people with experience in it become “experts.” Others accept their personal experience claims on the basis of the incorrect inference that because there is a need for expertise, it must therefore exist. Naturally, it must then exist among those people claiming to have it. Such acceptance is common in situations of personal need, such as among people who have terminal cancer who want to accept the expertise of religious healers, imagery trainers, or people selling laetrile. Such acceptance can also occur on a societywide basis. For example, when the USSR developed the atomic and hydrogen bombs well before the time predicted by American policy leaders—and Communist political groups appeared to be capable of taking over Europe and Asia—this country experienced a surge of anticommunism that might best be described as hysteria. Immediately, senators (Joseph McCarthy in particular), former Communists (like Whittaker Chambers), and FBI agents who had infiltrated Communist cells in this country became “experts” on “the Communist menace.” The House Un-American Activities Committee held well-publicized hearings concerning such trivia as Hollywood stars’ attendance at Communist-sponsored peace rallies, which led to blacklists. Ordinary prudence and skepticism were often neglected or downgraded as “naive” and were even lambasted as “fellow travelers.” Books were written (like Whittaker Chambers’s Witness), fictionalized accounts of FBI informers were presented on television (for example, Herbert Philbrick in “Three Lives”), and people who “knew” denounced those who opposed the hysteria as “playing into the hands of the Communists”—just as those who now “know” about the terrible prevalence of incest denounce those who are skeptical as supporting pederasts, antifeminists, or even Satanists.

The anticommunist “experts” were not foreign policy analysts, political scientists, or historians. “Monolithic communism” they said, would endure forever unless we waged an all-out campaign to destroy it, no matter what that campaign did to our own Bill of Rights or to our sense of ethics in foreign policy. The anticommunist experts “knew” because they had had personal experience with communism. They were wrong—observe the fate of “monolithic communism” today. But they were persuasive at the time. Mental health concerns are paramount in our society today; we do not suffer from a shortage of food or materials or resources. We suffer because people are distressed, don’t get educated, turn to crime in proportions far greater than in comparable countries, use drugs and become addicted to them, become alcoholics, become personally violent, and don’t work very hard or take much pride in it. Naturally, nonprofessionals as well as professionals give us a great deal of advice about what to do about our mental health. And we accept personal experience as a basis for expertise when we shouldn’t.

ABUSE

The subject of greatest current concern today (1993) can be described in a single word: abuse. We have come to understand that husbands physically abuse their wives, and incidentally vice versa, although usually with less devastating effects, parents abuse children physically and sexually, grown children abuse elderly parents, addicts (and even casual users) abuse drugs, and a large proportion of us abuse alcohol. All this abuse destroys people. Moreover, abuse is not limited to physical acts. Mental abuse as well can have devastating effects. We need to know as much as we can about abuse; therefore, there are people who claim to know about it.

I am compelled to state that I am not in favor of abuse, anymore than those who opposed Joe McCarthy in the early 1950s were necessarily procommunist. Moreover, I am compelled to state that I am in favor of ending abuse, just opponents of 1950s anticommunist hysteria were compelled to state that they did not want to see communism succeed. The very need to say that one opposes methods but not aims itself indicates the depth of our society’s concerns about abuse.

We saw the flaws in professional psychologists’ handling of sexual abuse in the previous chapter and the findings that early abuse statistically precedes later problems. These problems by no means necessarily follow abuse, or even follow it with a high probability. (Prolonged and extreme abuse as experienced by people who survived concentration camps for a number of years may be an exception.) Moreover, as we have seen, many of those claiming to have the greatest expertise in abuse—and who use the shoddiest techniques and tests to uncover or treat it—are not professional psychiatrists or psychologists. Somehow, we now have whole clinics of nonprofessionals specializing in different types and varieties of abuse, particularly sexual abuse.

Our obsession with abuse may have a personal down side. It can reinforce feelings of incompetence in individuals who believe they have been abused, and—more important—it can inhibit them from taking action to resolve current life problems they may have. There are instances of ongoing abuse with which victims really are incompetent to deal, such as children abused by their parents, frail elderly people abused by their grown children, and wives who cannot leave physically abusive husbands without facing poverty. I am concerned, however, with the current obsession with past abuse. There is simply no evidence that “past abuse will out” no matter what one’s current situation is or what one does about it. A history of family violence during childhood is related to adult depression and relapse in general, but not for adults who are nevertheless free of chronic interpersonal stress.4 The problem is that feeling and believing that one is a victim and hence incompetent can inhibit action. That results in a positive feedback effect, because acting to improve one’s life—or failing to take such action—can have a profound influence on belief and feeling. An erroneous belief that past abuse necessarily has lasting effects can thus lead to drift and a worsening of the current lives of those who believe they were abused in the past. Often, those of us who question the wisdom of encouraging people to view themselves as victims are accused of “blaming the victim,” and the conversation is supposed to end there. It shouldn’t. We might better be accused of “blaming the adviser,” and the ensuing conversation should concern advice, not victimization.

The past abuse obsession creates another problem. Since the perpetrator of the abuse is always someone else, that person is responsible for failing in our current selves if we think we have previously been abused. That can lead to blame. In ordinary circumstances, rightly attributed blame can lead us to take action to improve our situation.5 (Occasionally not, as when victims, or relatives of victims, of police chases of someone else over something as trivial as speeding or a car theft are told to “blame the person fleeing, not the police”—while such chases continue and more people get killed.) But when the abuse or hypothesized abuse took place years ago, nothing to change the situation can result from the blame—although some “experts” urge those who believe they have been victimized to take such draconian measures as publicly accusing grandfathers on their deathbeds, on the grounds such “getting even” is “therapeutic.” (Normally our society presumes innocence and believes that people should be given an opportunity to respond to charges or denunciations; some of the more rabid proponents of abuse everywhere, however, believe we should neglect such niceties—just as some of the more rabid anticommunists of the early 1950s did.) Blame itself doesn’t do much unless it activates change. Where is the evidence that simply learning to blame—or hate—somebody is therapeutic? Before urging people to do such negative things, we should certainly demand convincing evidence that blame is therapeutic. But the evidence doesn’t exist.

What we do have a great deal of historical evidence for is that people like to blame others and that great damage can be done when blaming gets out of control, specifically when it is focused on hurting those others rather than on benefiting ourselves. In the Middle Ages, Jews were said to be poisoning the wells during times of plague, and witches were said to be responsible for inexplicable physical problems and hallucinations and at bottom tools of the devil.6 Just as the “power differential” of abusive parents or therapists over their children leaves their victims powerless, the devil is all powerful—unless some quasi-mystical exorcism can be arranged (in current society, psychotherapy). There’s no devil to blame for child abuse, so it is increasingly common to ascribe demonic powers to real or alleged abusers. The satanic cultists who supposedly sacrifice babies are so extremely clever and powerful that they have consistently fooled the FBI, police forces, and investigative reporters, who find no independently corroborated physical evidence of their activities.7 They are even said to have taken over the police and FBI.8 Just as the Communists allegedly in the State Department in the early 1950s were so clever that they could never be found and may have taken over the department. The abusers are entirely responsible for the plight of those they have abused, they are to be blamed and hated, and they are so powerful that there is nothing their victims can do to improve their own lives.

Who is it that is most often believed to be incompetent as the result of past abuse? Women. While the CNBC psychologist in Chapter 1 announced that a fair proportion of men have been incested, her belief is a minority view. There’s a great deal of consensus among self-proclaimed experts about the proportion of women who have been victimized. We now even read newspaper figures quoting a proportion of one in three women.9 This view of woman as victim, whose mental health is thereby inferior to that of man, has a long and dishonorable history in psychiatry and psychology.

This implicit view of female inferiority can be found, among other places, in psychoanalytic theory. Freud did maintain that “biology is destiny,” and psychoanalytic theory does imply that men and women are intrinsically different due to differing resolutions of the Oedipal conflict. For a male, a successful resolution involves giving up his desire to possess his mother by identifying with his father, who does in fact “possess” her. That meant, in Freud’s time, identifying oneself as having mastery and becoming active and aggressive in a socially acceptable manner in a male-dominated society. Females, in contrast, can give up their early desires to possess the mother by becoming “Daddy’s girl.” They don’t really have to “grow up” the way a man does, and in psychoanalytic theory, they generally don’t. As Daddy’s girl, they can concentrate on being cute and attractive—their supposedly proper role in society. Moreover, since their attachment to their mothers is never as directly sexual as that of little boys, they do not have to give it up as totally as little boys do; in fact, they can identify with their mothers with a lot less conflict—and hence less opportunity for maturity—than boys can identify with their fathers. Women can identify in part by becoming caring mothers themselves—again, their proper role in a male-dominated society.

What often goes wrong with men is that they cannot entirely give up their desire to possess their mothers; they might end up feeling too much tenderness for Mom, for example, so that they can have satisfactory sex only with women toward whom they do not feel tender. (Otherwise, it would be too incestuous.) In contrast, the female problem is that she might end up too attached to Dad. While Freud originally believed that female hysteria resulted from actual incestuous relationships or incidents with the father or with a related adult male figure in childhood, he later came to the much-disputed conclusion that memories of such relationships or incidents were actually wish-fulfilling fantasies of overly attached women. The feelings themselves were “repressed” because they were unacceptable. The women’s fantasies, in which these unacceptable feelings were projected as coming from the father to the girl rather than vice versa, Freud said, were generally untrue memories that contain cues to actual present feelings. (Note that there is nothing in Freudian psychoanalytic theory about repressing memories of actual incidents in life, only about repressing one’s own feelings. Note also that there has recently been a switch from Freud’s absurd belief that all memories of incest were fantasies to the equally absurd belief that all fantasies of an incestuous nature indicate that actual incest occurred; “if you think something may have happened and you have the symptoms, it probably did.”) When hysterical symptoms occurred, it meant that repression per se had failed to allow the woman to function normally, and the problem of the woman and her analyst was to analyze the symptoms to gain an understanding of these feelings so that they could be “defended against” in what George Vaillant later termed a more “mature” manner. (Again, according to standard psychoanalytic theory, it is not repression that leads to symptoms but rather its failure, in “the return of the repressed.” That again has been switched to a belief that it is the repression itself that causes the problem and the only way to function is to reexperience the actual abuse in its totality—to learn to hate the perpetrator as much as he was hated when he betrayed the child’s trust through his despicable acts. That switch involves yet another switch: For Freud, it was the adults who viewed incest with horror, a horror that arises only as the Oedipal conflict is addressed as we grow up. According to current popular belief, it is the child who feels this horror.)

Nowhere is this derogatory view of women better illustrated than in the maltreatment of Bertha Pappenheim, the very first “case” presented in Freud and Josef Breuer’s famous book Studies in Hysteria.10 In justice to Freud, I must point out that Pappenheim was treated by Breuer, and Freud is responsible only for the analysis of the treatment. (In fact, Freud’s case histories reveal a man much more empathetic toward his female clients and more concerned with them as people rather than as stereotypes, than would be inferred from his theory.)

Bertha Pappenheim (1869-1936) was an active welfare worker in Germany and an early champion of equal rights for women, through the beginning of the Nazi takeover. She organized and ran a home for illegitimate children and young girls who had been forced into prostitution. She translated important feminist books like A Vindication of the Rights of Women by Mary Wollstonecraft, and she wrote books, pamphlets, and plays of her own on feminist subjects. She was recognized as such an important person in the struggle for justice for women that a German postage stamp was issued in her honor in 1954. At her funeral Martin Buber stated: “I not only admired her but loved her, and will love her until the day I die. There are people of spirit and there are people of passion. Rarer still are people of spirit and passion. But rarest of all is passionate spirit. Bertha Pappenheim was a woman with just such a spirit.” A co-worker also praised her: “A volcano lived in this woman; it erupted when someone angered her. … She fought only about things that were involved with her ultimate aims. … If she had the feeling that she had slid off factual ground and hurt the other person in a personal sense, she would unhesitantly apologize and turn back her assault. … She loved people and she needed them.”11

Bertha Pappenheim was first treated by Breuer at age twenty-one. In Freud and Breuer’s description of the treatment, she was given the pseudonym Anna O., and “the case of Anna O.” later became one of the best-known case histories in the psychoanalytic literature, possibly the single most famous—in part, perhaps, because later analysts concluded that Breuer had botched her case by failing to recognize that Anna had fallen in love with him (kindly referred to as her “transference”) and he with her (less kindly referred to as his “narcissistic countertransference”). In fact, Breuer abruptly terminated treatment (his critics have claimed that he “fled”) when Anna falsely claimed that she was pregnant by him. He nevertheless wrote in Studies in Hysteria that his treatment of her was a success and that it was the first demonstration of the efficacy of “abreaction,” the cure of hysterical symptoms by allowing the patient to talk about the circumstances surrounding their development and thereby come to understand their symbolic significance. (Anna referred to this process as “chimney sweeping”; in fact, this technique was not successful and Breuer did botch the case, although most probably for reasons unrelated to transference or countertransference.)

Breuer was first consulted after Anna had developed an alarming variety of symptoms—paralysis, fatigue, insomnia, periods of amnesia, hallucinations—and alternated moods between her “naughty self” (in which she was angry) and her more usual subdued self. Her father, to whom she was devoted, was dying of a lung abscess. Although the family was very wealthy and could easily have afforded a nurse, Anna and her mother had continually attended to him for many months until two months before Breuer became involved. At this point her mother had become so concerned about Anna’s physical and psychological condition that she had forbidden her to see her father any longer—except for very brief periods of time. Breuer described his initial impressions of Anna:


She was markedly intelligent, with an astonishingly quick grasp of things and penetrating intuition. She possessed a powerful intellect which would have been capable of digesting solid mental pabulum and which stood in need of it—though without receiving it after she left school. She had great poetic and imaginative gifts, which were under the control of sharp and critical common sense.12



And later:


This girl, who was bubbling over with intellectual vitality, led an extremely monotonous existence in her puritanically-minded family. She embellished her life in a manner which probably influenced her decisively in the direction of her illness, by indulging in systematic daydreaming, which she described as her “private theater.” While everyone thought that she was attending, she was living through fairy tales in her imagination; but she was always on the spot when she was spoken to, so that no one was aware of it.13



His treatment consisted of talking therapy to locate the experiences—which he believed to be accurately recalled—that preceded the emergence of each of her multitude of symptoms. On fifty occasions, for example, she had not heard another person when she was directly addressed; these mental lapses, said Breuer, were due to her belief that she had had to ignore her father’s request for wine one day when she was attending to him.14 Anticipating later psychoanalytic emphasis on unexpressed sexuality, Breuer noted that “the element of sexuality was extraordinarily underdeveloped in her,”15 that she was a “Daddy’s girl,” and that she had become inordinately fond of both a “Dr. B,” whom Breuer brought in on the treatment, and of Breuer himself. Again, although Breuer claimed that his treatment was a success, there is plenty of historical evidence that it wasn’t—especially given her subsequent commitment to a sanatorium for almost two years between 1890 and 1892.16

Later, when Anna O.’s identity as Bertha Pappenheim became known, professional psychologists and psychiatrists were puzzled: How could someone who had been so sick at age twenty-one become such a fulfilled and vital person later in life? In 1984, Max Rosenbaum and Melvin Muroff solicited the opinions of twelve other practitioners to address this puzzle in a book entitled Anna O.: Fourteen Contemporary Reinterpretations.17 The central question was framed by Rosenbaum in the introduction: “How did this woman, believed to be a hopeless case by Breuer [based on what he was alleged to have concluded later—not his writeup], manage to come out of her deeply pathological condition and lead a reasonably [!] fulfilling life?”18 Rosenbaum continues: “There are those contemporary experts in psychodynamic theory who express the belief that all her later life was not really a fulfilled life, but an overcompensation for what she had in fact never worked out in treatment. They say that she lived out the problems—her unresolved relationship with her father, her sexual difficulties, her fantasies—and her everyday work activity was merely a masking.”19 John Spiegel mirrors this view when he writes: “It should come as no surprise that when Anna O. finally managed to recover from her illness, she expressed her anger in terms of social protest.”20 In fact, with the important exception of Marion Kaplan, the commentators in the book are roughly split between the opinion that she didn’t “recover” at all and the opinion that her subsequent life was simply an extension of her previous illness in a socially acceptable form.

Kaplan, in contrast, analyzes the situation in which Anna “became ill.”21 First, she was imprisoned in her own house. As a girl from a very wealthy family, she was expected to make a proper marriage and not to pursue her intellectual or creative activities. (She was indeed extraordinarily accomplished despite the abrupt termination of her schooling; one of her symptoms, for a time, was to speak only in English—one of four languages in which she was fluent.) Her extremely conservative Jewish upbringing was completely male oriented, and she was expected to become the dutiful wife of an appropriate man, although her father’s illness interfered with the type of social life that usually preceded this outcome. So she was alone, except for her dying father and her mother. If the societal emphasis on maleness might have led her to be a “Daddy’s girl” anyway, the attitudes of her mother—whom Ernest Jones described as “somewhat of a dragon”22—could only reinforce that attachment. And then she was not permitted to see him except for brief periods of time! “This was the most severe psychical trauma that she could have possibly experienced,” wrote Breuer and Freud.23 And then he died.

Living in a sexist prison, is it any wonder that her sexuality was “astonishingly underdeveloped?” That she became attracted to Dr. Breuer and Dr. B—the only men outside her family with whom she had any contact? That she retreated into daydreams and fantasies? What might have happened had Breuer’s therapy consisted of a demand on her mother that “for God’s sake, let her see her father and let her get out of the house, to see other people and pursue her creative interests!”

There was another, perhaps even darker side to her situation, one treated cavalierly by Breuer. Part of Anna’s “treatment” consisted of giving her massive quantities of drugs that would currently be given much more sparingly. At one point Breuer decided, “On those nights when she had not been calmed by verbal utterances it was necessary to fall back upon chloral [hydrate]. I had tried it on a few earlier occasions, but I was obliged to give her five grammes, and sleep was preceded by a state of intoxication which lasted for some hours.”24 Five grams is twice the dosage normally required to make a normal person addicted within thirty days.25 Later, when she was at the sanatorium, she was—according to its records26—given seven to ten centigrams of morphine a day in addition, roughly five to ten times the amount now given for postoperative pain. Like Breuer, the physicians apparently believed that such medications were “necessary” and that they were “obliged” to give them.

(Here we have a parallel with modern practice, in which professionals feel “obliged” to medicate patients to prevent overt symptoms, and 60,000 or so professional psychologists are anxious to shoulder that obligation. Again, I ask: What is so terrible about psychological symptoms that necessitates assaulting the nervous system of the people manifesting them? Of course, modern advocates of such therapies claim that we know so much more now than we did in Breuer’s day and that drugging patients does not actually harm them—which is what lobotomists claimed about lobotomies, and what hot bath and insulin shock therapists claimed about hot baths and insulin therapy. Those practices were based on an ignorance we have overcome, my critics reply, so I’m being unfair. One particularly distressing aspect of the professional therapy field is the doggedly persistent but sincere belief that whatever the current practice is, it is “enlightened,” while past practices were deficient if not outrageous. We learn the specific faults of the past but seem immune to learning the general principle that decade after decade, great new insights and great new therapies turn out to be anything but great. It is not at all unusual for a psychiatrist totally convinced of her own perspective in 1991 to refer to the early 1970s as the “dark ages” of psychiatry.27)

Bertha Pappenheim did get out of the sanatorium. Its final report indicated that “she continued to be irritated with her family, exhibited hysterical symptoms, and continued to disparage medicine [sic] and science [sic] as modalities of treatment.” Further, she was “in ‘childish opposition’ to her physicians. By the time she had left the Swiss hospital, she was a confirmed addict accustomed to high doses of morphine and chloral. The general feeling of her physicians at the hospital was that she was an unpleasant person who exhibited hysterical behavior and who had neurological symptoms.”28

How then, did she change so profoundly? Aside from Kaplan’s, the psychological analyses presented in Rosenbaum and Muroff’s collection—and which are so prevalent in our society—ignore obvious factors to concentrate on esoteric hypotheses. Moreover, they miss the one truly remarkable change in Bertha Pappenheim’s life, which was her ability to overcome on her own the addictions thrust upon her by her well-meaning doctors, a story that to the best of my knowledge has never been told. Instead, she is derogated: Her earlier problems are all said to have arisen from her attachment to her father. The temporary success of Breuer was due to abreacting the repressions related to this attachment. Despite her apparent accomplishments in life, she never succeeded in growing up. Due to her unresolved attachment to her father, her accomplishments were not “really” real but were mere manifestations of, defenses against, or sublimations of her illness. She was, according to Freud and Breuer and according to thirteen of the fourteen commentators, simply an hysterical woman who was incapable of becoming a whole person—without psychotherapy.

There was, however, one aspect of Bertha Pappenheim’s “character” that didn’t change. As Breuer described it, “Even during her illness she herself was greatly assisted by being able to look after a number of poor, sick people, for she was thus able to satisfy a powerful instinct.”29

While Breuer was addicting Pappenheim to drugs, other less psychoanalytically oriented psychiatrists were attacking women’s brains in a more direct and less reversible manner—with lobotomies (see Chapter 2). Freedman and Watts, the main practitioners, justified this procedure on the grounds, “It is better for him [the patient] to have a simplified intellect capable of elementary acts than an intellect where there reigns disorder of subtle synthesis”—whatever that means. “Society can accommodate itself to the most humble laborer, but it justifiably distrusts the mad thinker.”30 And who were these “mad thinkers” to which society could not accommodate itself? “Women were preferred to men, “observes a psychiatric historian,” because they could receive the protection of the home after the operation, unlike men who were expected to work outside [it]. Jews were preferred because of the ‘solidarity’ of their family life. Freeman and Watts also said that lobotomies were more successful on blacks than on whites.”31 Exact figures about the numbers of lobotomies are unavailable. Many hospitals where these operations were performed have since been closed down, and the only figures available are from samples involved in horribly flawed studies. We must take Freeman and Watt’s word about their preferred subjects. They preferred people whom they regarded as more infantile to begin with and whose intellects were not important. Once again, women.

Now consider today’s obsession with “repressed” past incestuous abuse. Once again, the little girl is Daddy’s girl—only this time in a more direct and appalling manner. Once again, she is incapable of growing up the way most men do, as a result. She is flawed for life without realizing it, until that flaw is pointed out by an expert (often on the basis of extraordinarily common symptoms). She is neither mature nor responsible—without intervention from a psychotherapist. It is therefore justified to subject her to an extraordinarily harsh treatment—in this case not assaulting her brain but “helping” her to become alienated from her family, perhaps learning to hate not just the father who committed the act, but the mother who failed to protect her by acceding to the “conspiracy of silence.” At best, those who claim the abuse didn’t happen—including her siblings—are “in denial—at worst they are psychopaths or even satanists. The only way a woman who has been rendered incompetent by the repressed incest can get her life together is to start all over again, with a realization that all that she had previously valued was nothing but the hollow denial of a victim.

Like Freud and Breuer, and like Freeman and Watts, the people treating women this way today are being paid to do so, often quite handsomely. Like these predecessors, they are convinced that they are helping. Like these predecessors, there is no good evidence that they are doing more good than harm, and some of them are surely doing more harm than good.

