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Julian David trained at the C.G. Jung Institute in Zurich and is a mem-
ber of  the Independent Group of Analytical Psychologists, and SAAJA, 
the South African Group of Analytical Psychotherapists which he helped 
to found.  He now lives and practices in Devon. 

Richard Lanham is a Jungian Analyst and Art Therapist.  He trained as 
an art therapist in the mid 80s and worked for many years in adult mental 
health in London and Essex.  He went on to become a senior lecturer on 
the art therapy training programme at the University of Hertfordshire, 
subsequently training as a Jungian Analyst with the Independent Group 
of Analytical Psychologists.  He lives and practices in Bristol. 
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BPA now has its own web site. It has on it, details of the programme, a 
downloadable copy of the latest Bulletin contact details for members of 
the committee, and details as to how to join the Association, in case you 
want to encourage you friends or colleagues to become members. 

The Web address is  

bristol-psychotherapy-association.org.uk 
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Chair:     Josie Eckoldt Tel:0117 9628854 
    e-mail: j.eckoldt@btopenworld.com 

Hon. Treasurer:   Sandy Somerfield, Tel: 0117 9730447 
    e-mail: sandysum@talktalk. 

Administrator/  Jan Simpson, Tel: 0117  950 9059 
Membership Secretary:  e-mail: jansimpson1@btinternet.com 

Bulletin Editor:   John Ruffle, Tel: 01278 788322,  
    e-mail: john@vicpress01.freeserve.co.uk 

Publicity:    Arthur Musgrave, Tel: 0117 942 1850,  
    e-mail a.j.musgrave@freenet.co.uk 

Committee Members:  Cyrous Keyani, Tel: 0117 9090989 
    e-mail: ckeyani@yahoo.co.uk 

    Frankie McGibney, Tel: 0117 9268227 
    e-mail:francesmcg@hotmail.com 

     
For any enquiry about your subscription or membership, please contact the Membership 
Secretary,  Jan Simpson at 8 Longford Avenue, Westbury-on-Trym, Bristol BS10 5LL       
Tel. 0117 950 9059,.      

 

���
���	���
�������
�

The Bulletin is produced three times a year, in January, April and September. The copy 
date for each edition is usually the first day of the preceding month, 1st December, 1st 
March and 1st August. 

Advertising rates are £20 per page, £10 for half a page , cheques to be made payable to 
the BPA, and sent with the advertisement. 

Advertising Copy: Copy should be “Camera Ready”, which means well printed in black 
ink on white paper (Please, no pale or fuzzy photocopies). Copy can be reduced from A4 
to A5, which is the size of the Bulletin pages, but advertisers should remember that reduc-
tion in the overall size of the advertisement also reduces the size of the type correspond-
ingly.  It should be sent to John Ruffle Tel. 01278 788322, e-mail: 
john@vicpress01.freeserve.co.uk (please send an attached file when sending copy via e-
mail). 
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18th April 

Julian David  Ethic and the Feeling Function:  Jung drew a 
    very firm distinction between morality, which 
    is the mores of the culture, and ethic, which  
    has no rule book and depends on an undam 
    aged feeling function. 

9th May 

Richard Lanham  The Stone of Destiny:  Reflections on the Self 
    and the individuation process. 

13th June   To be announced. 

 

Venue:  The Upper Room, Redland Park United Reformed Church, 

Whiteladies Road, Bristol. 

10.30am – 12.45pm 

Cost: Members £8, Non-Members £10, Concessions £5 

No advanced booking is necessary. 

A bookstall is provided by Green Spirit Books 

Tel: 01380 726224  email: greenspiritbooks@btinternet.com 

For further details contact Jen Madden 

Tel: 01242 521999  email: jenmad@tiscali.co.uk 
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EDITORIAL 
The kind of globalisation which we experience in the 
twenty-first century, has the potential to challenge the 
way in which we work as therapists, and makes it 
important that we become acutely aware of the assumptions which we 
make. Although we bracket off our own opinions and beliefs when work-
ing with clients, it is fanciful to believe that this can be done completely, 
and that they will not, to some degree, influence our work with clients, 
even if that is only the case at an unconscious level. If nothing else, cul-
tural differences and changes should encourage us, at least, to ask ques-
tions about our own assumptions, and how they may affect our work with 
clients. 

