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Issue

What does  psychotherapy add above 
what medication alone provides?:

Å  in what conditions?

Å  for which patients?

Å  at what phase?
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Reasons Why Combined Therapy 

Not Delivered

ÅMany providers deliver one or the 
other

ÅMost insurers pay for non-integrated 
treatment

ÅMany professionals trained in one or 
the other

ÅProvider bias     
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Integrated vs. Collaborative 

Treatment

ÅIntegrated treatment ï pharmacotherapy 

and psychotherapy provided by one person

ÅCollaborative (or split) treatment ï 

pharmacotherapy and psychotherapy 

provided by psychiatrist and therapist 

(psychologist, social worker, counselor)



Rationale for Combining Medication and 
Therapy

ÅPatients value psychotherapy

ÅPatient may not be on medication

ÅEtiology

ïAlthough biological, stress may precipitate episode

ÅPathogenesis

ïIllness has effects on the family

ÅTreatment

ïTo improve adherence

ÅIt may work better than one modality (medication or therapy) 

   13



Reasons Why 
Psychotherapy is Important

Å Some conditions have no effective pharmacotherapy 

treatment available

Å Medication may be contraindicated

Å Patient may not want to take medication (numerous reasons)

Å Most patients have social and interpersonal problem 

accompanying Axis I disorders either as the source of or 

are the consequence of the illness
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ÅPositive effects

ÅNegative effects

ÅNo effect

Outcomes of Combined Treatment
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Combined Treatment Outcome 
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Combined Treatment Outcome Positive Effect ð 
Additive
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Combined Treatment Outcome Positive Effect ð 
Synergistic
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Combined Treatment Outcome 
Positive Effect ð Facilitative
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Medications Facilitate Accessibility 
to Psychotherapy
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Results

ÅControlled Research - examples TSS

ÅGuidelines and Algorithms

ÅFor schizophrenia - <50% received adequate 

treatment (Lehman et al, 1998)

ÅFor depression - consistent undertreatment 

 (Keller et al, 1997)
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Drug-Psychosocial Interactions in 
Schizophrenia

ÅPsychosocial treatments more effective when psychotic 

symptoms are controlled with drugs  (May et al, 1968)

ÅPsychosocial treatments can be toxic when patients not 

adequately treated with drugs (Hogarty et al, 1974)

ÅPsychosocial treatments more effective when compliance is 

assured (Hogarty et al, 1979)

May PRA. Treatment of Schizophrenia: A Comparative Study of Five Treatment Methods.

New York, NY: Science House; 1968.

Hogarty GE et al. Psychopharmacol Bull. 1974;10:47.

Hogarty GE et al. Arch Gen Psychiatry. 1974;31:603-608.

Hogarty GE et al. Arch Gen Psychiatry. 1974;31:609-618.

Hogarty GE et al. Arch Gen Psychiatry. 1979;36:1283-1294.   
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Drug-Psychosocial Interactions in 
Schizophrenia

ÅDrugs may be more effective when compliance is enhanced 

by psychosocial treatment (Marder et al, 1996)

ÅDrugs and psychosocial treatments may affect different 

outcome domains, ie, drugs control symptoms and 

psychosocial treatments affect social adjustment (Marder et 

al, 1996)

Marder SR et al. Am J Psychiatry. 1996;153:1585-1592.    
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Cumulative Relapse Rates in Schizophrenia

Goldberg SC et al. Arch Gen Psychiatry. 1977;34:171-184.    
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Trials Combining Medication With Psychosocial 
Treatments (Both Controlled)

N

Medication

(MED)

Psychosocial

Treatment

(PST) Outcome Result

Hogarty et al.

(1973, 1974)

360 Chlorpromazine Major role therapy Relapse >1 y:

MED + ¬ PST

Hogarty et al.

(1979)

105 Fluphenazine Social therapy Relapse >1 y:

MED + ¬ PST

Hogarty et al.

(1986, 1991)

90 Fluphenazine Family treatment, social 

skills training

Relapse,

expressed

emotion

1 y + 2 y:

MED + ¬ PST

Schooler et al.

(1997)

313 Fluphenazine Psychoeducation

vs family therapy

Rehospitalization 

symptoms

No difference 

between 2 PSTs

Marder et al.

(1996)

80 Fluphenazine Behavioral skills 

training,

supportive group

Relapse, social 

adjustment

MED + PST 

adjustment ¬



Newer Antipsychotics and 
Quality of Life

Å1-year double-blind comparison of clozapine and 

haloperidol

ÅClozapine-treated patients more likely to participate in 

psychosocial programs

ÅParticipation in psychosocial treatment reduced symptoms 

and improved quality of life

Rosenheck R et al. Arch Gen Psychiatry. 1998;55:618-625.    
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Disorder/Syndrome Treatments Standard of Proof

Bulimia Nervosa 

(BN)

Å A large number of Type 1 

and Type 2 TCTs, utilizing 

placebo as comparison.