A POSSIBLE SOLUTION

Who should be allowed to be a psychotherapist, and what licensing should be involved? Certainly anyone should be permitted to give advice for money. We live in a free society. People who have not been declared legally incompetent should be allowed to spend their own money as they wish. That means that some vulnerable people will be harmed by the incompetent or the exploitative, but that is a price we must pay for the freedom of our society—just as we have higher crime rates than do totalitarian societies, where the state can control and detain people without regard for their liberties. We cannot and should not restrain people from seeking the advice of others simply because we believe they are vulnerable, or that the advice is bad, or that they would be better off seeking advice elsewhere. Moreover, if the people giving the advice wish to refer to themselves as “therapists,” we should not restrain them from doing so in order to protect legally competent citizens from making what we believe to be a foolish choice. Psychic readers bilk people, but we should not outlaw psychic reading. Moreover, as we saw in Chapter 2, there is evidence that the personal characteristics of therapists are important in relationship therapies and we cannot presume to evaluate these characteristics for all who advertise themselves as good therapists.

But that does not mean that anyone who calls herself or himself a “therapist” should be reimbursed for what they do by third-party funding, or should be recognized as some sort of expert in a court of law, or should be accorded any particular social status or respect. (The same principle applies to anyone else with a self-assigned label.) Who should? That is, who should be licensed as a psychotherapist?

My answer is based on three simple principles.
	Licensing should protect the public in fact, not just in rhetoric.
	Licensed people should be paid on the basis of applying knowledge. The “earn now, learn later if at all” model should be thoroughly rejected. The fact that therapists and other people sometimes provide valuable treatments and sometimes make correct judgments independent of applying knowledge does not imply that they should be paid at an “expert level” for such treatments and judgments.
	Legal values and procedures should be based solely on knowledge that has survived the scrutiny of skeptical challenge. Intuition has no place in our court system. The fact that intuition is sometimes correct does not justify its presence. No citizen’s legal and civil fate should be determined on the basis of someone else’s intuition.


The first principle, concerning protecting the public, implies that anyone in the mental health field who has power over people who cannot exercise free choice themselves should be required to have a license. Aides, assistants, and counselors—as well as psychiatrists, psychologists, and social workers—must be licensed when they work in mental hospitals or halfway houses (or in any sheltered living arrangements where clients are physically incapable of leaving or where legal authorities can be summoned to bring back a client who walks away). People who work in such settings must be subject to the ethical and legal rules involved in licensing. Proved abuse of a client in any such situation should be grounds for automatically retracting the license and imposing legal penalties. To accomplish such a change, we must upgrade the position and pay of aides, assistants, and counselors who work in these settings.

The second principle, concerning applying knowledge, implies that only people who can demonstrate that they practice psychotherapy on the basis of scientific knowledge and training should be licensed as mental health experts. Opinion alone should not be enough, no matter how much others making the same claim to the same expertise may agree with that opinion. Whole programs must be licensed on the same basis, which would automatically license those working within them to work there, but not allow such employment as a path to “hanging out a shingle” to engage in a private practice based on anything they please or find useful on an intuitive basis. Those who are licensed should receive the same remuneration they do currently. They should be eligible for pay from general funds (insurance or government) and accorded the status of “expert” because they have some special knowledge, insight, and skills that others lack.

It might difficult for a licensing board to make a judgment about whether a person or program actually applies scientific principles. But it would be no more difficult in principle than making a judgment about whether someone is actually a good therapist. Implementation in fact would be more difficult than in principle, however, because in fact licensing boards do not currently make a judgment about whether a candidate for a license would actually provide a valuable service. Instead, such boards rely on credentials and interviews. Moreover, a judgment about whether someone actually applies scientific principles would be more difficult to make than the ones currently made by “peer review boards” evaluating treatment plans. The problem with peer reviews is that they can be—and are—made according to the principle that the treatment is good if it is the same treatment the people on the review boards would provide. In contrast, we should be willing to invest both the money and effort to thoroughly evaluate whether what someone actually does or proposes really does have a scientific rationale. Such money and effort would certainly result in great financial savings, and it could not have a negative effect on quality of treatment.

Finally, the third principle: only those licensed by such rules would be permitted to testify in court about particular people. When they testify, they should be required to provide the evidence and rationale for any conclusion they reach and for any recommendation they make. The presentation of psychological portraits or intuitions should be automatic grounds for disqualification. If the courts are interested in general principles rather than judgments about specific individuals, they should turn to experts in general principles—that is well-recognized researchers. The current system of recognizing someone on the basis of their years of experience who has received a credential based on minimal training is not only absurd, it is a danger to the civil liberties of those about whom judgments are made. Judges are elected or appointed to make such judgments. They are paid to do so. They must be the people who make them.

There should be a different type of license for people doing only therapy, who would be neither granted the status of expert nor paid on that basis. The primary purpose of this license would be to protect the confidentiality of those seeking their services and to allow payment from third parties when people who are truly mental health experts believe such therapy is warranted or necessary.

The current research indicates that people with master’s degrees who practice behavioral or empathy-oriented therapy are every bit as effective as those with M.D.’s and Ph.D’s. In fact, those with bachelor’s degrees may even be as effective. Some program directors who employ them have reached similar conclusions.32 If an M.D.’s or Ph.D.’s wish to be therapists, there is no reason they should not be, provided they are licensed and paid on the same basis as master’s degree holders. For starters, people licensed as therapists could be paid at the current rate of independent social workers with an MSW (master of social work). Whether a therapist’s services are necessary or desirable for an individual and are subject to third-party payments, however, must be a judgment made by a holder of the other kind of license, a licensed mental health expert. While therapy generally is effective, and while it would be nice to provide therapy to everyone who wishes it on the basis of their own judgment of need or desire, society as a whole should not pay. Again, however, people not judged legally incompetent in our society should be free to pay anyone out of their own funds any amount they wish for advice or therapy.

For future modifications of this special therapist license, more research should be conducted to determine the threshold of intelligence or training that is required for being a therapist who is as effective as most others. Perhaps even a master’s degree is unnecessary. Perhaps unemployed college graduates could be as effective as anyone else. I don’t know. My point is that money and effort provided “up front” to find out could result in great value and savings later.

The changes should not, of course, be implemented by those already in control of the profession. Again, making them will not be easy, but if the rationale for licensing—protecting the public—is to be realized, they must be implemented. The current licensing procedures protect no one except those licensed.


CHAPTER 7
WHY THE MYTHS ARE BELIEVED

Most mental health practitioners sincerely believe that they are helping their clients, that they have specialized knowledge, and that their judgments are good ones whether they base them on a modicum of scientific knowledge or on some harebrained new ideology. Moreover, whatever it is they do does require extensive training, often prolonged and expensive. Naturally, they would like to be rewarded with money and status. As we have seen, the constant repetition of the sentence “mental illness is just like any other illness” has led to a status for mental health practitioners comparable to the high status of medical doctors, who are at least supposed to base their practice on verified medical knowledge. The rewards associated with this high status have cumulated to become a major expense for our society, which it generally pays through third-party payments. Yet unlike medical practitioners, well-paid mental health practitioners have hardly caused even a blip in alleviating society’s rate of the distress. For whatever reason one gains status, however, it leads to wealth, and wealth in turn increases status, as both the general public and individual legislators are lobbied to increase status and monetary allotments. Such a self-augmenting cycle is not unusual in a capitalist society, least of all in ours, where lobbying has become such an important influence on government spending decisions.

Lobbying is a commonly accepted practice, and it is not my intention to analyze it or criticize it in this book. What I wish to do instead is to analyze some of the factors that underlie successful lobbying. Lobbying can be especially successful when it is done by a large group that controls considerable amounts of political contribution money or that can influence a considerable number of votes. The National Rifle Association has been generally successful in its lobbying efforts as the result of such control and influence. But the 64,000 to 90,000 psychologists in this country, along with the 40,000 or so psychiatrists, 150,000 or so social workers, and an undetermined number of other mental health “experts” hardly constitute such a group. Another major way in which lobbying can be successful, however, is by simple persuasion—in particular by providing information and framing issues in a way that will lead legislators to agree with the position of the lobbyist.1 The desired result is legislators who believe that they are voting in the best interest of their constituents, or even “for the right thing,” when they vote the way the lobbyist wishes. Thus, lobbyists for quite small groups can be successful if they are able to make persuasive arguments.

Arguments for enhancing professional psychology can be very persuasive in this regard because they appeal to people’s psychological needs and intuitions. Moreover, it is possible to specify exactly which needs and intuitions they satisfy, on the basis of well-established psychological principles. I am not maintaining that those wishing to advance the fortunes of professional psychology and psychiatry are deliberately making use of these principles. (As pointed out by Sechrest, many don’t even know them.) Most important, I am not maintaining that those involved in the lobbying have made any conscious decision to use these principles to deceive the public. Like other well-established principles, these do work, in the statistical sense that their application increases the probability of success. What works generally is reinforced at the individual level, and selectively evolves across “generations” of lobbyists or others wishing to advance the cause of mental health professionals.

OUR NEED TO ACCEPT AUTHORITY

The first need to which arguments for enhancing professional psychology appeal is the need for authority. When I originally became involved in psychology, this need was derogated as part of an aberrant “authoritarian personality.” Having observed the horror of Nazi Germany, we sought an explanation for why so many people could have followed the wishes of that authoritarian and irrational regime. The standard psychoanalytic explanations didn’t work; there was no evidence that those convicted at the Nuremberg war crimes trials suffered from “psychosexual” pathologies any more than other people did, or that their childhood experiences were particularly aberrant. Nor did they appear to be particularly “bloodthirsty” people; they all claimed that they had simply been doing their jobs—even when it meant exterminating people. (When Adolf Eichmann was captured and tried in Jerusalem almost twenty years later, his total lack of pathological emotion about what he had done led Hannah Arendt to coin the phrase “banality of evil.”) Nor could standard Freudian psychopathology account for the large-scale passive collaboration of the German people that was so essential to the success of the Nazis. What was there about the German people that had led to this horror? The answer proposed was that their rigid father-oriented upbringing had caused them to develop an “authoritarian personality,” characterized by an “intolerance of ambiguity” and passive compliance to authority figures.2 Authoritarianism achieved the status of a psychopathological syndrome in and of itself, to be distinguished from normal psychological functioning; paper-and-pencil scales of it were developed that asked subjects to endorse or reject such statements as “respect for parents and authorities are the most important virtues that children can learn.” To accuse someone of being authoritarian became the same sort of insult that accusing someone of being “passive-aggressive” or “sexist” would later become. Authoritarians were thought to be particularly prevalent on the extremes of the political right and left, although they could be found anywhere. Unlike the rest of us, authoritarians were unthinking, gullible, passive sheep who in group settings could be led by accepted authorities to wreak great havoc on the world.

There were problems with this conceptualization from the beginning. First, differences in authoritarianism among people didn’t predict differences in their actual behavior very well; the correlations were significant but not large. Second, people who were judged to be authoritarians had a disconcerting habit of endorsing contradictory statements on the paper-and-pencil scales, which was inconsistent with the notion that authoritarianism is a consistent syndrome.

Then in 1963 the late Stanley Milgram changed our thinking about “authoritarianism” by publishing his famous studies on “destructive obedience.”3 In these studies ordinary people were led to administer what they believed to be severe and dangerous electric shocks to others. The victims were actually actors who feigned pain. Milgram challenged the aberrant “authoritarian personality” theory of Nazism by reversing the question, asking in effect not how the Nazis are different from the rest of us but how we are like them.

Individuals’ scores on the pencil-and-paper authoritarianism scales did predict to some extent how much shock they were willing to administer, but not nearly as much as the social and physical arrangements between the experimenter urging obedience, the person receiving the shock who was presumably suffering, and the subject. If the subject was in the same room as the person receiving the shock whose (feigned) agony was clear, there was less obedience; more people refused to go on sooner. If the person receiving the shock could not be heard at all, there was more obedience; even if this person could be heard but not seen, over 60 percent of the subjects administered what they believed to be the strongest shock, labeled XXX and “dangerous.” If the experimenter who urged the subject to administer the shocks was remote—say, on the other end of a telephone—there was less obedience. If the subject was one of several who had to decide collectively whether to administer the shock, there was much less obedience if at least one urged the others to quit, but much more if all urged continuing. Finally, it made little difference whether the experiment was conducted at Yale University or in a shabbily furnished office in New Haven with a sign that said “Psychology Associates.” (Goebbels maintained that the effects of propaganda depend less on a belief in the legitimacy of the source than on the repetition and intensity of the propaganda itself. Subsequent psychological experiments have borne out this contention; experimenters have consistently found that people tend to judge that whatever has been repeated is true—even when the repetition is only of the words in the assertion.4 Are we, for example, immune to the effects of repetitive news that we know to be “managed” simply because we know that what we are being shown and told is what those managing it want us to see and hear? I know I was not during the recent Gulf War.)

The implication of Milgram’s experiments and others that followed is that “authoritarianism” is not such an unusual phenomenon. Perfectly normal people have a tendency to accept authority—even to the point of inflicting pain and possible harm on others, or at least believing they are. In fact, so strong is this tendency that we do not make compelling demands on authorities to prove that they are indeed authorities. Most of the time and in most contexts, most of us do not adopt the “show me” scientific attitude (see Chapter 3).

Moreover, as others have pointed out, we couldn’t.5 Consider how extremely difficult life would be if we did not accept what many authorities tell us is true. Suppose we are feeling sick and we go to our doctor for a diagnosis and treatment. If we were not medically trained, we would have to spend at least two years in medical school to obtain the knowledge necessary to decide on our own whether our doctor’s diagnosis was accurate and whether his or her recommended treatment was good—by which time we might be dead. Do we perform our own chemical tests on what we eat and drink to determine whether they are poisonous—or, do we accept the authority of the Food and Drug Administration? Of course, authorities make mistakes, and sometimes they even demand that we do awful things, but life would be impossible without accepting what most authorities have to say. It’s not just esoteric knowledge that we accept, either, such as what “authoritative” molecular biologists and noted astronomers say. How many of us have really observed for ourselves that the earth is round rather than flat? Have we repeated the experiments of Eratosthenes (of Alexandria, c. 276-193 B.C.) concerning the angle at which sun rays strike the bottom of wells that are a known distance apart?

It’s a matter of simple coping with the world. The “completely open mind that questions all authority” is impossible, a myth. Such a mind would never get past “go.” To maintain that acceptance of authority constitutes a psychological aberration from normality is silly. My own view is that the unusual position is rejection of authority. Moreover, “the price of liberty is eternal vigilance,”6 which is not necessarily a happy way to go through life, and can easily become paranoia, or at least “paranoid realism.”

It is thus not surprising that we accept the authority of medical doctors. Not only have we been socialized to do so, but because medicine works; “by their fruits shall ye know them.” People recover from diseases that just a few generations ago were almost always fatal (like pernicious anemia) or were often fatal (like cholera) or were incurable except for symptom remission (like syphilis). Some diseases—at least, in this country—no longer exist, like polio and smallpox. Our lifespan has increased radically since our grandparents and greatgrandparents were children. Now we worry primarily about diseases that occur when something goes wrong with our bodies, often as a result of aging or genetic predisposition—not when something invades them, HIV being an important and devastating exception). A few short generations ago, advice that children should control their fat intake because too much cholesterol might lead to clogged arteries in the fifth decade or beyond of life would have appeared ludicrous. Only a little more than half the children born, even in this country, survived childhood diseases, and for those who did, worrying about one’s condition after age sixty-five or so would have meant worrying about a rather improbable event. Thus, there is plenty of evidence available about the consequencesof modem medicine that would lead us to accept medical people as authorities.

In contrast, there is little evidence that “expertise” in the mental health area has brought about a reduction in the incidence of emotional disturbance and distress. Even great champions of drug therapies maintain that all these drugs do is to control the conditions. The American people appear not only aware of this lack of evidence but judge that the national problem of mental illness is actually getting worse—at least according to a recent Yankelovich poll.7 We nonetheless maintain a belief in the authority of the purported experts in the mental health field.

How can such a glaring inconsistency persist? For one thing, people are not necessarily consistent in their beliefs. Contradictions often must be pointed out, and even when they are, many people are prone to forget about them. (Consider how long it took for the contradictions arising from the Newtonian view of space and time to lead to Einstein’s relativity theories.) In a popular book about the “mature mind” in the late 1940s, Harry Overstreet (on the basis of his general impressions and anecdotes) wrote that the human individual “is a fairly tight-knit pattern of consistency.”8 Careful study indicates that at least in terms of beliefs, people aren’t. (Nor are they consistent in terms of behavior—if they were, their future actions would be more predictable than they are; see Chapter 3). We often maintain contradictory beliefs, and the fact that we do not insist on resolving them is no more a sign of psychopathology than is the fact that we accept authority, often without checking it out and often for the worse. Another example of inconsistency is the usual addendum to the statement that mental illness is just like any other illness—“and nothing to be ashamed of.” People were accepting that platitude at the same time they were horrified that Senator Eagleton, whom George McGovern had chosen as his vice presidential candidate in 1972, had undergone electroshock therapy for depression; he was quickly dropped. Nor did those psychiatrists who had previously testified to its virtues stand up and argue publicly that having had such therapy should in no way disqualify the candidate. We repeat that mental illness “is nothing to be ashamed of,” yet bills involving permits to purchase firearms have in them a prohibition that firearms should not be sold to former mental patients, even though former mental patients have a rate of violence that is if anything lower than that of the general population. And would you want your daughter to marry one? This is not hypocrisy, it is simple inconsistency. Consequently, nothing prevents people from accepting mental health professionals as authorities on mental illness—while simultaneously believing that they haven’t even made a dent in solving the problem.

We make many social judgments on the basis of what we’re told and on the basis of our intuition, a conclusion not supported by convincing evidence. There’s nothing necessarily bad about intuition; in fact, many of our most profound or interesting insights may arise from it—even, perhaps especially, creative work. The problem is, however, that intuitions may be wrong. In this particular context, our intuition that people who claim to be experts in mental health must necessarily be experts happens to be wrong.

ESPECIALLY AUTHORITIES WHO AGREE WITH US

Our intuitive beliefs about mental illness itself reinforce our acceptance of the authority of mental health experts. A major reason we believe in the experts is that their views so often coincide with popular opinion, indeed, seem to corroborate public opinion. An interesting example of this comes from a study by my former student Von O. Leirer and his colleagues.9 They compared the predictions that groups of psychiatrists and psychologists made about which new patients in a psychiatric ward would become violent with predictions that high school students made about the same new patients. The predictions were based on an “adjective checklist” form, on which such characteristics as “emotional withdrawal,” “motor retardation,” and “hallucinatory behavior” were assessed at the time each patient was admitted. When Leirer presented the same checklist results to totally untrained high school students and asked them to predict which patients would become violent, their average judgments were almost identical to the average judgments of the professionals. Despite the professionals’ expertise, both the professionals’ and the high school students’ predictions were based on the same stereotype that the “sicker” the patient, the more likely the patient was to be violent—weighting for example “emotional withdrawal,” the second-best predictor, positively when it should have been weighted negatively). That fits perfectly with our social stereotype, as expressed in potential gun control legislation, that “sickies” are prone to violence. Whether a patient’s hospitalization had come as a result of assaulting someone was the fifth most important variable in the professionals’ ratings and the tenth most important in the students’ ratings, while in fact it was the best predictor of future violence.

Like the APA president quoted in Chapter 1, professional psychologists make claims to be experts not only in problems of mental illness but in knowing what constitutes the good life in general (“We are teachers …”). Again, they have established this authority in part by reaching “expert” conclusions that are compatible with what people generally believe anyway. For example, Abraham Maslow’s “needs hierarchy” and Erik Erikson’s hierarchy of childhood stages have become so accepted in our culture that people often refer to them as if they were established facts. Yet the evidence supporting their existence is scant. A true hierarchical structure implies fundamental asymmetries; it is impossible to reach a higher stage without reaching lower stages—often at an earlier point in time. The slender research evidence for the existence of these hierarchies could often be restated with the generalization that “good things in life occur in loose clumps, as do bad things.” That generalization should not be surprising given the existence of positive feedback between what people do, how they feel about themselves, and the future opportunities available to them. George Vaillant, too, discussed his findings about remarkable adulthood changes throughout the male life course in terms of a hierarchy of increasing “maturity” of their defense mechanisms.10 Vaillant considers the use of biting humor in a social cause, for example, to be a more mature defense against one’s own hostile impulses than projection (“They are hostile”) or denial (“What? Me hostile?”). But he does not show any systematic progression from lower to higher (or regression from higher to lower) of the kind that is required to establish the existence of a true hierarchy; that is, he does not show that moving up or down the hierarchy of defenses occurs in sequence, or specify the life experiences that would hypothetically bring it about.

Some hierarchies do exist. The negative behaviors of aggressive young boys, for example, fall in a neat hierarchical pattern; they do not engage in or attempt physical abuse of their parents and siblings unless they also have “fights” with them using verbal abuse and humiliation. Without the latter behavior, they do not engage in the former.11 My point is, however, that we too readily postulate hierarchies of behavior and feelings (or spiritual “levels”) in the absence of much evidence. When professionals espouse such hierarchies they are quickly believed and their ideas are acceptable. Hierarchies exist in almost all societies and organizations, and many major Western philosophers have proposed that the soul is—or ought to be—hierarchically ordered as well. Plato explicitly proposed that the hierarchies of the well-ordered soul and the well-ordered society should be identical; the lowest level of the soul consisted of the animal functions (the producers in a society), the medium level of the spirited functions (the warriors in a society), and the highest level of the rational functions (the philosopher king rulers of a society). Problems for either an individual or a society arose when the hierarchy was disturbed by the “lower” functions disrupting the higher ones. People and societies got “carried away” by greed (animal desires, the lowest of all) or ambition (slightly higher) to behave irrationally. Aristotle was a little less keen about spirited functions, so when he ordered the soul hierarchically, the progression was from passive (“vegetative”) animal functions to active ones to—once again—reason. The Catholic Church retained the hierarchical structure of the soul, so that the highest level consisted of the “pure” love of Christ and God, and the lowest level consisted of impure lust for the sensual and material things of the earth—to the point that a celibacy (or “virginity”) and asceticism were common among devout Christians at a very early date. Freudian psychology contains two hierarchies: the unconscious, preconscious, and conscious; and the id, ego, and superego. Moreover, these Freudian hierarchies interact; the defense mechanisms consist of the unconscious part of the ego, even though they were preconscious at the time they were established. Such “spatial paralogic” is appealing to many people for reasons that are not entirely clear (as the reason for the ubiquity of three levels is unclear); what is clear is that people very often code the world in such terms, as Clinton DeSoto and his colleagues have demonstrated.12 The mental health professionals who discuss life in general often affirm the existence of such hierarchies, usually in terms of quality of “mental health.”

Not only are hierarchies of life accepted for their compatibility with the way people normally think, they have the further motivational appeal that they deny the sometimes painful necessity of making tradeoffs in life, of forgoing some valued outcomes or behaviors in favor of others, because achieving a higher state in a hierarchy implies having achieved everything that is valuable in lower ones; hence, people do not have to forgo anything in achieving a higher state. Hierarchies deny, moreover, that societies are not just “higher” or “lower” (“primitive”) in relation to one another; some provide political and economic rights to their members (like personal freedom, autonomy, and opportunity for self-expression and accomplishment), while others provide social benefits (like guarantees of employment and minimal physical well-being and safety, a sense of oneness with other living things or even the universe in general). The hierarchical view of societies, in contrast, implies that there are some processes—like spiritual growth, mental health, social progress—that advance in a cumulation of desirable outcomes. In individuals, the hierarchical view implies that a mentally healthy person necessarily one who is loving, treats others well, is socially an activist while internally at ease, accomplishes much in life, is creative, and so on—so that to achieve any of these desired states, all one must do is become mentally healthy. The world would be a very benign place if this myth were true. Unfortunately, the world is what it is—however appealing the myths may be. By perpetuating such a myth in the area of mental health, professionals enhance their acceptance as authority figures.

