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many admissions did experience some bene­
fits. 

(3) The transient benefits to the control group 
in relief of psychiatric morbidity without any 
compensatory disadvantages. This is clear evi­
dence for the benefits of increased observation, 
but it may be borne in mind that increased 
observation, without some kind of specific 
therapy, could result in an increase in the use of 
medical resources in the form of admissions to 
hospital. We do not have an 'unobserved' 
control group to act as a comparison for this. 

(4) The sustained benefit to the supportive 
group in psychiatric symptoms and psycho­
dynamic change and to the analytic group in 
psychodynamic change alone, without compen­
satory disadvantages. 

We are left with a controversial result for nurse 
therapy, since only this group experienced both 
sustained improvement in terms of breathless­
ness, and deterioration in terms of an increase in 
depression. If it proved possible to uncouple the 
effects of depression and the relief of breathless­
ness, nurse therapy would have special advan­
tages as a cheap treatment for dyspnoea. The 
data on carbon dioxide sensitivity suggest that 
the coupling may not be due to an inevitable, 
psychophysiological mechanism. However, we 
do not know enough to say precisely how the 
gains and losses could be separated. Our data do 
suggest that the nurse could select out, in advance, 
those who would deteriorate psychiatrically 
with her current technique, and that patients' 
expectations are a guide to those who might 
experience the relief of breathlessness. If the two 
effects inevitably go together, a choice must be 
made between nurse and supportive psycho­
therapy which produce different combinations of 
benefits. It is possible that specific techniques, 
especially references to the use of the medical 
care. could be borrowed from nurse therapy with 
the aim of maximizing the benefits of supportive 
therapy. 

Until a purely beneficial therapy can be 
devised, the issue of the values which are placed 
on different outcomes and their duration must be 
faced. The question is, which combination of 
outcomes is valued more: the sustained relief of 
dyspnoea with an increase in depression on the 
one hand, or sustained psychiatric and psycho­
dynamic change, perhaps with transient im­
provement in exercise tolerance on the other? 

We are not able to answer this, but studies on the 
valuation of symptoms for health indicators 
(Rosser, 1983) suggest that patients consider 
breathlessness to be more serious than depres­
sion. However, to make a rational choice, we 
need to know the precise magnitude of the differ­
ences in values placed on the two symptoms. 

The results of this study are of concern to 
practising psychotherapists. What constituted 
the effective ingredient of supportive psycho­
therapy and how far can its apparent superiority 
over classical analytic therapy be generalized to 
other groups of patients and to therapy in other 
settings? Our speculations about this are based 
on the experience of the three therapists and the 
characteristics of the patients. 

The patients were typically elderly, struggling 
with adverse social conditions and chronically 
materially and emotionally deprived. They felt 
overwhelmed by a progressive, life-threatening 
illness, and grief and fear of death were central 
therapeutic themes, rendered urgent by the 
brevity of therapy. In such a brief format the 
challenge to the therapist was to get in touch with 
the patient's most significant feelings as soon as 
possible. This required the therapist to be 
positively involved. Appropriate techniques 
were gradually elaborated, particularly during 
two pilot studies. 

Both the nurse and the supportive techniques 
demanded an active concentration on the patient 
as a person. In contrast, the analytic technique 
based on interpretation of the transference and 
transference-childhood links seemed too object­
ive and dispassionate. It proved to be less 
suitable both for very brief therapy and for this 
symbolically impoverished, physically ill popula­
tion. For longer therapy with younger neurotic 
patients, symptomatic relief might seem less 
important and classical psychoanalytical inter­
ventions might be more appropriate. 

A final question concerns the service setting 
within which these two types of therapy might 
take place. Chest clinics might focus more 
attention on out-patient services with the 
expectation that this would lead to a reduction 
in the demand for in-patient care. There might 
be a place for medical out-patient nursing officers 
to run their own counselling clinics, a develop­
ment in line with the trend towards more patient 
centred nursing (Royal College of Nursing, 
1977). In addition, for more introspective 
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patients and those prone to severe depression, 
there may be a role within the medical team for 
the newly emerging liaison psychotherapist. 

We are grateful for statistical advice throughout the 
project from Dr K. MacRae, for help in computing 
from Mr R. Bond and Mrs P. Newman, for super­
vision of psychological testing from Miss K. Fisher, 
and for secretarial assistance from Miss J. Potter. 
Miss D. Bernstein, Miss M. McKenna and Miss J. 
RHett assisted with the transcription and content 
analysis of sessions. Financial support was received 
from the Medical Research Council and the Clinical 
Research Committee of Charing Cross Hospital. 