For example, working cross-culturally, in cultures where the dominance 
of men in relationships is accepted as the norm in interpersonal relation-
ships, how does, or how should, this factor affect or alter the way work is 
done with clients from such cultures? The same question arises, for a 
therapist from a male-dominated culture, when working with a client 
from a more liberal culture, where feminist views have come to be ac-
cepted. 

Equally, in a rapidly evolving culture, where norms and popularly held 
beliefs have changed, what effect would it have if the therapist were to be 
working as if those changes had not, for the most-part, taken place? It is 
clear that what is “OK” for clients from one setting or background may 
be far from “OK” in another cultural setting. It is patently obvious that in 
a situation where the pace of change has accelerated beyond what many 
would have thought possible, beliefs, expectations, hopes, fears and even, 
for many, ways of relating have changed dramatically, even in the last 
ten or fifteen years. One huge change for many younger people is that a 
large amount of their communication is electronic, rather than face-to 
face. I wonder whether enough attention is paid to cultural relevance and 
cultural norms in the process of therapeutic work The big question is, 
“How much do we, as therapists, need to take account of these things in 
the way we work?”   
                                                                                                   John Ruffle 
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The Severnside Institute for Psychotherapy 
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The Severnside Institute for Psychotherapy offers an Introductory Series of 
weekly lectures and discussions on Psychoanalytic Theories and Concepts, ex-
tending over 2 terms of 10 evenings each.  The course will explore Psychoanaly-
sis as an approach to the unconscious and its expression in human development 
and relationships.  The first term will focus on theories of the mind, including 
those of Freud, Jung, Klein, Winnicott, the British Independent School, and con-
temporary developments.  The second term will explore clinical phenomena and 
concepts which both inform, and have arisen from, these theories, such as trans-
ference and countertransference, projective identification, the clinical frame, the 
use of dreams and interpretation, and their application in a variety of clinical con-
texts. 

The course will be of interest to anyone with a personal or professional interest 
in psychoanalytic ideas, and would also form a valuable introduction for anyone 
considering a professional training as a psychoanalytic psychotherapist.  Each 
evening will comprise a lecture or seminar given by a professional member of 
SIP or by a specialist guest speaker and a discussion group, to which partici-
pants' personal and work experience will make an important contribution.  To 
help ensure continuity of discussion, participants are encouraged to attend all 
the lectures and discussion groups.  Reading will be recommended to support 
participants' learning.  There are no academic requirements or assignments to 
complete. 

Those who have completed the Introductory Course are given priority when ap-
plying to Severnside’s pre-clinical courses in Infant Observation, Work Discus-
sion and Classical Theory. 
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For an application form contact the Administrator on telephone 0117 927 3898 or 
email administrator@sipsychotherapy.org  Closing date for applications:  13th 
July 2009  

The course takes place in central Bristol on Wednesday evenings, 
6.30pm – 9pm.   
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The Severnside Institute for Psychotherapy 
Psychoanalytic Seminars and Pre-Clinical Courses com-

mencing September 2009 
 

Infant Observation (September 2009 – July 2011) 

This two year course offers the opportunity to think in great detail, about a mother 
and baby couple in the first two years of the baby’s life, within the context of their 
ordinary relationships.  You will observe the baby for one hour each week in his 
or her home, and attend a weekly seminar.  This experience helps in becoming a 
skilled and thoughtful observer and is essential to the clinician in understanding 
how early experiences and infantile patterns of relating persist into adult life.  The 
course inevitably touches our own earliest experiences and participants are en-
couraged to be in therapy, at least weekly, with a psychoanalytic psychotherapist. 

Work Discussion  (September 2009 – July 2010) 

This one year course explores the application of psychoanalytic understanding to 
participants’ work.  Applicants who may, or may not, be counsellors or psycho-
therapists should be working in a setting in which they have direct contact with 
clients (or students or patients), undiluted by too great an administrative role.  
Participants will bring detailed accounts of their work for discussion in weekly 
seminars. Particular attention will be paid to the feelings evoked in the participant 
in their interactions with clients.  The seminar aims to sharpen perceptions, en-
hance the exercise of imagination, and develop awareness of unconscious proc-
esses at work.  