THE IMPORTANCE OF EVERYDAY ATTRIBUTIONS

Another reason that the authority of mental health professionals is accepted is that they emphasize the importance of personality in explaining others’ behavior. That again is compatible with what most of us do: “He is an angry person, you are touchy, I just look out for my rights.” Here, aggressive behavior is ascribed as a stable personality characteristic to “him,” variable behavior to “you,” and a reasonableness to “me.” As noted in that famous declination, the causes we often hypothesize to explain behavior can be quite different when applied to others from the ones we attribute to ourselves.

These causal attributions vary in a simple but systematic way. As Ned Jones and Richard Nisbett have pointed out, we have a fundamental attribution error or bias to attribute the behavior of others to personality factors and that of ourselves to situational factors.13 This bias is not merely self-serving, as in the above example of explaining aggressive behavior. The person who engages in a heroic act—helping others off a burning airplane, diving under the ice to rescue a child—and then maintains that “anyone would have done the same thing” is not merely being modest or even false modesty. When people act themselves, they attend to the environment—to the plight of the people needing help, to an insult, to a competitive threat. The hero or villain is not attending to his or her own heroism or villainy. In fact, it isn’t clear that there are internal cues at all about what heroism or villainy feels like, certainly not cues that differentiate my feelings from the feelings of others, to which I do not have access. In contrast, the observer of the heroic or villainous act is primarily attending to the person who is acting, not to that person’s environment. The actor seeks causal explanations in the environment, while the observer seeks them in the actor. The observer of an heroic act will quite likely attribute the actor’s claim of attending only to “what needed to be done” as due to modesty or false modesty. (It follows, incidentally, that we often worry that the military capacities of a potential enemy country may lead it to take aggressive action, while we rarely worry that our own military capacities might have a similar effect on us.) We are biased to attribute causality to the focus of our attention. The professional mental health expert delivers a message perfectly consistent with this bias. What other people do—in particular, the things they do that we don’t like—is due to their personality. They suffer from such problems as low self-esteem or repressed hostility. They are not mentally healthy. Thus, we derogate them without having to acknowledge our own judgmental attitudes or anger—as we would, for example, if we were to label them “evil” or “depraved.” The icing on the cake is that when we do things that we don’t like, we attribute our acts to environmental factors, specifically the way in which our parents raised us and our consequent experiences that have stunted our growth up through the hierarchy of mentally healthy states.

THE BELIEF IN THE TYRANNY OF CHILDHOOD EXPERIENCES

But do our childhood environments and experiences really have such a profound causal effect on the rest of our lives? When Alexander Pope wrote that “Just as the twig is bent, the tree’s inclin’d,” changed to “the child is father to the man” by Wordsworth, not Freud—Pope was discussing education, not early childhood experience.14 As compelling as his analogy is, it is generally not even literally true; trees are bent by consistent forces such as rocks, other trees in the way of their growth, or wind, and in absence of such forces will orient straight toward the sunlight. Moreover, Freudian psychology’s claim that adult problems are “caused” by childhood experience can be interpreted in two ways. The first is that some experiences are pathological and will inevitably yield problems; for example, people who have been abused in some way as children must suffer as adults. The second is that when problems occur, they take the form of “regression” to childish ways of coping and hence mirror these experiences. For example, if—for whatever reasons including medical ones—people become distressed as adults, the form and type of their distress is likely to mirror the form and type of distress they experienced as children. Compatible with this second interpretation, Freud observed that he knew many people who had experienced the same childhood traumas and pathologies that his patients had but who nevertheless did not become disturbed as adults—a fortunate outcome he often ascribed to “constitutional factors.” Nevertheless, our culture has come to accept the primacy of childhood experiences in yielding adult character and personality problems, and this acceptance is widespread. A recent book about the painter and sculptor Max Ernst tells us that “we now know, in the light of twentieth-century psychological research, that childhood experiences of the type Ernst suffered are a decisive factor in personality development” (italics added).15 In a more popular outlet, TV Guide, the director of a special television program about the late actor Rock Hudson tells us that Hudson “was shut down as a child. He learned to keep things inside, to create a fantasy world. Even without his career, he would have a tough time maintaining relationships because he never let anyone know who he was. As he became a superstar, his secret became more painful. The result was tortured, twisted, bizarre behavior—promiscuity and alcoholism.”16 Question: How does this director know that Hudson was “shut down as a child,” or what he “learned”? In fact, how do we know how we ourselves felt as children, or how we ourselves learned?

THE ROLE OF RETROSPECTIVE MEMORY

For most people, the answer is memory. As has been documented and well-accepted since the publication of Sir Frederick Bartlett’s Remembering in 1932,17 however, retrospective memory is a reconstructive process. It is influenced by our current ideas about what people are like, our current “scripts” about how people behave, including ourselves, our theories of human change and stability, and in particular our implicit theories about what causes such change and stability.18 The experiencing of recalling what has happened may be much like observing a moving picture for those of us whose “schematic thinking” is primarily visual or a dialogue for those whose coding is primarily verbal. But the actual process of recalling is that of recalling bits and pieces of the past (“memory traces”) and filling in the gaps with what “makes sense” to us now—even though these gaps may be every bit as vivid in our recall as the traces themselves.19 Our current state influences both the selection of concrete instances and the filling-in process, as do our current theories and assumptions about what the past must have been like. Our overall assessments about past periods of our lives—and even about the “feeling tone” involved in them—are especially vulnerable to such influence.

This process is illustrated by an experience of one of the world’s most recognized experts on memory research, Elizabeth Loftus:


An uncle told her that when she was 14, she found her mother’s drowned body. That shocked Ms. Loftus. “I said, ‘no I didn’t find the body, somebody told me about it.’”

The uncle was adamant about his story. Over the next few days, she says, “I thought to myself, ‘My God, maybe I have repressed a memory. Maybe that’s why I’m so obsessed with this topic.’”

Her uncle’s claim quickly played with her mind. “I started seeing my mother in the pool, she was face down. I started to picture myself finding the body. I started putting everything into place. Maybe that’s why I’m such a workaholic. Maybe that’s why I’m so emotional when I think about her even though she died in 1959. And I practically got the memory going, over the next two days.”

Then her brother called her and said there had been a mistake. The uncle had double-checked his story. Ms. Loftus had not found the body after all.20



This influence also affects our assessments about the past experiences of others. We can be quite certain, for example, that the author of the book on Max Ernst did not directly observe Ernst’s childhood, any more than the television director of the Rock Hudson program observed Hudson’s childhood. Certainly, they may have read others’ descriptions, perhaps even descriptions by Ernst and Hudson themselves, but these descriptions as well would have been influenced by these factors. Consider the description of Hudson. Many of us think that there is something wrong with sexual promiscuity; Hudson was promiscuous. People have things wrong with them as a result of childhood experiences, we believe; thus, it follows that Hudson’s childhood must have been somewhat as the director described—and we will believe any information tending to confirm that description. (Note the total absence in the director’s analysis of the possibility that Hudson simply enjoyed sex and enjoyed getting drunk. That interpretation doesn’t “fit” with our beliefs about people who are promiscuous and alcoholic.)

In June 1986,I was privileged to organize a workshop on retrospective memory for a Social Science Research Council committee meeting on Cognition and Survey Research.21 Researchers from diverse fields presented their work, and those in attendance discussed its relevance to reaching conclusions on the basis of surveys that treat recalled information as accurate. Let me briefly outline a few examples of what they discussed.

We tend to share a belief that in our culture women suffer more from stress than do men, and that the stresses from which women suffer are more focused on interpersonal events and relations than are the stresses from which men suffer. In fact, many feminist psychology theorists have suggested that the psychology of women is of a much more “relational” type than is that of (competitive, rule-oriented, emotionally insensitive) men.22 The data supporting these beliefs are primarily based on what women say about themselves and their reactions to past events and behavior.

In her doctoral dissertation at the University of Oregon, Sandra Hamilton was particularly concerned with discovering the differences in what men and women find stressful and in how much they are actually stressed in their day-to-day lives.23 In her first few studies, she asked her subjects—freshmen men and women at the University of Oregon—to recall what events and problems they had found stressful during the last academic quarter and how they had attempted to deal with them. She developed a list of twenty-eight specific stressful events that were the most common. The women suffered from all these stresses; the men suffered from all of them as well, except for eight that could be termed “interpersonal” and except for concern with weight. The women reported that they had attempted to deal with their stresses by changing their feelings, whereas the men were more prone to report taking action. These gender-differential findings were based on what subjects had recalled. In her final study, instead of relying on her subjects’ retrospective memory, Hamilton paid subjects to report to her three times a week over the telephone which stressful events they had experienced the previous day and how they had dealt with them. At each telephone call, a telephone interviewer read to the subject the list of the twenty-eight stressful events in different orders throughout the experiment, asked whether the subject had experienced each, and asked how the respondent had dealt with each that the subject had experienced. The manner of dealing was coded as “internal” (changing feelings) or external (taking action). The result was that the gender differences totally disappeared, except for the concern with weight. When the women were considering only events of the previous day, they reported no more stressful events than did the men. The men were every bit as likely as the women to experience the “female” interpersonal stresses. Moreover, both the men and the women had a tendency to deal with these stresses through internal ways rather than external ways, so the differences in coping style disappeared as well. Experiencing stress from interpersonal problems and dealing with them by changing feelings is simply not part of our cultural view of what men are like. Hamilton concluded that in her earlier studies, of longer-term recall, the men had not consciously lied about not having them when they did; rather, their views about themselves at the time when they were engaged in recalling distant events simply didn’t cue them to the existence of these stresses. That interpretation is consistent with the other research on retrospective memory.

At the same meeting on Cognition and Survey Research, Peter Lewinsohn and Michael Rosenbaum presented a study of depression in approximately a thousand people in the Eugene-Springfield area of Oregon over a fifteen-month period.24 The subjects were recruited by mailing out 20,000 requests to a random sample of people asking them if they would be interested in participating in a psychological research study for which they would be paid. Those who agreed gave brief reports about how they felt every few months, and if they indicated in these reports that they were depressed, they were interviewed at length. (In all, 998 people were monitored in this manner.) Lewinsohn and Rosenbaum were primarily interested in the degree to which many phenomena we associate with depression are due to the “state” of being depressed as opposed to the “trait” of being susceptible to becoming depressed. Previous studies that had simply compared depressed and nondepressed people could not distinguish between these two factors. But people who are depressed not only experience depression but are likely to have “depressive traits,” such as a negative evaluation of oneself and pessimistic expectations about the future. Nondepressed individuals generally have neither problem. In Lewinsohn and Rosenbaum’s study, some subjects were depressed at the beginning of the study but got over it, some subjects were not depressed at the beginning of the study but became depressed during it, and some subjects were not depressed at the beginning, became depressed, and got over the depression during the study. Differences between such people and those who never became depressed at all generally involve the trait of being prone to depression; on the other hand, differences that arose only during the time in which the depressed people were in fact depressed are related to the state of being depressed.

One of the most intriguing and striking differences they found between depressed and nondepressed people concerned recall of how their parents had raised them. The depressed people recalled their parents as being generally much more rejecting than were the parents recalled by the nondepressed people. Had Lewinsohn and Rosenbaum simply compared depressed and nondepressed people, they could easily have concluded that rejecting parental care leads to depression. It turned out, however, that such recall was specific to the times at which the depressed people were in fact depressed. Before they became depressed or after they got over it, their recall of their parents’ rejecting behavior was no different from the recall of the subjects who never became depressed. What was happening, apparently, was that the depression itself was “coloring” the recall of childhood (specifically, coloring it “blue,” the color that my anthropologist friends assure me is used to describe depression in many if not most cultures). Perhaps the depressed people’s recall was actually more accurate when they were depressed than when they were not; without access to knowing what their parents and their childhood experiences were actually like, we cannot tell. There is evidence that at least in the area of assessing the impression they make on others, depressed people are more accurate than are nondepressed people, whose judgments about this effect are colored by a “rosy glow.”25 Nondepressed people—at least, those in college (and that’s an important qualification)—believe themselves to be more popular, intelligent, pleasant, and loving than people who interact with them believe they are. (That has led some psychologists to conclude that being realistic is not as important in maintaining mental health as is having “positive illusions.”26)

The Lewinsohn and Rosenbaum result concerning recall of childhood is quite consistent with the finding that depressed people generally have great difficulty in either remembering or anticipating joy, and that the failure to anticipate enjoying normally pleasurable activities (“Now that she’s gone, I can’t enjoy anything”) inhibits depressed people from engaging in them—which in turn can aggravate the depression. In fact, Lewinsohn has developed a behavioral therapy for mild depression that consists of nothing more “profound” than having people keep lists of activities they enjoy (or that they enjoy slightly, given they’re depressed), and then consciously making an effort to engage in these activities more often.”27 It works.

Consistent with Lewinsohn and Rosenbaum’s findings, George Vaillant presented a case history of a man who when studied as a young adult appeared to be exceptionally well-adjusted but who became involved in alcohol, drugs, and theft (to support his habits) after he graduated from college. He joined Alcoholics Anonymous (AA), gave up these behaviors, and became successful in his profession. Afterward, he recalled his childhood and young adulthood as having been exceptionally disturbed, and he claimed that he had always been a “psychopath” who was now sober and law-abiding only as a result of accepting his own sickness and following the twelve-step AA program, turning himself over to the Higher Power it entails. His recall of his relationship with his mother was now totally different from what it had been observed to be when he was younger. He even vividly recalled her death in a manner that it hadn’t occurred, and from the wrong disease. In the man’s own view, the AA program was responsible for a single dramatic change in his life, but Vaillant noted that while the change was indeed dramatic, it was preceded by an equally dramatic change from a promising to an addictive one of which the man was unaware, and the man’s later memory fit his “life story” of a dramatic change that resulted from espousing AA principles much better than it fit what had actually occurred.

Consider now one of Lewinsohn and Rosenbaum’s depressed subjects or Vaillant’s AA subject going to a psychotherapist. The therapist may well ask the person to recall childhood experiences and may find that exactly those experiences occurred that the therapist expected. What has happened in such a situation, however, is that the patient and the therapist share the same set of assumptions about the importance of childhood experience on adult development, and perhaps even about exactly what types of childhood problems will lead to exactly what types of adult ones. Because these assumptions bias the memory of the client, the therapist’s views of the causative power of childhood experiences are reinforced, while the patients acquire a “good story” about why they are the way they are.28 It’s a compatible relationship, one that leads both the client and the therapist to accept the therapist as an expert. The mechanism is not, however, reality, but the biases of retrospective memory. (When I presented this material to the Pittsburgh Psychological Society, many of the therapists there expressed at least partial agreement, but they then maintained that having a “good story” handy to explain past and current psychological problems might be helpful to their clients in changing their feelings and behavior. My own concern is that such a good story can be more of a trap than a liberator; if people become convinced that some childhood trauma caused their current distress, then, since they can do nothing about the trauma, they can do little about the distress, except to focus on or attempt to “relive the trauma,” to the exclusion of addressing the very real adult problem that they may face.29) Unfortunately, no research has been conducted on the extent to which the “good story” is a liberator or a trap—at least, none of which I am aware—so the question is unresolved. Even if such a “good story” is liberating, however, we may still question whether it is really the role of the therapist to encourage a belief in a story that is predictably incorrect. Do clients come to therapy to become deluded in the interests of their liberation? Would we really choose to believe an incorrect “explanation” of our own behavior simply because it made us happy—especially if this explanation negated the role of our own deliberate choice in what we did? (Critical value questions like these that transcend therapy per se will be discussed in Part II.)

After the Cognition and Survey Research meeting was completed, Robert Pearson, Michael Ross and I were in the process of writing it up when we discovered many more examples. Women who raised their children quite strictly before the publication of Benjamin Spock’s famous “baby book” encouraging permissiveness recalled their practices as being radically more permissive than they in fact were.30 Women recall their psychological stress during menstruation as having been much greater than their stress was actually rated to be during their period itself, when they were unaware that the stress ratings they were giving would be correlated with the stage of their menstrual cycle.31 Moreover, the greater their expressed belief that psychological stress was associated with the menstrual period, the more incorrect their recall was when compared with their daily stress ratings. People who were asked on five different occasions whether they had “ever been” depressed were remarkably inconsistent in their answers, but when their current state of depression was assessed at the time of their fifth questioning, it was quite positively related to responding that they had been depressed in the past.32 (Again, the survey researchers couldn’t be certain whether the respondents had ever been depressed “in reality,” but two inconsistent answers imply that at least one of them is factually incorrect.) Most sadly, before Down’s syndrome (“mongolism”) was discovered to be due to the presence of a third twenty-first chromosome from conception, women who had Down’s syndrome children retrospectively reported having had such a high incidence of “shocks” during early pregnancy that an investigator who collected these reports concluded that the syndrome might be caused by stress in pregnancy.33 (While the investigator carefully hedged statements about causality in the body of the paper, it was entitled “Some Psychosomatic Aspects of Causality in Reproduction.”)

The only way to avoid the biases of retrospective memory in understanding the relationship between childhood and adulthood is to study the life course prospectively; that is, to begin with the subjects as children and then observe them throughout life or at least at specific points in later life. What do prospective studies show? They are well summarized by Sandra Scarr, Deborah Phillips, and Kathleen McCartney in an article entitled “Facts, Fantasies and the Future of Child Care in the United States.”


The “romance of early experience” (Scarr & Arnett, 1987) has given us the assumption that infancy provides more potent and pervasive influences than does later experience. Although evidence for modest relations between early experience and later development exists [references omitted], we agree with Kagan’s (1979) interpretation of the data, namely that continuity does not imply inevitability. The human organism is surprisingly resilient in the face of deleterious experiences and sufficiently malleable to “bounce back” given constructive inputs. Only the most pervasive and continuous detrimental experiences have lasting effects on development [references omitted].34



In other words, people really are like twigs after all: Only continual obstacles will prevent an initial bend in a twig from righting itself in the direction of the sunlight. Scarr and her colleagues’ conclusion is supported by careful research studies, by summaries of such studies, and by carefully observed life-course case histories. The point Scarr and her colleagues make is well illustrated in a recent prospective study by Kathy Widom, who examined approximately 2,600 petitions involving child abuse or neglect in order to compare a group of children who appeared definitely to have been abused or neglected by the age of eleven with children of similar socioeconomic background whose parents had never been suspected of abusing or neglecting them.35 She then examined court records for evidence of arrests in the subsequent twenty years: “In comparison to controls, abused and neglected children had overall more arrests as a juvenile (26% versus 17%), more arrests as an adult (29% versus 21%), and more arrests for any violent offense (11% versus 8%).”36

While Widom’s article was widely hailed as “at last proving scientifically that abuse leads to criminal behavior,” Widom herself was pointed out in her abstract that “The majority of abused and neglected children do not become delinquent, criminal, or violent” [italics added].37 In fact, those who do not are a vast majority. In addition, there is one finding in the article that she does not emphasize but that in my view is of great importance: “Of those with juvenile offenses, roughly the same proportion of abused and neglected children and controls go on to commit offenses as an adult (53 versus 50%). Similarly, of those with violent offenses as juveniles, approximately the same proportion go on to commit violence as an adult in the abused and neglected group (34.2%) as in the controls (36.8%). Thus, despite significant differences in the extent of involvement in criminal activities, nonabused and nonneglected subjects are just as likely as abused and neglected individuals to continue criminal activity once they have begun” [italics added].38

Now let’s look at the proportions of subjects who had arrests as adults but not as juveniles. A little arithmetic reveals that about 16% of the neglected and abused children were arrested only as adults versus about 12.5 percent of the nonabused and nonneglected group. This difference turns out not to be even statistically significant. What is the connection in this sample, then, between childhood and adulthood? The early experiences (as children) increased the probability of later ones (arrests as adolescents), and these in turn increased the probability of still later ones (arrests as adults). Whether the adolescent arrests indicate a personality characteristic or in fact played a direct causative role in being arrested later (such as through labeling) cannot be known from these data, but this issue is not what is important here. What is important is that knowledge of the distant past (in Widom’s study, physical abuse by age eleven) does not increase our predictability of the present when it is combined with knowledge of the more immediate past (in Widom’s study, arrest as an adolescent). There is no evidence that childhood “abuse and neglect will out,” or that it will have some permanent effect on adulthood without first having an effect on adolescence. I’m not maintaining that such an effect is impossible—just that there is no evidence for it in these data, and that the absence of such “incubation” effects is consistent with other findings mentioned in this book and with sensible theorizing.

The same pattern has been found in the prediction of academic achievement. Background variables predict how well students will do their first year in college or professional school. This first year’s achievement, in turn, predicts the second year’s achievement, but at this point adding in the background variables does not improve the prediction. That finding, as replicated by Marjorie Rice Lewis in her doctoral dissertation at Carnegie Mellon University, is somewhat remarkable in that had some improvement been found, it could have been ascribed to the “error” in the assessment of the first year’s achievement.39 The second year’s achievement predicts the third, but now adding in both the background variables and the first year’s does not improve prediction, and so on. Again, the past is a far-from-perfect predictor of the future, but the point is that predictions based on the recent past are superior to predictions based on the distant past; viewed prospectively, that principle is the same as the principle that predication is always better the shorter the time period about which it is made. It is also the pattern found in studies of predicting adult psychological problems from childhood problems. Thus, problems such as poor peer relationships in grade school predict adolescent problems such as dropping out of school and juvenile delinquency far better than they predict later adult problems such as depression or schizophrenia.40 Again, there are no “incubation effects” found in such predictive studies, although there can be trivial exceptions, such as the certainty of the prediction that we will all be dead in three hundred years in comparison with the uncertainty in predictions that we will be alive or dead in ten years.

(A fascinating challenge to this generalization can be found in Elaine Walker’s and Richard Lewine’s study showing that subjects viewing home movies of children aged five or less could predict which would become schizophrenic.41 Unfortunately, the investigators did not ask their subjects to predict any other unusual conditions besides schizophrenia, so that “unusual kids” of any kind are picked out as future schizophrenics. Another interpretation is that there really is some physiological difference between future schizophrenics and normal children that people can intuitively judge by viewing these movies, consistent with the view of schizophrenia as a “natural category.” If so, physiological differences may have greater predictive power than the psychological ones that are generally believed to have predictive power, such as being “withdrawn” in a school setting. Incidentally, once again, clinical experience was not related to the accuracy of the predictions.)

Why should the results about predictability across time be otherwise? The state of our health in the future, for example, is determined by the state of our bodies at this time plus what happens to them between now and that future time. The fact that our bodies were in different shape six months or six years ago is irrelevant to predicting what shape they will be in in a week, a month, or a year. Past states may in part determine what our bodies are like right now, but adding knowledge of this past state to knowledge of the current state adds nothing to the prediction. Even if we have smoked, quit smoking, and subsequently develop a disease associated with smoking, it is the state of our bodies resulting from the past smoking that is important—not that the past smoking is somehow “catching up” with us. The past is gone and does not catch up with the present or future in some vague manner. In fact, even the physical “incubation” of a disease refers only to the emergence of overt symptoms. During the incubation period from rabies infection to rabid behavior, for example, the bodies of those animals or people infected are continually changing (otherwise, literally nothing would happen); during the period between HIV infection and AIDS symptoms, T-4 helper cells are consistently being destroyed. Why should psychological changes throughout life follow a completely different principle? The answer is that they shouldn’t, and the empirical evidence is that they don’t.