Å A very substantial 

number of Type 1 and 

Type 2 TCTs

Table 1. Summary of Disorders in Which 

Psychotherapy Improves  Outcome Over 

Medication Alone (contd)



Recent Studies Supporting Value of Adding 

Psychotherapy to Medication Alone for 

Adolescents

Å Depression ï TADS: CBT and Antidepressant

Å Schizophrenia (early onset, ultra high risk) ï 

McGorry: Psychoeducation and Antipsychotics

Å Anxiety Disorder ï CAMS: CBT and 

Antidepressant
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Chronic Depression

REVANT trial found no substantial 
short-term value of CBT or of 
supportive psychotherapy to results 
achieved by flexible, pharmaco-
therapy alone
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Combination Therapy: 

Treatment Strategies

ÅFor partial responders,  unhelpful to ask whether to use 

drug or psychotherapy

ÅComb Rx should be encouraged in those NOT 

responding to either modality (alone)  

   

57Leucht et al, 2014



Pharmaco Rx > Psycho Rx

ÅSchizophrenia

ÅDysthymia     

57

Leucht et al, 2014



Adding Pharmaco Rx to Psycho 

Rx > Psycho Rx (Alone)

ÅM D D

ÅSocial Phobia

ÅBulimia  

57Leucht et al, 2014



Adding Psycho Rx to Pharmaco Rx > Drug Rx 

Alone

ÅDepressive Disorder

ÅSchizophrenia

ÅPanic Disorder

ÅBulimia 

57

Leucht et al, 2014
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Presumed Mechanism of Action

Å Correct the presumed biochemical deficit, but then use the window 
of opportunity provided by suppression of the symptom to remold both 
cognitions and behavior.    
 Malcolm Lader, 1996

Å I believe that biologically mediated impairments in abstract thinking, 
executive problem solving, and mood reactivity (i.e.,the ability to 

life one s spirits in response to something savory or encouraging will 
be found to be the clinical culprits that result from the biological 
alterations described above.  Michael Thase, 1998
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The Concept of Long-term 
Management

ÅThe aim: to decrease symptoms and 
improve quality of life. 

ÅProcess: interactive among patient, 
family/sig other and MD. 

ÅMethod: in person and by phone p r n, 
but on-going regular contact  
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General Guidelines for Combined 
Therapy: I ïDiagnosis 

ÅMake a DSM diagnosis

ÅMake a family systems diagnosis

ÅMake an individual dynamic diagnosis

ÅFormulate case
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General Guidelines for Combined 
Therapy: II ï Goals

ÅSelect appropriate modalities and their combination

ÅDevelop specific goals for each modality

ÅDecide about sequencing

ÅBe aware of, and enquire about, side effects of each 

modality as well as their interactive effects
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Hierarchy of Treatment Goals in Medical 
Psychotherapy of Schizophrenia

Å  Acute Phase 
    Medical/neuropsychiatric assessment

     Rapid symptom reduction
     Reduce impact of episode on friends,   
   family, housing, activities

Å Convalescent Phase
   Gain trust/alliance with family/caregivers
   Assess and mobilize social support
   Ensure human service needs are met (food,    
        clothing housing)
   Ensure safety and predictability of environment 
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Hierarchy of Treatment Goals in Medical 
Psychotherapy of Schizophrenia (contd)

Å     Adaptive Plateau

 Establish therapeutic alliance/supportive 
 treatment routine

 Achieve effective maintenance medication regime

Å Stable Plateau

     Psychoeducation: Promote illness self- management

strategies, awareness of relationship between stress and 
symptoms

 Rehabilitation: Teach adaptive competencies
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Hierarchy of Treatment Goals in Medical 
Psychotherapy of Schizophrenia (contd)

Å  Selected Patients Near Recovery

Á     Encourage introspection, self and other

       awareness

Á  Encourage improved interpersonal relations,    
   productivity, conflict management, self-       
   understanding, self-concept   

  

 

40



General Guidelines for Combined Therapy: 
III ï Sequencing of Combined Treatments

ÅStep 1 - Establish an alliance

ÅStep 2 - For psychotic disorders, start medication early

ÅStep 3 - Add individual intervention as patient is able to 

participate

ÅStep 4 - Add family intervention early. Start with 

psychoeducation and referral to appropriate group 

depending on DSM diagnosis   
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General Guidelines for Combined 
Therapy: III ï Sequencing of 
Combined Treatments (cont)

ÅStep 5 - Add family dynamic and systemic intervention as 

patient stabilizes

ÅStep 6 - Rehabilitation in maintenance phase

ÅStep 7 - Do not add another modality, if first intervention 

(vs second) adequate for efficacy. 
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Guidelines for
Structure of Session 

ÅAssumption: Minimum 15 minutes, maximum 60 minutes 

- mean 30 minutes

ÅDivide session in three parts:

ÅPart I - 5 minutes:

Åask global questions

Åthen ask about side effects and target symptoms 

(compared to baseline)

Ådo psychoeducation

Åadjust medication
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Guidelines for
Structure of Session (cont) 

ÅPart 2 - 20 minutes:

Åexplore life events

Åexplore issues of transference to pill  and 

to psychotherapy

Åexplore issues of countertransference
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