APPENDIX 1 

Examples of therapists' summaries including 
focus and outcome criteria 

Patient I: Age 71. Therapist: Psychotherapist A 
Disturbances 

Complaints concern effort wheeze and frequent chest 
infections with worsening symptoms of affective 
lability and disturbance of feelings in connection with 
his own illness and that of his wife. A slight stammer 
under stress all his life. 

Dynamic hypotheses 

An e~otional person with good ego development who 
expenenced early loss (of father). Good • saving' 
capacities in his mother and stepfather have been well 
internalized. However, he has always coped with 
danger and fear of death by relying on order, energy 
and integrated ego functioning. These defences 
against f~ars appear to have crumbled recently in the 
face of Wife's near death, his very intimate experience 
of this, and his obvious fear and disgust. His own 
feelings of disturbance about threats to his physical 
health have been increased by his wife's illness, and he 
has become aware of his emotional dependence on her 
and her passivity. 

Focus and therapeutic plan 

To explore his feelings about his own and his wife's 
situation and to connect them if possible with his 
fantasies about his father's death so that some more 
adequate grieving can take place. 

Outcome criteria 
That there would be a significant reduction in his fear 
of death. At follow-up, this would be shown by a 
report of reduction in his anxiety about uncertainty in 
his daily life, and by demonstrable ability to talk of 
his wife's and his own death with control. 

Patient 2: Age 70. Therapist: Psychotherapist B 
Disturbances 

An intelligent lady, who seems ill at ease about the 
project. She was quick to tell me that she did not think 
there was any emotional factor behind her breathless­
ness. However, she is cooperative and tells me about 
herself frankly and fluently. 

Dynamic hypotheses 

It became clear that she and her husband are 
emotionally remote from one another. This seems to 
suit them both, although there are strong under­
currents of resentment in her about what she sees 
as his pig-headedness and inattentiveness. When 
talking about her husband and her first son, who com­
mitted suicide, she became anxious. She seems to 
have an active emotional fantasy life, but keeps her 
feelings to herself. 

Focus and therapeutic plan 

The transference paradigm will probably be one of her 
experiencing me as an intrusive and evasive mother or 
perhaps as the son she has lost, who she still has not 
grieved for properly and idealizes. The area of denied 
or split off feelings is the most important focus with 
specific reference to her relationship with her husband 
and to her son's suicide. Genetically the roots for these 
problems lie in her relationship with her mother. 

Outcome criteria 

She must be able to express and work through some 
bottled-up grief about her son. She should then be able 
to resume active sexual and emotional intercourse 
with her husband. 

Patient 3: Age 55. Therapist: Nurse 
Disturbances 

Dyspnoea with conversation and minimal exertion. 
The patient grew up in an orphanage, does not have 
any close relationships and has lost touch with his 
family. Friendly with neighbours who help out with 
wash.ing and shopping. Knows some people in the 
locahty to acknowledge, and rents a room in a house 
with 14 others. He is very worried about how he would 
manage in the event of becoming more ill. 

Hypotheses 

The patient is a sad, frightened, isolated man, 
uncertain as to how he will manage in the face of 
deteriorating illness without support. 

Focus and therapeutic plan 

I thi~k examination of how he can manage his 
practical day to day life might be valuable. He is more 
likely to respond to advice than to analytic reasoning. 
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Outcome criteria 

He should be able to go out and seek entertainment 
and company, without the need to drink to give him 
courage. Specific forms of behaviour which would 
indicate improvement include going to the cinema 
once before follow-up; asking somebody for help - e.g. 
consulting his boss about doing a day shift during the 
winter; and talking to somebody outside the house 
once per week. 

APPENDIX 2 

Details of measures of breathlessness, mood and 
psychodynamic change 

l. Visual analogue scale of dyspnoea (Aitken et al. 
1970) 

Please make a cross ( x ) on the line below to show how 
you have been feeling about your breathlessness over 
the past 24 hours. 
Not Extremely 
breathless ------------, breathless 

2. Fletcher scale of dyspnoea (Fletcher et 01. 1959) 

1. Are you short of breath on strenuous exercise? 
2. Are you short of breath when hurrying on the level? 

Or 
Walking up slight hills? 

3. Does shortness of breath make you walk slower 
than most people of your age on the flat? 
Or 
Ha ve you had to stop after a mile or so (or after 
i hour) on the level at your own pace due to 
shortness of breath? 

4. Have you been stopping for breath after walking 
100 yards (or after 4 minutes) on the level at your 
own pace? 

5. Have you got short of breath after walking a few 
yards at your own pace? 
Or 
Did getting undressed last night make you short of 
breath? (Check that it was the slight effort involved 
and not bending over etc.) 