Nevertheless, our intuition is that they often follow a completely different principle. People who join self-help groups of people sexually abused as children, for example, often confidently assert that people who have been abused but who currently appear not to have suffered from the experience are simply “denying” that they are distressed. The same assertion is found among children of alcoholics who have suffered and either entered therapy or joined such groups. The assertion is, of course, based in part on an availability bias; those with whom these people interact who have had similar experiences have all suffered from them; therefore, everyone who has had similar experiences must suffer as well. The problem with this logic is that the people with whom the person making the generalization interacts are present in that person’s experience precisely because they are suffering. Otherwise, they would be unlikely to join such groups or enter psychotherapy. In addition, however, many people harbor a deep intuition that “certain things will out”—like the intuition that “what goes around comes around.” This intuition simply exaggerates the degree of predictability, order, and justice in the world.42 Life might be more manageable if the world were just, but that doesn’t make it just. This intuition is similar to the intuition of many children—and a slight majority of adults studied—that if a small ball is spun within an enclosed spiral it will continue to move in a spiral motion once it comes out of the enclosure.43 It doesn’t; consistent with Newton’s laws, it moves in a straight line in the direction it is oriented once it leaves the spiral enclosure. Somehow, our intuitions about the effects of childhood is that any spiraled paths traversed in it must be repeated once it is left.

The “connection” from childhood to later life—that one thing can lead to another, which leads to another and so on—implies that we might expect to find a great deal of change in adulthood, and indeed we do. George Vaillant summarized the results of his studies of his sample of Harvard men throughout their lives as follows:


First, it is not the isolated traumas of childhood that shape our future, but the quality of sustained relationships with important people. Second, lives change, and the course of life is filled with discontinuities. … [A third issue concerns his interpretation of psychopathology, not his direct observation of what happened.] Fourth, human development continues throughout the adult life, and thus, truth about lives remains relative and can only be discovered longitudinally. Retrospective explanations are filled with distortion.44



Consistent with Vaillant’s emphasis on sustained relationships, Emmy Wemer also found that a “sustained relationship” is the most important factor in “how some individuals triumph over physical disadvantages and deprived childhoods,” in her thirty-year study of children born on the Hawaiian island of Kauai.45

What we find in prospective studies, then, is that our culture tenders a “romance of childhood”—not evidence that childhood experiences radically constrain adult functioning. I suggest a more dramatic phrase: tyranny of childhood. Americans marvel at how people from “primitive” cultures accept absurd beliefs on the basis of little evidence, and at how the Germans in an “advanced” culture could have believed all the nonsense about “Aryan superiority.” Yet our belief in the tyranny of childhood has little more foundation than a belief in a mountain god. Yes, the professional mental health authorities propagate this belief, but the authorities about mountain gods also propagate beliefs about mountain gods. Acceptance of this belief is to their advantage; after all, if the locus of problems is childhood and its effects are tyrannical, then interminable talking about childhood while paying a handsome fee to the listener must be the only way to escape the tyranny. Again, I am not claiming that mental health professionals propagate this belief deliberately to make money, but again, what works is reinforcing and evolves. Many scientifically oriented mental health professionals, by contrast, have come to understand the misguided intuitions and the distortions of retrospective memory that underlie this belief. They have come to slough it off, and I am suggesting that it is time for the rest of us to do so as well.

In summary, we believe in the authority of mental health professionals because we have continually heard that they are experts, because we are prone to accept what people claiming to be authorities say anyway, because these particular authorities tell us what we already believe, and because they reinforce our bias to attribute undesirable behavior in others to personality characteristics (“mental illness”) and in ourselves to environmental circumstances—particularly to the environment in which we were raised as young children and the tyrannical effects it has had on us throughout our lives. These needs and beliefs do not stand up to rational or empirical scrutiny, but they are there. Consequently, we accept even contradictory assertions, we agree, and we license.

We shouldn’t. We don’t have to. Instead, we should believe the recommendations and research findings of those psychologists and psychiatrists who believe that psychological knowledge should be “given away,” to use a phrase from the APA presidential address of one of the last distinguished research psychologists to be elected to that post, George C. Miller.46


Part Two
IMPACT ON OUR CULTURAL BELIEFS1


CHAPTER 8
NEW AGE PSYCHOLOGY


No good has ever come from feeling guilty, neither intelligence, policy, nor compassion. The guilty do not pay attention to the object but only to themselves, and not even to their own interests, which might make sense, but to their anxieties.1

—Paul Goodman



The M’Naughten decision (British House of Lords, 1843) concerning the insanity defense for murder held that people who understand the nature of reality—in particular, what society defines as right or wrong—are responsible for their actions. Thus, only those who are mentally incompetent or psychotic at the time they commit a crime are not guilty by reason of insanity. While this decision is often ascribed to the “enlightenment” view that “man is the rational animal” or “ruled by reason,” it can ultimately be traced to the philosophies of Plato, Aristotle, and the Catholic Church. It embodies both a “should” and an “is.” People’s behavior should be ruled by their powers of conscious choice, and the corollary is that such power can hold sway because we do not mandate that people behave in ways that are impossible for them.

In contrast, the Durham decision (District of Columbia Court of Appeals, 1954), enunciated by Judge D. L. Bazelon, held that people could be ruled not guilty of a crime by reasons of “irresistible impulse.” That decision later led to the acquittal of John Hinckley in the attempted assassination of President Ronald Reagan. Bazelon himself has since questioned that decision,2 but it is still in effect. The problem, as he later pointed out, is in determining whether someone’s impulse to commit a crime was “irresistible.” How does a jury reach that decision concerning someone else’s behavior? For that matter, how could we even decide whether our own impulses are “irresistible”? If the mere fact that we act on them makes irresistible by definition, then the Durham decision implies that no one is legally guilty of anything, or responsible for anything good or bad, because it would by definition be impossible for any of us to have acted in any way other than as we did. (As the joke goes, “Anyone crazy enough to want to kill the President must be crazy.”) To argue, in contrast, that we can distinguish between impulses that are resistible and those that aren’t implies a remarkable power to assess hypothetical counterfactuals about what could have happened but didn’t (that are to be legally binding on someone). Moreover, it implies not just the existence of a human volitional process but an understanding of how it functions, an understanding that has eluded philosophers and psychologists ever since it was first considered. In point of fact, what happens when the Durham rule is invoked—as pointed out by Bazelon—is that judges and juries leave this impossible distinction to psychiatric and psychological “experts” to make. They, in turn, simply disagree with each other depending often on who pays them.

As I have emphasized throughout this book, there is no knowledge in psychiatry or psychology that would allow anyone to determine whether impulses are “irresistible”—no theory, no valid assessment technique, no evidence of special intuitive discrimination powers of “trained clinicians,” nothing. As a former president of the American Psychiatric Association and professor of law and psychiatry asserted after the Hinckley trial, his colleagues who confidently make this distinction in court are best regarded as “a bunch of clowns.” The silliness involved in the implementation of the Durham decision, however, is of less concern here than its underlying assumption about what “causes” human behavior. For centuries in Western thought the cause has been believed to be conscious choice based on rational considerations. Such choice, thinkers knew, did not always predominate; animal or spirited needs or “poorly repressed drives” could on occasion overcome its dictates. But they shouldn’t—because the only excuse for otherwise condemned behavior was a flaw in this rationality itself. People who “knew better” were held responsible; hence the importance of “moral education.” “He didn’t know any better” was, in this line of thought, an excuse. “Weakness of the will” was an acknowledged problem when nonrational needs were strong and tempting, but that could be overcome through prayer or contemplation; hence the importance of religion. Feelings were clearly important; while for Plato they were a “distraction,” many others recognized their importance. But feelings in and of themselves could not explain behavior or determine it, particularly not in a manner beyond the “conscious control” of the individual. The Durham decision recognized a change in our views. A feeling strong enough to achieve the status of an “irresistible impulse” could in and of itself determine a behavior. Hence the person who experienced this feeling was not responsible. This change mirrored changes in our views of such problems as alcoholism, drug addiction, and crime. (Note that I say “problems,” not “evils.”) Alcoholism and drug addictions became “diseases,” criminality became a “product” of the social environment in which people were raised, and so on. Even many “environmentalists,” who stressed the importance of early experience in “molding character,” tended to accept the idea that the mediating variable leading to behavior was how adult individuals felt about themselves and the world.

In the late 1960s many in the Hippie movement espoused the philosophy that feelings not only were the major determinant of behavior but should be as well: “Make love, not war.” People who are feeling good do not need to be imperialists, they thought. If drugs can help to achieve the goal of good feeling, that is fine; by then, using “legal drugs” had become a predominant practice in American culture anyway. Sex provided not only shared physical enjoyment and ecstasy but “enlightenment” as well. The Platonic hierarchy was turned on its head. Evil now resulted from allowing “rationality”—often in the form of a devotion to some “ism” or other—to rule the feelings, which most often involve love. Saint Francis was the only true religious leader. Experiments with strict Eastern asceticism were brief, to be replaced by the “Hinduism” of those gurus who preached satori through peak experiences and free love (like Bagwan Shree Rajneesh in Oregon). Tune in, turn on, drop out; return only later, after the rest of your fellow citizens have achieved similar enlightenment. “You can’t love anybody else until you learn to love yourself first,” was the maxim, and first things first.

Interestingly, one of the first philosophers to suggest this reversal of the Platonic hierarchy was not an Eastern guru but Bertrand Russell. At age eighty, he decided to write short stories. “I have devoted the first eighty years of my life to philosophy,” he wrote, “and propose to devote the next eighty years to another branch of fiction.”3 The stories, the longest of which were “Zahatopolk” and “Faith and Mountains,” all had the same theme: Societies had been constructed on the basis of faith in “higher principles”—religious, medical, or rational. Those in charge allowed their sense of justice and duty to “stifle all softer emotions” (a phrase Rudolf Höss, the commandant of Auschwitz, responsible for killing 2,900,000 people also used in his autobiography to describe how his own behavior had been more heroic than despicable.4) At some point, however, the sexual attraction of a young man and woman for each other leads them to question their societies’ beliefs, and one or both eventually lead a revolution to destroy these beliefs. The sexual attraction is in Russell’s implied view good, the “thought” supporting the current social system bad. As one sympathetic character explains to a couple, who are expressing remorse for ever having accepted what they had been brought up to believe: “No, my dear young friends, you need not feel that you have been exceptional in folly, for folly is natural to man. We consider ourselves distinguished from the ape by the power of thought. We do not remember that it is like the power of walking in a one-year-old. We think, it is true, but we think so badly that I often feel it would be better if we did not.”5 Rational thought was important to Russell, but only for determining contradictions—because what can’t be true isn’t true. Moreover, this function arises not from the power of a single intellect but from collective free criticism and appraisal. The importance of rationality does not, however, imply that it is or should be the determining factor in our lives. Given that we would often be better off if we did not think, the Platonic hierarchy can hardly explain human life; nor should it—or so Russell thought.

Enter the professional psychotherapist. This person deals primarily with feelings. If feelings are predominant, then this person understands not only why people behave as they do but how they should behave. (Recall the APA president’s statement that psychologists should be “society’s teachers.”) The professional’s message is perfectly compatible with a feeling-oriented, “do your own thing” expressionist view of how humans function. The move to turn Plato upside down and the expansion of the mental health professions beyond psychiatry are perfectly timed and reinforce each other.

But while the New Age psychology begins with the music of Aquarius, it ends with the puerile harmony of pure selfishness. The actor Paul Newman expressed the problem well in a fall 1991 CBS interview after he and his wife, actress Joanne Woodward, received a Franklin Roosevelt award for helping free people from want. He maintained that the deification of the individual is bad both for us and for our society, and that this deification may have reached the point of no return. If individual feelings are all that matter, why not?

Moreover, a failure to feel just right is to be explained in psychological terms. External problems like economic deprivation or being shot at in a war arouse bad feelings only because they cue areas of psychological maladaptation (John Huston, in his documentary about psychological collapse in combat, bought into that belief). Almost everybody has been abused in some way or other by their parents (“psychological abuse” predominates), and since childhood experience is the determinant of adult feeling, we can only get better by allowing the selfish, bratty “child within” to come out, maybe even in group “therapy” sessions where we grasp teddy bears to facilitate communication with our “inner child.”6 We are blocked, however, not only by our own dependencies but by “codependencies”7 between everybody except client and therapist, but I confidently expect new treatments for such codependencies to emerge soon. The twelve steps can help, but so can almost anything that gets you to admit how awful you feel and to understand that only by loudly reveling in your unhappiness can you achieve a sort of freedom from these awful feelings. Negative emotions such as guilt “cause” undesirable behavior and therefore should be expunged by whatever means possible, probably some new, unproven, often bogus, technique or other. The widely cited quote from Paul Goodman with which I opened this chapter has become not just descriptive dogma but a moral imperative as well. People shouldn’t feel guilty, no matter what they do. There is something wrong with people who experience guilt. Thus, contrary to what people have believed for centuries, guilt following bad behavior is inappropriate; moreover, unlike other punishments, a feeling of guilt is not to motivate us to change our behavior; if we do happen to feel guilty about something, that is an indicator of psychopathology (so we might end up feeling guilty about feeling guilty). Other negative emotions have similarly devastating effects, no matter how they come about. As one questioner on the Oprah Winfrey talk show of November 5, 1991, put it: “Everyone should get therapy.”

SELF-ESTEEM

Why should “everyone get therapy”? The New Age answer is that we all suffer from deficiencies in self-esteem, and these deficiencies are responsible for our problems, definitely not vice versa. This belief that human distress can be traced to deficient self-esteem is widespread in our current society. Popular books such as Nathan Branden’s The Psychology of Self-Esteem have propagated it,8 and poor self-esteem is often cited as the “root cause” for everything from a failure to learn in elementary schools, to failure in business, to “overachievement,” to divorce, or even to “sexual codependency.”

For example, Branden wrote in a subsequent article,


I cannot think of a single psychological problem—from anxiety and depression, to fear of intimacy or of success, to spouse battery or child molestation—that is not traceable to the problem of poor self-esteem.



And later:


There is overwhelming evidence, including scientific findings, that the higher the individual’s level of self-esteem, the more likely he or she will treat others with respect, kindness, and generosity. People who do not experience self-love have little or no capacity to love others. People who experience deep insecurities or self-doubts tend to experience others as frightening and inimical. People who have little or no self have nothing to contribute to the world.9



Once again, “if you don’t love yourself, you can’t love anyone else.” If you have “deep insecurities or self-doubts,” you not only “have nothing to contribute to the world,” you may end up abusing your own spouse and children. (And if you suffer from low self-esteem, that’s another reason for feeling bad about yourself.) There are a number of flaws in Branden’s reasoning, but before discussing them let me state categorically that there is no “scientific evidence” that people who have “deep insecurities and self-doubts” have “nothing to contribute to the world.” The most casual reading of biographies indicates that many admirable people, like Abraham Lincoln, often suffered from “deep insecurities and self-doubts,” and that many less-than-admirable people suffered from no self-doubts whatsoever, at least until they were caught or disgraced. (For a good first-person account of how a lack of self-doubt can result in disaster, I recommend John Dean’s Blind Ambition, which is not so much about “ambition” as about mindless arrogance.10)

The “scientific evidence” to which Branden refers is a correlation between the level of self-esteem and the degree to which people engage in personally and socially positive activities and avoid negative ones. My great-grandmother would not be surprised by the existence of this correlation. “Of course,” she might say, “it’s because people who do rotten things feel bad about themselves and people who do good things feel good about themselves.” She might add, “Damned good thing too, or society would fall apart.”

She might even note the kind of availability bias that could lead Branden, a psychotherapist, to reach his conclusion: “He sees people who don’t feel good about themselves,” she might say, “they wouldn’t come to him otherwise.” She might speculate that alcohol abuse and child molestation are not “traceable” to poor self-esteem, but that the desire to change is traceable to the poor self-esteem that results from these behaviors—again, a damned good thing. Here, she would be in agreement with the writer Willard Gaylin, who writes:


There is so much nonsense there about feelings. All the pop psychologists are misleading people about things like guilt and conscience. Guilt is a noble emotion; the person without it is a monster.11



In fact, there’s a term for such “monsters”: psychopaths, we call them, or sometimes sociopaths. These are our words for people who do not suffer from negative emotions when they perform antisocial, often violent acts and who do not suffer from “pangs of guilt” afterward. Juries and judges often recommend particularly stiff sentence for those found guilty who show no remorse.

Of course many people who behave in personally or socially destructive ways suffer from lowered self-esteem, and poor self-esteem does constitute a psychological problem in and of itself. But the difference between my great-grandmother’s “naive” view and Branden’s is that Branden maintains that poor behavior is “traceable” to low selfesteem. In some places in his writings and lectures he says that desirable behaviors are traceable to high self-esteem. My great-grandmother, however, views self-esteem as following from what we do. Is either interpretation correct? Is there evidence for either? For answers, we can turn to the report of the California Task Force on the Social Importance of Self-Esteem.

THE TASK FORCE REPORT

At the urging of John Vasconcellos, one of its members, the California State Assembly, established a task force to promote self-esteem, and Governor George Deukmejian signed a bill to fund its work in 1986. The results of the task force’s findings were published in a book entitled The Social Importance of Self-Esteem in 1989.12

In the introduction to the book, the editor sets the tone by suggesting that we already know that high or low self-esteem as a causal variable leads to desirable or undesirable consequences respectively.13 He writes: “Intuition also tells us that both benign and vicious cycles characterize various levels of self-esteem and their supposed behavioral consequences.” His examples; “These [high self-esteem] feelings are reflected in the superior academic and social performance of the child; this feeds positively into a child’s self-perception and turns into an upward spiral that may continue throughout life.” Further, “Violence sets off a frenzy of greater shame and guilt, which can find expression only in another bout of destructiveness.”

He continues:


Low self-esteem is the causally prior factor in individuals [sic] seeking out kinds of behavior that become social problems…. Or, as we say in the trade, diminished self-esteem stands as a powerful independent variable (condition, cause, factor) in the genesis of major social problems. We all know this to be true, and it is really not necessary to create a special California task force on the subject to convince us. The real problem we must address—and which the contributors of this volume address—is how we can determine that it is scientifically true.



That is a rather remarkable statement. We “know” something to be true, and what we must now do is to “determine” that it is “scientifically true”—by showing that self-esteem is in fact an important causal variable (“independent variable”) predicting behavior (“dependent variable”). There appear to be two types of truth involved here. The first is the type of truth we know prior to seeking evidence and independent of evidence, while the second is the type that arises from evidence. The purpose of the second is to confirm the first. For most of us, however, the purpose of evidence is to determine what is or is not in fact true or to modify our prior beliefs.

The problem faced by the editor and contributors is that what they “know” to be true turns out not to be “scientifically true.” The editor himself telegraphs this conclusion when he writes: “One of the disappointing aspects of every chapter in this volume (at least to those of us who adhere to the intuitively correct models sketched above) is how low the association between self-esteem and its consequences are in the research to date” (page 15, italics added). Further; “If the association between self-esteem and behavior is so often reported to be weak, even less can be said for the causal relationship between the two.”

But it doesn’t matter. Again, the editor: “Why, we ask next, must this causal relationship be regarded as so weak?” (page 17). The answer is given at the beginning of the very next paragraph: “The first answer to this question is based on the common scientific knowledge that correlation does not establish cause.”

True—the mere existence of a correlation does not establish causation; it is possible to have correlation without causality. The problem is that except in unusual circumstances not relevant here, causality does imply correlation. Therefore, a failure to find correlation implies a lack of causation. In other words, if self-esteem were to “cause” superior or inferior behavior (as in academic achievement), then higher levels of self-esteem should be associated with higher levels of behavior and lower levels of self-esteem with lower levels.

The subsequent chapters continue in a similar vein. The first concerns the association between child maltreatment and self-esteem.14 At the end of this chapter, the authors list seven conclusions about the associations they found. I would like to list three of them here.
	“There is insufficient evidence to support the belief in a direct relation between low self-esteem and child abuse.”
	“Low self-esteem should not be perceived as the primary cause of child abuse, especially in light of other factors such as age, employment status, availability of child care, and economic insecurity.” (In light of the first conclusion, why should it be considered a cause at all, let alone a “primary” one?)
	“There is no basis on which to argue that increasing self-esteem is an effective or efficient means of decreasing child abuse (by comparison with other techniques).” Nevertheless: “Policy interventions to reduce child abuse that involve increasing self-esteem should be encouraged and should include interventions at the individual, family, group, community, and societal levels.”


No comment is necessary.

The next chapter concerns the relationship between self-esteem and academic achievement in schools.15 This chapter is a remarkable example of how a serious researcher with a preconceived idea can evaluate reams of evidence that fail to support this idea—and in some instances contradict it—yet be able to hypothesize reasons why the evidence is poor and the idea correct.

First, the author notes the importance of differentiating between causality and correlation. The author then reviews studies that simply present correlations and concludes that the average correlation found between various measures of self-esteem and academic achievement is about .17. There are about three hundred studies that lead to this average correlation, which is fairly minuscule. It may, of course, be used to reject the null hypothesis that there is no relationship whatsoever between self-esteem and performance, but its small size indicates that attempts to enhance academic performance through enhancing self-esteem would yield minimal success. In fact, even the little success that might arise would not necessarily be due to the causal effect of self-esteem; some other variable—such as hard work—might be the cause, or self-esteem could be a reflection of academic achievement.

Aware that correlation does not imply causality, the author notes a single study in which self-esteem was added to other variables in a multiple prediction study of school achievement “that already included factors such as social class and intelligence.” (Because the study was omitted from the list of references at the end of the chapter, I cannot cite it myself.) “The self-esteem measure accounted for only an additional 3% of the explained variation in performance.”

Then the author asks, “On the face of this evidence alone, would we be better advised to concentrate our limited educational resources on potentially more effective and immediate ways [than enhancing self-esteem] to offset educational failure, such as teaching improved study habits or increasing the amount of time students spend on a task?” (page 29). This question is especially compelling since “The situation is scarcely improved when we consider the research that is attempting to demonstrate experimentally that changes in self-concept lead to improved performance”

One would think that the answer to the rhetorical question posed would be “yes.” But the author has another answer: “First, the fact that j sense of personal satisfaction in school and in grade point average are not necessarily correlated is now understandable. Some students, especially those we will later characterize as over-strivers, may accomplish extraordinary feats, but, again, for the wrong reasons” (pages 89 and 91). What are the “wrong reasons”? The answer: “These students are driven to succeed simply to avoid failure.” (page 91).

Then, in a remarkably circular assertion, the author continues:


Second, fear-driven successes of the kind just described rarely convince individuals that they are worthy. It may appear that over-strivers possess great self-confidence, as a result of an unbroken string of successes. But given their underlying self-doubt, it may take only a few failures to convince them of what they had suspected all along: that they are really not bright enough to be worthy.” (page 91; italics added)



The author supplies no independent definition whatsoever of what it means to be an “over-striver” or to achieve as a result of being “fear-driven” rather than as a result of self-esteem. The idea that only a few failures may have awful consequences for “fear-driven over-strivers” is merely hypothesized; no evidence is presented.