Classical Theory  (September 2009 – July 2010) 

This one year course offers an opportunity to study the development of Freud’s 
thought as he struggled to account theoretically for the observations he was mak-
ing in his clinical work.  Through a close study of his written work it can be seen 
that certain concepts retained their centrality, while others were jettisoned or re-
vised.  The emphasis of the course is to foster an attitude of mind which views 
theorising as a means of organising, and making sense of, clinical observations 
and experiences.  While all theories have their limitations, it is important to grasp 
what Freud was trying to map before moving on to the work of subsequent psy-
choanalysts. 

Courses take place in central Bristol on Mondays.   Cost: £695.00 per course per 
year.   Closing date for applications:  1st June 2009 (Infant Observation) or 29th 
June 2009 (Work Discussion/Classical Theory). 

For further information and an application form contact the Administrator on tele-
phone 0117 9273898 or email administrator@sipsychotherapy.org 
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	�� Shamanism and Psychotherapy 
����$��  Anstice Fisher is a UKCP registered psychotherapist, su-

pervisor and trainer.  For 30 years she has focussed on the 
relationship between psychology and spirituality within the 
Buddhist, Sufi and Shamanic traditions. Since 2000 she has 
been working with the Scandinavian Centre for Shamanic 
Studies and practices as a Shamanic counsellor. 
 


� !�"�� %��&' ���

�(�)� � Whatever happened to psychotherapy past the post? (post-
psychological, post-modern, post-structural, post-colonial, 
post-man pat**)  
**okay I (might have) lied about post-man pat! 

Speaker Jane Speedy <www.bristol.ac.uk/education/people/
academicStaff/emjs> is Reader in Narrative and Collabora-
tive Inquiry at the University of Bristol. She has a small 
independent narrative therapy and consultation practice. 

 

NB    All meetings are at The Randall Room, All Saints Church at the 
Pembroke Road end of Alma Vale Road, Clifton [up 10 steps with lift 
then available]. Evening meetings start at 7.30pm.  
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John C. Norcross, Thomas P. Hogan, Gerald P. 
Koocher: Oxford, University Press (2008) 332pp 

(incl mini disc) 
 

Despite its subtitle and its American origins, this pocket-sized book pro-
vides a fascinating insight into the likely future of counselling and psy-
chotherapy in the UK. Although I profoundly disagree with its underly-
ing philosophy, it deserves careful scrutiny because it explores in detail 
what happens when the principles of evidence-based medicine are ap-
plied to our field of work.  

While enthusiastically supporting the goal of evidence-based practice 
(EBP) this guide expresses reservations about “the reckless extrapolation 
of research from the lab to the consulting room and the insensitive impo-
sition of premature EBP lists onto clinicians and their clients”. It includes 
the clinician’s contribution and the patient’s voice as key elements in a 
successful treatment plan. Although space is given to summarising the 
controversy about evidence-based practice, the reader is referred else-
where for the detailed arguments. Having said this, there is something 
alarmingly evangelical about the otherwise blank sheet between the title 
page and the list of contents. It contains these four words: 
    

  “Dedicated to Veracious Evidence”  

 
The book is prescriptive and the core EBP skills are summarised as fol-
lows: 
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The next edition of the Bulletin will 
be published in October 2009. Copy 
for this should reach the editor by 1st 
August 2009, preferably in Word 
format, either on a disk or as an e-
mail attachment. 

Please send your copy to John Ruffle 
at  e-mail: 
John@vicpress01.freeserve.co.uk) 
Tel. 01278 788322. 

	������
������
Remember, YOU can have YOUR say in the Bulletin.  

Please send articles, comments, book reviews etc to the Editor at 
john@vicpress01.freeserve.co.uk. You can also advertise your events and 
workshops at very modest rates (see page 2). 
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1. Ask a specific, clinical question. 
2. Access the best available research. 
3. Appraise critically that research evidence. 
4. Translate that research into practice with a particular patient. 
5. Integrate the clinician’s expertise and patient’s characteris-

tics, culture and preferences with the research. 
6. Evaluate the effectiveness of the entire process.       