Note. Score 0 ifQI is answered NO. otherwise score 
the highest number answered YES. 

3. Breathlessness questionnaire to detect 
disproportionately sel'ere breathlessness (based on 
Burns. 1967) 
Sometimes you have trouble with your breathing 
which people call • shortness of breath' or 
• breathlessness'. 
Please answer these questions about it by ticking in the 
appropriate box. 
The first question has been completed for you as an 
example. 

Yes No 
l. Do you have shortness of breath at [2]0 times? 
2. Does it get worse when you exert o. yourself? 
3. Does it get better when you rest? D~ 
4. Does it ever come on when you are 

~D not moving around? 
5. Is the main trouble getting air into 

~D your chest? 
6. Do your breathing troubles vary a lot ~D for no reason? 
7. Do you find that having an alcoholic 

drink helps your breathing? (If you ~D never drink, tick NO.) 
8. Do you find that takinga tranquillizer 

(pills for your nerves) helps your ~D breathing? (If you never take them 
tick NO.) 

9. Some people sometimes get worried 
by the presence of other people and 

~D find this makes their breathlessness 
worse. Does this happen to you? 

10. Do you get more short of breath in 
~O the evening? 

11. Does a smoky atmosphere, change in 
the weather or a stuffy room affect D~ 
your breathing? 

12. Do you get panicky about dying 
~D when your breathlessness comes on? 

13. Does your morning breathlessness 
O~ get helped by bringing up sputum? (I f 

you do not have morning breathless-
ness, leave both boxes blank.) 

• Abnormal' responses are shaded. 

4. Visual analogue scales of mood (Aitken el al. 1969) 

Please make a cross ( x ) on each line to show how you 
have been feeling in the past 24 hours. 
Not Extremely 
anxious anxious 
Not ____________ Extremely 
depressed depressed 

5. Scale of resolution of focal conflict (Malan. 1963, 
1976a. b) 

4 Recovered. 
3 Evidence for substantial resolution in main 

problem. 
2 Evidence for limited resolution in the main 

problem. 
(a) Substantial symptomatic improvement with­

out appreciable changes in the problems of 
human relations. 

(b) Valuable false solution. 
o All other changes or no change. 
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6. Health Sickness Rating Scale (Luborsky & Bachrach, 1974) 
Definition of scale points 

At 100: An ideal state of complete functioning 
integration, of resiliency in the face of stress, of 
happiness and social effectiveness. 

(From 99 to 76: Degrees of "everyday' adjustment. 
Few individuals in this range seek treatment.) 

At 75: Inhibition, symptoms, character problems 
become severe enough to cause more than • everyday' 
discomfort. These individuals may occasionally seek 
treatment. 

At 65: Generally functioning pretty well but have 
focalized problem or more generalized lack of 
effectiveness without specific symptoms. 

At 50: Definitely needs treatment to continue work 
satisfactorily and has increasing difficulty in main­
taining himself autonomously (even without ex­
pressed or recognized need for formal treatment). 
Patient may either be in a stable unsatisfactory 
adjustment (where most energy is bound in the con­
flicts) or an unstable adjustment from which he will 
likely regress. 

At 25: Obviously unable to function autonomously. 
Needs hospital protection, or would need it ifit were 
not for the support ofthe therapist. The fact that the 
patient is in the hospital does not mean he must be 
rated at this point - he may have changed since 
admission or be hospitalized for any of a variety of 
reasons. 

(From 24 to I: Increased loss of contact with reality: 
need for protection of patient or others from the 
patient; high degree of regression.) 

Examples of scale points 
100 Some patients who complete treatment and some 

who come for and need only "situational' 
counselling. 

75 Patients with very mild neuroses or mild addictions 
and behaviour disorders begin here and go on down, 
depending on severity. 

65 Clearly neurotic conditions (most phobias, anxiety 
neuroses, neurotic characters). 

50 Severe neuroses such as severe obsessiv~ompulsive, 
may be rated at 50 or lower, rarely below 35. Some 
compensated psychoses. Many character disorders, 
neurotic depressions. 

35 Most borderline schizophrenias; severe character 
problems. Psychotic depressions may be this high, or 
go all the way to O. 

25 Most clear-cut, overt psychoses, psychotic charac­
ters, severe addictions (which require hospital care). 

At 10: Extremely difficult to make any contact with 10 'Closed ward' patients, such as chronic schizophre­
patient. Needs closed ward care. Not much chance nics, excited manics, profound suicidal depressions. 
of continued existence without care. 

At 0: Any condition which, if unattended, would 0 
quickly result in the patient's death, but not 
necessarily by his own hand. 
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