In other words, correlations near zero are ascribed to countervailing factors, which are merely hypothesized rather than identified. The reader should be by now familiar with such arguments, for example from Chapter 2, in which we saw that a failure to find any correlation between therapy outcome and the credentials or experience of the therapist is ascribed to various possibilities that are hypothesized but not studied. The vacuum-based “explanation” presented here is, however, particularly implausible. First, the measures of academic success are grades, not Nobel Prizes, and given the standards in our schools, characterizing the achievement of high grades as an “extraordinary feat” is dubious at best. Second, the analysis ignores the single moderately high correlation reported in the chapter itself: an average value of .42 between various achievement measures and the self-perception of performance on ability scales.16 Thus, self-esteem concerning academic ability is moderately correlated with actual academic ability. What is not correlated is performance and measures of general self-esteem. The author’s tortured countervailing-forces-and-wrong-reasons explanation for the lack of the latter correlation ignores the former one, which is most directly interpreted as meaning that students’ performance realistically affects their self-esteem about their performance.

The next chapter in the task force report concerns self-esteem and unwanted teenage pregnancy.17 After an introduction, the chapter is divided into three sections—concerning self-esteem and sexual activity among teenagers, self-esteem and contraceptive use, and self-esteem and unwanted pregnancy. In the first section, the authors review four studies, of which “Only the Jessor and Jessor study includes longitudinal data.”18 In that study, the major finding was that for males, higher self-esteem prior to engaging in their first sexual activity was related to greater sexual activity in the ensuing teenage years. (“Family values” conservatives should take heed.) Considering all four studies, the authors conclude: “In sum these studies do not support an association between self-esteem and sexual intercourse during the adolescence [except that they do for males—in the “unwanted” direction], perhaps because premarital sexual intercourse can no longer be considered a deviant activity in the culture at large” (page 139). Nevertheless, “low self-esteem may account for the behavior of the female adolescent described above, but this is sheer speculation at this point.” Yes, it is mere speculation to try to account for the behavior of the pregnant teenager described above since that pregnant teenager is an entirely hypothetical one, and a stereotype to boot. Given the research results, it would be equally valid to speculate that for real adolescents there is a relationship in the opposite direction.

The evidence concerning self-esteem in contraceptive use was a bit more encouraging to this chapter’s authors: “there is evidence linking high self-esteem to more effective use of contraceptives among sexually active adolescents. Because none of the studies controlled entirely for the possibility that pregnancy or guilt associated with not using contraception might account for the lower self-esteem reported by the less effective users, any causal inference must be tentative” (page 143). I agree, but we should also consider the somewhat trivial alternative possibility that lower self-esteem might result from engaging in the behavior that the adolescents studied generally consider undesirable—risking pregnancy. Finally, the authors consider the relationship between self-esteem and unwanted teen pregnancy. They correctly note that correlational studies conducted after pregnancy occurs provide no relevant information about the purported causal role of self-esteem, because a lower self-esteem they found (although, somewhat surprisingly, not found consistently) among pregnant teens could be the result of the pregnancy. Thus, they review three longitudinal studies in which self-esteem was assessed prior to pregnancy. Two find lower self-esteem related to pregnancy, one doesn’t. Their conclusion: “Given the disparate results and the differences in design of the studies, reasonable people could justifiably draw different inferences from the data” (page 149). But then they outline their own rules for drawing an inference. “Our approach is to make the strongest case possible, given the research, for the existence of a causal link between self-esteem and teenage pregnancy.”

Unwanted teenage pregnancy is an extraordinarily serious problem in our culture. The approach of these authors is, however, to “make the best case possible” for the causal effect of self-esteem—rather than examine the evidence to see whether self-esteem is indeed an important causal variable. Here, they mirror the philosophy of the editor in the introduction. We “know intuitively” what the nature of reality should be, and the point of considering evidence is to demonstrate that what we know intuitively is true is also scientifically true; we do not use evidence to mold or modify our beliefs about reality.

The next chapter examines the causal role of self-esteem in predicting crime and violence.19 It has none, as the authors themselves admit:


Readers of the last two studies may conclude that these reviews represent the state of the field as healthy. But it is possible to construe them, in concert with the four critical reviews, in a different way: even reviewers who are completely sympathetic to the intentions of the quantitative studies acknowledge that these studies have produced no results. (page 177)



Later,


the implication of all six of the general reviews is not that the field is healthy but that it is in a state of crisis, and has been for some time. This interpretation has been underlined since the publication of the two positive reviews (in 1976 and 1979). Several thousand quantitative studies later, there are still no results that are both strong and replicated. How many inconclusive studies will be conducted before basic premises are examined?



Nevertheless, the authors proceed to make a “plausible” case for self-esteem as a causal variable. “Public policy does not wait for final proof in other realms, and even a case that is merely plausible should provide grounds for debate and discussion of possible new law and policy in the area of corrections” (page 178). My objection to this approach is that the public is perfectly capable itself of deciding what is “plausible,” and that when it turns to expert social scientists for advice it is expecting something more than plausibility—that is, evidence.

The next chapter, on self-esteem and chronic welfare dependency, likewise finds no results in the research literature.20 The two final chapters concern self-esteem and alcoholism and drug use.21 There is no evidence in either of these chapters that lower self-esteem plays a causal role in alcoholism or drug use, although retrospective reports of female alcoholics and of heroin users of both sexes indicate that they may have suffered from low self-esteem during adolescence. I have already discussed the problems with such retrospective reports.

Having examined all the chapters, we are left with a task force report that does not support the basic idea that self-esteem plays a causal role in determining various social behaviors, let alone that government programs designed to enhance self-esteem will have salutary social effects. As the authors of the chapters on academic achievement and on crime and violence asked, isn’t it time to look at other causes, to find which actually do influence desirable and undesirable behaviors (as opposed to merely reflecting them). Isn’t it time to reexamine our premises concerning the role of self-esteem? The negative results in the task force report certainly did not result from any lack of thorough investigation. The author of the last chapter, for one, conducted a library search of such sources as the Psychological Abstracts, the Social Science Index, the Educational Resource Information Center at the University of California, and others, and found more than sixty-five hundred studies that used the word self-esteem in their titles. In addition, there were more than thirty thousand journal articles and dissertations that used a variety of terms related to self-esteem, such as self-concept, ideal self, and self-image. If only a few studies had been conducted, we could fault the way they assessed self-esteem, or the outcome measures they used. But self-esteem has been examined “every which way.” All that has been discovered concerning global self-esteem are very unimpressive correlations, and they—as well as higher ones involving specific areas of self-esteem—can be easily accounted for on the basis that self-esteem reflects reality. The California task force has performed a valuable service, but not the one it intended. Rather, it created a volume of work demonstrating that the Holy Grail of pop psychology is nothing more than a mirage.

THE GENERIC PROBLEM WITH THE SELF-ESTEEM OBSESSION

One problem with the New Age obsession with self-esteem (aside from the absence of evidence for its validity) is that it discourages action. The purveyors of pop psychology often argue that past failure is due to deficiencies of self-esteem and that these deficiencies will therefore predict future failures. The first problem with this analysis is that it ignores the probabilistic nature of the relationship between past success and future success (see Chapter 1). While past behavior is generally the best predictor of future behavior available to us, it is far from a perfect predictor (see Chapter 3).

A second and pernicious problem is that the obsession discourages trying to change one’s behavior or life course. Instead, it encourages shoring up self-esteem first by running to a therapist or group. Fortunately, many other people in our society are not “psychologically sophisticated” enough to derogate the role of making an effort in behavior change. Athletes and their coaches understand the importance of trying—hard. While a few highly visible ones may seek psychotherapy (or contemplation) following a failure, the vast majority train themselves and “try harder” the next time. They sometimes succeed, and they often do so only with the assurance that if they don’t try they won’t succeed. We might well learn more from them than from the New Age psychologists—a great deal more.

New Age psychologists explain not just personal problems but social ones as well in terms of feelings of self-esteem. If children from economically poor areas do not learn much in school, that is because their early experiences do not allow them to feel good enough about themselves. They lack self-esteem, as do the homeless on the streets, the members of the “underclass,” and welfare mothers who won’t get low-paying jobs (and thereby lose health care for their children that welfare provides). Once again, everyone should get therapy. No one is responsible for themselves or for the situation of anyone else. Since the problem with homelessness is one of feelings and self-esteem, a tax increase to provide housing would not help. People can’t help themselves or others without changing feelings first; they should worry about actually doing something for oneself or for others later. If “you can’t love anyone else until you have learned to love yourself,” a self-centered obsession with feeling is the only way to proceed.

Of course, that’s all nonsense, and as the California task force report documents, even the correlations leading to such interpretations are slight to nonexistent. Our feelings alone no more rule our behavior than does reason alone. Both influence it, just as both genetic and environmental factors influence it. Exactly how do these influences interact in a particular situation? The honest answer to that question is that we don’t know, and a psychological expert who claims to know is consciously or inadvertently engaging in fraud. If professionals—or others—knew, then clinical judgment would be superior to actuarial judgment based on the weighing of relevant factors. It isn’t (see Chapter 3). Behavior, thought, and feelings are all intimately related, and they are related in different ways in different situations. Moreover, they affect each other. Just as feeling bad about oneself may be an important influence leading to self-destructive or antisocial behavior on occasion, such behavior itself may lead us to feel bad about ourselves. This mutually reinforcing relationship holds not just for thoughts, feelings, and behavior but for social interactions as well. I am the way I am in part because of the way you respond to me, and you respond to me that way in part because of the way I am. The attempt to “reduce” or subordinate some of these influences to others is at this point in our knowledge just plain silly. (I’m not maintaining that someday we may not develop a more thorough view of life that leads to such reduction or subordination, but that it certainly does not exist at present.) Moreover, since our knowledge in psychology and related social sciences is highly probabilistic, nonsensical claims expressed in grandiose terms—statements like Goodman’s about “no good ever”—clearly lack scientific merit.

THE SELF-ESTEEM OBSESSION AND OUR EDUCATIONAL SYSTEM

The quality of the educational system in the United States is dismal, particularly at the elementary and high school levels. Much has been written about it; decrying its “sorry state” and issuing bold new proposals for “educational reforms,” with or without ways to raise the funds to accomplish them, has become almost a ritual for everyone involved—parents, educators, and politicians. Perhaps the greatest indictment comes from the National Commission on Excellence in Education, set up by President Reagan. In its 1983 report, A Nation at Risk, this commission concluded: “If a foreign power had attempted to give America the bad education it has today, we would have viewed it as an act of war.”22

Just a few examples of the results of this system:
	An estimated 29 million adult Americans cannot locate the United States on a map of the world.23
	An estimated 48 percent of Americans who have been educated through high school but not beyond cannot examine a restaurant menu to compute the cost of a meal from individual items and subsequently determine how much change they should receive if they pay in dollars. Of those who have gone on to complete two to four years of college, an estimated 39 percent cannot compute a 10 percent tip.24
	Among young adults aged twenty-one to twenty-five, an estimated 20 percent cannot read at the eighth-grade level, and 38 percent cannot read at the eleventh-grade level, even though this level is required for understanding most job manuals.25


These estimates are all based on national surveys—not on ad hoc samples or informal opinion. The list goes on. While I deliberately picked examples to illustrate the magnitude of the problem, we are all familiar with it.

Many in our culture assume that students’ lack of self-esteem is the root cause of our educational failures. In fact, critics too numerous to cite maintain that lowered self-esteem of students resulting from broken homes, welfare dependency, and so on has had such a catastrophic effect on academic work that there is little reason to attempt to make educational reforms directly without prior society wide reforms that will enhance self-esteem (mainly of “them,” the poor).

There are, in contrast, only a few careful studies of multiple factors that actually influence academic achievement or lack of it in our schools. One such study was conducted by Richard Felson.26 He began by acknowledging the well-established correlation between academic achievement in schoolchildren and their level of self-esteem concerning such achievement (see the California task force report). Felson correctly noted, however, that such correlations “are difficult to interpret causally because behaviors affect self-concepts as well, and because behaviors and corresponding self-concepts are likely to have common antecedents.”27 He employed a statistical technique called structural modeling to assess whether some intervening variable could account for the relationship he himself found between self-esteem and success in the grade-school children he studied.28 He found that the relationship between their self-esteem and their academic achievement could be entirely accounted for by effort—as assessed by self-reports of the number of hours they worked and “how hard I work.” In other words, self-esteem was indeed related to achievement, but the relationship could be explained by the relationship between self-esteem and effort, where effort was the variable most predictive of success. The particular statistical model he used cannot yield firm conclusions about what “accounts for” what, but it can determine which hypotheses about such influences are supported by the data better than others, and here “effort” clearly won. In fact, his results are compatible with the conclusion that another variable related to self-esteem that is often thought to be important in determining performance—test anxiety—had no effect whatsoever on the children’s achievement in grades, although it affected their scores on standardized tests.

If effort is that important, how do we help children put it forth? One way, but only one way, is through changing their feelings. Another way is to institute external incentives. For example, Albert Shanker, the president of the American Federation of Teachers, suggested on National Public Radio on November 9, 1991, that establishments such as McDonald’s might select its teenaged employees on the basis of their academic accomplishments. Another way is to instill a sense that working hard is the “right thing” to do. Still another way, very much discouraged by New Age psychology, is simply to require it (although this later may be reinterpreted as a form of child abuse). Wise parents may require their children to devote a half hour a day to learning a musical instrument; children who do so originally under threat of punishment may come to find that they actually enjoy it and want to pursue music on their own—a process the late psychologist Gordon Allport termed functional autonomy.29 Behavior originally engaged in to seek external rewards or to avoid external punishments may become intrinsically rewarding in its own right.

The one variable that is of utmost importance in allowing children to put forth effort, no matter what motivates it, is providing them with the time to do it. Our school system does not provide time. Compared to countries such as Germany and Japan—and even to what existed in this country a few years ago—we have a shorter school year and a shorter school day. Moreover, the proportion of time in school actually spent in academic work is much smaller in this country than elsewhere. A group of researchers who clocked how much time was devoted to various activities in a Minnesota fifth-grade class discovered that only 64.5 percent of the hours at school were devoted to academic work, as opposed to 91.5 percent in a comparable Chinese school and 87.4 percent in a comparable Japanese one.30 (The Minneapolis school was chosen because its students came from …native-born, English-speaking, economically sound families” and hence would not experience some of the problems students face in less affluent areas.31) Moreover, the teachers whom the researchers interviewed agreed that they face a major problem due to the amount of time devoted to nonacademic functions.


American teachers frequently said that if they could shed some of their nonacademic functions, they could spend more of their time actually teaching. A large amount of classroom time is spent in unproductive activities that can be attributed, in part, to the American teacher being asked to take on too many functions other than teaching, including the role of counselor, family therapist, and surrogate parent.32



The problem thus is that the teachers are expected to act in loco parentis (acting as parents in the parents’ absence) concerning not just educational matters but emotional and behavioral ones as well, particularly “discipline.” There is nothing intrinsically wrong with such activity, except that it detracts from time spent on education. After all, if parents won’t or can’t deal with their children’s emotional and behavioral problems, someone else must, and if children can’t learn discipline, they disrupt the school time for others. The problem arises, however, when teachers assume that in their role of counselor they must help to establish a child’s self-esteem prior to teaching the child anything. But if self-esteem (academic self-esteem, anyway) primarily reflects achievement, and achievement results in large part from hard work, then such efforts are misdirected. Ironically, the results that the teachers attempt to achieve as counselors would be better achieved by abandoning that role and instead concentrating on teaching and insisting on standards of performance.

Some teachers’ attempts to instill (illusory) self-esteem may be successful, although it is difficult to separate the role of teachers from the role of the general culture in this “success.” While a cross-national comparison of children in two good schools in the United States with those in Japan and China indicates that American children are far worse in mathematics and that their relative inferiority increases over the school years, they (and their mothers) generally regard themselves as above average or superior in mathematics, while the Asian students don’t regard themselves so highly.33 Worse yet, this comparison found, our students derogate the importance of hard work in achieving skill: “we asked the eleventh graders what they considered most important for doing well in mathematics. Over 60 percent of the Chinese and Japanese students answered, ‘study hard.’ In contrast, less than 25 percent of the American students said studying hard is important.”34

These percentages in the Minnesota study actually underestimate the extent of the problem, because the school week is shorter in the United States than elsewhere. In fact, in the Minneapolis school the absolute amount of time per week spent on academic work (19.6 hours on the average) was approximately half that of the comparable Chinese school (40.4 hours) and the Japanese one (32.7 hours). Add the fact that the school year in the United States is shorter than elsewhere and that schools in this country require less homework (two-thirds of high school seniors report spending less than one hour per night35), and we reach a remarkable conclusion: Our children are spending somewhere between one-third to one-half as much time on schoolwork as are children in our “competitor” countries. No wonder the assessments of the American educational system are so dismal. What is required is a change in behavior; changes in feelings or self-concept are just one way of achieving behavioral change (maybe), and as pointed out by the teachers themselves, attempting to achieve that change in the school setting itself detracts from the time devoted to academic work.

Before proceeding, I want to make clear that I am discussing not just time per se but “time on task.” There is certainly nothing wrong with recesses, sports, cultural activities, clubs, assemblies, or even bull sessions. Schools in countries with educational systems far more successful than ours (again, like China and Japan) in fact devote more time than our schools to such activities. The problem is what happens within the classroom. The cross-national comparison mentioned earlier found that American students attend to what is going on 60 percent of the time and the Asian students 80 percent.

Moreover, when teachers are asked what qualities are important for them to have, American teachers rate “sensitivity” first, “enthusiasm” second, “patience” third, “standards” fourth, and “clarity” a distant last. In contrast, Chinese teachers rate “clarity” by far the most important, agreeing somewhat about: “enthusiasm,” but with little interest in “sensitivity” and “standards” and almost none in “patience”— which apparently they don’t need. (“Sensitivity” is the prime virtue of a counselor; “clarity” of a teacher.3636) Nor do I wish to belittle the role of parents, but again this role apparently has its greatest effect by facilitating time spent on task—homework. Thus, second-generation Asian-American students often do well in our schools, encouraged (if not required) to work hard by their parents and siblings, with the striking result that such students form the only group in our country whose academic achievement is positively correlated with the number of brothers and sisters they have.37

The last finding is important. Parents make a big difference, as does the culture of the family, and the culture of the country. Modifying schools can have an effect, but it will be vitiated or exacerbated by parental attitudes and behaviors. (Ideally, it would help to change parents, too, but they are under less social control than are schools—rightfully so in a free society.) The actual research indicates, however, that parental effects are mediated not through the enhancement or thwarting of children’s self-esteem but through their attitudes toward work and academic achievement, and through their use of rewards and discipline to implement those attitudes. Insofar as schools must compensate for parental negativity and neglect, therefore, they must concentrate on these attitudes, not on the enhancement of self-esteem. If the parents won’t reward or discipline, the schools must. That requires upholding standards and communicating the expectation that students will meet these standards. Ironically, as the comparison of American with Asian schools illustrates, the attempts of schools to raise self-esteem directly has the effect of lowering standards.

WHERE DO THE PROFESSIONALS STAND?

Professionals in psychology and psychotherapy clearly benefit from A New Age psychology—it brings them clients. Unfortunately, they in turn contribute to and reinforce that psychology. Having lost sight of scientific skepticism and the need for careful research, the professionals’ “view” has become highly compatible with the New Age view. In particular, that very egoism Paul Newman decries has come to be viewed as a necessary component of “mental health.” Again, I am not maintaining that professionals deliberately choose to express these views in order to attract clients or to strengthen the economic well-being and status, but that stressing egoism as something desirable will bring in clients and continue in the absence of some reason not to, which in this case would be adherence to the scientific standard of “show me.” Without that standard, professional psychology and psychotherapy become a matter of “views” and “schools,” with the result that they are highly influenced by cultural beliefs and fads: currently, the obsession with “me.” The impact of self-esteem ideology and the school system provides an example of the negative effects of substituting an overall “view” for strict attention to what is going on and a careful analysis of it: in particular, a view that feelings and self-esteem “cause” certain problems, in the absence of evidence. There are unfortunately many other examples, as we will see in the next chapter.


CHAPTER 9
PATERNALISTIC PUT-DOWNS

Clients as Slaves to Therapists, and the Rest of Us as Slaves to Our Feelings

A psychiatrist writes:


A troublesome aspect of narcissistic countertransference, as many analysts will attest, is that they don’t experience themselves as being in that state when they are. Time and time again, while working with preoedipal patients, I have felt like getting rid of one as incurable, or felt that maybe I ought to marry that wonderful female patient or have a homosexual affair with an attractive male, before recognizing that I was being swayed by the induced feelings. Unless you are alert to the possibility that feelings that you experience as your own and that seem to have nothing to do with the patient may actually be the patient’s feelings, that danger exists.

Over the centuries, the phenomenon of emotional induction appears to have contributed to society’s dismal handling of those suffering from acute mental illness. One explanation of why these individuals have been mutilated, shackled, sexually abused, burned at the stake, even killed, is that they felt that they deserved such treatment and induced those feelings in the people around them.1



Why it is that we believe it so necessary to change the behaviors (“alleviate the symptoms”) of those we label “mentally ill”? Attempts to do so have produced all the horrors mentioned in the quotation above, and now powerful drugs can produce side effects such as tardive dyskinesia and perhaps other effects of long-term use of which we are currently unaware. I would like to propose a simple answer to this question. For good social and personal reasons, the behavior of people we label “mentally ill” is distressing to the rest of us. We want to end it, fast. Why? We don’t like what they do. As anyone who has had friends or relatives who are brain injured or severely disturbed can testify, their behavior can range from annoying to infuriating. Even if we love such people, we ourselves cannot avoid becoming irritated or angry—occasionally wishing that they would just go away, bother someone else for a change, or die. Often, moreover, when we are dealing with someone close to us who has previously been quite competent but now is extremely disturbed or brain injured or senile, we have the feeling that this person is deliberately “kidding” us and others. “Come off it,” we first want to joke, and later shout. Such feelings may be “induced” in us by their behavior in the sense that we react to what they do, but our feelings and our reactions are very much our own. To claim, as the psychiatrist quoted above does, that maltreatment results from feelings that are not really ours but are those of the victim is a remarkable example of “blaming the victim.”

We’re not supposed to feel angry at the mentally ill. After all, “mental illness is an illness just like any other illness,” and certainly brain injury is beyond the individual’s control. The appropriate response to someone who is ill is support and sympathy not anger. Of course, people have throughout history felt disgusted by the illnesses of others; terms like leper, epileptic, cripple, and dunce reflect such feelings; moreover, the response to ill people has often been to “keep them in their place”—away from everyone else. Often, such distancing has been justified as being in the best interests of the person ostracized. (The place for mentally ill people is a mental institution, we are told, to allow them to live elsewhere is to “abandon” them.) Such a response may even be adaptive for a healthy person who wishes to “keep a distance” by preventing exposure to a contagious disease. The adaptation is far from perfect; for example, we kept people with leprosy in leper colonies even though the leprosy in its commonest form is one of the least contagious of all diseases. But adaptive mechanisms tolerate false positives—“Better safe than sorry.”

We can make a conscious effort to overcome our aversion to physical illness, but doing the same for mental illness is harder. Normally, we hold people accountable for what they do, and “mental illness” is defined by a person’s behavior, at least as it is observed by others. We find it harder to excuse behavior than to excuse a physical condition. That difficulty is as natural as our anger. Professionals who deal with disturbed people are in an even more difficult position. First, their constant contact with such people can exacerbate their negative feelings toward them—even as philosophy guiding the professionals’ work is that of acceptance and sometimes “unconditional” acceptance. Second, whatever ambivalent feelings professionals may have, their goal is to be “objective” without letting such feelings interfere with their work. Some observers, such as Jeffrey Masson,2 have argued that such objectivity is not only a myth but is dangerous for clients because it hides the professionals’ own feelings—most important, from themselves. Here, I am less concerned about the effects of “objectivity” than its implications for the difference between the profession of psychology and that of medicine. Medical people, most of us accept, are supposed to be objective; a surgeon need not know the people on whom she or he operates but is expected to do a competent job; how the surgeon feels about that job is secondary to its performance. Moreover, there are standards for what constitutes competent and incompetent surgery. The ethics code of the American Medical Association makes it quite clear that the ethics of using a procedure is based on whether it is known to be the best available, and it prohibits doctors from using useless or outmoded procedures.3 In professional psychology, in contrast, where the major empirical claim to objectivity is a socially trained consensus concerning diagnosis, the feelings of the professional are considered to be paramount.