The remaining chapters then elaborate these steps. Three composite case 
histories are provided: 

 
· Jonathon is an engaging and rambunctious 8 year old white 

boy, “smart as a whip but a real handful” according to his 
mother”. Jonathon’s preschool and first-grade teachers both 
suspected that Jonathon suffered from ADHD. He was evalu-
ated in the first grade by the school psychologist. Psycho-
logical testing, behavioural observations, and record review 
supported a diagnosis of ADHD (mixed type) and mild to 
moderate oppositional defiant disorder (ODD) accompanied 
by family tensions. Jonathon is the second of three children, 
ranging in age from 3 to 10 years, born to working parents 
(with health insurance) who frequently separate and recon-
cile. The local paediatrician treats Jonathon’s asthma with 
albuterol and offered to prescribe a psychostimulant for the 
ADHD as well but Jonathon’s father firmly resists any psy-
chotropic medication at this time. Both parents are genuinely 
concerned about Jonathon and willing to participate in a few 
family meetings. However, their demanding work schedules 
and marital conflicts prevent extensive outpatient treatment. 

 
· Francesco is a quiet, polite 30 year old Hispanic man who 

presents at a low-income primary health-care center with 
diffuse and moderate anxiety (generalised anxiety disorder) 
due to work and relational concerns. His first marriage ended 
recently in a divorce, and his minimum-wage factory job 
seems in jeopardy due to layoffs and outsourcing. His job 
does not provide any health insurance, and as a single work-
ing man, Francesco does not qualify for state-funded insur-
ance coverage. The primary-care physician saw him twice 
for 12 minute appointments and learned of Francesco’s ex-
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tensive history of alcohol dependence, including two in pa-
tient rehabilitations. Francesco admitted his alcohol abuse 
but minimised its effects. The physician referred him to the 
clinic case manager for counselling and referral. 

 
· Annique is an emotional and insightful 51 year old African 

American presenting for outpatient psychotherapy to a psy-
chologist in private practice. She works full-time as a high 
school teacher, as does her husband of 25 years. They enjoy 
excellent insurance benefits and job security. Her chief com-
plaint of chronic depression (major depressive disorder) 
dates back to her adolescence. Annique has successively 
tried a number of antidepressant medications, which ‘take 
the edge off’, and sees a private psychiatrist every 3 months 
for medication management. This will be her third course of 
psychotherapy. Her family history includes many close rela-
tives with unipolar and bipolar II mood disorders. Annique 
reinitiates individual psychotherapy at this time because her 
assertion deficits (exceeding the diagnostic threshold for de-
pendent personality disorder) and menopausal complaints 
(particularly hot flashes and irritability) detract from the 
quality of her life and relationships.  

 
Chapter 2 is devoted to asking the right questions. We are told: 

 
  “Clinicians have an average of one to four questions for  
  each 10 patients they care for. However, they either do not 
  pursue or do not find answers to two-thirds of their ques 
  tions… Subsequent analyses show that most unanswered  
  questions could be answered through improved query for 
  mulation.”           
 

This is a how-to-do-it chapter and “representative background questions 
for our three patients” include: 

 
Jonathon: 

· What are the effective psychological treatments for ADHD?  
· Why would parents be opposed to stimulant medication that 

might help their kid? 

17 
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A ‘bucket’ collection will be made on entry. Suggested contribution £5. 
Please bring lunch to share and RSVP to westher2@aol.com (We want 
to make sure there is a chair for everybody who wants to join us!) 

In the morning, after a brief introduction to NHS Re-commissioning of 
Mental Health and GP Counselling Services, NICE Guidelines and the 
Improving Access to Psychological Therapies initiative, we will have a 
panel of speakers from three different local Primary Care Trusts who 
will make short presentations before opening the meeting to questions 
and discussion so we can exchange views about what these changes 
might mean in practical terms in different places. 

 

In the afternoon we will set all this change within the context of the na-
tional picture, including HPC regulation, before opening up into a 
World Café format, which will allow everyone to participate in discus-
sion and explore the options open to us as practitioners. This will in-
clude reference to the recently established Alliance for Counselling and 
Psychotherapy. 
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Francesco: 

· What is effective for patients who minimise their substance 
dependence? 

 
Annique 

· What causes dependent personality disorder? 
· How does depression relate to personality disorder? 

