


Intensive psychotherapy with in-patients at Chestnut Lodge Hospital

to create an atmosphere which will secure their
co-operation while the patient is in hospital. Once
a therapeutic alliance with the parents has been
reached, and when the timing for the patient is felt
to be right, a more formal family therapy is
implemented.

(d) Nursing

This falls into two large categories:

(i) spending a large amount of time with the
patient, which involves talking and listening to
him, reading to and with him, discussing issues
revolving around the patient’s disabilities,
treatment, and aiding him in various activities
and situations;

(ii) attending to the patient’s physical condition.
These general supportive functions are carried out
unobtrusively, and are tailored to the degree of the
patient’s psychopathology and stage of treatment.
They are felt to enhance the patient’s self-confidence
and promote a feeling of achievement. The nurse in
charge of the ward carries out a crucial role as co-
ordinator within the ward and as intermediary
between the ward staff, the psychiatric administrator
and the therapist; also, she acts as a liaison between
the ward and the rest of the hospital.

(e) Medication

About 80% of the patients are on psychotropic
drugs. There is an ongoing debate within the hospital
about this issue. Some believe that drugs reduce
anxiety, regression and cognitive disorganisation,
which render the patient more accessible to interper-
sonal contact. Others stress that medication is poten-
tially capable of blunting affects and conflicts which
are driven underground and hence would become
inaccessible to psychodynamic work. In the absence
of sound research on the interaction between psycho-
tropic medication and psychotherapy, the general
climate of USA psychiatry and the complicated
medical-legal system are tipping the balance towards
an increasing use of psychotropic drugs. Measures of
physical containment such as seclusion rooms, cold
sheet packs and physical holding are used in the event
of severely violent behaviour or extreme psychotic
agitation. Even in these circumstances, the therapist
is expected to see his patient for daily sessions.

(f) Unit meetings

The ward team, made up of the psychiatric adminis-
trator, the charge nurse, staff nurses and the ward
social worker, meets with the patient group at a vari-
able weekly frequency (from one to three times
according to the unit). The concession of privileges
and other management issues are discussed, as well
as acting out behaviours and any other aspects of the
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patient’s life within and without the hospital. This is
an arena in which patients often ventilate their hatred
for the hospital and for the treating professionals,
and good team cohesion and a great deal of tolerance
is necessary in containing and working with aggres-
sion, manipulations and provocations.

(g) Activities

These include recreational and rehabilitative
endeavours, dance and music therapy, psychodrama,
etc. They are carried out by specialised professionals.

The hospital employs a ‘bipolar’ model, in which a
distinction is made between the formal psychothera-
peutic sphere and the sociotherapeutic sphere, the
assumption being that the two realms are comple-
mentary but essentially different. In the individual
psychotherapy the chaotic world of the patient is
made sense of in terms of primitive internalised
object relationships which are reactivated in the
interaction with the therapist. The detailed interpret-
ations of early pathological relationships with their
drive derivatives, and of primitive defence mechan-
isms (pathological splitting, projective identification,
manic denial) as they emerge in the transference are
the vehicles for change and insight to develop. The
hospital milieu stimulates social learning, promotes
€go supportive activities, establishes emotionally sig-
nificant relationships, encourages the taking on of
responsibilities and allows the patient to experience a
containing and holding environment.

These two areas are kept separate by a clearly
defined boundary which ideally should neither
become too rigid nor too permeable. The therapist is
not part of the ward team, but communication
between him, the psychiatric administrator and the
charge nurse occurs according to the mutual necessi-
ties. This physiological splitting of functions is felt to
be containing for patients whose original partial fail-
ure of splitting mechanisms did not allow them to
make sense of the chaotic nature of their internal and
external experiences, leading to the development of
confusional states. However, the relationship
between therapist, psychiatric administrator and
charge nurse is regularly monitored by the therapist’s
own supervisor, in order to prevent the possible de-
velopment of pathological splitting within hospital
staff.

Research

Probably stimulated by the recurrent criticisms of the
lack of scientific evidence in psychotherapeutic
practice, Chestnut Lodge has devoted efforts and
resources in the area of research in recent years. The
team of the Chestnut Lodge Research Institute, led
by Dr McGlashan,%7 has carried out a long-term
(averagely 15 years after discharge) follow-up study
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on 446 (72%) patients treated between 1950 and
1975. The findings yield important information with
regard to natural history, diagnosis and treatment
efficacy. The study’s retrospective design includes six
elements to ensure methodological rigour (operation
ally defined diagnostic criteria, adequate demogra-
phic/predictor characterisation of samples, outcome
measured multi-dimensionally, independence of
follow-up data collection from the diagnostic and
demographic/predictor data collection, reliability
testing of all measures, and bias testing of missing
subjects sub-samples). These high standards make
this study suitable for cross-study comparisons (im-
portant in the absence of a control group). Using
eight different diagnostic systems, eight non-overlap-
ping study diagnostic categories are defined, and
three of them (schizophrenia, unipolar depression,
borderline personality disorder) are subsequently
compared on the various demographic/predictor and
outcome variables. Of the Axis I disorders, patients
with unipolar depression do well, while the bipolar
sample is more difficult to judge because of its
small size and atypical nature (the majority suffered
from unipolar mania). The findings for the schizo-
phrenic population are that only one in three patients
has a moderate to good outcome, while the rest
remain chronically ill or marginally functional at
follow-up.