Given that these feelings are ambivalent, at least for many professionals, they have led them to treat clients as difficult children. The child is infuriating but “can’t help it,” and it is “our responsibility” to change the child. Such paternalism encompasses acknowledgment and acceptance that certain behaviors are in need of change—and that they may be personally distressing, perhaps even disgusting, to the person attempting to change them. This philosophy is best expressed in the major work concerning ethics that is cited throughout the profession of psychology, Patricia Keith-Spiegel and Gerald Koocher’s Ethics in Psychology: Professional Standards in Cases.4 The philosophy is that professional ethics in psychology must be based on the “one-up” relationship the professional has to the client. The client, after all, “opens up” himself or herself to the professional, whether in long-term therapy, in an hour-long session about how to interview for a job, or in taking a vocational interest test. At least, the client should open up and presumably will if the professional is effective. The professional, in contrast, does not—or should not—open up to the patient. Thus, the professional and the client have a relationship analogous to that of parent and child. For parents to discuss their own problems with their children would likely be considered to be poor parenting, and in fact, any mention on the part of therapists of their own problems is currently considered an indicator that such therapists are “sick,” perhaps suffering from a narcissistic countertransference. This paternalistic, one-up ethic not only resolves the problems raised by the professionals’ ambivalent feelings toward their clients but advances the profession. Practicing psychologists have an ethical mandate to be high status professionals.

TWO EXAMPLES OF PATERNALISM

The one-up ethic is applied with the greatest vigor in the area of sexual contact between professionals and clients. Through the early 1970s, during the era of informal, uninhibited, and ad hoc experimentation (including nude encounter groups) in therapy, such contact was not prohibited, even for clients currently in therapy. In 1977, however, the ethics code of the American Psychological Association was rewritten and specifically included a statement that “sexual intimacies with clients are unethical.”5 Some professionals regarded the new rule, Principle 6a, as an explicit acknowledgment that any such contact could only be a matter of exploitation and hence the rule merely acknowledged “what we knew all along.” Others saw it as mandating that a clear separation between therapist and client was necessary for good treatment. Still others saw it as a rule to prevent fraud—to prevent the therapist from attempting to achieve a sexual liaison while ostensibly attempting to help independently of the therapist’s own wishes (and most usually charging for this help). There was some controversy within the profession when the rule was initiated, but not much. The problem soon arose, however, about who was a “client.” Was a former client a “client”? Was a graduate student a “client”? Was a Ph.D. apprentice receiving training in something that didn’t work a “client”? Since most states adopted the APA’s ethics rules as required for maintaining a license in psychology, this ambiguity led to legal disputes and extreme personal recriminations.

At its spring 1986 meeting, the APA ethics committee “voted 6-1 (Dawes dissenting)” that: “In adjudicating complaints of sexual intimacies under Principle 6a of the Ethical Principles of Psychologists, the Ethics Committee takes a position that, once a person becomes a client, regardless of termination of the professional relationship, all subsequent sexual intimacies with that client are unethical. The policy becomes effective upon the data of this notification to the membership.” The new policy was supposed to have been published in the next issue of the APA Monitor.6 Anyone who had ever seen a psychologist in any professional relationship for any reason whatsoever—student, trainee, business person seeking consultation—was to be considered a client.

I objected and wrote a letter of resignation, pointing out the one-down implication for the client of this prohibition, and I sent a copy to the APA’s board of directors. The board’s lawyers subsequently overturned the policy on the grounds that it “constituted a new rule,” and I was persuaded to serve out my term on the ethics committee. Currently, there is a precise prohibition against intimacies for two years after termination of therapy (not just any professional contact); the statement about later intimacies is vague and ambiguous.

There were, in my view, two reasons to object to this rather sweeping policy. First, when the rule against sexual intimacies was first enunciated in 1977, the multiple reasons for accepting it were ignored in favor of the one-up reasoning of Keith-Spiegel and Koocher.7 The power and exploitation argument, having placed the therapist on somewhat of a pedestal, simply assumes that the basis of the sexual contact is due to the exploitive tendencies of the therapist (narcissistic countertransference)—as opposed to sexual attraction pure and simple, mutual infatuation, or even “falling in love” (a concept absent from the analyses of most professional psychologists). The one-up status of the therapist also—of necessity—implies a “one down” status for the client. “One-down” status violates another dearly held principle, that of client autonomy,8 but as we saw in Chapter 6, all of us can tolerate contradictions in our belief systems. The second reason is that the concept of client-for-life is certainly in conflict with the policy that people should not be hesitant about seeking therapy. (In fact, it might even preclude the possibility of a former client holding positions of great responsibility in the future; do we, for example, want to elect a senator or a president who is “under the control” of a therapist seen twenty years earlier?) A final concern was that couples who share any emotionally arousing experience—war, a political campaign, building an organization, or even an exciting research project—are apt to become emotionally involved in a sexual manner, and therapy can be quite emotionally arousing.

The other ethics committee members and those who supported this rather extreme policy were decidedly not insensitive to these concerns when I raised them. Many are, in fact, quite modest people who were loath to consider themselves on pedestals. Many showed great respect for their clients’ autonomy. One of the chief advocates of total prohibition of sexual contact has written in his papers supporting the position that it is perfectly natural for therapists to be sexually attracted to clients.9 Why then did these people as a group (“Dawes dissenting”) reach such an extreme conclusion concerning former clients? My suggestion is group polarization: When a group reaches a decision, the decision tends to be more extreme than the average positions that its members take singly; if their average position is on the conservative side of an issue, the group decision will tend to be more conservative; if the average is on the liberal side, the group decision will tend to be more liberal. Research psychologists first discovered this phenomenon when they thought they had observed that, contrary to public perception, groups are more likely to endorse risky decisions than their members are. But this “risky shift” phenomenon was shown by Dorwin Cartwright to be due instead to group polarization.10 What had happened was that in a majority of the problems investigated by the original experimenters, the average group opinion was on the risky side of neutral; hence, the shift brought about by group polarization led to greater riskiness.

The result was an attempt to establish an official policy based on the premise that clients are totally under the control of their therapists. Were this paternalistic putdown limited to clients, my concern would be similarly limited. After all, clients often do choose to be in therapy (and hence may choose to be regarded in a paternalistic manner, if they are aware beforehand that that is the prevailing philosophy). Those who do not choose therapy—like those in institutions—are often treated in a highly paternalistic manner anyway. This paternalistic philosophy and treatment, however, is extended to the public in general, and it can affect social policy.

Nowhere is the existence of this extension clearer than in the lobbying efforts of professional psychology (the APA in particular) to prevent the marketing of home kits for testing for HIV infection. In fact, the profession opposes not just the marketing of such home tests but their even being considered by the FDA for possible marketing and scientific trials of their use of the kind that are common to other medical products such as drugs and pregnancy testing kits.11 The APA and allied groups oppose home testing for HIV on the grounds that the current testing system provides counseling to those who are tested both before and after the results are known. The testing is either confidential (with the people in charge of testing protecting the person’s identity) or anonymous (without the people in charge of testing knowing the person’s identity). Such counseling is not only provided but required. The person wishing to be tested goes to the testing site, is told about the nature of HIV infection and how to take precautions against it, and has blood drawn. At the time the test results are known he or she is given further counseling. Both counseling sessions (the former often in a group setting) are supposed to stress what is currently known medically about HIV infection and AIDS, while the second session (most often conducted on an individual basis) may stress psychological factors as well—particularly for those who test positive. Counseling is also supposed to provide the people being tested with information about where they can obtain further medical or psychological help if they desire it.

Professional psychology, through the APA, supports such counseling, as do I. It is clearly desirable. The question, however, concerns people who want to know their HIV status but who do not wish to have the counseling—who do not wish to go to the testing site to interact with other people, possibly in a group setting, or who do not like the current system for any reason (even for reasons of “paranoid realism” about promises of confidentiality or anonymity in general). Should they not be allowed to discover whether they are infected? There clearly are such people. (I have heard the person who devised the test claim there are 17 million such people, but I am not aware of any good data about their numbers.) In my own view, the policy of refusing even to consider home testing violates the rights of such people, much as thirty years or more ago a doctor’s decision not to inform a patient that a medical condition was fatal violated that patient’s rights. Moreover, many people who are infected have a strong desire to avoid infecting others (despite the popular conception that “they” don’t care about others, or the highly unusual but well-publicized cases of someone deliberately infecting others,12) so that not allowing anyone to be tested who wishes to be can only augment the HIV epidemic. The case against home testing for HIV (“they might not seek medical advice,” or “they might commit suicide”) is every bit as flimsy as that against home testing for pregnancy and much resembles it. Before proceeding, however, I want to make one aspect of my position perfectly clear: While I am a member of a National Research Council committee on AIDS (CBASSE-AIDS) that has issued three recent reports,13 the opinions I will express are completely my own, not those of the committee.

The basic premise of the opposition to home testing is that it is desirable that people who are tested receive counseling. Again, I agree completely. But the conclusion that therefore testing should not be available without counseling does not follow. The inference is paternalistic. Parents may decide (correctly) that it is more desirable that their children eat healthy foods than junk foods; parents may therefore forbid their children to eat too many junk foods or even deprive them of the opportunity. That’s fine for raising children. The problem is, however, that those who would use a home testing kit are not children. They are adults and presumably they have the right to engage in less-than-optimal behavior if they so wish. This right is particularly important in contexts where the determination of what constitutes optimal or desirable behavior is made by “expert” others. (Again, I personally agree with these others, but again, my agreement with them is not the point of my argument.) Adults have the right to ignore expert medical advice and forgo a recommended operation, therapy, or even change in lifestyle if they choose.

The role of the FDA, as we saw in Chapter 5, is clearly to protect people when people cannot reasonably be expected to understand the consequences of their choices. Drugs that have dangerous effects or that have been scientifically proven to be worthless are kept off the market; the rationale is that citizens not trained in medicine (and most probably many of those who are trained in it) cannot look at a pill or liquid or read a few paragraphs about it and subsequently determine the effects it would have on their bodies. Once citizens are told of the consequences—as of a medical procedure explained by their doctor—they do have the right to choose for themselves.

Opposition to home testing represents a radical departure from this philosophy. First, opposition to conducting a scientific study of something’s effects is totally unknown for other procedures proposed. Second, the opposition is based not on the presumption that the test would be inaccurate or useless because people wouldn’t understand its results, but on the presumption that the test would be accurate and that the user would understand its results. This opposition involves a total reversal of the rationale for having medical procedures regulated by the FDA.

On what then is the opposition based? It is based on the presumption that the ordinary citizen is incapable of coping with the results of the test. The ordinary citizen might not seek appropriate medical advice if the results were positive, we are told. A positive result must be verified by a more specific test, due to the false positive problem brought about by the sensitivity of the test; the ordinary citizen couldn’t understand that and would automatically interpret a positive finding as a “death sentence,” even though the citizen would be specifically informed of that necessity. Moreover, the opponents warn, the ordinary citizen might misinterpret a negative result as implying immunity or might be so devastated by a positive finding that severe psychological problems would result, like depression or even suicide. When pushed, the opposition backs down from such contempt for the mass of citizens; their concern is for the few who couldn’t cope. As one spokesperson for APA argued on television, even if a single person were to commit suicide as a result of the test, the test should be banned.

But the same arguments could be made against a home test for pregnancy, or rectal cancer, or hypertension. No doubt some people have become depressed, or even committed suicide, as the result of the availability of such tests. But it’s their bodies, and it’s their choice. The psychological paternalism of the opposition maintains, in essence, that people should not have the right to information about their own bodies without the guidance of an expert, or the right to make their own choices. This opposition is based in part on the framing of social issues in terms of individual psychology, and in part on an unwillingness to recognize the existence of tradeoffs in any social policy whatsoever. Yes, an individual may commit suicide, but on the other hand, hundreds of thousands of people who are unaware of their HIV status but who won’t follow the current procedures for being tested may inadvertently infect thousands more, perhaps hundreds of thousands.

Finally, we can ask how people should cope with being infected with HIV. Indeed, who is to decide how people should cope with the knowledge: the people themselves or the professional?

In addition, there is a utilitarian rule argument for home testing. While the opponents conjecture that the negative consequences would outweigh the positive one, they don’t know that—and without experimental trials, no one can know that. Our collective experience (at least in this country) has been, however, that allowing people to have access to the information they seek, free of restraint or censorship, has had beneficial social results. In the absence of any reason to the contrary, why should we suppose knowledge of one’s HIV status would have negative consequences? Once again, people claiming psychological expertise are making an inference that what is generally true is not true for the specific case under study, without any evidence.14

This paternalistic attitude on the part of professional psychologists is not limited to home testing for HIV infection. Whenever there is a tragedy in a schoolyard, or an earthquake, or a terrorist attack, psychologists, psychiatrists, and social workers descend like locusts to the area to help people who are presumably incapable of helping themselves. How badly traumatized are people by such experiences? How much are they helped by the experts? We don’t know. In order to find out, it would be necessary to conduct a long-term, perhaps fifty-year prospective study of people who do and do not have such experiences both before and after the experiences occur. Statements such as that of one noted psychiatrist that half of people suffer permanent psychological damage from traumatic experiences are simple assertions without any basis in evidence. And such assertions are clearly self-serving. Ever since our species began, people have suffered from traumatic events, from uncertainty about the future, and from negative changes in their life over which they have little or no control. Until the last century, half one’s children on the average would die before reaching adolescence. Yet when something so simple as a possibly disturbing movie is shown on television, professional psychologists are willing to set up ad hoc counseling services to deal with the trauma of viewing it. At least, that was proposed—and implemented on a small scale— in Oregon when The Day After was aired. (In my own opinion, On the Beach is a much more compelling movie about nuclear holocaust, as are Testament and Threads, but The Day After received wide publicity and hence the attention of people who decide for others what problems they will have after being exposed to certain fiction.) And I again ask: Who is to decide how people should cope with such negatives in life? Is calming people down the right way for everyone to cope? Is there no wisdom in the popular office sign of a few years ago, “If everyone else is losing their heads and you remain calm, perhaps you don’t understand the situation”? Shouldn’t people decide for themselves whether they value psychological comfort or “understanding the situation” more?

HISTORY

The idea that the ordinary person cannot cope without some sort of help has pervaded professional psychology and psychiatry ever since these became influential fields. Freud believed that neurosis and psychosis resulted not from repression but from the failure of repression to hold in check our unacceptable ideas and impulses. Freud’s belief involves essentially the same hierarchy as did the philosophies of Plato, Aristotle, and the Catholic Church; in the well-ordered soul, reason (and for the Catholic Church, “pure” love) masters animal impulses (or “venal” love), while in the disordered soul the needs of the “lower” levels overwhelm the higher ones. The main difference was that Freud believed this hierarchy was not justified philosophically but evolved from the animal nature of humans. Moreover, Freud’s hierarchical structure was a lot more fragile than those of the earlier thinkers, and it could not be maintained simply by an act of will or by contemplation or prayer. The Freudian idea that people always have to cope with the intrinsic aggressiveness of their nature, even though it may be largely or wholly repressed, was popular after the “civilized” countries of the world fought two bloody world wars against each other in a period of thirty years. Freud’s less well-accepted idea of an intrinsic “death wish” suggested an explanation for such slaughter, and with the development of atomic weapons, many believed that we had simply boarded over our Pandora’s box of animal impulses with a fragile veneer of civilization. Without the extraordinary luck of having childhood experiences that led us to deal effectively with these impulses, we would be subject to forces beyond our knowledge or control, and some of us might even wipe out the whole human race as a result. That is not a very flattering picture of the average human being.

Some people who believed they were following Freud laid the onus of our sorry state on repression rather than its failure and consequently advocated achieving nirvana through “letting it all hang out” (perhaps through a “primal scream” or two). But most professionals became increasingly enamored of what was called ego psychology. The ego is supposedly part conscious and part unconscious; the unconscious part consists of defense mechanisms that battle to keep the unconscious sexual and aggressive drives and needs of the id from being expressed in socially unacceptable forms. Perhaps the contents of these drives and needs, it was thought, were not as important as the strength of the ego itself and its efficient functioning. Various scales of “ego strength” were developed, including some based on Rorschach responses. Because part of the ego was conscious, more emphasis was placed on the conscious functioning of the human and correspondingly less emphasis was placed on unconscious functioning. This shift in emphasis was paralleled in the movement in academic psychology away from behaviorism toward what is now called cognitive psychology. Behaviorist principles had considered the effect of rewards on people to be automatic; the law of effect was supposed to determine responses, much as, in Freudian psychology, an unconscious need was supposed to lead to a particular behavior once it was “filtered through” the ego. (I do not wish to imply that the behaviorists and early psychoanalytic theorists appreciated the similarity of their thinking or felt any affinity for each other—quite the opposite!) Experiments such as those by Bower and Trabasso, however, led academic psychologists to postulate the existence of a hypothesis-testing, conscious mind that mediates between a stimulus and a response, as if that need were not already obvious from everyday observation.15 The fact that even dogs can learn such a general response as “helplessness” and failed to learn a simple way to avoid shock in a subsequent situation led academic psychologists away from a stimulus/response view of the behavior of other animals as well.16

The focus of ego psychology, by contrast, was on reality, and it held the most important function of the human mind to be “reality testing,” that is, the ability to “test” our immediate perceptions and judgments to distinguish between what is real and what is unreal. Such testing did not, however, come about easily. Supposedly, young infants have very little ability to test reality, confusing their own internal needs and impulses with the surrounding external world, so that building up “ego boundaries” is a slow process. The fact that most infants are fed after being hungry leads to a natural association of hunger pangs with nourishment, to the point that later as an adult a person might—as a result of this “childhood omnipotence”—believe that her or his needs influence what happens in the outside world, a form of paranoia. Again, the emphasis was on childhood development, and the resulting adult human—or rather the human ego—was seen as frail. (No wonder so many people could be overwhelmed by negative information from a home medical test, let alone from various tragedies that have beset human life since its beginnings.)

Ego psychology was in part an outgrowth of the psychoanalytic movement, finding its expression in David Rapaport’s book Organization and Pathology of Thought.17 It also received impetus from the theorizing and observational investigations of developmental psychologist Jean Piaget and his followers.18 While Piaget was not psychoanalytically oriented, he agreed that infants and very young children are totally “egocentric,” explaining the world in terms of their needs and its reaction to them, and he believed that child development involves an increasing understanding that the world functions according to logic and laws that exist independent of the self. The acme of human development—which occurs through a process of assimilation, incorporating what is “out there” as part of the self, and accommodation, changing the self to be compatible with the world out there—is to appreciate objective reality by thinking like a scientist. Thus, children first learn that objects are not necessarily animate, as their egoism had previously projected, and that they have permanence (“conservation” of matter and number). Then they learn that this conservation can be understood through principles of compensation (the amount of water is the same when poured from a short stout glass into a tall thin one); then that the inanimate external world can be described in terms of systematic laws of motion, force, and cause. Finally they learn that abstract reasoning principles can be used to infer these laws.19

Subsequent research has demonstrated that this progression is far from orderly and that Piaget may have confused an appreciation of the world as it is with an ability to verbalize that appreciation. Very young children who are not supposed to understand the permanence of objects, for example, find magic tricks based on defying this permanence surprising and amusing (or distressing).20 The “orienting” or startle response of children as young as six months indicates a rudimentary understanding of number, if only at the level of “one, two, three, many.”21 Conversely, mature adults very often ignore principles of logic when they are asked to solve everyday problems that they do not specifically regard as involving coherent reasoning.22 Nevertheless, both the psychoanalytic and the Piagetian beliefs in the importance of childhood-to-adulthood movement from primitive egoism to reality testing had a profound impact on professional psychology, reinforcing the belief in the overriding importance of childhood experience and the view of adult psychopathology as resulting from an inability to grow up, a view that is quite consistent with paternalism. Childhood became not just an experience, but a tyranny with the result that not only clients but everyone is considered fragile—what Paul Meehl has termed the “spun glass model” of the human adult.23

At the same time, another group of psychologists developed “behavioral therapy,” based on principles of classical and operant conditioning. Their hope was to be able to explain and alleviate psychological distress in terms of certain principles. In order to appreciate this hope, it is necessary to understand the principles.

Classical conditioning, studied by Ivan Pavlov, elicits a “conditioned” response to a previously neutral stimulus when that stimulus is paired with an “unconditioned” stimulus that automatically elicits that response. For example, when a bell is paired with the presentation of food, dogs will begin to salivate whenever they hear the bell. The popular phrase conditioned response is a translation from the Russian that might better have been rendered conditional response. Thus, the food itself leads the dogs to salivate in an unconditional manner, while salivation that follows the bell is conditional upon the bell’s being paired with the food. The word conditioned in English, by contrast, has connotations of “mindlessness.”

Operant conditioning, in contrast to classical conditioning, elicits a new response to a stimulus situation by rewarding that new response. When a dolphin is rewarded with fish after leaping on cue, for example, the dolphin quickly learns to leap whenever the trainer presents the cue. The existence of operant conditioning has been well known for probably tens of thousands of years to animal trainers, and to parents, and in fact to anyone interested in controlling another’s behavior. What the behavioral psychologists did, in large part influenced by B. F. Skinner, was to explore such conditioning systematically and develop “laws” (really probabilistic generalizations) governing it. The term reinforcement was used in place of reward and was more broadly defined as any event following a response that would increase the probability of this response in the same stimulus situation. That gave it the advantage of allowing the exploration of events that might not appear to be “rewarding” on an intuitive basis. (Like conditioning, the term reinforcement has come to have connotations of mindlessness—although the actual phenomenon of operant conditioning simply refers to the conditions under which the probability of a particular behavior is enhanced or diminished.)

Some of the “laws” developed by behavioral psychologists appeared to be particularly important to the development of psychopathology, such as those involving avoidance conditioning. In avoidance conditioning, an animal learns how to respond to one stimulus to avoid another, noxious stimulus; for example, a rat or a dog learns to jump over a barrier to escape a noxious electric shock following a bell. In contrast to classical conditioning, jumping over a barrier is not an automatic response to an electric shock, the way salivating is to food. Behavioral psychologists discovered that avoidance conditioning can be permanent. Apparently, the reinforcement it provides is the reduction in anxiety or fear that the noxious stimulus will occur. If the experimenter continues to ring the bell but never presents the shock, the animal has no way to learn that jumping over the barrier is unnecessary, because it jumps over the barrier anyway. Avoidance conditioning may be involved in many phobias, like going outside the house. By avoiding the feared stimulus (going out of the house), whenever it is contemplated, the person experiences a reduction of anxiety, which is a reinforcement. The problem is that the more often the person avoids the phobic object or situation, the greater the number of such reinforcements—with the result that the phobia becomes stronger rather than weaker. (It’s not always that simple; for example, many if not most airplane phobics are more frightened of “freaking out” when they start flying than they are of crashes.24 In fact, phobias often arise when people simply misinterpret physiological and psychological indicators of mild stress as being indicators that they are apt to “fall apart” in some way, perhaps die.)