  
As the chapter explains – “In each case note that the background ques-
tions specify two components: a question root (with a verb) and a disor-
der, treatment or other health-care matter. Questions not written in this 
format should be rewritten before proceeding… Ask the questions you 
want answered, but do so in a format that is answerable by sophisticated 
searches.” And so on – the detail is designed to fine-tune the questions 
asked of databases. The chapter is equally scrupulous about checking 
out patient preferences because “the best-laid plans and the most evi-
dence-based treatments often go awry – because practitioners simply do 
not acquire (or consider) the individuality of the patient and the singu-
larity of the situation.” It also accepts that “very few of us have the lux-
ury to immediately conduct an electronic search on the run or during 
practice hours. Instead, we must temporarily shelve our questions and 
then prioritise them for those brief periods we have to search the litera-
ture”. 

 
Chapter 3 is called ‘Locating the Best Evidence’ has been written by “a 
medical librarian specialising in health informatics”. It presupposes, of 
course, that “the clinician” either works for a large organisation or oth-
erwise has the means to maintain subscriptions to all the various jour-
nals and databases. Chapters 4 and 5 are concerned with reading and 
understanding research reports (“a practice-friendly refresher”). This is 
good, detailed stuff.  Chapter 6 deals with the critical appraisal of these 
reports: 

 
  “The typical practitioner will take, on average, 15-30  
  minutes to access electronically the research literature as  
  described in Chapter 3.”   
 

Next comes the application of all this background work – Chapter 7 
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(‘Translating Research into Practice’). There is a list of 30 odd questions, 
including massively imponderable ones such as ‘Should we feel con-
cerned about publication bias?’ ‘Do the lead researchers have a particular 
theoretical allegiance that may reflect a bias in conducting the study or 
analyses?’ There follows this gem: 

 
  “By asking yourself these questions as you read an RCT,  
  you can avoid uncritical acceptance of relatively useless  
  information…”             
 

There is a list of treatments that have been shown not to work. This list 
of discredited treatments includes (for mental/behavioural disorders) an-
gel therapy, orgone therapy, crystal healing, past life therapy, future lives 
therapy, colour therapy and so on. It also includes the use of pyramids for 
restoration of energy and treatments of post traumatic stress disorder 
caused by alien abduction. There’s a similar list of discredited substance 
abuse treatments. Isn’t this science just wonderful? 

 
What follows is a “simplified decision tree for diagnosis of Jonathon” (it 
occupies a whole page of the book). There’s a list of diagnoses ranging 
from “true ADHD” through undetected seizures, middle ear infections, 
side effects of albuterol, Tourette's syndrome, anxiety, depression, bipo-
lar illness, conduct disorder, adjustment disorder, no diagnosis/sub-
clinical family conflicts, environmental demands to – at the other end – 
“true ODD”. We learn that “knowledge of epidemiology can guide us in 
asking the right questions” and “such data can…help us to eliminate 
low-incidence conditions”. The conclusion? 

 
 “While the incidence-related probabilities offer a degree of  
 guidance, we know (and suspect) that Jonathon’s behaviour  
 difficulties most likely arise as an interaction of multiple   
 causes.”       
 

Well that’s a revelation isn’t it? And what about this next sentence? 
 
 “ We cannot be certain that Jonathon actually suffers from ADHD 
 or ODD, but as clinicians we must make decisions.”  
    

What comes next is a “simplified decision tree for treatment of Jona-
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The authors have aimed to be inclusive: they take account of, and incor-
porate, a wide range of different perspectives. They claim to integrate 
evidence-based practice in with practitioner expertise and “patient char-
acteristics, culture and preferences”. But there were times when I found 
myself wondering whether their advocacy of evidence-based practice 
might not in reality be an attempt to strip it bare and expose its limita-
tions and its absurdities.  

 
The difficulty is that the model underlying evidence-based practice is 
fundamentally flawed. The research data do not support the view that 
counselling and psychotherapy are medical interventions, as Bruce 
Wampold has demonstrated. The medical model puts the application of 
the correct technique at the heart of good practice and asserts that this is 
the key to positive therapeutic outcomes. A more satisfactory view sees 
therapist skill as a combination of technique plus feedback with the feed-
back loop – in other words the quality of the therapeutic relationship - 
being crucial to success.  

