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Psychotherapy should be recon-

ceptualized, rebranded, and reposi-

tioned—for the good of our patients

Despite its well-documented efficacy 
in a myriad of neuropsychiatric condi-
tions, psychotherapy has never been 
able to shrug off an unwarranted aura 
of fuzziness as a legitimate medical 
intervention. To many uninformed 
people, psychotherapy isn’t a “real” 
treatment, such as medication or a sur-
gical procedure. It often is referred to as 
“talk therapy,” which provokes skepti-
cism, even snickering, because talking 
is a ubiquitous social activity.

Psychotherapy is sometimes per-
ceived as a scam—that is, a placebo 
packaged and propagated as treatment; 
after all, how can spoken words “heal” 
the wounds of the soul? Paradoxically, 
skepticism about the vague and mys-
terious mechanism of action of psy-
chotherapy might make things worse 
by adding to the stigma that mental 
illness is a spurious “all-in-your-head” 
complaint and not a genuine medical 
disorder.

Giving psychotherapy the 
respect it deserves
To the chagrin of many in our field, 
this image problem persists, despite 
psychotherapy having helped mil-
lions of people. It is widely used in 
conjunction with pharmacotherapy by 

psychiatrists and nurse practitioners, 
and as a sole therapeutic modality by 
psychologists and other therapists. 
This image problem has embold-
ened health insurance companies to 
arbitrarily limit reimbursement for 
psychotherapy, compared with psy-
chopharmacology, to the detriment 
of patients who often can benefit sig-
nificantly from psychotherapy alone, 
without medication. 

So, how can psychotherapy capture 
the respect it deserves as a vital and 
valid therapeutic modality?

For one, psychotherapy has to be ev-
idence-based and rigorously proven to 
be superior to placebo—the same stan-
dard that drugs are held to before they 
are approved by the FDA. But there are 
hundreds of psychotherapies, of which 
only a minority are evidence-based (eg, 
cognitive-behavioral therapy, dialecti-
cal behavior therapy, and interpersonal 
therapy), based on findings of con-
trolled trials in which they were docu-
mented to be efficacious.

There is a dearth of data about the 
safety and tolerability of, and in-
dications for, specific psychothera-
pies—criteria that are major factors 
in determining whether the FDA ap-
proves a medication. Also, dosing of 
psychotherapy remains ambiguous, 
subjective, and lacking solid clinical 
guidelines, and the frequency of vis-
its, duration of each visit, and need for 
maintenance of psychotherapy lack 
solid scientific evidence.
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Patients therefore seem to receive 
psychotherapy for as long as health in-
surance pays for it, even if they need 
more of it. Frequency of treatment is 
determined by the therapist, or at the 
convenience of the patient or the thera-
pist. Long-term psychotherapy—1 
or 2 years—once was common, but 
short-term psychotherapy of fewer 
than 10 sessions has become the rage 
since managed care curtailed reim-
bursement. It is curious that, although 
most practitioners agree that serious 
psychiatric disorders can require on-
going, even lifelong maintenance of a 
drug beyond the acute phase, no one 
ever argues for indefinite continuation 
of psychotherapy (although Sigmund 
Freud did discuss terminable and in-
terminable psychoanalysis). 

Rx: A ’makeover’
Psychotherapy needs to be reconcep-
tualized, rebranded, and repositioned 
as a neurobiological treatment—
because, in fact, that’s what it is. This 
notion goes hand-in-hand with un-
impeachable evidence that the mind 
is an integral component of the brain and 
mental illness is generated from genetic or 
environmentally-induced dysregulation of 
neurobiological homeostasis.

An important line of evidence 
for the neurologic effects of psycho- 
therapy are studies of positron-
emission tomography showing that 
psychotherapy induces changes in 
specific brain regions that are identical 
to changes induced by drug therapy.1,2 
The component activities of psycho-
therapy—verbal and nonverbal com-
munication, evocation of memories, 
empathizing, challenging, connecting 
the dots, triggering insights, and re-
ducing anguish—are transduced into 
instantaneous neuroplastic changes, 
which can be lasting and lead to cor-
rective modification of the neural 

circuitry of feelings, thinking, and 
behavior.

Most non-neuroscientists might 
not be aware that the brain changes 
continuously, moment to moment, 
forming dendritic spines that imme-
diately encode verbal and nonverbal 
memories in response to experiences 
throughout life. A skilled psychother-
apist exploits this biological property 
of the brain to modify its molecular 
and cellular structure to relieve the 
anguish and psychopathology of its 
avatar, the mind.

What might silence the 
skeptics?
Psychotherapy legitimately could be 
relabeled “neuropsychotherapy” to 
indicate that it has an impact on the 
neural structure and function that un-
derpin the “psyche”—that collection 
of thoughts, feelings, memories, and 
impulses that are a product of activity 
in specific brain pathways, just as other 
brain pathways produce movement 
and sensation. Future studies, using 
innovative biotechnological imaging 
methods, will demonstrate the tangible 
neurobiological impact of neuropsy-
chotherapy and erase the skepticism 
that shrouds its nature. At that point, 
neuropsychotherapy will get the re-
spect it deserves as a tool to heal the 
mind by repairing the brain.
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