Such avoidance conditioning involves negative reinforcement, which is not to be confused with punishment. The reinforcement consists of removing the noxious stimulus, in this case the internally experienced anxiety. (A strict behaviorist would explain avoidance conditioning without reference to such an internal state, but postulating the anxiety that we all feel when approaching a phobic stimulus or situation yields the most parsimonious explanation.) Such negative reinforcement is also often involved in dysfunctional family interactions, including physical fights. In a negative interaction (the fight), what leads up to the final act—from absenting oneself to yelling to throwing things to physical abuse—is extraordinarily unpleasant to the person who commits the act as well as to everyone else. The act itself ends the negative interaction and hence it also ends the unpleasantness. This act can therefore be extraordinarily reinforcing. (Note that in this behavioral analysis it is not the release of feelings that makes the act rewarding—and hence more likely to be repeated in the future—but what happens as a consequence of it.)

Finally, behaviorists discovered that classical conditioning can occur as the result of a single trial if the unconditioned stimulus evokes an extremely powerful response. (Presumably operant conditioning could occur in a single trial as well if the reinforcement were strong enough.) In a particularly grisly study, men in an alcoholism recovery hospital ward were exposed to a 600-cycles-per-second bell tone a sufficient number of times that they no longer had any reaction to it.25 Subsequently, experimenters injected the men with scoline immediately after one occurrence of the tone. The scoline, a derivative of curare, caused total skeletal paralysis for about a minute and a half, including an inability to breathe. Henceforth, even though the injection was not repeated, the subjects reacted to the 600-cycles-per-second tone with extreme anxiety (assessed by physiological indicators). This anxiety response never diminished over a period of weeks; if anything it strengthened. (In a “manipulation check,” the experimenters determined that all their subjects found the experience to be “horrific to a degree”; in fact, “all the subjects in the standard series said that they thought they were dying.” That’s quite a unique treatment for alcoholism. The experiment, however, raised no ethical concerns in the research community, while the Milgram studies on destructive obedience, published in the very same journal a year earlier, aroused a storm of protest. My own explanation of this differential response is that the Milgram study involved duping real people into ostensibly “doing evil,” while this study simply involved the further victimization of nonpersons—historically consistent with transorbital lobotomy and the overuse of drugs to make such people malleable.)

Some psychologists came to believe that the (hypothesized) relationship between traumatic childhood events and adult problems could be accounted for in terms of single trial conditioning. The naive hope was that such principles of classical and operant conditioning could lead to the understanding of human emotional (more strictly, behavioral) distress and to its amelioration. If the effects of reinforcement were brought about automatically through “the law of effect” (that reward and punishment result in behavior and behavior change independent of the person’s beliefs about the reward and punishment or about their meaning), the mental health worker should pay particular attention to the new developments in psychology laboratories that led to an expansion and refinement of conditioning principles. Skill was to consist of the systematic application of these principles. As I pointed out in Chapter 4, the law of effect does not work with all the power it was supposed to have, and professional psychologists with a behavioristic orientation began combining behavioral principles with principles postulated by ego psychology that were actually found in cognitive psychology (the “eclectic” approach). Nevertheless, several professionals retained an emphasis on the use of behavioral techniques, sometimes with success.

One example of an eclectic approach is that of Hollinda Wakefield and Ralph Underwager, who designed programs to help impoverished people:


We focus on behavior, not on feelings. We tell people that they can choose to change their behaviors whether they “feel” like engaging in the new behavior or not—even if they have to pretend for a few minutes. Once they behave in a more effective way, they get some positive feedback. That makes it easier to keep it up and to feel better. An important fact is that our feelings are affected by the way we behave. It doesn’t work very well to try to feel better and then change behavior…. We are free to make the cognitive choice to behave in ways that work better for us. We emphasize this principle throughout therapy. We know principles about how people learn.26



Other therapists also focus on behavior, such as Peter Lewinsohn does in treating mild depression.27 In contrast, still other therapists focus on feelings and belief. Perhaps the most successful is that of Aaron Beck and his colleagues, also for dealing with depression.28 The basic premise is that depression follows from adopting self-defeating cognitions (thoughts and habitual ways of thinking) that lead people to avoid fulfilling behaviors, to interpret positive experiences as negative ones, and to blame themselves for outcomes that are partially or totally beyond their control. The purpose of the therapy is to help people establish more realistic cognitions, not to help them necessarily feel good about themselves independently of the way they behave. There is the unfortunate complication that in some respects depressives are already more realistic than are nondepressed “normals,” who often have a “rosy glow” outlook about their own personalities, capabilities, and social interactions.29 There is the further complication that, as pointed out by James C. Coyne and his colleagues, depressed people really are less capable and likable than are others, at least while they’re depressed, and that comparing the “realism” of depressed and nondepressed people about themselves therefore necessarily involves comparing how realistic they are about different realities30. Nevertheless, Beck’s approach works. Often it is combined with drug treatment, particularly for people who are severely depressed. While the conventional wisdom is that a combination of therapy and drugs works best, there is always the potential, not yet appreciated, for longterm deleterious effects of the drugs.

As behaviorism was abandoned as a system of psychology, therapists became more oriented to clients’ thoughts and feelings. Ego psychology led to the conception that the most important aspect of the ego may not be how it appears to function to the outsider but how it appears to function to itself—specifically, whether the individual (ego) has high self-esteem and a belief in internal control over important outcomes in life. Both high self-esteem and internal control are believed to be important in leading the person to cope successfully with life’s problems rather than adopting a passive stance of helplessness. This movement in professional psychology was again paralleled by one in academic psychology, which began to emphasize attribution theory, or “the effect of how we explain events to ourselves.” Of particular importance in attribution theory is how we explain our own behavior and our own successes and failures to ourselves—and how these explanations affect our subsequent behaviors. Moreover, as documented by Albert Bandura, the degree to which these attributions lead to a potentially realistic sense of efficacy is related to future success in our endeavors to change ourselves.31

I have already discussed what both professional and pop psychology maintain about self-esteem. Theories about the importance of self-esteem and belief in internal control have even led to a new conception that appreciation of reality is unimportant or at least of secondary importance in mentally healthy functioning. Let’s turn now to the belief in internal control over outcomes.

Employees who believe that they have control over the rewards organizations give them have higher morale than those who don’t, and they often work better. The feeling that no matter what you do, it will have no effect, is a debilitating one, and the resulting learned helplessness can be pernicious. Alternatives to belief in lack of control, however, include not only belief in partial control but belief in total control. The belief in partial control is more realistic, while total control is perhaps more soothing—although, as I will argue, not always. Certainly, as the wise preacher in Ecclesiastes cautions, “time and chance” are factors in human life, and our ability to predict its course is limited.

The major research on the beneficial effects of perceived control over outcomes, however, has contrasted belief in lack of control with belief in total or near-total control. Specifically, Julian Rotter’s most popular scale for assessing believed “locus of control” confounds being “captain of my soul” with being “master of my fate”32 on the internal control end. For example, the person responding to this scale is asked to choose between endorsing the statement that “becoming a success is a matter of hard work, luck has little or nothing to do with it” and the statement that “getting a good job depends mainly upon being in the right place at the right time.”

When I look at this scale myself, I want to answer “neither”—again and again. I believe that both control over self—mastery of one’s soul—and luck are important. To endorse the proposition that either luck has “nothing to do with” outcome or is the “main” determinant of it is absurd. More generally, I believe that in later adulthood I can control myself to be able to capitalize on at least some of the lucky breaks that come my way. Nevertheless, given the widespread use of this confounded scale, many professional psychologists believe that it is mentally healthy only to believe in total control, even for occurrences—such as airplane accidents—over which one has realistically no control. Moreover, our culture has accepted this belief; for example, when I ask college students to rank themselves along with nine randomly selected other students in terms of their likelihood of developing multiple sclerosis, which they know cannot be controlled by their behavior, I obtain an average rank of around 7.5. In far more systematic studies, Neil Weinstein has found that people believe they are less likely than other people to develop diseases, including diseases unrelated to personal behavior such as smoking, drinking, or failure to exercise.33 (The problem with such studies is that people who judge themselves less likely than others to experience negative outcomes could either be underestimating their own likelihood or overestimating the likelihood of others, or both; for example, a recent survey of sexually active college women by Bernard Whitley, Jr. and Andrea Hern indicated that the women were quite accurate about their own probability of becoming pregnant—given the precautions they took—but exaggerated the probability that other college women would become pregnant.34 Perhaps the instances of unwanted pregnancy among their peers were quite salient to them, while the fact that others took the same precautions they did was not.)

How did the notion that belief in internal control—however unrealistic—is a good thing come about? By studying mainly college students, supplemented by studying people with cancer, although there are important exceptions like Weinstein’s community based sample. College students and cancer patients are unique in that those in the first do have almost total control over their outcomes while those in the second have almost no control, except to follow a medical regimen and hope. Belief in internal control among college students has consistently been found to be related to other indices of mental well-being, while the data on cancer patients are slight.35 Consequently, I will focus my discussion on the use of college students, a subject population easily sampled by professors engaged in research, but whose life stage and situation may be unrepresentative of the adult population at large.36

Admissions committees in colleges are not omniscient, and they occasionally admit students who cannot do as well as other students no matter how hard they try. In general, however, success in academic work, and in sexual and romantic attachments, is dependent on “getting one’s act together” to overcome the largely internal problems of late adolescence. The college environment itself in general protects students from external problems, although certainly there are exceptions like medical and financial problems. For such “advantaged” people, consequently, it is no wonder that in general belief in control over self and control over outcome are confounded. Compare the situation of a student with that of a forty-year-old minority woman from an impoverished area. Certainly, she would understand that her outcomes are influenced both by what she does and by factors beyond her control. Would a Pollyanna confounding of control over self with control over outcome be associated with mental well-being for her?

Still using college students, psychologists have recently extended their views (“theory”) about how people’s beliefs in internal and external control are related to their well-being. A systematic study examined what such students regard as the sources of success and failure. Attributing success to internal control and attributing failure to external, specific, and temporary causes are positively associated with well-being.37 (“The idiot professor gave a lousy exam.”) In his recent book Learned Optimism, Martin Seligman reviews this later development and presents evidence that these attributions are associated with well-being and future success for professional athletes as well as for college students.3838 But such people too, are in a “protected” environment in which the vicissitudes of time and chance play a minimal role. Ditto, salespeople (and by the way, university professors with tenure). Few, for example, lose their jobs as the result of executive decisions to build lousy products, take over another company, or shut down a particular plant, although shutting down certain departments within universities has become a phenomenon in the last five or so years, a trend that soon may expand to shutting down entire universities. Superb athletes, however, remain invulnerable in our society—so long as they perform well.

In a televised CNN discussion during jury deliberations in the 1984 New Bedford rape trial, psychologist Lee Salk claimed that one of the worst parts of being victimized is that it destroys one’s beliefs that one is superior and invulnerable and that the world is intrinsically just. Salk said that it often takes several years for rape victims to reestablish these beliefs, which are the foundation of mentally healthy functioning. But of course, we are not superior in all respects; we are not invulnerable; and the world is often unjust. Rain falls on the good and on the evil alike. Ironically, research psychologist Melvin Lerner has recently shown that the delusion that the world is just can result in totally irrational behavior.39 People often act as if they were owed some type of “entitlement” from the world at large as the result of being good people.40 Occasionally this causes them to behave foolishly, such as those who feel invulnerable to HIV infection from unprotected gay sex because “I’ve been so good about this in general,”41 others justify morally wrong behavior by the fact that purported entitlement is not fulfilled: “Since I really deserve that, it’s okay to cheat.”

The culmination of the view that mental health consists of high self-esteem; optimism; feelings of invulnerability and superiority—internal, pervasive, and stable explanations for one’s own success, and external, specific, and fleeting explanations for one’s own failure—may be found in Shelley Taylor’s Positive Illusions: Creative Self-Deception and the Mentally Healthy Mind.42 Accepting the view that “every theory of mental health considers a positive self-concept to be the cornerstone of a healthy ego,” Taylor attempts to establish that “in many ways, the healthy mind is a self-deceptive one.”43 Her major argument is that because people who can deceive themselves with positive thoughts about themselves tend to be happy, and because happy people tend to behave in ways we consider to be good and constructive, it follows that people who deceive themselves are more mentally healthier than are those who don’t. She bases this argument on statistical association (and low correlations at that), so it is not very compelling. If we were to argue that “all people are animals and all animals are mortal, therefore all people are mortal,” the syllogism would be valid (as an argument, whether or not one accepts the premises). But to make the same argument on the basis of statistical association is like arguing that “since most mammals live on dry land, and that since most multicelled animals that live on dry land are insects, it follows that most mammals are insects.” Thus, citing the study that concluded that well-adjusted college students have a “rosy glow” in evaluating themselves, as Taylor does, and Alice Isen’s work that “positive affect is associated with increased sociability and benevolence”44 does not demonstrate Taylor’s point.

What must be established is a direct link between positive illusions and healthy functioning. Does it exist? Is there evidence? Christopher Peterson, Martin Seligman, and George Vaillant discovered in their longitudinal study of Harvard graduates that pessimism at age twenty-five does predict medical problems and death between ages forty-five and sixty.45 But there are other alternatives to pessimism besides positive illusions. The twenty-five-year-olds were asked to respond to open-ended questionnaires about themselves; when the authors analyzed the results, pessimistic explanatory styles were often confounded with good reasons for pessimism (such as “I cannot seem to decide firmly on a career,… this may be an unwillingness to face reality,” or “what I feel is characterized more by confusion than by sense”—see their Table 1). What their analysis did not confound was pessimism with actual physical health at age twenty-five.

What is associated with physical health, if not optimism? In his later work, Seligman suggests four possible mechanisms, all of which may be important.46 The first is avoiding learned helplessness, which may affect the immune system. The second is “sticking to health regimes and seeking medical advice.” The third is avoiding bad events in life, and the fourth is having social support from others, a lack of which Sheldon Cohen and other researchers have shown can exacerbate symptoms of physical illness.47 Is self-delusion really the only way to avoid learned helplessness, to have reasonable health habits, to avoid bad events, and to have the support of others? Is self-delusion even an important way? Would it be important even if it were shown to have a direct correlation, even a low one?

A careful reading of Taylor’s book also reveals links between optimism and good outcomes that do not involve illusions—and like Seligman’s they all involve actual behavior and experience. For example, she quotes Lee lacocca explaining his success at Chrysler by advising: “Decide what you want to achieve, and then work tirelessly to achieve it.” (Did a “positive illusion” rather than a knowledge of his own abilities lead to his own behavior?) She quotes Thomas Edison’s statement that success is “one percent inspiration and ninety-nine percent perspiration,”48 and so on. We return to the principle, illustrated by the Felson study, that the causative power of the ideas and feelings hypothesized to be so important is mediated by effort. What causes people to make an effort? Is an illusion really the only or the best way to motivate oneself to put forth effort? Why not “desire to do the right thing” or a religious or existential commitment? Why not a rational analysis of a situation that leads to the conclusion that if one does not put forth the effort, one will certainly fail, while putting it forth might yield success?

Exercise is a wonderful illustration. As a result of functional autonomy (discussed in the last chapter), it has become very enjoyable for many of us to exercise. What does it matter why we exercise? The behavior is more important than the motives for engaging in it; yet these current “theories” of mental health I’m discussing concern only motives and feelings, to which we are viewed as slaves.

Let me rephrase this argument. We are not invulnerable; we are not superior (even by definition, a majority of us can’t be); and if there is justice in the world, it arises not from atoms, molecules, and strands of DNA but from the actions of humans, or from some extra dimension of reality postulated by religious or ethical thinkers, or from some combination of these two sources. I am not propounding any special theory on the origin of justice—only arguing that the “just world” belief is false. What goes around doesn’t necessarily come around. To believe in personal invulnerability, personal superiority, and a just world can be characterized as just plain silly. We now find that silliness is positively correlated with happiness in some institutional environments that can be characterized as “protected,” like colleges and cancer wards; all people therefore should be silly, and those who are not are in need of help. For example, belief that the world is indifferent to our own particular fate is supposedly a symptom of depression requiring therapy. But that’s absurd. There is nothing wrong with researchers finding a correlation and reporting it. The problem arises in the therefore—in the mindless leap from the is to the ought. The social fraud in this leap is in the claim that it is justified by some sort of scientific findings, which therapists and writers of pop psychology books and guests on television talk shows make, supported by private testimonials about how this leap has benefited the person recounting it. Those who believe them are guilty not of fraud but of ignorance. I am writing this book in part because I do not want the people in our nation to believe that they should be silly.49 Preaching that people should be silly has already converted too many. In particular, such preaching encourages people to embrace egoistic, individualism.

The mandate psychologists give us today is to be happy, at whatever cost to one’s reality testing. We are to adopt what the poet Yevgeny Yevtushenko urges us to forget: “the vulgar, insultingly patronizing fairy tale that has been hammered into your heads since childhood that the main meaning of life is to be happy.”50 Freud, ever the moralist, would be appalled were he to rise from the dead and discover that his intellectual baby has grown into a callow adolescent interested only in his own feelings. Perhaps that adolescent: can still become an adult—but only if it rejects its own currently accepted theories of mental health.

EGOISTIC INDIVIDUALISM

The approaches of Freud and his successors do share one common characteristic: They are alike based on a framework of egoistic individualism. The egoistic assumption is that a person’s interactions with the outside world—including the world of other people—are important only in the way in which they affect the internal structure of that individual. Even psychologists who emphasize the importance of one’s relationships with others most often consider these relationships important only in terms of their conscious or unconscious meaning to the individual “object relations” theory. To maintain that interpersonal relationships have a meaning or effect beyond their impact on the individual is considered transcendental nonsense, and object relations theorists can easily “define away” any proposed counterexample by pointing out that since it is the person who is engaged in the relationship, its meaning must be an egoistic one. (As sophomores in college, we often argued that altruism is impossible because people who choose to behave altruistically are by definition doing what they want to do; but by defining “egoism” and “altruism” in a way that makes one universal and precludes the existence of the other, we had left the terms devoid of meaning.)

This egoistic individualism framework is quite consistent with frameworks in other social sciences, like classic economics. Interactions are considered to basically involve trades—of money for goods, goods for money, goods for goods, time for something or other, and so on. In a completely free “market,” a person would propose an exchange of A for B only if they valued B more highly than A, and the person accepting the trade would do so only if that person valued A more highly than B.

Thus, any free trade involves a net increase in value for all those involved. Government legislation to protect those who have “no choice” (such as parents who have no choice about sending their seven-year-olds to work in factories to avoid starvation) inhibits this net benefit.

While many of us disagree with this framework, it has a certain appeal and consistency. In the last twenty years or so, however, this economic analysis has been extended to consider all social interactions—those of lovers, of spouses, of parents and children—as trades. Thus, these relationships are to be explained in terms of the egoistic gains people accrue from them. Here, economics has merged with social exchange theory in social psychology. People do nice things unto others only in the anticipation that these others will reciprocate with nice things for them. As Robert Axelrod, a main proponent of explaining social cooperation in terms of such “reciprocal altruism,” has recognized, this view has some implications that people find disquieting: for example, that we should not be cooperative or kind to people who do not have the power to reciprocate, or to older people who may not be around long enough to reciprocate.51 Political science, too, has adopted a stance of egoistic individualism. The votes and statements of politicians are interpreted as strategies to maximize their chances of election or reelection.

Thus, all these analyses explain the behavior of people “out there” in terms of its effects “in here” on the individual ego. In their view, we strive only for egoistic payoffs. For economists, these payoffs most often involve money; for social psychologists, reciprocity; for political scientists, election; and for many if not most professional psychologists, feelings of self-esteem. The coin is different in each field, but the “nonsatiety of greed” for accumulating these coins is the same.

BUT IS THE CURRENT VIEW CORRECT?

Often, these egoistic individualism analyses are too glib. People do reciprocate kindness, but that does not necessarily imply that the original act of kindness was motivated by a desire for reciprocation. Politicians often vote in ways that please their constituents, but that does not necessarily mean that they do so in order to please them. After all, their constituents elected them in the first place, and politicians who strictly “vote their conscience” would be elected if the majority of voters agree with them and defeated if the majority doesn’t. Since social structures attempt to confound social good and altruistic behavior with egoistic incentives (by rewarding work that helps others, by sending people who rob banks to jail), it is difficult to disentangle the motive from the act. In general, inferring motives from consequences is a dubious procedure. My favorite example: At a meeting I attended on resource depletion, a Marxist maintained that because the rich get richer whether there is inflation or depression, they therefore control the political process that brings about such shifts in the economy. The fact that he couldn’t find any empirical evidence for such control simply demonstrated how subtle they are. Similarly, the mere fact that most of us are alive and feel all right or better about ourselves does not imply that all our actions are to be explained in terms of striving to survive and feel high self-esteem.

Are people egoistic individualists? A series of experiments with my colleagues John Orbell, a political scientist at the University of Oregon, and the late Alphons van de Kragt, a sociologist, indicate that even college students may not be—unless one is willing to accept an all-encompassing definition of egoism. Here, I will briefly describe just one experiment from this series.52

Seven people in need of money who do not know each other enter a room and are promised six dollars each. They are then told to anonymously check one of two boxes on a piece of paper. If they check the box marked “keep,” they retain the six dollars no matter what other people in the room do; if they check the box marked “give,” they lose their six dollars, but the experimenter doubles that amount to twelve dollars and gives two of this twelve to each of the other six people in the room. They can only make one choice. No one except the experimenters knows whether each subject chooses to “keep” or to “give.”

That choice presents each person with what is termed a social dilemma. Each person would receive two dollars from each other person’s “give” choice. People who kept their six dollars would receive this six dollars in addition. Hence, the individualistic strategy would be to keep the six dollars, because no matter how many others give away their six dollars, the person who keeps it will be six dollars better off. If everyone keeps the six dollars, however, everyone ends up with only six dollars, while if all seven people give their six dollars away, everyone will end up with twelve dollars (two dollars each of the “give” choices of the other six people). Clearly, giving is the cooperative choice, but it involves sacrifice and risk. What do people do in this experiment?

With only two exceptions we could find in the research literature, previous experimenters who had studied people’s choices in such experimental games had simply assumed that the only reason subjects would have for cooperation would be the hope of getting others to cooperate in the future, that is, to adopt reciprocal altruism as a norm. Hence, these researchers had devised experiments in which their subjects would have several opportunities to make such a choice. In our experiments, however, reciprocal altruism is not possible. There was no repeat of the choice. Nevertheless, about 80 percent of our subjects cooperated by giving their money away when the group could discuss the problem, and about 30 percent if it couldn’t—even though there was no way that any subject could find out what other subjects would choose to do after the experiment was over. We paid the subjects one by one and made sure that each had left the experimental area before we paid the next; moreover, in the discussion conditions, we prohibited any discussion of plans to meet later—although even if they could have arranged a meeting, a subject who chose to keep the six dollars would not necessarily show up. Cooperation and failure of cooperation would thus be equally anonymous.