 
The relevance of Wampold’s research appears to be lost on not only on 
the proponents of evidence-based practice, but on policy makers at all 
levels. The raft of initiatives coming from Government in recent years – 
NICE Guidelines, Improving Access to Psychological Therapies and the 
re-commissioning of GP counselling services at PCT level – are all un-
derpinned by a belief in evidence-based practice. This belief is at times 
coupled with a fervour that brooks no appeal to argument or – curiously - 
to anything other than a very narrow conception of evidence, the only 
evidence that counts being that provided by randomised controlled trials. 
While traditionally counselling and psychotherapy emphasise the impor-
tance of critical reflection, evidence-based practice prioritises its oppo-
site, an increased deference to the authority of guidelines and received 
wisdom. The future looks bleak. 
 

Arthur Musgrave 
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practice, involving accepting a series of propositions as to what does and 
doesn’t constitute knowledge about counselling and psychotherapy, has 
now acquired a rule-bound ethical dimension. This is a fundamental de-
parture from the way BACP, for instance, conceptualises its Ethical 
Guidelines.  

It so happened that, when I began writing about this book, a colleague 
sent me a copy of a paper about Interpersonal Psychotherapy (IPT). Until 
that point I had wondered, when referring to the NICE Guidelines, 
whether they were recommending something that might be reasonably 
close to my own approach. I then discovered that “until recently IPT was 
almost entirely a research intervention” – in other words it was initially 
devised and written out as a manual in order to provide a comparison 
when using randomised controlled trials to research other therapies. It 
was only subsequently that it was branded as a successful treatment that 
could be marketed to therapists keen to widen the range of therapies they 
are able to deliver “ethically”  - as in Annique’s case.  

Curiouser and curiouser… The paper I had been sent addresses the ques-
tion as to whether or not IPT should be considered a time-limited 
psychodynamic psychotherapy. It was funded by “the American National 
Institute of Mental Health and a fund established in the New York Com-
munity Trust by DeWitt-Wallace”. After pages of analysis the conclusion 
has an Alice-in-Wonderland ring to it: 

 

“A participant in an IPT workshop said: ‘IPT isn’t psychodynamic, 
but it isn’t anti-dynamic either.’ This puts it as well as anyone has… 
Although it may have roots in psychodynamic soil, it differs suffi-
ciently in its outlook to deserve to be considered separately.” 
 

Referring Annique to a certified IPT therapist doesn’t sound to me so 
much like a question of ethical good practice as the harnessing of 
pseudoscience to exploit a client’s vulnerability. Arguably, it would be 
an ethically dubious move. 

"(&%')0"(�

 
The Clinician’s Guide is a detailed exposition of what it means to take 
the evidence-based practice of counselling and psychotherapy seriously. 
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thon”, which occupies another whole page. By now all except “true 
ADHD” and “true ODD” have been eliminated and what are left are se-
ries of pharmacological options for each diagnosis alongside a series of 
psychosocial treatments (individual, family, group and environmental 
management). But, apparently, “treating ODD [ie Oppositional Defiant 
Disorder] with medication has practically no research support”.  

 
It’s hard to read all this and take it seriously – even the compilers of the 
book have become confused by this stage and have mislabelled the sec-
ond “simplified” decision tree. So what are we to conclude? 

 
“Given the record of family and school problems… any good 
child-clinician will know that Jonathon will need more intervention 
than simply medication… The clinician may want to use a 
well-established parent training intervention but knows that she has 
little chance of getting them to sign on for multiple sessions… She 
may find herself selecting those components of an EBP that she can 
adapt quickly in the hope of engaging the parents and helping them 
get a handle on the difficulties with their son… She will have a num-
ber of solid EBPs to guide her but will most likely not have the abil-
ity to deliver any of them to this family in the way the protocol au-
thors conducted the underlying research…”               
 

You may well ask what practical difference all this makes. The authors 
put it this way - the diagnosis (of ADHD or ODD) may determine the 
target behaviours on which to focus when working with Jonathon 
(“managing temper outbursts for ODD”; “increasing painful behaviours 
with ADHD”), but “the need to focus on helping the parents and school 
with behaviour management would not change” whatever the diagnosis.  