The Boston State Hospital and the ‘Iowa 500’ are
the two long-term studies on chronic schizophrenic
patients which stand out as suitable for cross-study
comparison with the Chestnut Lodge findings. On
outcome variables such as follow-up living situation,
employment and social activity, the Chestnut Lodge
sample do significantly better, when compared with
the Boston State Hospital sample, even though poss-
ible differences in chronicity and/or socio-economic
status between the two samples may account for the
results. The ‘Iowa 500’ and the Chestnut Lodge
outcomes are roughly comparable.

The fact that one out of three of these chronically
disabled people respond to the treatment programme
has led to further research® to establish the possible
presence of predictors of outcome and/or whether
failure or success may be related to particular thera-
peutic interventions. The preliminary findings of the
predictor analysis points to four variables which are
central to the prediction of global outcome: family
history of schizophrenia, premorbid interests and
productivity, presence of some affect (depressed
mood), and degree of psychotic assaultiveness.

The outcome for patients with borderline per-
sonality disorder shows that 80% of them are
consistently improved on most outcome variables
(employment, social activity, degree of psychopatho-
logy, global functioning). The borderline sample has
similar results to the unipolar sample, and contrast-
ing findings to the schizophrenic sample. These
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results are confirmed by the research carried out at
the New York State Psychiatric Institute by Pro-
fessor Stone.® One interesting finding with the bor-
derline group is that outcome varies as a function of
time after discharge: the patient’s global functioning
is at its post-discharge peak after 10-19 years,
whereas a gradual deterioration follows from then
on.
Keats & McGlashan!® have tried to build a
typology of treatment processes through the long-
term observation of single cases. They have been
searching for clues as to what elements in the process
of treatment might contribute to outcome. The
strategy used is to elaborate an integrated body of
conceptualisation about the various elements of the
psychotherapeutic situation derived from an over-
view of the treatment as it has been applied and
described over the years. Comparison of single
case studies will enable comparison with what went
on during therapy with such ‘corpus’ to determine
the extent to which the technique understudy
approximates to that which constitutes psycho-
therapy. In the operational definition of what
constitutes psychotherapeutic treatment numerous
elements and subelements are included, such as the
nature of individual psychopathology and the nature
of schizophrenia from the psychotherapist’s point of
view, elements of the treatment situation (patient,
therapist, setting and process), general technical
attitudes, general technical interventions (establish-
ing a relationship, elucidating, tolerating, integrat-
ing, working through), special technical interven-
tions with specific symptoms and resistances, and a
discussion of mutative mechanisms. The study is still
ongoing, but preliminary results seem to suggest that
a substantial number of specific elements in the pro-
cess of treatment must be present if a positive out-
come is to be reached. Keats & McGlashan are aware
of the danger that such a collection of technical strat-
egies might lend itself to cook-book concretisations,
which they warn against, and they state that vital
therapeutic elements, such as style and creativity,
cannot be programmed or reviewed. Moreover, these
general conceptualisations convey a great deal about
the gestalt of the psychotherapeutic situation but
they are not easily applicable to the single case owing
to the inherent unpredictability and uniqueness of
each therapeutic encounter.

Comments

Chestnut Lodge is one of the few psychiatric hospi-
tals which has continued to adopt a psychodynamic
approach to a variety of mental disorders. In recent
years developments in the areas of sociotherapy,
family therapy and psychopharmacology have been
used as adjuncts to the modified psychoanalytic-
psychotherapy which remains the cornerstone of
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the patient’s treatment. Research has shown that
depressed and borderline patients have better out-
comes than schizophrenic patients. However, cross-
study comparisons demonstrate that the results
obtained with schizophrenic patients are not inferior
to the results obtained in centres using a predomi-
nantly biological approach.

References

!FrROMM-REICHMANN, F. (1950) Principles of Intensive
Psychotherapy. Chicago: University of Chicago Press.

2STANTON, A. H. & SCHWARTZ, M. S. (1954) The Mental
Hospital. London: Tavistock Publications.

3Pa0 P. N. (1979) Schizophrenic Disorders: Theory and
Treatment from a Psychodynamic Point of View. New
York: International University Press.

327

4WILL, O. A. (1975) The conditions of being therapeutic. In
Psychotherapy of Schizophrenia (Ed. J. G. Gundisson).
New York: Aronson. pp. 53-66.

SSEARLES, H. F. (1965) Collected Papers on Schizophrenia
and Related Subjects. London: Hogarth Press.

SMCGLASHAN, T. H. (1984) The Chestnut Lodge follow-up
study (I and II). Archives of General Psychiatry, 41,
473-601.

7—— (1986a) The Chestnut Lodge follow-up study (III).
Archives of General Psychiatry, 43, 20-30.

8 (1986b) The prediction of outcome in chronic schizo-
phrenia. Archives of General Psychiatry, 43, 167-176.

9STONE, M. H. (in press) The natural history of borderline
patients: 1. Global Outcome. Psychiatric Clinics of
North America.

10K eaTs, C. J. & McGLasHAN, T. H. (1985) Intensive
psychotherapy of schizophrenia. The Yale Journal of
Biology and Medicine, 58,230-254.