So why did people give away their six dollars, particularly when they could discuss the problem? Other researchers have suggested that the motives involved conscience, self-esteem, or the pure habit of cooperating—because in other situations cooperation or failure to cooperate is not anonymous. To test these explanations, we modified the experiment to involve two groups. Several groups of fourteen subjects were recruited, saw each other but did not talk in a waiting room, and then were divided into two groups of seven on a clearly random basis (drawing white poker chips versus blue ones from a bookbag). These groups were sent to separate rooms. In half the conditions, they were not permitted to discuss the problem, and their choice was as described above; in half of these they were allowed to discuss the problem. In the other half of the conditions, however, they were told that each “give” choice would generate twelve dollars for the people in the other group. Thus, if a person labeled A in one group gave away the money, two dollars was given to B, C, D, E, F, and G in the other group. Again, half of the groups in this “other group benefits” condition were allowed to talk and half were not. If giving were a matter of habit, or self-esteem, or conscience—perhaps triggered by conversation with others—we would not expect differences in the giving away of the money depending on whether it goes to people in the same room or in the other room. Consistent with our earlier findings, however, we would expect more giving when groups could discuss the problem. What we found, however, was a huge difference in the giving rate that interacted with discussion. When the money went to people in the same room, there was again a rate of about 80 percent of giving the money away, but when the subjects couldn’t discuss the problem or when the money went to the other group, the rate remained at 30 percent. Contrary to the conscience hypothesis, during discussion many people suggested that “it would be great if we all kept our money and they all gave away their money to us”—even though “they” were people just like the group members, from whom they had been separated on a random basis less than ten minutes earlier.

We concluded that our 30 percent “heroes” were acting out of conscience, and that was what they told us on questionnaires collected just before they left. For the majority of subjects, however, the important factor was group identity and solidarity. In effect, discussion led them to replace their natural concern to obtain the best payoff for themselves with a concern that their group obtain the best payoff, but only their own group. If some other group benefited, so what? This interpretation was supported by subsequent findings in similar experiments that increasing cooperative giving by promising works only when all group members promise—that is, when there is group solidarity; the fact that there is absolutely no relationship between individual promising and individual choice in the absence of unanimity further supports the group identity interpretation. While about twothirds of our subjects were students and one-third townspeople, we never found a consistent difference in the rate of cooperative giving between these two groups; nor did we find a gender difference, or a difference based on religious belief or affiliation.

Group identity is not morality. But it is a powerful force in human behavior that has often led people to sacrifice even their lives for the benefit of “us.” One need only observe people, without straining to distinguish “apparent” concern for others from “really” motivated concern for what one will gain individually. Like other researchers, we have found that it is extraordinarily easy to create group identity, in an experimental laboratory situation.53 Randomly drawing a blue versus a white poker chip provides little basis for identifying with one group rather than another, certainly none that could be related to internal egoistic needs. But it happens. Social science that ignores the power of group identity (family, ethnic, locale, national)—or that attempts to reduce it to egoistic terms by stretching the definition of “egoism” to accommodate group-oriented behavior—is simply unrealistic.

In fact, egoistic individualism is more a religion than a science. It is not surprising to find it endorsed by a Unitarian minister, Kenneth L. Patton, when he writes: “We seek to understand the shyness behind arrogance, the fear behind pride … the anguish behind cruelty.”54 Here is a statement that lousy behavior must be due to internal failings, whether they are observed or not. The assumption that behavior we dislike or condemn is due to internal problems is religious, however, not established by empirical science, and while people certainly have a right to their religious beliefs, there is no reason to pay people who espouse egoistic individualism and are labeled “therapists” handsome salaries out of insurance and governmental funds to which we all contribute. Nor to pay any attention in criminal or civil court proceedings to what they say.

Is egoistic individualism even a good religion? I have my doubts. (I’m not discussing Unitarianism, certainly not on the basis of a single statement of a single minister.) Martin Seligman espouses the virtues of an egoistically based optimism, for example, but he also suggests that the current epidemic of depression in this country—and it’s a big one—may be due in large part to the focus of the society on the self.55 In fact, the typical person in this culture has what Anthony Greenwald terms a “totalitarian ego,” one obsessed with protecting itself and interpreting information in a way that favors it.56 But must we have such an ego? Should we? I cannot cite evidence, but I believe that Seligman’s suggestion that an excess of egoism creates problems like depression is a good one. Egoism is frail. The ego, after all, is subject to harm from forces beyond its control, and it faces an ultimate destiny of disintegration and death. Throughout history people have answered no to the question.“is this all there is?” when regarding their own ego’s frailty. Perhaps that is all there is, but the acceptance of this conclusion as scientific is unjustified, and it may be creating great harm in our culture. Professional psychology’s harping on the self—and in particular on how the self feels about the self—as the focus of all desirable or undesirable behavior can only exacerbate that harm.


CHAPTER 10
AUTONOMY AND ADVICE


There is nothing more profitable for a man than to take good counsel with himself; for even if the event turns out contrary to one’s hopes, still one’s decision was right.1

—Herodotus



We can change our lives. To accomplish change, it is not necessary to feel wonderful about ourselves first. It is not necessary to have a superb childhood experience, or one we recall as superb. It is not necessary to run to an expensive therapist. It is not even necessary to have a past history of success at attempts to change. For example, while people who quit smoking on their own do not have higher success rates than those who enter cessation programs, the success of a new attempt is unrelated to the number of past failures.2 It is not at all necessary to be certain in advance that we will succeed at changing things, only that we need not be certain of failure. We can follow the wisdom of Herodotus, echoed in the Old Testament books of Job and Ecclesiastes. We do not always get our “just deserts” (fortunately, on occasion), and the belief that we must get our due because we are superior, invulnerable, and the world is just has the down side of making us miserable by failure, intolerant of others who fail (or have AIDS3), and prone to cheat (which is widespread in our society, from kindergartens to boardrooms). A sense of self-efficacy can be a great help, but we are not slaves to feelings of doubt or uncertainty.

Professional psychologists and related mental health professionals, unfettered by the modesty imposed by actual research findings, would often lead us to believe we cannot change our lives on our own. As Aaron Beck, whose work was discussed in the last chapter has said,


The troubled person is led to believe that he can’t help himself and must seek out a professional healer when confronted with distress related to everyday problems of living. His confidence in using the “obvious” techniques he has customarily used in solving his problems is eroded because he accepts the view that emotional disturbance arises from forces beyond his grasp. He can’t hope to understand himself through his own efforts, because his own notions are dismissed as shallow and insubstantial. By debasing the notions of common sense, this subtle indoctrination inhibits him from using his own judgment in analyzing and solving his problems.4



Is our behavior really determined by forces beyond our control? If it is, they are not the “psychological” forces that we have been led in our culture to believe are responsible. There is ample evidence, reviewed in this book, that while some psychological forces (better termed influences) are related to human outcomes, they certainly do not determine outcomes. But couldn’t our lives be determined nevertheless? After all, all effects must have a cause, and our intuitions about volition (or even free will) must be illusions, must they not?

That type of philosophical determinism is based on the argument that if we could figure out all the causes, then we could predict the effects. In its traditional religious form, it suggests that because an omnipotent and omniscient God knows the future with certainty, our fate is “predestined.” Many religious thinkers have rejected such omniscience as a basis for denying human volition, however, and some nonreligious ones have suggested that the act of knowing enough to predict the future with a high degree of certainty would lead to a change in its nature—at least in human affairs—and that therefore indeterminism rather than determinism is the ultimate principle, again at least for human affairs. Here, I simply point out that the “if” in the argument has never been established and can never be.

A more scientific formulation of the argument would be: “As we approach perfect knowledge, we can predict better and better; therefore, it is reasonable to conjecture that perfect knowledge would lead to perfect prediction.” Here, the argument is the same that in an increasingly “perfect vacuum,” all objects fall to earth with increasingly uniform acceleration. An analogy in psychology would be: “As we know more and more about a person, we can predict that person’s behavior with greater and greater precision; therefore… ” This premise is demonstrably false, as we saw in Chapter 3. As we know more and more about people, in fact, we often get more and more confused, attending to striking but irrelevant information rather than statistically valid—but predictively weak—information, and our predictions get worse. Will they get better in the future, when we have learned more through more systematic research? That’s an empirical question that I cannot answer, and even an affirmative answer would remain only hypothetical and need not change our current views of ourselves.

There is nothing in current psychological knowledge that should lead us—in one way or another—to modify our view of the importance of our own strivings and attempts to change our lives. Even current support for the importance of genetic factors in influencing what we do demonstrates only influence; for example, children of alcoholics or schizophrenics are more likely to suffer from the same problems than children without such parents, they are still more likely not to become alcoholic or schizophrenic respectively than to suffer from these conditions.

So we have freedom at least insofar as we do not know what we will feel or choose to do, and we can change. In order to effect change, however, we must accept the reality of tradeoffs in life. We cannot expect to “have it all” through the successful pursuit of the chimera of perfect “mental health,” which will lead to all good outcomes for all of us. Certainly an upbeat, optimistic approach to life is a great aid to activities that involve selling, for example. Blaming oneself for errors and defeats can be pernicious. Is optimism, however, helpful for creating high-quality products? For starters, what is the motive to improve the current ones if everything is okay—in fact wonderful—as is? When things go wrong a “cover your ass” (CYA) philosophy may be helpful in not losing clients, but will it help fix the things that go wrong? Here, I would like to argue, sometimes acknowledging inferiority can have beneficial results.

Our highly successful business competitors, the Japanese, began with an outright admission of the inferiority of their products. As Jack Grayson and Carla O’Dell detail, “what the Japanese did [in 1950] was to acknowledge their shortcomings” at a time when the one Japanese automotive import to the United States was not the Corolla, Honda, Camry, Acura, or Lexus, but the Toyapet, “which could hardly negotiate the hills of San Francisco.”5 The Japanese government assembled approximately 340 research workers, engineers, and plant managers at a conference to address the problem that Japanese products had a well-deserved reputation for inferiority. This conference consisted of an eight-week course given by the American industrial management specialist W. Edward Deming, ignored here at the time but is now somewhat revered as the developer of TQM, and who was earlier given the honor of being named in the Japanese JUSE Deming prize, the most prestigious prize awarded for industrial progress in Japan (granted to only about four people a year). Deming stressed to the Japanese the importance of quality and long-term commitments both to product development and to personnel development, which led to the mutual commitment of workers and companies, for which the Japanese found cultural precedent. We know the results. What is less well known is that an admission of inferiority and failure led to them.

These results were however, not without costs. In many ways the extreme work ethic, competitiveness, and ethnocentrism of Japanese culture makes it unpleasant to us. Just a few years back, there were many stories in this country about the horror of Japanese young people committing suicide when they failed an examination for entrance to higher education and training. Moreover, women have “their place,” and retired people are often excluded from the benefits of the Japanese economy; they too accept “their place” in its society. The point is that we can’t have everything every way we would like if we are still going to make choices. We cannot be happy about the relative paucity of demands we make on our children in school—as many of us apparently are—and simultaneously bemoan our country’s lack of technological competitiveness.6 Of course, we can try, but not if we are to function in a coherent, autonomous, manner.

The Japanese economic success illustrates another principle—the beneficial effects of being problem-oriented rather than success-oriented. Success is a reward for one’s efforts, in terms of money or recognition. But we know from behavioral psychology that the prospect of a distant reward has little effect on behavior. As Albert Shanker, the president of the American Federation of Teachers, points out, telling eighth-graders that they should work hard so that they can go to college five years later and then maybe get a good job after college graduation a few years after that provides remarkably little motivation for hard work. An orientation toward success requires that the rewards that reinforce strivings be provided as quickly as possible—that is, it requires exactly the type of “short-term thinking” that observers of 1980s and 1990s U.S. business practices decry: “success now” through inflated executive incomes, takeovers, financial manipulation.

Moreover, the very nature of the rewards that generally successful people in our culture seek may lead to a self-defeating cycle of strivings that can lead to disaster. Rats in Skinner boxes press levers when this activity is followed by the appearance of food, which they need to survive, or even by “pleasure cutters” in their brains, which are apparently even more reinforcing than food for a starving rat. In our culture, we tend to assume that the major reward for which people strive is money. This may well be true for the 14 percent of our fellow citizens who live in poverty (as reported on CNN, Sept. 4, 1992), or for those who have chosen criminal careers, or for those in the middle class hoping to accumulate enough to buy a decent house in a decent neighborhood and to send their children to college. But is it really the reward for which the “movers and shakers” strive? Almost weekly, we witness the disgrace of some extraordinarily wealthy person in our society from financial dealings, and we ask what could have motivated that person. Such people often have “more money than they could possibly spend”; why would they violate the law or common ethics codes in order to acquire even more?

The answer is social status. In late August 1992, National Football League (NFL) receiver Jerry Rice signed a contract with the San Francisco Forty-Niners for a reported four million dollars a year. An outstanding pass receiver, he had been holding out for this large salary, which became the highest ever given to any player in the NFL who is not a quarterback. None of the sportscasters I heard who reported this signing expressed any opinion about what Rice would do with four million dollars per year, as opposed—for example—to what he would do with $3.5 million. The money’s impact on Rice’s life was not important to the sportscasters, nor by implication to him. Instead, they all emphasized that this annual salary constituted recognition of Rice’s excellence, that he was “the best.”

The principle here is that once our physical needs are met, the major reward we often seek is social status, which by its very nature involves a comparison of us to other people. Money, titles, even awards of some sort become important mainly to the extent that they constitute and reflect social status, especially for those already wealthy, i.e., those with the most power in our society.

But social status—or rather, self-perceived social status—is a psychological phenomenon and as such is subject to adaptation level effects. Just as we adapt to the gray light in a movie theater after originally finding it difficult to see and just as we adjust to the bright light when leaving it after originally being a bit blinded, we come to adapt to whatever our current psychological state happens to be and to experience it as normal, at least for us personally. Thus, people whom others regard as “having it made” may experience dissatisfaction with their lives, while prisoners in a concentration camp may take great pleasure in being able to obtain a simple extra piece of bread, or cultivate a single weed, or draw a simple design on a scrap of paper. As a result of such adaptation, self-perceived social status can place people on what my colleagues the late Philip Brickman and Don Campbell have termed a “hedonic treadmill.”7 Through adaptation level effects, we incorporate our previous rewards into our current status quo; they become, in effect, invisible. Our status quo, which incorporates our previous success, becomes a new “zero point.” This incorporation is enhanced when we evaluate our social status, because it involves comparison with others, and those others with whom we have most contact tend to have roughly the same status (evaluated in absolute terms) that we do. Thus the reward of social status results from its enhancement rather than from experiencing it. And we must run very fast on this particular treadmill, because effective rewards are short-term rewards. So people with millions or hundreds of millions of dollars may “need” more money, but the financial hanky-panky they may engage in to get it can end up costing the rest of us $600 billion or so. That such personal aberrations will occur on occasion as they have in the past is a predictable result of a culturally shared success orientation.

In contrast, an orientation toward the problem, toward “taking good counsel,” toward “doing the right thing,” does not leave us on a treadmill where only more matters. New and different problems and challenges in life require new and different “good” responses. We don’t ask ourselves (unless we happen to be Ben Franklin striving for “moral perfection”) whether our wisdom in meeting these problems and challenges is “on the increase,” as we ask ourselves whether our success in a job or profession is “keeping pace”. When we take pleasure in taking good counsel and behaving well, it is because we have done so here and now. We do not judge whether we have behaved ethically in a particular situation by comparing our “level of ethicality” to that of others. Many craftspeople and poets do not take pleasure in the results of their efforts because these results are better than others’ results, but because they are what they are. (Those who do not have this orientation find themselves on the treadmill, often regarded by others as unpleasant egoists.) Crafting our lives rather than seeking rewards has long been recommended by many moral philosophers. Psychological research supports that recommendation. Free of social comparison and adaptation level effects, it works.

A problem orientation, as opposed to a success orientation, can have intellectual benefits as well as psychological ones. Robert J. Sternberg is considered by many cognitive psychologists to be one of the world’s foremost researchers in the area of “nonacademic intelligence” and creativity. As he and his graduate student Todd L. Lubart summarize their past findings: “It has been found again and again that people do their most creative work when their motivation is (a) task-focused rather than goal focused and (b) intrinsic rather than extrinsic. These people care deeply about what they are doing and not just what it will get them.”8

Optimism and a success orientation have also had a profound effect on American politics that is not without costs. As Martin Seligman has shown in systematic studies, election results, even upsets and opinion shifts, are related to the optimism and good feelings that politicians express in their speeches.9 Consider the phenomenal political success of Ronald Reagan. Whatever one thinks of his presidency, it is clear that his appeal was greatly enhanced by his extraordinary optimism and remarkably high level of self-esteem—even if the latter was largely based, as Garry Wills has suggested, on a memory that was often incapable of distinguishing between what had happened and what he wished had happened.10 Is such a view of life and of oneself, however, a good one for actually running a country? Consider Reagan’s optimistic conclusion that economic growth stimulated by a massive tax cut would lead to more government revenues than would be lost by the cut—and the resulting deficit, which our children must shoulder.

In personal life as well, there are tradeoffs. If feeling good were our ultimate goal, then why do we not all take drugs? Many people do; some take illegal ones; more take legal ones. But we will have to sacrifice some of their good feelings to achieve a more drug-free society. Ironically, a major belief in our culture is that we and our children take drugs because we do not feel good enough, particularly about ourselves, although researchers who actually study drug use conclude that the poor self-esteem problems of drug users follows rather than precedes the use itself.11 I suggest that we question that view by—with Yevtushenko—questioning whether the “main meaning of life is to be happy.” The reader need not question it, but what I urge the reader to do is to think and make autonomous choices about such matters, without automatically accepting the assumption that feelings determine everything else in life, or that egoistic individualism is all there is. Connections to other people and “taking good counsel” with oneself may be more important, even with, as John F. Kennedy put it, “a clear conscience as our only sure reward.”

If someone is upset to the point of feeling unable to cope, however—which is quite different from being upset to the point of not being completely certain that one can—then therapy is a good option. Some therapists—such as those quoted most approvingly in this book—base their help on systematic principles of behavior and theory derived from careful research studies and an analysis of their implications. Ironically, these are often not the high-priced people; they are usually associated with universities, and since their treatments are systematic, they often involve a number of paraprofessionals in their “teams.” In addition to many already mentioned in this book, those at the Oregon Social Learning Center in Eugene, Oregon are a good example; they use behavioral and cognitive principles to deal with “out-of-control” children, and they have succeeded by training not only the paraprofessionals but also the parents themselves to apply the principles involved.

Many—perhaps most—therapists, however, consider themselves “eclectic.”12 That means that they attempt to use whatever they find to be “best” in their experience. The problem, of course, is how do they determine what is best? They themselves decide—on the basis of limited experience, with all the problems of trying to learn from it discussed in Chapter 4. Nevertheless, they often succeed in helping people. Their experience, credentials, and costs, however, are not related to their success. The person seeking such a therapist should feel free to “shop,” just as that person would shop for any other service. People should try to find a therapist who is empathetic and whose philosophy about life is compatible with theirs. (Recall the Hester et al. study in which people with alcohol problems were helped much more by a program consistent with their belief that the problem was a bad “habit” or a “spiritual disease.”)

Moreover, there is no reason for abandoning one’s own views of what is important in life for those of a therapist. While constructs such as “love” or “deserved guilt” may not be in many therapists’ repertoires, they may nevertheless be important ones to the person seeking therapy, and there is no reason to abandon them due to a false belief in the omniscience of the therapist. There is nothing wrong with intuitions in helping to decide how to run one’s own life (as opposed to using them—unchecked—as a basis for running a profession). When working with a therapist who functions on an intuitive basis, there is no reason for clients to abandon their own intuitions for those of the therapist without considering such a change with great seriousness. Therapy is a probabilistic process—or at least its success is—and the possibility that the client is right and the therapist wrong is always important. Moreover, therapy involves values, and there is no reason for clients to abandon theirs. Many people believe that an important way to get over depression, for example, is to “do something for someone else.” The therapist, in contrast, may view learned optimism as the best way. To the best of my knowledge, these two ways have not been compared. Even if they were, however, and learned optimism was found to be superior in general, the results would once again be only about a statistical trend. I would certainly not argue for “going against the base rates” of a statistical trend for a medical choice or a governmental policy, but when a choice involves personal values, a person may well decide to do so. A particular depressed person may, for example, find learned optimism distasteful and helping others not only rewarding but ethically superior.

Suppose the person’s distress is very serious—of the type diagnosed as psychosis or extreme depression. Here I urge caution. Many experts will state that they “know exactly what to do” to “cure” the person involved. While there is evidence that experts agree with each other (as many have done historically about a lot of procedures that didn’t work or created harm), the evidence of the validity of their judgments is far from encouraging. There is a dilemma here, because while the culture mandates that a true expert should “exude confidence,” and while we have come to expect that of an expert, any confidence exuded in this area is clearly unrealistic. That leaves the potential client, or the relatives and friends of the potential client, in a bind. Should they trust the person who appears to know what he or she is doing, however questionable the basis of such confidence? Or should they trust the person who appears doubting and indecisive?

I have no good answer. I do, however, have some specific advice along the lines of being conservative. First, try to make a judgment about what to do with yourself or someone else on the basis of the actual behavior involved—not on the basis of the purported insight of a mental health expert independent of that behavior, especially not an insight based on a projective test that only the expert “knows how to interpret.” Second, systematic studies using the scientific gold standard of random assignment have demonstrated that people who can be treated either in hospitals or in outpatient facilities do better if they are assigned to the outpatient facilities.13 Avoid hospitalization unless it is clearly necessary—again, on the basis of current behavior. Be cautious about drugs and their dosages. We simply don’t know the long-term effects of many drugs, although we do know that some can be disastrous—can lead to tardive dyskinesia. The therapist who says “take this drug the rest of your life” has undoubtedly seen people who stopped taking the drug and who experienced subsequent problems but is unaware of how many people given this advice have thrown the drugs down the toilet when they felt better and experienced no subsequent ill effects. Only scientific studies can address the problems of long-term effects, and these studies themselves must be long term. Finally, if hospitalization and consequently drugs are the only option, be aware of the power of the aides in mental hospitals. Insist—both for the good of the person involved and for the good of all others—that it is they who should be licensed and regulated, not just the gurus.

The advice to be cautious and to be concerned primarily about those who have the true control over mental clients’ lives is about how to cope with truly debilitating emotional distress. It exists, and it can sometimes be related to prolonged experiences that have emotionally scarred people, or to “natural-like” conditions that may have a genetic or physiological base. People experiencing such distress, however, are unlikely to be reading this book, and because such people—fortunately—constitute a minority in our society, the person reading this book is unlikely to be one of them. My advice for the general reader, therefore, is to remain consistently aware that those factors and experiences that scientific psychology has found to be important for most people in life are better termed “influences” than “causes.” It is simply not true that optimism and a belief in one’s own competence and prospects for success are necessary conditions for behaving competently. Good feelings may help, but they are not necessary. Moreover, we do not need to believe that in general we are superior, we are invulnerable, and the world is just. (Show me someone who truly believes that—or who has no self-doubts at all—and I’ll show you a nitwit.) It is not true that we are slaves to our feelings or to our childhood experiences, which are often inaccurate reconstructions of what actually happened anyway. More important, we do not have to feel wonderful about ourselves and the world in order to engage in behavior that is personally or socially beneficial. If we don’t feel so wonderful, there is no shame in seeking a little help from our friends (or a therapist), but there is also no necessity for seeking the services of a high-priced professional who claims to have insights that the research shows are no better than insights inferred from general principles. Nor is it necessary to join a “recovery” program, or some updated version of EST that can convince us that we have failed to obtain perfect selfishness because our parents and everyone else have abused us in some direct or subtle way. Most important of all, there is no evidence that for the majority of people a change in internal state and feeling is necessary prior to behaving in a beneficial way. There is, in contrast, good evidence that changing our behavior will change our internal state and feelings. Just do it.
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