 
This is somewhat banal and unhelpful, given the time and effort involved 
in this far. I have quoted at length from Jonathon’s case in order both to 
demonstrate how sophisticated evidence-based practice can appear to be, 
whilst remaining largely stultifying and unhelpful in practice.  

 
What next? We’ve reached Chapter 8 (‘Integrating the Patient and the 
Clinician with the Research’).  

 
“A fundamental premise of EBP holds that research alone will never 
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suffice to make a clinical decision…  After asking ‘What does the 
research tell us?’ we must always inquire ‘What does the patient de-
sire? What is available and realistic?’…  (T)he integration of the 
three pillars of EBT remains the least developed (or most neglected) 
of the EBP skills. Proponents of evidence-based medicine tend to 
minimise this step…  As practitioners, we are left with a dearth of 
EBPs about decision making in realistic, complex situations. Until 
we possess better research, we depend upon generalisations from the 
extant, limited research and clinical expertise… In a given case, we 
will need to make dozens of mini decisions, and there will never be 
empirical research to guide all of them…. We cannot possibly expect 
that every practitioner’s action will flow from research data…” 
 

In other words it would appear that an evidence-based practice approach 
is even less helpful as a framework for the practice of counselling and 
psychotherapy than we might have thought after reading Chapter 7.  

 
Chapter 8 seeks to subsume a psychosocial model under the overall um-
brella of the medical model so that provisional decisions as regards treat-
ment are modified in order to take account of the patient’s characteristics, 
culture and preferences. How does this pan out in practice? 

 
 “Take the case of Francesco. He has no insurance coverage and 
 little money. Even if he could obtain a few free or low-cost session 
 of outpatient therapy for his generalised anxiety disorder from his 
 case manager, he would probably not receive a cutting-edge, state-
 of-the-art EBP treatment. In all likelihood, Francesco would  
 receive a prescription for an antianxiety medication from his  
 personal care physician. His enrolling in an extensive alcohol  
 rehabilitation program seems improbable given his lack of health 
 insurance and inability to pay privately. Even if offered, Fran
 cesco’s low readiness to change would probably lead him to de
 cline at this time. Moreover, Francesco’s chronic history of alcohol 
 dependence, two previous inpatient rehabilitations and current 
 minimisation of his substance abuse all conspire to lower his odds 
 of a good prognosis without extensive treatment. Ant EBP that 
 doesn’t consider the patient’s unique characteristics, culture, and 
 preferences is ripe for failure.”       
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However the authors are determined not to allow the practitioner to do 
what s/he is accustomed to doing regardless of the research, even if prac-
titioner and client are in agreement (note the second sentence in the fol-
lowing extract): 

 
 “The EBP trinity – best research, clinical expertise, and 
 patient characteristics, culture, and preferences – is not an  
 equal partnership. Research stands as the first and primary  
 source of evidence. According to our… definition, 
 practitioners integrate research with clinical expertise in the  
 context of patient characteristics, culture and preferences… 
 
 “Consider the assessment and treatment of Annique’s recurrent 
 major depression. Research tells us that several psychometrically 
 sound and clinically useful measures can assess her depression and 
 monitor her symptom improvement (or deterioration) throughout 
 the course of treatment. As a bright and well-informed patient  
 Annique concurs that periodic assessment of her depression would 
 serve her well. Such assessment fits congruently with her prefer-
 ences and values. Her private practice psychologist knows the  
 research on the assessment of depression and routinely employs 
 self-report depression measures every third or fifth session.  
 Similarly, the research evidence, the clinician’s expertise, and  
 Annique’s preferences all align with interpersonal psychotherapy 
 (IPT), an evidence based psychotherapy for treatment of acute  
 depression and prevention of its recurrence. The research, clinical 
 expertise, and patient all converge – an optimal… situation.” 
           
 

But what if the therapist favours Therapy X and both lacks training in 
IPT and the inclination to obtain it?  

 
 “In the face of evidence that IPT works for this disorder, it is not 
 sufficient for the practitioner who prefers Therapy X to rest upon 
 the fact that no-one has proven it ineffective. The research-
 supported treatment remains the EBP and probably the most 
 ethical choice in the majority of cases.”    
           

I find this distinctly weird. What started off as a systematic approach to 


