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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.
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